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IN THIS ISSUE

We hope you enjoyed part 1 of  the dual issue on chronic diseases and interventions. We are 
pleased to present the 2nd part herein. 

In this issue, we focus on institutional responses to those chronic conditions.  We feature 
exciting material from our colleagues at the Delaware Division of Public Health, the 
ACCEL clinical & translational research program, University of Delaware, Christiana 
Care, and the YMCA of Delaware.  We need strong institutions and programs to address 
the breadth and severity of conditions such as diabetes.  Using a variety of approaches, 
including community engagement, applied research, improved care delivery, outcomes 
research, and prevention methods, the enclosed articles provide a path forward to high 
quality interventions.

As a reminder, we have developed a new website on chronic diseases, including a rich 
source of Delaware-specifi c data: dechronicdiseasecollaborative.org 

The work of the Delaware Academy of Medicine/Delaware Public Health Association 
does not occur in a vacuum. We rely on national partner organizations for insight on 
matters relating to broader matters beyond the state and region, and even internationally. 
Indeed, our partnership with the American Public Health Association is a major example 
of this interaction.  This year’s Annual Meeting hosts one of the luminaries of health 
sciences worldwide- Dr. Victor Dzau, President of the National Academy of Medicine 
(formerly known as the Institutes of Medicine).  Recent meetings with Dr. Dzau at the 
NAM have affi rmed our joint commitment to science, to health, and to education.  In this 
spirit of partnership, we invite you to attend this historic event, and join us for the premier 
event in Delaware where medicine and public health share the stage for the common good.  
To learn more and to register, please go to:  www.delamed.org/2017 .  We hope to see you 
on May 17! 

Sincerely,

Omar A. Khan, M.D., M.H.S., FAAFP
Editor in Chief, Delaware Journal of Public Health
Chair, Advisory Council, Delaware Public Health Association
President-Elect, Delaware Academy of Medicine  

Timothy E. Gibbs, M.P.H.
Executive Director
Delaware Academy of Medicine / Delaware Public Health Association

Deborah P. Brown, B.S., M.S.
President and CEO
American Lung Association of the Mid-Atlantic

Timothy E. Gibbs, M.P.H.

Omar A. Khan, M.D., M.H.S.

Deb Brown



4 Delaware Journal of  Public Health MARCH 2017

Cardiovascular diseases (CVD) such as heart disease, 
heart failure, and stroke remain the number one 
cause of  death in the U.S. for both men and women 
(Benjamin et al., 2017). CVD is largely preventable, 
and is related to modifi able risk factors prevalent in 
the state of  Delaware and surrounding region such 
as poor diet, obesity, hypertension, physical inactivity, 
and tobacco use. The American Heart Association 
defi nes ideal cardiovascular health as the absence of  
clinically manifest CVD as described above, along 
with optimal levels of  blood pressure, cholesterol, 
blood glucose (sugar), body weight, physical activity, a 
healthy diet, and not smoking (Go et al., 2014). These 
7 metrics have been termed the Simple 7. Using these 
metrics it is clear that cardiovascular health in the 
United States is generally poor, with only <1 to 9% 
of  adults meeting recommendations for 6-7 metrics 
(Benjamin et al., 2017). When examining individual 
metrics of  cardiovascular health, the prevalence of  
ideal cardiovascular health ranges from 0.8% for having 
a healthy diet to 77.1% for not smoking. Improving 
cardiovascular health is important as those with the 
greatest ideal cardiovascular health metrics have a 
lower risk of  stroke, coronary disease, cardiovascular 
death, and death from all causes (Benjamin et al., 
2017). In addition to these measures of  cardiovascular 
health, other chronic conditions increase the risk for 
cardiovascular events and death such as metabolic 
syndrome and chronic kidney disease, which also have 
a high prevalence. 

With support from the National Institute of  General 
Medical Sciences (NIGMS) at the National Institutes 
of  Health (NIH), the Center of  Biomedical Research 
Excellence (COBRE) in Cardiovascular Health was 
recently established at the University of  Delaware. 
This Center aims to catalyze cardiovascular health 
research by fostering the independent research careers 
of  a team of  new investigators – each focusing on 
aspects of  cardiovascular health – and designed to 
transition these new investigators to independent 

funding from NIH. The COBRE in Cardiovascular 
Health is led by Dave Edwards, PhD, Professor in the 
Department of  Kinesiology and Applied Physiology. 
There are 5 COBRE projects led by NIH defi ned 
new investigators who have faculty appointments in 
various departments at the University of  Delaware. 
These projects are investigating the mechanisms and 
consequences of  declining cardiovascular health as well 
as interventions to improve cardiovascular health (each 
project is described below). The COBRE also aims to 
strengthen the research infrastructure and capacity to 
perform cardiovascular health research by establishing 
core facilities that will enhance cardiovascular 
research capabilities of  the new investigators, as 
well other investigators in the center, university, and 
region. Support for new equipment in the Delaware 
Biotechnology Institute Bio-Imaging Core has also 
been provided, and pilot funding is available for 
small-scale cardiovascular related projects and new 
investigators will be recruited to the University. 

The COBRE Cardiovascular Research Core (CVRC) 
Laboratory at the University of  Delaware has been 
established for assessing cardiovascular function and 
health in research participants. While multiple measures 
of  cardiovascular function are assessed, 

Center of Biomedical
Research Excellence in 
Cardiovascular Health

Megan M. Wenner Ph.D., Freda Patterson Ph.D., Regina Wright Ph.D., Shannon Lennon Ph.D., 
Melissa Witman Ph.D., and David Edwards Ph.D.
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a main underlying theme of  the core is to assess 
vascular function. Two common aspects of  vascular 
function that are assessed for investigators are 
endothelial function and arterial stiffness. The 
endothelium lines our blood vessels and releases 
important vasoactive substances that are critical 
for maintaining vascular homeostasis. Importantly, 
measures of  endothelial function are used as an 
indicator of  cardiovascular health (Vita & Keaney, 
2002; Widlansky, Gokce, Keaney, & Vita, 2003) as 
impairments in endothelial function precede the 
development of  atherosclerosis and CVD (Anderson 
et al., 1995; Celermajer et al., 1992; Gokce et al., 2003). 
Endothelial function is assessed in the CVRC by 
measuring fl ow-mediated dilation in the brachial artery 
(Figure 1). Using a high-resolution ultrasound, the 
change in diameter of  the brachial artery is measured 
in response to increased blood fl ow and shear induced 
by a brief  period of  forearm ischemia. The ability of  

the vessel to dilate is calculated as a percent change, 
and is indicative of  cardiovascular health (Figure 2). 
For example, impairments in fl ow-mediated dilation 
are evident with aging (D. S. Celermajer et al., 1994), 
and in disease states such as coronary artery disease 

(Anderson et al., 1995), hypertension or chronic kidney 
disease (Yilmaz et al., 2006). In addition to endothelial 
function, the CVCR Laboratory also commonly 
measures arterial stiffness. Arterial stiffness is assessed 
by carotid to femoral pulse wave velocity (Figure 3), 
which is considered the gold standard assessment 
of  arterial stiffness (Nichols, 2005). This is done by 
placing a pressure probe over the carotid and femoral 
arteries to record pressure waves while simultaneously 
recording an ECG. By determining the time delay 
between the arrival of  carotid and femoral pressure 
waves and the distance between recording sites, pulse 
wave velocity can be calculated. This is an important 
measure because arterial stiffness is a predictor of  
mortality (Blacher et al., 1999; Cruickshank et al., 2002; 
Laurent et al., 2001; McEniery et al., 2006). 

Cardiovascular disease is not only an important issue 
on a national level, but also important for Delawareans. 
The rates of  CVD in Delaware are consistent with, or 
higher than those seen on a national level. Delaware 
has the 23rd highest death rate from heart disease in 
the country (CDC, 2015). The COBRE in CV Health 
is therefore uniquely positioned to favorably impact 
CV health for Delawareans, and also for the country 
as a whole. For more information on the COBRE 
in CV Health, please visit http://sites.udel.edu/
cvhealth/.

Individual COBRE Projects:
1. Dietary Potassium and Vascular Function. Limiting
dietary sodium intake is part of  a healthy diet, as
excess dietary sodium intake is known to affect
cardiovascular health. Shannon Lennon, RD, PhD,
Associate Professor in the Department of  Kinesiology
and Applied Physiology is leading a project titled
“Interactive Effects of  Dietary Potassium and Sodium
on Vascular Function.” Dietary sodium restriction
is a common lifestyle modifi cation for CVD and a
key recommendation from the 2015-2020 Dietary
Guidelines for Americans (DGA) (Agriculture). While
the DGA goal is to reduce sodium consumption
to less than 100 mmol/day (2300 mg), the data
continue to illustrate that the average U.S. intake is 1.5
times higher, and in the case of  the elderly, African
Americans, or those with chronic disease, it is 2.3
times higher than recommended (Agriculture). In
contrast, U.S. adults are under-consuming potassium,
a key mineral in our diet. Current estimates show
that the median consumption of  potassium is 55%
of  the recommended intake of  120 mmol (4700 mg)
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(Cogswell et al., 2012). Recent studies in humans 
indicate that a lower urinary sodium to potassium 
excretion ratio, refl ective of  greater potassium intake, 
is associated with signifi cantly fewer cardiovascular 
events (Yang et al., 2011). Excess sodium intake has 
been shown to increase BP and lead to hypertension 
(Dahl, 1972; Elliott et al., 1989) while consumption 
of  a potassium rich diet has been shown to have BP 
lowering properties (Sacks et al., 2001; Whelton et al., 
1997). While the role of  these two nutrients on BP is 
widely accepted, their impact on the vasculature has 
received less attention. This is an important area of  
inquiry as most young and middle-aged adults (~74%) 
are salt-resistant (Weinberger, 1996) (i.e. BP does not 
increase on a high salt diet) and yet many salt-resistant 
individuals go on to develop hypertension (1 in 3 
adults) (Weinberger, 1996) (Benjamin et al., 2017) 
which may be attributable to a detrimental impact of  
sodium on the vasculature and in particular endothelial 
function. Recently, studies from our laboratory in 
salt-resistant humans have demonstrated that high salt 
intake impairs endothelial function providing evidence 
that this effect is independent of  any BP effect 
(Dupont et al., 2012; Lennon-Edwards et al., 2014). In 
contrast, potassium has been shown to be protective 
against arterial damage in rodents (Kido et al., 2008). 
Further, the benefi cial effects of  a high potassium 
intake appear to be more substantial in the presence of  
high sodium (Fujita & Ando, 1984; Grimm et al., 1990) 
suggesting that dietary potassium may counteract 
the damaging effect of  sodium on the vasculature. 
The chronic role of  potassium in protecting the 
endothelium from a high sodium diet has yet to be 
investigated in humans. The objective of  Dr. Lennon’s 
study is to determine the interaction between dietary 
potassium and sodium on the vasculature independent 
of  BP by studying salt-resistant adults. Participants 
will be enrolled in a 21-day controlled feeding study 
containing varying levels of  sodium and potassium. 
Vascular function will be studied at two levels of  the 
vasculature (conduit artery and microvascular) and 
oxidative stress and endothelial cell stiffness will be 
examined to gain insight into the mechanisms.

2. Cognitive Function and Cardiovascular Disease. Among 
the consequences associated with poor cardiovascular 
health and CVD are defi cits in cognitive function. 
Cognitive function is an important quality of  life 
indicator for older adults, and defi cits in cognitive 
function can inhibit everyday activities, planning, 
decision-making, and independent living (Hollenberg, 
Testa, & Williams, 1991; Royall, Palmer, Chiodo, 

& Polk, 2004). Regina Wright, PhD, Associate 
Professor in the School of  Nursing, is leading a 
project titled “Subclinical cardiovascular disease, 
brain, and cognition.” Subclinical cardiovascular 
diseases, (i.e., prior to overt signs and symptoms of  
disease) including atherosclerosis, arterial stiffness, and 
reduced endothelial function are pre-cursors to clinical 
manifestations of  CVD. Yet, they can confer as much, 
if  not more, risk for cardiac events than traditional 
CVD risk factors (Kuller et al., 1995). Prior to the 
emergence of  life altering outcomes such as stroke 
and dementia, subclinical CVD is associated with 
subtle cognitive decrements and decline that reduce 
quality of  life and may precede more severe clinical 
events (Mathiesen et al., 2004; Muller, Grobbee, 
Aleman, Bots, & van der Schouw, 2007; Watson et 
al., 2011; Zeki Al Hazzouri et al., 2013). A role for 
vascular changes in cognitive function is beginning 
to be appreciated; however, little is known about the 
unique contribution of  reduced endothelial function 
to cognitive outcomes. As described above, the 
endothelium is critical for maintaining vascular health. 
Reduced endothelial function is a key early step in the 
development of  hypertension (Hamburg et al., 2011), 
atherosclerosis (Bonetti, Lerman, & Lerman, 2003), 
and arterial stiffening (Zieman, Melenovsky, & Kass, 
2005), thus reduced endothelial function may represent 
an early marker of  subclinical CVD-related cognitive 
decrements and a critical target for intervention. 
Further, despite the known tendency for subclinical 
CVDs (including reduced endothelial function) to 
occur together (Anderson, 2006), there is also a limited 
understanding of  the cumulative impact of  subclinical 
CVDs on cognitive function, or the combination of  
subclinical CVDs that is most strongly associated 
with cognitive decrements. Subclinical alterations in 
the brain may be a key link underlying relations of  
reduced endothelial function and other subclinical 
CVDs to cognitive function. Magnetic resonance 
imaging (MRI)-assessed brain abnormalities have 
been reliably associated with cognitive decrements 
as well as a spectrum of  traditional CVD risk factors 
(Jongen et al., 2007; Manolio et al., 1994); however, 
there has been little investigation of  the mediating role 
of  specifi c changes in brain pathology in the linkages 
between subclinical CVD and cognitive function. 
The objective of  Dr. Wright’s project is to determine 
whether reduced endothelial function is associated 
with poorer cognitive function and greater presence of  
MRI-assessed brain abnormalities, and whether MRI-
assessed brain abnormalities mediate these associations 
in older adults. Given the high health and fi nancial 
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burdens conferred by stroke and dementia, and given 
that vascular risk factors are potentially modifi able, 
identifying the earliest signs of  vascular deterioration 
and their impact on cognition is important for the lives 
of  older adults.

3. Hypertension in Postmenopausal Women. Hypertension 
is a major risk factor for cardiovascular disease (CVD) 
(Benjamin et al., 2017). Approximately 1 in 3 adults in 
the US have hypertension. Consistent with the national 
average, ~35% of  adults in Delaware are hypertensive. 
Megan M. Wenner, PhD, Assistant Professor in the 
Department of  Kinesiology and Applied Physiology 
is leading a project titled “Mechanisms contributing 
to hypertension in postmenopausal women.” Prior 
to menopause, men have higher blood pressure 
and greater prevalence of  hypertension and CVD-
related mortality compared to age-matched women. 
However, after menopause, this sex difference is 
reversed, and postmenopausal women have a higher 
prevalence of  hypertension and mortality from 
CVD (Coylewright, Reckelhoff, & Ouyang, 2008; 
Reckelhoff, 2001). Despite these sex differences in 
hypertension, women are treated therapeutically the 
same as men. Furthermore, postmenopausal women 
are more likely to have uncontrolled or resistant 
hypertension despite medication (Kim, Alley, Seeman, 
Karlamangla, & Crimmins, 2006). The mechanisms 
contributing to hypertension in postmenopausal 
women are complex and not well understood. 
Evidence in experimental female animals suggest 
that a vasoconstricting substance called endothelin-1 
plays a major role in contributing to hypertension 
after menopause (Lima, Yanes, Davis, & Reckelhoff, 
2013; Yanes et al., 2005). However, the degree to 
which endothelin-1 contributes to hypertension in 
humans, particularly postmenopausal women, is not 
known. Furthermore, the constrictive actions of  this 
pathway also interact with other pathways commonly 
involved with hypertension, such as angiotensin II. 
The objective of  Dr. Wenner’s project is to investigate 
the role of  endothelin-1 in mediating vasoconstrictor 
tone in hypertensive postmenopausal women alone 
and in combination with a commonly prescribed 
angiotensin II receptor antagonist. Her laboratory will 
assess vascular function using a variety of  techniques 
to determine if  blocking both constricting pathways 
improves vascular function more than single therapy. 
Reaching optimal blood pressure control is of  vital 
importance in achieving optimal cardiovascular health, 
particularly in postmenopausal women.

4. Smoking Cessation and Sleep. Despite declines
in adult smoking rates during the past 50 years, 
cigarette smoking remains the number one cause 
of  cardiovascular diseases both nationally and in 
Delaware (Mokdad, Marks, Stroup, & Gerberding, 
2004; Mozaffarian et al., 2016). Nationally, current 
smoking prevalence is 15.1%,(Jamal et al., 2016) 
while in Delaware rates are 19.9% and climb to as 
high as 45% among low-socioeconomic groups, 
making Delaware 28th in the country for tobacco 
use (CDC, 2012; Jamal et al., 2014; Nguyen et al., 
2015). Limiting progress to meeting the Healthy 
People 2020 guidelines of  a 12% smoking prevalence 
is the fact that current FDA treatments for nicotine 
dependence (e.g., nicotine replacement therapy, 
bupropion, varenicline) are effective for only 1 in 3 
smokers (Patterson, Schnoll, & Lerman, 2010). The 
identifi cation of  adjunctive therapies to optimize the 
effi cacy of  current treatments for nicotine dependence 
are needed (Carpenter et al., 2013). Freda Patterson, 
PhD, Assistant Professor in the Department of  
Behavioral Health and Nutrition is leading a project 
titled “Sleep as a Target for Optimizing Responses 
to Nicotine Dependence Treatment.” As a common 
biologic function, sleep plays a central role in 
metabolic regulation, emotion regulation, performance, 
memory consolidation, brain recuperation processes, 
and learning (Cirelli & Tononi, 2008; Perry, Patil, & 
Presley-Cantrell, 2013). Inadequate sleep duration is a 
determinant of  poor cardiovascular health outcomes 
including hypertension (Meng et al., 2015), myocardial 
infarction and stroke (Aggarwal, Loomba, Arora, & 
Molnar, 2013; Altman et al., 2012; Sabanayagam & 
Shankar, 2010). Importantly, short sleep duration (<7 
hours/night), insomnia symptoms (diffi culty falling 
and/or staying asleep, more time in lighter sleep 
stages), and evening sleep timing (later to bed and to 
rise), are poor sleep patterns that are more prevalent 
in smokers than non-smokers (Jaehne et al., 2012; 
Patterson, Malone, Lozano, Grandner, & Hanlon, 
2016; Redline et al., 2004; Sahlin, Franklin, Stenlund, 
& Lindberg, 2009; Soldatos, Kales, Scharf, Bixler, & 
Kales, 1980; Zhang, Samet, Caffo, & Punjabi, 2006), 
and have been associated with increased craving to 
smoke, higher smoking rate, and relapse to former 
smoking practices in smokers trying to quit (Ashare 
et al., 2016; Dorner, Trostl, Womastek, & Groman, 
2011; Foulds et al., 2006; Fucito et al., 2013; Okun, 
Levine, Houck, Perkins, & Marcus, 2011; Peltier, 
Lee, Ma, Businelle, & Kendzor, 2017; Peters, Fucito, 
Novosad, Toll, & O’Malley, 2011; Rapp, Buechele, & 
Weiland, 2007; Riemerth, Kunze, & Groman, 2009; 
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Short et al., 2016). Moreover, although insomnia is 
a clinically-recognized nicotine withdrawal symptom 
(Hughes & Hatsukami, 1986), to date, there are no 
clinical guidelines for ameliorating insomnia symptoms 
in treatment seeking smokers (Fiore, 2008). The 
objective of  Dr. Patterson’s project is to determine 
if  addressing poor sleep characteristics in treatment-
seeking smokers could promote cessation and produce 
additive improvements in cardiovascular health. Her 
research group is conducting a randomized-controlled-
trial to test the effi cacy of  a sleep advancement 
counseling intervention on smoking cessation and 
measures of  cardiovascular health. All participants 
receive a standard 12-week course of  pharmacotherapy 
(Chantix, provided by Pfi zer) for smoking cessation. 
The novel sleep intervention utilizes cognitive-
behavioral techniques to address sleep duration and 
insomnia symptoms. Findings from this study have the 
potential to transform clinical guidelines for smoking 
cessation and the cardiovascular health of  smokers. 

5. Vascular Function in Children with Muscular Dystrophy. 
Muscular dystrophy includes a heterogeneous group 
of  neuromuscular disorders that are associated with 
progressive skeletal, respiratory, and cardiac muscle 
weakening. Duchenne muscular dystrophy is the most 
common form of  muscular dystrophy, occurring in 
approximately 1 in every 5,000 boys born in the United 
States (Mendell et al., 2012). Historically, respiratory 
failure was the major cause of  morbidity and mortality 
in patients with Duchenne muscular dystrophy but 
with changing treatments, cardiac disease has recently 
been recognized as the leading cause of  death. 
Unfortunately, symptoms of  cardiac disease often go 
unrecognized in patients with Duchenne muscular 
dystrophy as limited physical activity and respiratory 
complications often obscure the diagnosis (Romfh & 
McNally, 2010). Thus, the contributing mechanisms, 
clinical markers, and methods of  early detection for 
Duchenne muscular dystrophy cardiomyopathy are 
largely unexplored. Melissa Witman, PhD, Assistant 
Professor in the Department of  Kinesiology and 
Applied Physiology is leading a project titled “Vascular 
Consequences of  Duchenne Muscular Dystrophy.” 
Vascular dysfunction is a systemic pathology that 
impairs the health and vasomotor control of  both 
conduit and resistance vessels and is a non-traditional 
risk factor that often precedes the development of  
various cardiovascular diseases (D. Celermajer et al., 
1994; Celermajer et al., 1992; Taddei et al., 1996). 
Dysfunction of  the vasculature is also an independent 
predictor of  cardiac morbidity and mortality (Fathi, 

Haluska, Isbel, Short, & Marwick, 2004). Specifi cally, 
much of  the vascular dysfunction observed in the 
different cardiovascular diseases is often due to a 
decrease in nitric oxide synthesis and bioavailability 
(Moncada & Higgs, 2006). Vascular dysfunction 
has been observed in animal models of  Duchenne 
muscular dystrophy through a dysfunction of  nitric 
oxide production and release by the endothelium 
(Loufrani, Levy, & Henrion, 2002; Loufrani et 
al., 2001), but this has yet to be investigated in 
patients. The objective of  Dr. Witman’s project is to 
investigate the peripheral vascular consequences of  
Duchenne muscular dystrophy, associate them with 
clinical cardiac measures, and determine if  current 
pharmaceutical therapies are having an effect on the 
health of  the vasculature. Dr. Witman’s laboratory 
is working with the A.I. duPont Nemours Hospital 
for Children in Wilmington, DE. Having a greater 
understanding of  the disease mechanisms and effects 
of  the pharmaceutical therapies will inform future 
clinical trials and interventions. The ultimate goal of  
this research is to improve the lives of  young patients 
struggling with Duchenne muscular dystrophy.
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There is a great deal of  research being produced 
in the healthcare industry showing a correlation 
between community health and community structural 
characteristics, particularly in low-income communities. 
These studies have shown that chronic illnesses 
in low-income communities can be attributed to 
environment. For example, instances of  asthma can 
be related to the poor quality of  the housing stock, 
diabetes and heart disease can be affected by the lack 
of  access to healthy foods, and longevity itself  is 
adversely affected by poverty. What this means is that 
health care professionals must go beyond the physical 
health of  individuals and begin to address the physical 
condition of  communities if  they are to effectively 
address health care in distressed urban communities. 
There is therefore not just an opportunity but a need 
for healthcare professionals to work collaboratively 
with communities in distressed urban communities 
to achieve their shared goal of  comprehensive 
community health. 

In this article, I will present a strategy that has brought 
together public and private stakeholders in an effort 
to bring physical, social and philological/spiritual 
revitalization in the distressed urban community of  the 
Eastside of  Wilmington, Delaware. Our belief  is that 
the approach and actions applied in this effort present 
an effective model that could be used by healthcare 
professional to invest their knowledge and resources in 
a collaborative effort with community stakeholders and 
other institutions to comprehensively address whole 
community health in distressed urban communities. 

Demographics 
The Eastside community of  Wilmington Delaware 
is a transitional community, which happens to be 
one of  the oldest communities in Wilmington, DE. 
The Eastside community is located adjacent to the 
development of  the Riverfront and the revitalization 
of  downtown Wilmington. It has a mixed quality of  
housing stock, vacant or blighted properties, mixed 

ownership and lacks a commercial 
corridor. The total population is 
4,196, of  which 92% is African 
American, 40% of  the population 
is living below the poverty level, 
and 47% of  its residents earn less 
than $15,000 a year (Exhibit 1). 

In order to create sustainable 
change in the Eastside 
community, the following factors 
need to be addressed in a way 
that will improve the vibrancy of  
the community: poverty, housing 
instability, and the serious, 
inherent health challenges faced 
by community members. In the 
city of  Wilmington, heart disease, 
stroke, and diabetes are among 
the top causes of  death1 – all 
three are closely linked to and 

A Comprehensive Approach to 
Building Healthy Communities

Study entitled “Wilmington East Side Neighborhood Investment Plan” was conducted by KSK Architects 
Planners Historians Inc., Timothy Crawl-Bey & Associates, and RES Advisors (November 2013); based 
on 2010 US Census data (subset of  tracts 9 and 29) and 2011 Crime city data
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exacerbated by obesity.2 In the state of  Delaware, African Americans experience the highest rates of  obesity and 
associated diseases. Over 40% of  African Americans are obese in the state, and the rate of  obesity has doubled in 
the last twenty years.3 African Americans in impoverished neighborhoods with limited access to healthy foods, like 
the Eastside, are most at risk. However, an improved diet, through access to healthy foods, along with exercise, can 
signifi cantly lower the number of  individuals affected by obesity and associated diseases in these high poverty areas.

The Eastside is an area in need of  improved access to healthy foods in order to combat health issues affecting the 
community. Experts on food deserts consider the Eastside a ‘Limited Supermarket Access’ neighborhood (Exhibit 
2). The nearest supermarket, a Shoprite, is more than 1 mile south of  the Eastside, and to reach the store, residents 
must walk through potentially dangerous areas. Furthermore, many corner stores throughout the Eastside have been 
left vacant, and none of  the remaining stores carry fresh produce regularly, if  at all. The community is left to choose 
from options comprised predominately of  highly processed foods and fast foods. 

In addition to the physical challenges and barriers faced by Eastside residents, there are several philological/
spiritual issues that also exist in the community. By and large there is a general sense of  hopelessness and despair 
among community members as they have come to accept these conditions that have existed for over fi fty years as 
commonplace. Over those years Eastside has been the subject of  many studies by outside organizations, which have 
identifi ed community needs and developed programs to address them. However, those programs produced little to 
no long-term effects as the organizations soon departed when the money from their grants ran out. The result was 
a spirit of  dependency, as residents began to look for the next organizational or government program that would 
temporarily address one or more of  their needs. 

In 2008, the Eastside Blueprint community was started as part of  the Federal Home Loan Bank’s initiative to 
help distressed communities develop a community conceived plan for the revitalization of  their communities. In 
2010, The Central Baptist Church joined the Eastside Blueprint in their effort, and established The Central Baptist 

Eastside area

The Reinvestment Fund, Limited Supermarket Access analysis mapping tool

Exhibit 2
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Community Development Corporation, (referred to 
as the CDC) a recognized 502c3. The importance 
of  the corporation became increasingly evident as 
both organizations came to the realization that the 
community would need a local development non-
profi t, not only to implement the plan, but also to 
continue the process of  sustained movement toward 
comprehensive health and revitalization. Together, 
both organizations came to the conclusion that in 
spite of  the challenges existing in the community, 
through engagement efforts and the strengthening 
of  our capacity through strategic partnerships, 
we could position ourselves to take the lead in a 
continuing process that would form a healthy Eastside 
community.

Our Mission

Our combined mission was to unite community 
members with public and private stakeholders for 
the purpose of  developing a comprehensive plan 
for the revitalization of  the Eastside Community of  
Wilmington, Delaware.

Our Methodology

Our methodology applied the principles of  asset-
based community development, developed by John 
McKnight and John P. Kretzmann at the Institute for 
Public Policy at Northeastern University. We chose 
this methodology rather than a needs-based approach 
focused on defi ciencies, which we had seen utilized by 
many healthcare and service providers in the past. Our 
asset based approach focused on identifying the gifts 
and resources already in our community through asset 
mapping. At the core of  the initiative was our belief  
that residents of  the Eastside community had the 
inherent vision and ability to effectively transform our 
community in a way that would bring pride and dignity 
back to the Eastside. 

The process brought together community residents, 
community churches, and community organizations 
through a three-step process of  identifying and 
enlisting current and potential leaders, development 
of  small group committees, door to door interviews 
and information sessions. Five years of  community 
organizing and strategic planning meetings, in which 
the emphases were turned from community problems 
to community possibilities, resulted in a community 
developed plan for the revitalization of  the Eastside 
community known as “Eastside Rising.” The plan 

focuses on the mutually reinforcing pillars of  housing 
stabilization, workforce development, and economic 
empowerment with Central Baptist CDC acting as the 
lead organization for its implementation. Working in 
conjunction with the CDC was a team of  community 
volunteers who gave constant input and feedback to 
the corporation at every phase of  the implementation. 
It was our belief  that with resources and guidance 
this comprehensive community developed, and 
implemented, plan would be the key to a revitalization 
movement that would revitalize the Eastside 
Community and bring whole community health.

Our Vision 

Our vision was to be a safe, healthy, mixed income 
community where every resident is contributing 
to providing access to quality education, skills 
development that leads to living wage employment, 
and entrepreneurship development with our 
community schools, Central Baptist Church and 
Henrietta Johnson Health Center as hubs.

Every Person Valued, Every Person 
Contributing, Every Person Accountable

Housing Stabilization

The fi rst pillar of  our strategy that we engaged was 
housing stabilization. We realized that Central Baptist 
Community Development Corporation, our lead 
organization, lacked the experience and resources to 
implement this part of  the plan and it would take years 
for the CDC to acquire them. Our strategy, therefore, 
was to build capacity through collaboration, developing 
relationships with organizations who had expertise 
and resources, who were or could be stakeholders in 
our community, and to combine them with the Central 
Baptist CDC and Eastside community social capital. 
In order to facilitate the revitalization of  our Eastside 
community housing, The Central Baptist Community 
Development Corporation, partnering with the 
Eastside Blueprint Community formed a collaborative 
called the Eastside Community Redevelopers 
Coalition. The coalition consists of  community 
residents, non-profi t housing developers, service 
providers and educational institutions. Coalition 
members include the Central Baptist CDC, Eastside 
Blueprint Community, Central Baptist Church, the 
city’s non-profi t housing development corporation 
The Wilmington Housing Partnership, Habitat for 
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Humanity of  New Castle County, non-profi t developer 
Inter-Neighborhood Foundation, Woodlawn Trustees, 
The Delaware Community Reinvestment Action 
Council (DCRAC), University of  Delaware’s Center 
for Community Research and Service, and American 
Baptist Churches of  Pennsylvania and Delaware. 
These various constituencies signed a Memorandum 
of  Understanding, with the legal pro-bono assistance 
of  the law fi rm of  Richards, Layton and Finger. In 
this Memorandum they committed to work together 
to construct, re-furbish and re-model 150 homes in a 
4x10 block area of  the Eastside community over the 
next fi ve years as the initial step in the revitalization 
effort. 

Partnering with The Federal Home Loan Bank of  
Pittsburgh, the Delaware Community Reinvestment 
Act Coalition, an eastside stakeholder, committed 
to produce and promote programs for local fi rst 
time home buyers that would make available low-
interest rate mortgages. The plan called for all 
potential homeowners to complete a HUD Certifi ed 
Housing Counseling Course provided by The 
Delaware Community Reinvestment Action Coalition. 
Additionally, after settlement, buyers would participate 
in at least 8 hours of  post-homeowner repair classes 
and fi nancial counseling offered by the Stepping 
Stones Credit Union with Central Baptist Church 
and Eastside Blueprint Team utilizing the assets of  
its members to provide space and a teacher for this 
project. 

Working with Central Baptist Church, Habitat for 
Humanity, Eastside community volunteers and 
American Baptist Churches of  Pa and Delaware, began 
a program to identify senior citizens and low income 
homeowners within the designated area, who were in 
need of  assistance to repair their homes. The feeling 
was that those homeowners who had been a valuable 
part of  the community for years should not be left 
out of  the revitalization efforts. Through Habitat for 
Humanity’s “A Brush with Kindness” 
program, a total of  8 homes received 
exterior façades and much needed 
interior repairs totaling over $100,000. 
The funds were secured by grant 
applications to Delaware State Housing 
and no interests loans through the City 
of  Wilmington. 

Workforce Development 

The second pillar in the strategy in our community 
plan was workforce development. This effort was 
focused on helping us achieve our vision of  becoming 
a self- sustaining community focused on technical, 
as well as social skills, that would produce productive 
citizens and integrate them into the Eastside. One 
of  the conditions agreed upon in the Eastside 
Community Redevelopers Coalition MOU was a local 
hire policy that committed the developers to seek to 
hire up to 30% of  the labor on the housing projects 
from residents of  the Eastside fi rst, and then from the 
city and county at large. Those persons would be the 
prime candidates for the housing counseling through 
DCRAC as part of  the housing strategy. The goal was 
to integrate these individuals back into the community 
as homeowners of  the newly constructed housing in 
the coalition’s MOU. 

Central Baptist Community Development 
Corporation’s charge was to take the lead in developing 
the skilled labor that would be necessary to meet 
that commitment. As a result, Central Baptist 
Community Development Corporation established 
the Eastside Rising Training Center, centrally located 
in the designated community hub, Central Baptist. 
The training center recruits community member and 
engages them in a job readiness soft skills training 
program, then moves them into a construction pre-
apprenticeship hard skills training program, through 
an agreement signed with the Local 55 Construction 
Laborers Union. Through the program Central 
Baptist CDC is able to address the issue of  high 
unemployment among economically disadvantaged 
residents on the Eastside and in the city of  
Wilmington at large. 

This year The Central Baptist Community 
Development Corporation entered into contracts 
and formed partnerships, which has greatly increased 
their ability to train unemployed individuals, as well as 
the underemployed in the community. Through the 
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fi nancial contributions of  Barclays Bank, M and T 
Bank, and our team of  community volunteers, we were 
able to construct our new corporate offi ces and set 
up our community computer work stations. This year 
a total of  twenty-seven eastside community members 
have used that computer center and received assistance 
with job searches and resume writing from our staff  
and community volunteers A total of  nineteen of  

those serviced chose to participate in the Eastside 
Rising Training Center’s job readiness program. Those 
members received our soft skills job readiness training 
based on the nationally recognized “Secretaries 
Commission on Achieving Necessary Skills” which 
focuses on, not just fi nding, but keeping a job. 
Seventeen or 89% of  those participants completed the 
program and fourteen or 82% have been, and still are 
employed in jobs making from $10.50 to $20.00 an 
hour. 

In July, we expanded our program when we engaged in 
a partnership with Delaware Health and Social Services 
and the National Community Reinvestment Coalition 
in a research grant known as “Delaware Wonder”. 
Through this partnership with DHSS, we have been 
able to increase our staff  to a total of  six paid and fi ve 
community volunteer positions. Three of  those who 
are paid are Eastside community residents and two 
are persons who are themselves graduates from our 
training program. It should be noted that the training 
and placement effort has focused on the hardest to 
serve population. The majority of  our trainees have 
been recruited from the street corners of  the Eastside 
and most have a history of  spending time in the prison 
system.

In 2016, the CDC developed more partnerships that 
have helped position it for even further expansion of  
the training program in 2017. Through a grant from 
the Laffey-McHugh Foundation and Delaware State 
Housing Authority’s Building Blocks Grant, it has 
been able to become a certifi ed C- Tech training center 

giving it the ability to certify graduates, who choose 
to enter that track, in copper cable and fi ber optic 
wiring. Through a signed MOU with the Christina 
School District Adult Education Division, and the 
CDC’s newly formed partnership with the State 
Department of  Corrections, we have started to train 
twenty inmates, many of  whom will be released into 
our community in the cable-wiring fi eld. The program 

will position these current inmates for 
employment upon release.

While we are proud of  our training, 
and the effect it is having on building 
the capacity and transferable skills of  
community residents, we do realize 
that training is not effective without 
the ability to provide jobs. With that in 
mind, the Central Baptist Community 

Development Corporation established The Eastside 
Employment Service LLC in 2015 to help fi nd and 
place those who graduated from our training center, 
and others in need, in living wage jobs in various fi elds. 
Since its inception, we have placed a total of  twenty-
six individuals in a diverse range of  positions for 
employment. 

Eastside Community Builders

Through Central Baptist CDC the community has 
also made several improvements that we are confi dent 
will have a major impact on the distressed housing 
situation that exists on the Eastside, while also making 
an impact on community employment. Through our 
newly formed Eastside Community Builders LLC, 
Central Baptist Community Development Corporation 
has purchased, will rehabilitate and redevelop, a vacant 
commercial and residential ‘mixed use’ property on 
the Eastside. The three-story property has nearly 1300 
square feet of  commercial space on the fi rst fl oor. 
The CDC plans to rehabilitate the entire structure 
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and rent out two, 2-bedroom and one, 3-bedroom 
affordable units to households at or below 50% of  
the Area Median Income. The three apartments will 
provide quality housing for residents, help support 
the project, and develop lasting capacity-building in 
housing and commercial development for the CB 
CDC. The Wilmington Housing Authority will provide 
‘project-based vouchers’ for the units to help ensure 
affordability since all units are aimed at households at 
or below 50% AMI. 

The commercially zoned ground fl oor will house 
a coffee café, which will be WiFi equipped and 
feature specialty coffee products creating a space to 
enjoy coffee and community. It will feature soup, 
salads and sandwiches, as well as pastries and baked 
goods manufactured by local artisans in a small, 
FDA approved production space, which the café 
will make available for rent. In the back room of  
the café, there will be a small commercial kitchen 
that will be accessible to local small food service 
and catering businesses. This café will partner with 
coffee manufacturer and marketer Golden Valley 
Farms to provide training and support for aspiring 
coffee baristas who are looking to become part 
of  the growing specialty coffee market. It will also 
bring employment opportunities for community 
residents. The mission is that this cafe will help fuel 
other commercial interests to invest in the Eastside 
Community. 

As a community, we adhere to the ideology that 
in order to achieve comprehensive health for the 
community as a whole, we have to prevent and 
deter crime, promote quality education, and crime 
prevention through meaningful employment must 
be available and attainable for all. This project 
specifi cally addresses these matters by focusing on 
training and employment of  local residents in skill-
based construction jobs through the partnership 
between Central Baptist CDC’s Eastside Rising 
Training Center (ERTC) and our Eastside community 
partner, The Challenge Program. Together, with The 
Challenge Program acting as general contractor, this 
project will meet all three of  the objectives of  the 
“Eastside Rising” Plan. It will develop a skilled and 
productive Eastside community workforce, stabilize 
the community through renovating abandoned housing 
and converting these units into affordable housing, 
and promote small business and entrepreneurship for 
community residents. J.P. Morgan Chase Foundation 

has provided a $100,000 gr ant, which has allowed work 
on the project to begin, and we are looking to raise the 
remaining $840,000 through a capital campaign that 
will begin in 2017.

The Community Restoration 
Collaborative

In 2016, Central Baptist CDC partnered with one of  
our collaborative developers, the Inter-Neighborhood 
Foundation (INF), to form a joint business venture 
called The Community Restoration Collaborative LLC. 

The two non-profi ts created this progressive business 
to further provide employment and high quality, 
affordable housing opportunities to residents of  the 
Eastside community as well as to residents in the city 
and county at large. Each organization brings a proven 
track record of  implementing successful and effective 
projects. INF successfully implements and manages 
affordable housing and community development 
initiatives in the Eastside. Central Baptist CDC has a 
successful track record of  providing a comprehensive, 
high quality workforce development training program 
through the Eastside Rising Training Center that 
directly leads graduates to jobs through its Eastside 
Employment Services LLC. Through the Community 
Restoration Collaborative Central Baptist, CDC 
increased its capacity to participate in addressing the 
housing stabilization objectives laid out in the plan. It 
also gave CDC the ability hire more people on housing 
projects, which will result in more Eastside community 
members being trained and employed for jobs paying 
consistent and livable wages.

Urban Acres Produce

The fi nal pillar of  this strategy that was addressed was 
economic empowerment. One of  the fi rst ventures 
started by Central Baptist CDC was the urban produce 
retail and wholesale distribution company named 
Urban Acres LLC. The company began as a corner 
vegetable stand on the corner of  9th and Pine Street 
with the intention of  bringing healthy food to the 
community. This year, Urban Acres has reached 
several milestones towards reaching its ultimate goal 
of  increasing access to healthy foods for Eastside 
residents, while creating jobs and entrepreneurship 
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opportunities in communities in need. With the 
help and support of  the Delaware Department of  
Agriculture, Discover Bank, and Cinnaire CDFI, 
Urban Acres LLC was able to purchase a new 2016 
Dodge Cargo Van which allowed them to double the 
amount of  locations and people served. This year, 
Urban Acres expanded to seven different locations 
throughout the city, serviced over 2,894 people, 
increased staff  to fi ve full time employees, who work 
with several community volunteers. Through our 
relationship with the Food Trust of  Philadelphia we 
have begun distributing fresh produce to fi ve corner 
stores in “food desert” communities throughout 
Wilmington. With the help of  The Woodlawn 
Trustees, Urban Acres has opened its fi rst year-round 
location in the Flats - Woodlawn’s new housing 
development. 

This year, through Urban Acres, Central Baptist 
Community Development Corporation took another 
major step in implementing the Eastside Rising 
community plan. Four parcels within the target area 
were transferred to Urban Acres Produce, the LLC 
subsidiary of  Central Baptist CDC. The properties 
were donated to Urban Acres Produce by the 
Wilmington Housing Partnership as their contribution 
to the Eastside community stabilization effort. Vacant 
for many years, the properties are now set to become 
the centerpiece garden of  the Eastside. Construction 
on the grounds will transform the property into a 
community garden where residents will have the 
opportunity to grow their own vegetables, and 
participate in other community activities in the garden 
in 2017. A production garden where locally grown 
produce will be sold by Urban Acres Produce will be 
another economic development benefi t of  the project. 
As with all Eastside Rising initiatives, the Urban Acres 
Community Garden will create jobs and enthusiasm 
among community residents. 

Central Baptist CDC/First State 
Community Loan Fund

Other economic development activities that are 
planned in order to meet our charge of  Economic 
Empowerment on the Eastside is our collaborative 
effort with First State Community Loan Fund a 
Delaware CDFI. The collaborative was initiated, to 
develop small business on the Eastside. Through this 
collaboration small business development activities 
and entrepreneurial training which will be held in the 
Eastside community. The workshops target Eastside 
residents and provide an overview of  First State 
CLF programs, (Women’s Business Center, Hispanic 
Business Development Program, Small Business 
Lending Programs, Retail Assistance Program, and 
One-on-One Consulting) which are available for 
people interested in starting or expanding a small 
business. 

These courses will include business planning and 
other industry specifi c trainings (such as marketing, 
accounting, social media usage, how to structure your 
business). One-on-one business consulting will also 
be made available to existing Eastside business owners 
and individuals interested in starting new businesses. 

First State CLF will schedule regular, weekly sessions 
for people interested in one-on-one business 
consulting. These sessions will be used to provide 
feedback on business plans, assistance with access to 
capital, and general business advice and guidance. All 
training and consulting activities will take place at the 
community hub Central Baptist Church 

Conclusion

We believe that through our community engagement 
organizing efforts, and the help of  our lead 
organization the Central Baptist CDC, we have been 
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able to initiate and continue the process of  integrating 
the parts necessary to form a Healthy Community 
on the Eastside of  Wilmington. That has lead us to 
conclude that the most important part of  community 
redevelopment is not just the development of  brick 
and mortar projects, but the redevelopment and 
uplifting of  the people so they are able to obtain 
new skills, education, gain hope and see a future that 
includes them being part of  the process of  building 
healthy communities. One of  the lessons learned 
from our experience with these efforts include that 
communities can be revitalized when organizations, 
such as those in the healthcare industry, are willing to 
add their resources and expertise in collaboration with 
community organizations engaged in implementing 
a community conceived plan for the revitalization of  

their community. When that happens, the result will be 
a more stable, safe, viable and healthy community with 
ever increasing social capital, excitement, enthusiasm 
and pride.
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WVMI & Quality Insights is conducting an online assessment to verify how every practice in Delaware is currently 

sending patient immunization information to the Delaware Division of Public Health (DPH).

Since it is now mandatory for providers to report all immunizations for both adults and children to DPH’s Immu-

nization Program, it is important for providers to get on track with submitting immunization records electronically as 

paper submissions will no longer be accepted after December 2017. 

 Your feedback to this survey will help the DPH determine which practices are still submitting paper reports, 

which practices are still in the testing mode of electronic submission, and which practices are actively submitting their immunization 

records electronically.

 This online assessment is very brief and should only take a minute or two to complete. We greatly appreciate your prompt response.

Did you already receive a printed copy of the Immunization Assessment? 

This summer a community health worker hand-delivered informational packets to healthcare provider o�  ces 

throughout Delaware which contained information and resources about two projects that Quality Insights is 

spearheading for the Delaware Division of Public Health, the Hypertension and Diabetes Control & Prevention 

initiative and the Immunization e-Submission campaign. Included in this packet was a printed copy of the Immu-

nization Assessment. If you have not already completed the assessment, please do so as soon as possible.

CDC Director Kicks O�  2016-2017 Flu Vaccination Campaign

On September 29, 2016, the Centers for Disease Control and Prevention (CDC) and the National Foundation for 

Infectious Diseases (NFID) along with other public health and medical groups kicked o�  the 2016-2017 � u vaccine 

campaign at a telebrie� ng held at the National Press Club in Washington, D.C. Members of the public and health 

care professionals were urged to follow the CDC’s recommendation for everyone age six months and older to be 

vaccinated against in� uenza each year. CDC Director Tom Frieden, M.D., M.P.H. presented vaccination coverage estimates from the 2015-2016 

in� uenza season, which were released online, and received a � u vaccine. Visit the CDC website to learn more.

Download the CDC’s 2016-2017 In� uenza Letter to Health Care Providers to learn more about recent updates regarding the 2016-2017 

in� uenza season.

Con� rming Your Immunization e-Submit Status Is Easy

Contact Quality Insights of Delaware, a division of WVMI & Quality Insights, today to verify if your practice is still in the testing mode of 

e-submission or if you are actively e-submitting immunization records to DPH. 

If you need assistance transitioning from the test mode to active status, we can help! Contact Ashley Corzine, Quality Insights Practice Transformation Special-

ist, via e-mail or call 1.877.987.4687 ext. 137.

Let Us Know How You Are Submitting 
Your Immunization Records to the State
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Tabassum Salam, M.D., F.A.C.P., Medical Director, Care 
Link Services, Christiana Care Health System

The burden of  chronic disease in the United States 
has long been recognized. In 2012, among US adults, 
approximately half  (49.8%, 117 million) had at 
least 1 of  10 of  the following chronic conditions - 
hypertension, coronary heart disease, stroke, diabetes, 
cancer, arthritis, hepatitis, renal disease, asthma, or 
chronic obstructive pulmonary disease. Even more 
concerning, although 24.3% of  adults had 1 chronic 
condition, 60 million adults had multiple conditions 
(13.8% had 2 conditions, and 11.7% had 3 or more 
conditions )1.

In addition, in the past few years, we have been 
experiencing the expansion of  value-based payment 
models in healthcare, in both the private and public 
payer markets. Medicare has progressively moved 
towards shifting larger portions of  its overall payments 
through alternative models, setting a goal of  at least 
30% by the end of  2016. Further, Medicare has been 
linking value-oriented measures even to persisting 
fee-for-service payments2. Value-oriented contracts 
from private insurers continue to proliferate as well – 
for example, UnitedHealthcare shared its intention, 
by 2015, to add 250 Accountable Care Organizations 
to the 520 previously existing in its network.

Thus, although health systems have always attempted 
to improve the health of  our populations, the 
simultaneous imperative to fl ex to succeed in the 
world of  value-based payments provides even more 
of  an urgent incentive to do so well. National 

healthcare expenditure in the United States in 2015 
was $3.2 trillion3. It has been shown in many 
populations that persons with chronic conditions 
are the most frequent utilizers of  health care in the 
United States. 76% of  physician visits, 91% of  all 
prescriptions fi lled and 81% of  all hospital admissions 
are for chronic disease4, and these inpatient stays 
contribute signifi cantly to overall costs4,5. It comes as 
no surprise then, that as health systems tackle their 
transformation, they are appropriating a signifi cant 
portion of  their attention to helping their members 
manage and improve their chronic diseases.

As our community’s leading care provider, Christiana 
Care Health System is deeply committed to addressing 
the health of  our community in new and broader 
ways. We see the health challenges our neighbors face 
every day — in many cases, at rates higher than the 
rest of  the nation. We see the increasing impact of  
complex chronic conditions, for example in the form 
of  too many emergency department visits for acute 
conditions that we know could have been managed 
sooner — or better yet, prevented — at home or in 
the doctor’s offi ce. We also see community services 
that could be vitally helpful if  only there were an 
effective way to connect patients to them. In response 
to these challenges, Christiana Care developed Care 
Link, a patient-centered and clinician-led information 
technology-enhanced care coordination service to get 
people the right care at the right time, in the right place 
and with the right community resources.

The technology innovations for Care Link were 
developed to overcome several challenges. Patients 

Information Technology-enhanced care management 
improves clinical outcomes and lowers costs in 

chronic disease and episodes of care
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can receive care from multiple different health systems 
and clinical sites, and it has traditionally been very 
frustratingly diffi cult to remain fully informed about 
a patient’s clinical trajectory because data are not 
integrated across healthcare systems. Communication 
between providers across healthcare business entities 
is fractured.

The Information Technology [IT] innovations for 
Population Health Management by the Care Link team 
were signifi cant and essential tools. An operational 
data store was developed, and receives data feeds 
from electronic health records of  participating health 
systems, health information exchanges from 2 states 
[the Delaware Health Information Network (DHIN) 
and Maryland’s Chesapeake Regional Information 
System for our Patients (CRISP)], and fi nancial sources 
including claims data from payers. There is also a bi-
directional data feed to and from this operational data 
store and a population health management electronic 
health record, a prediction engine and member portal.

This IT system allows the care coordination team to 
have a regional view of  the clinical activity of  patients, 
even if  they traverse various health systems. The care 
coordination team receives real-time Admission and 
Discharge notifi cations on the patients in this project, 
from all the hospitals in Delaware and Maryland, 
through their feeds to these state health information 
networks. Thus, the care coordination team can 
proactively reach out to the hospitals or emergency 
departments to interact with the clinicians and care 
coordinators on the ground there, to provide clinical 
updates and collaborate in the management of  our 
mutual patients’ care. Also, the care coordination 
team receives real-time updates from all hospital 
and outpatient laboratory facilities in Delaware, thus 
alerting them to abnormal lab results e.g. rising White 
Cell Counts which may indicate a brewing infection 
in patients recovering from knee or hip replacement 
surgery. These triggers further allow care coordinators 
to pro-actively reach out to patients to assess them 
clinically, and direct them to appropriate clinical care 
as needed, thus allowing us to avoid unnecessary 
worsening of  clinical problems or the escalation of  
the level of  care. The use of  a shared population 
health management electronic health record allow a 
geographically dispersed Care Link team to collaborate 
on the care of  the patients and avoid redundancy of  
efforts. In addition, the novel real-time admission, 
discharge and laboratory results feeds from the state 

health information exchanges arm the whole team with 
tremendously valuable, actionable alerts that had never 
been available before.

A further IT enhancement has been the incorporation 
of  a predictive engine that uses artifi cial intelligence 
and machine learning technology to enable the 
Care Link team to identify populations most at-
risk. Historical data, including clinical information, 
utilization history, and demographic data are collected 
from internal and external sources. Predictive signal 
detection and analysis is applied in order to calculate a 
risk score predicting future utilization at the individual 
person level. This is of  particular signifi cance, because 
of  the aforementioned high rate and costs of  hospital 
admissions in patients with chronic disease. The 
risk scores are communicated via the population 
health management electronic health record to the 
care coordination team, so that the intensity of  care 
coordination efforts can be customized to each 
patent’s risk level.

In addition to these technological advances, emphasis 
was also placed on developing a care coordination 
team that actively builds relationships with patients, 
their families and their circles of  care. The Care Link 
team has a much more rounded view of  our patients’ 
clinical progress and social and personal needs, and 
this in turn allows us to guide them to recovery or 
manage their chronic disease in a far more streamlined 
manner, while minimizing unnecessary, wasteful 
clinical activity. Utilizing a hub-and-spoke model, 
Care Link leverages both virtual and embedded care 
management staff  to drive patient engagement and 
coordination of  care across a variety of  care delivery 
locations, including primary care and subspecialty 
practices, hospitals and post-acute care facilities 
across the state of  Delaware, Maryland, southeastern 
Pennsylvania and southern New Jersey.

The Care Link team is comprised of  clinicians 
from multiple disciplines – Registered Nurses, 
Pharmacists, Social Workers, Respiratory Therapists 
and Medical Directors. This interprofessional team 
helps patients better adhere to treatment plans, guides 
them in self-management of  chronic conditions, 
medication management and compliance with 
follow-up appointments, preventive care, testing and 
imaging. In addition, the Care Link team improves 
surgical outcomes with optimal peri-operative care 
management of  its patients.
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As the back bone of  the team, nurse care managers 
perform assessments and educate telephonically, 
face-to-face, through live video meetings, or printed 
materials. They review each patient in a holistic way to 
identify barriers, education gaps, any physical, social, 
and emotional needs, and work closely with patients 
and their providers of  care to meet their current and 
future needs by promoting safe, quality care through 
appropriate use of  resources.

Care Link pharmacists perform medication 
reconciliations when patients experience transitions 
of  care, such as upon return home from a stay at 
a hospital or skilled nursing facility. They review 
medications for unsafe drug interactions and check 
to ensure that appropriate doses are being prescribed 
and dispensed. They communicate with prescribing 
physicians, pharmacies or home health care agencies 
whenever any medication-related needs arise. They 
provide medical-related education to patients by 
telephone, video consultation or printed material. 
If  patients are having trouble picking up their 
medications, they help to transfer prescriptions to 
conveniently located retail pharmacies or those that 
deliver to the home. Care Link pharmacists also 
contribute to the longitudinal care of  chronic diseases 
and the peri-operative support of  patients in episodic 
care, such as bundled care for surgery, by reviewing 
their medications lists for high-risk medications, such 
as anticoagulants or narcotic pain medications.

Care Link social workers assist patients with a variety 
of  fi nancial challenges, such as arranging affordable 
transportation or medication. They also help them 
access local, regional or state agencies that provide 
social services. They help homeless patients to connect 
with state agencies or homeless shelters, link patients 
and families to the state’s Division of  Aging, when 
appropriate, administer depression screens and 
refer patients with positive fi ndings to behavioral 
health care.

Care Link respiratory therapists focus on supporting 
patients with chronic pulmonary conditions with the 
goal of  equipping them to successfully self-manage 
their health. They provide detailed education on 
conditions and treatment plans, and emphasize 
the importance of  adherence to treatment plans. 
They review inhaler utilization techniques and 
communicate with physicians when patients need 
medication adjustments or refi lls. The therapists 

ensure that in-home medical equipment, is working 
appropriately, and connect with the durable medical 
equipment companies on their patient’s behalf.

A consistent philosophy employed at Care Link 
is that of  working to engage all members of  the 
team – the patients, families, circles of  care, as well 
as all their providers of  healthcare. Much evidence 
exists that illustrates that patient activation makes a 
positive impact on health outcomes, costs and patient 
experience6. The team is trained to apply motivational 
interviewing skills to activate patients, and to provide 
continuous customized support to help patients 
change their behaviors and gain confi dence in self-
management of  their chronic medical conditions.

Let us take an in-depth look into a population that is 
served by the Care Link team. Beginning in January 
2015, Christiana Care Health System voluntarily opted 
to participate in a bundled payment model with a 
major payer, taking responsibility for the fi nancial 
and clinical outcomes of  patients in episodes of  
care. In this agreement, the episode included the 
inpatient stay in the acute care hospital plus the 
post-acute care and all related services up to 90 days 
after hospital discharge. Several surgical and medical 
diagnoses, including total joint replacement surgery 
were included. The outcomes of  the 2,432 patients 
underwent total joint replacement surgery in this 
program from January 2015 to September 2016 are 
reviewed here. Through the development of  a clinical 
pathway and standardization of  surgical and immediate 
post-operative procedures, the length of  stay for total 
joint replacement patients was reduced by 4.0 days.

The Care Link team’s interactions with patients 
undergoing elective total joint replacement surgery 
begins in the pre-operative period. The team converse 
with patients and their circles of  care to identify 
clinical and psycho-social needs. They optimize patient 
and caregiver education, manage patient expectations 
and begin discharge planning before the patients arrive 
at the hospital.

Historically, total hip/knee joint replacements have 
accounted for nearly 10 percent of  all discharges to 
post-acute care, among which 54.1 percent went to 
home health agencies, 37.3 percent went to SNFs, and 
8.4 percent went to inpatient rehabilitation facilities7. 
There exists a high likelihood that discharges to 
post-acute care, especially skilled nursing facilities 
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are not often driven by clinical need and thus may 
not be cost-effective8. The Care Link team assesses 
all elective joint replacement patients pre-operatively 
using a validated tool to predict post-acute care needs. 
In doing so, we have been able to increase the number 
of  patients being discharged to home with self-care or 
with home health care by 24% Figure 1.

Concurrently, we have been able to reduce the number 
of  patients being transferred to skilled nursing facilities 
after total joint replacement surgery by 46% Figure 2.

The concern was raised that both shortening the 
hospital length of  stay and sending more patients 
home after surgery instead of  to skilled nursing 
facilities would lead to rising readmission rates. 
However, the opposite was seen, as illustrated in Figure 
3. There was a 25% reduction in readmissions after 30 
days, and a 19% reduction in the 90-day readmission 
rate for joint replacement patients. This was achieved 
by technology-enhanced intensive care coordination 
of  these patients. Within 24 hours of  discharge from 

the hospital post-surgery, the Care Link team connects 
with the patient, by phone, face-to-face or video 
conference. Areas of  focus include ensuring patient 
understanding of  discharge instructions, ensuring 
that follow-up appointments are scheduled and 
kept, and that medication prescriptions are fi lled and 
treatment plans adhered to. Much emphasis is placed 
on educating patients on the appropriate sites at which 
to access acute care, with emphasis on minimizing 
unnecessary use of  the emergency department or 
hospital. The intensity of  the outreach is further 
customized achieved by utilizing the predictive engine 
to identify patients at highest risk of  utilization. In 
addition, the Care Link team receives near real-time 
admission alerts on its patients from all emergency 
departments and hospitals in the state of  Delaware 
since they report to the DHIN. These triggers allow 
the Care Link team to interact with the hospital 
clinical and care management teams in real time, 
and to facilitate a smooth transition to appropriate 
levels of  care. We are often able to avoid unnecessary 
hospitalizations by providing the security of  support 
to patients to ensure appropriate follow-up and follow-
through on clinical plans.

In addition, patients were surveyed about their 
perceptions of  their levels of  pain control and mobility 
4 weeks after surgery. 76% of  total hip & 63% of  total 
knee patients had pain improvement at 4 weeks post 
discharge (“extremely” or “quite a bit” improved) as 
seen in Figure 4.

Figure 1: 24% increase in total joint replacement patients being 
discharged to home with self-care of  home health care after initiation 
of  care coordination by Care Link in a bundled payment model with 
a major payer.

Figure 3: 25% reduction in readmissions after 30 days, and a 19% 
reduction in the 90-day readmission rate for joint replacement patients

Figure 2: 46% decrease in total joint replacement patients being 
discharged to skilled nursing facilities [SNFs] after initiation of  care 
coordination by Care Link in in a bundled payment model with a 
major payer .

Figure 3: 25% reduction in readmissions after 30 days, and a 19% 
reduction in the 90-day readmission rate for joint replacement patients
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In addition, 76% of  total hip & 63% of  total knee 
patients had pain improvement at 4 weeks post 
discharge (“extremely” or “quite a bit” improved), as 
illustrated in Figure 5.

The IT-enhanced care coordination processes 
illustrated in the care of  total joint replacement 
patients are also being applied to the support of  
patients with chronic diseases. The Care Link team 
supports 48,000 patients cared for by almost 300 
primary care physicians in a Accountable Care 
Organization linked to a major payer in Delaware and 
Maryland. Care Link uses the complex and detailed 
data available on all its patients to identify areas 
of  opportunity for clinical and care management 
improvements, and works collaboratively with 
clinicians to drive performance improvements 
throughout the care continuum.

Adapting to developments in one’s illness, 
understanding how to self-manage a chronic illness, 
coordinating appointments, sharing information 
between primary care and specialty providers, 

following up on details — from transportation to 
prescriptions to scheduling tests — can be a full-time 
job for someone with a chronic illness. The Care 
Link team is proving that by providing Information 
Technology-guided intensive care management 
support, populations of  patients can achieve better 
clinical outcomes at lower cost.
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Figure 4: Improved levels of  pain in total joint 
replacement patients 4 weeks after discharge

Figure 5: Improved mobility in total joint replacement patients 4 
weeks after discharge
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Overview of the problem in Delaware
According to the Mayo Clinic, “Diabetes mellitus 
refers to a group of  diseases that affect how your 
body uses blood sugar (glucose)… If  you have 
diabetes, no matter what type, it means you have too 
much glucose in your blood, although the causes may 
differ. Too much glucose can lead to serious health 
problems. Chronic diabetes conditions include type 
1 diabetes and type 2 diabetes. Potentially reversible 
diabetes conditions include prediabetes and gestational 
diabetes” (Mayo Clinic, 2017). The large majority of  
people with diabetes have type 2 diabetes, or, the 
lesser talked about, prediabetes. 

Diabetes is diagnosed through blood tests. Any one 
of  the following tests can be used for diagnosis: A1C 
or glycohemoglobin, FPG or fasting plasma glucose, 
or OGTT or oral glucose tolerance (ADA, 2012). 

In her article, Reversing the Diabetes Epidemic 
(2014), Dr. Rattay, Director of  the Delaware Division 
of  Public Health, says, “Although all these tests can 
be used to indicate diabetes or prediabetes, in some 
people one test will indicate a diagnosis of  diabetes 
or prediabetes when another does not. People with 
differing test results may be in an early state of  the 
disease, where blood glucose levels have not raised 
high enough to show on every test. Consider these 
variations when reviewing test results and repeat 
laboratory tests for confi rmation.”

In Delaware’s population of  fewer than 1 million, there 
is a high prevalence of  type 2 diabetes. Between 2011 
and 2015, the prevalence has increased from 9.7% to 
11.5% (Delaware Health and Social Services, 2015). 
Sussex county has the highest rate at 13.7%, followed 
by Kent (11.9%) and New Castle (10.4%). As a whole, 
Delaware has the 10th highest rate of  diabetes in the 
country (Delaware Health and Social Services, 2015).

Obesity and type 2 diabetes go hand in hand. Over 
the past several decades the correlation between these 
diseases has been demonstrated through the CDC’s 
Adult Obesity Prevalence maps. The two conditions 
have trended upwards, with obesity leading and 
diabetes following close behind. Delaware’s obesity 
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Understanding
Type 2 Diabetes

TRUTH or MYTH



29

rate is just shy of  30% of  the population, which has 
doubled since 1990 (The State of  Delaware, 2015). 
Delaware has the 28th highest obesity rate in 
the country. 

Obesity is not the only risk factor for type 2 diabetes. 
Age (particularly those aged 45 and older), being 
physically active less than 3 times per week, family 
history of  type 2 diabetes, high blood pressure, and 
high cholesterol are also signifi cant risk factors 
(State of  Delaware, 2015). 

Prediabetes rates are higher than diabetes rates, 
affecting 1 out of  every 3 adults in the United 
States. According to the Division of  Public Health’s 
publication, The Burden of  Diabetes in Delaware 2014 
Update (2016), “8.2 % of  Delaware adults who were 
not diagnosed with diabetes report having prediabetes. 
Without intervention, prediabetes progresses to 
diabetes at the rate of  10% per year.” In addition, 
many individuals with prediabetes have at least one 
co-morbidity such as obesity, heart disease, or high 
blood pressure. Prediabetes causes healthcare costs 
to increase and in Delaware, this will result in even 
higher rates of  diabetes in the future as prediabetes 
transitions to diabetes.

In Delaware, rates of  women with gestational diabetes 
range from 2% to almost 9%, based on age with those 
being over 35 with the highest incidence. According 
to the CDC, women who are affected by gestational 
diabetes have more than a 7-fold increased risk of  
developing type 2 diabetes 5 to 10 years after delivery 
(DeSisto, Et al, 2014). 

Healthy eating and active living have long been top 
priorities across the state from the governor’s council 
to community coalitions, and yet despite great efforts 
spent on managing the disease, numbers are continuing 
to move upwards.

Diabetes is a very costly disease. The obesity epidemic 
and resulting diabetes trend are costing our healthcare 
systems and our patients considerable amounts of  
money for a disease that is debilitating, takes away 
quality of  life, and causes complications. In fact, 
a billion dollars is spent every year on managing 
this one chronic disease that causes so many other 
health problems. 

Read on to see if  you can discern diabetes truths from 
myths, and learn how you can play a role in reversing 
this epidemic to help Delawareans become healthier.

MAGNITUDE OF THE PROBLEM
DELAWARE
Diabetes

• 6th leading cause of  death in Delaware 
• Approximately 100,000 adults (13.2%) have diabetes 
• 25% have diabetes and do not know it
• 23.7% of  adults aged 65+ have diabetes 
• 5000 people are diagnosed with diabetes every year

Prediabetes
• 8.6% of  Delawareans have been diagnosed with prediabetes (appox 54,700 individuals)
• Only 17% of  actual cases of  prediabetes are diagnosed, leaving many at-risk individuals unaccounted 
• 1 out of  3 US adults have prediabetes; 90% don’t know it

Cost of  Diabetes in Delaware 
• Total cost of  diabetes: $1.1 billion 

Direct medical costs: $800 million 
• Indirect costs (disability, work loss, premature death): $300 million 

(Delaware Health and Human Services, 2014)
(ADA, 2015) $
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1) Diabetes a� ects genders and races equally.

Nationally, diabetes trends higher in 
those aged 45+, in blacks and Latinos, 
and men.

Delaware follows the national trends 
of  diabetes: racially American Indians/

Alaskan Natives (15.9%), non-Hispanic blacks 
(13.2%), and Hispanics (12.8%) have the highest rates 
as well as seniors (19.3%) have high rates (ADA, 2015).  
Exceptionally, women (10.8%) and men (8.6%) in 
Delaware have similar rates.

As obesity is a trend setter for diabetes, obesity 
indicates similar patterns in Delaware.  As of  2015, 
those aged 45-64 have the highest rate at 34.8%, 
compared to those 18-52 (18.2%), aged 26-44 (29.9%),  
and those 65+ (27.9%); racially blacks have the highest 
rate at 36.6%, compared with whites at 29.4% and 
Latinos at 35.3%.  Like diabetes, men and women rates 
of  obesity are very similar with women at 27.8% and 
men at 26.1%.  Delaware’s childhood obesity rate is 
high; ranking 3rd in the nation in childhood obesity 
(The State of  Delaware, 2015), making our children 
at high risk for diabetes.

Similar to statistics for the adult population, African 
American, Native American, Hispanic, and Pacifi c 
Islander youth are most at risk for diabetes.

2) Children can develop type 2 diabetes too.
Children as young as 5 years old are 
now being diagnosed with type 2 
diabetes (AHA, 2014). Some studies 
report that between 8% and 45% 
of  children who’ve been newly 

diagnosed with diabetes have the form 
known as type 2. Delaware is ranked as having the 

3rd highest childhood obesity rate for children 2-4 
years old, and ranked 16th for 10-17 year olds. The 
term “adult-onset diabetes” no longer only applies 
to adults; adult-onset diabetes is type 2 diabetes 
(The State of  Obesity, 2015). 

For children, being overweight and having a family 
history of  diabetes are risk factors as well. 45-80% of  
children who develop type 2 diabetes have at least one 
parent with the disease (KidsHealth, 2017). 

Also similar to adults, is the management of  the 
diabetes in children. A healthy lifestyle with nutritious, 
balanced meals, physical activity, glucose monitoring 
and doctor’s visits are part of  important self-
management. However, puberty, hormones, and peer 
pressure can present challenges to managing their 
glucose levels and maintaining the healthy lifestyle, 
making diabetes even more complicated for this 
population (Kids Health, 2017).

Former Surgeon General Richard Carmona said it 
best, “we may see the fi rst generation that will be 
less healthy and have a short life expectancy than 
their parents.”

3) Diabetes is not that serious.
Great strides have been made across 
Delaware, the US, and world-wide 
to combat diabetes. Each of  the 
hospitals in Delaware, the Delaware 
Division of  Public Health and 

community organizations, have programs 
and services to help those who have diabetes manage 
the disease. The complicated task of  managing this 
disease includes receiving annual dilated eye exams, 
routine testing for microalbuminuria, regular dental 
exams, foot exams, maintaining normal levels of  blood 
pressure, cholesterol, and lipids, and not to mention 
maintaining a healthy diet and physical activity levels 
(CDC, 2014). Without urgent action, diabetes-related 
deaths will increase by more than 50% in the next 
10 years (WHO, 2010). Diabetes-related deaths are 
under-reported and as more is learned about the 
disease and the more it is recognized as a debilitating 
disease the more it will be tracked as a cause of  death. 
If  the current trend continues, this number will only 
continue to grow.

Diabetes is sometimes called a “silent disease” and 
may not be taken seriously for those who are at risk or 
have developed the disease. There may be no physical 
symptoms at all as the disease onsets. When symptoms 
do develop people may not recognize them because 
they are mild, such as increase urination, thirst, and 
hunger. Also, weight loss, fatigue, wounds that won’t 
heal, and blurred vision may occur. Without routine 
bloodwork, diagnosis of  this disease may be missed. 
Physicians can get a sense if  someone is at risk 
for diabetes by exmining risk factors. Like most 
diseases, for diabetes there are modifi able (activity 
level, overweigh status, and smoking status) and 
non-modifi able risk (family history and age) factors. 
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With 1 out of  11 individuals with diabetes and an 
aging population, these non-modifi able risks can 
indicate why the disease is so prevalent. However, 
as discussed, with obesity being a strong precursor, 
the modifi able risk factors sound the alarm on how 
diabetes has become so prevalent.

The disease is highly undiagnosed (25% of  people 
don’t know they have it), and enormous behavior 
changes are needed to manage the disease. There 
are several high-cost, debilitating complications. 
These include:

•  Kidney failure
•  Blindness
•  Stroke
•  Heart disease 
•  Loss of  toes feet or legs

(CDC, 2016)
Many individuals with prediabetes have at least one 
co-morbidity such as obesity, heart disease, or high 
blood pressure.

Dr Lenhard, the Medical Director of  Christiana 
Care Health System’s Diabetes & Metabolic Diseases 
Center, the Diabetes & Metabolic Research Center 
and Christiana Care’s Weight Management Center 
said, “Diabetes is clearly a complicated and potentially 
deadly disease. But it is more than just a dangerous 
disease. It is one of  the largest public health threats 
facing our civilization. That sounds alarmist, but when 
you consider that half  of  American adults have either 
diabetes or prediabetes right now, and combine this 
with the growth and incredibly high cost of  treating 
diabetes it is apparent that diabetes is a major source 
of  concern.” 

This disease with so many complications and 
comorbidities makes for a very serious condition. Our 
job in public health and clinical practice is to continue 
to inform our populations that this disease will have a 
negative impact on our lives and those of  our loved ones. 
Because of  its silent nature and list of  complications 
there is a big job ahead to reverse the trend.

4) Annual out-of-pocket medical cost of someone with 
diabetes and associated conditions is $20,000.  

According to one of  the nation’s largest 
insurance companies, it costs roughly 
$3,700 a year to treat a person with 
prediabetes. Without complications, 
the medical cost of  someone 

with diabetes is about $9,202. Treating 
someone with advanced stages of  diabetes and 

associated conditions tops $20,000 annually (CDC, 
2011). The American Diabetes Association estimates 
medical expenses about 2.3 times higher for those 
with diabetes than those without. When diabetes 
is combined with chronic complications such as 
neurological, cardiovascular, and renal complications 
the costs go up about 30% (ADA, 2015)! 

Healthcare expenditures of  diabetes are high. 
Diabetes, and associated complications, cost Delaware 
$1.1 billion a year. The costs go to institutional care, 
outpatient care, 
outpatient and 
medications and 
supplies as well 
as other indirect 
costs. Direct 
medical expenses 
for diabetes was 
estimated to be 
$818 million 
a year (ADA, 
2015). 

Modi� able Risk Factor Non-modi� able Risk Factor
Physical activity level Family history of diabetes
Overweight/obesity status Age (increases at age 40 and 65)
Smoking status Race or Ethnic Background
High blood pressure or cholesterol History of Gestational Diabetes

(ADA, 2012)
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$293 million was lost on indirect costs due to diabetes, including absenteeism, presentism, reduced productivity, 
disease-related disability, and early mortality (ADA, 2015). 

Individuals with prediabetes may be at risk for higher out-of-pocket healthcare costs should that person go on to 
develop type 2 diabetes. The costs for a person with prediabetes is also higher due to the comorbidities that present 
at this stage, such as high blood pressure and high cholesterol. 

The physician appointments, medications, diabetic supplies, hospital/inpatient care and potentially eventual nursing 
care all add up to costs spread across the physicians, insurance, and the individual with the disease. 

5) Type 2 diabetes can be prevented.
People with prediabetes are at risk for developing type 2 diabetes but they can signifi cantly reduce 
that risk by increasing physical activity and eating a healthier diet.

Back in 2002, the National Institutes of  Health started to study the effects of  lifestyle 
modifi cation on reducing the risk for type 2 diabetes. They tested three approaches to preventing 

type 2 diabetes: Making lifestyle changes, taking the diabetes medication Metformin, receiving 
education about diabetes.  People in the lifestyle change group showed the best outcomes. Those who took 

metformin also benefi ted, but not to the same extent. The results showed that by losing an average of  5% in the 
fi rst year of  the study, people in the lifestyle change group reduced their risk of  developing type 2 diabetes by 58-
71%. Those in the metformin group reduced risk by 31% (Knowler, et al, 2002).

Intervention Method Risk Reduction
Making lifestyle changes Exercise, usually by walking 5 days a week for 

about 30 minutes a day, and lowering their intake 
of fat and calories.

58%

Taking Metformin (diabetes medication) Dose of metformin and received information 
about physical activity and diet. 31%

Receiving education about diabetes
(Control)

Only received information about physical activity 
and diet and took a placebo—a pill without 
medication in it.

N/A

(Knowler, et al, 2002).

The Diabetes Prevention Program and developed, validated in a community setting, and scaled across the country. 
In Delaware, this program most often takes place through the YMCA, as they are the largest deliverer of  the 
program in the state. 

The YMCA’s Diabetes Prevention Program helps overweight and obese adults with prediabetes adopt and maintain 
healthy lifestyles by eating healthier and increasing physical activity. By losing 5-7% of  body weight participants 
reduce their chances of  developing the disease. The 25 sessions take place over the course of  a year in a classroom 
setting where participants support one another and gain lasting tools to prevent type 2 diabetes. The NIH study 
showed that even 10 years after completing the program participants kept the weight off  and the risk for 
diabetes was lower.

More recently the Centers for Medicare and Medicaid (CMS) evaluated the cost effectiveness of  the program. The 
YMCA of  Delaware was one of  17 sites that enrolled over 10,000 Medicare recipients in the Diabetes Prevention 
Program and CMS found that Medicare can save over $2600 per individual over 15 months by having benefi ciaries 
with prediabetes participate in the program (CMS, 2016). With those outstanding results they are planning to add 
the program as a covered benefi t, projected coverage will start in 2018. This is groundbreaking for public health as 
this will be the fi rst time Medicare covers a prevention program.
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Children and adolescents with obesity are at greater 
risk for health problems such as type 2 diabetes, 
hypertension, high cholesterol, stroke, and heart 
disease, when compared with their peers at a normal-
weight (International Journal of  Obesity, 2011). 
These same children are 63% more likely to be 
bullied (Pediatrics Vol. 125) and often struggle with 
eating disorders and mental health issues, such as 
low self-esteem and depression (Wang, et al, 2011). 
Research shows adolescents with metabolic syndrome, 
a condition closely associated with obesity, had 
signifi cantly lower arithmetic, spelling, attention, and 
mental fl exibility, which suggests a linkage to lower 
academic and professional potential (Pediatrics).

Healthy Weight and Your Child, a program at the 
YMCA, empowers 7-13 year olds with obesity, with 
the support of  their families, to reach a healthy weight 
and live a healthier lifestyle. Through education, 
conversation and being physically active as a family, 
the participants learn goal setting and action planning 
as they work together to achieve healthier and more 
active lifestyles. Research on the program model has 
shown statistically signifi cant reductions in body mass 
index, waist circumference, sedentary activities and 
improvements in physical activity and self-esteem at 
six months, also sustained at 12 months.

According to the ADA, the Division of  Diabetes 
Translation at the CDC spent $174,878 on diabetes 
prevention and educational programs in Delaware in 
2014. Far less spending than the billion dollars spent 
on management each year. “I have heard politicians 
say that we can’t afford to prevent diabetes and my 
response is that we can’t afford not to”, said Dr. 
Lenhard.

6)  It is up to doctors alone to � x this problem.
“The chronic nature of  diabetes 
requires daily disease management not 
only by those individuals with diabetes, 
but also with their families and their 
health care team,” said Dr. Kara 

Odom Walker, Secretary of  the Department 
of  Health and Social Services. “As a family physician, 
I have seen the benefi ts of  patients eating well, staying 
active, taking their medication, and keeping their 
medical appointments. People with diabetes can create 
a healthier future for themselves as we work together 
to build a healthier Delaware. As a community, we 
must continue to partner to connect individuals 

with diabetes to consistent and coordinated care, 
to educate them on how to best manage their 
condition, and to intervene with individuals diagnosed 
with early-stage prediabetes to change their diets and 
fi tness levels.” 

It’s everyone’s job to help change the incidence rate of  
type 2 diabetes. Now more than ever there is a focus 
on partnerships to strengthen the continuum of  care 
for patients. It’s not up to one person/group to reverse 
the trend of  diabetes. The whole community needs 
to work together to test, diagnose, refer to resources, 
enroll in programs, and disseminate information so 
that there is high visibility and strong hand-holding to 
improve health at the population level. 

How Can You Help?
Start planning. Make a list of  people who are involved 
in combating the disease who you can work with or are 
currently working in the arena: physicians, community 
health workers, public health offi cials, state and federal 
legislators, family and friends, coalitions, community 
groups, and member-based associations, medical 
societies. Make contact with those individuals and 
continually connect to learn what each other is doing 
and how you can work together and share resources. 
So many of  us are tasked with reversing the trend of  
diabetes (and other chronic conditions) and we are 
more effective when we work together. Public health 
initiatives rarely work overnight and a community 
model is essential for enacting change.

Use these national and local resources as something 
new to try, as a stepping stone to more information, 
or a refresher on what already exists.

American Medical Association Screen Test Act Today 
(STAT) guide – for the clinical community this guide 
can help identify and notify patients with type 2 
diabetes. Using Electronic Medical Records, physicians 
and staff  can create systems to prompt referrals to 
self-management and prevention programs, setting 
up offi ce workfl ows to send referrals through secure 
faxing, or send retrospective letters to patients who 
have diagnosable glucose levels but haven’t been 
referred out to services.

www.preventdiabetesstat.org/ 
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HealthyDelaware.org– this website houses information and resources 
around diabetes. This website houses a list of  all of  the diabetes self-
management and prevention programs in the state. Each listing has 
a website to the organization’s program page, where one can fi nd 
information about the programs, class times and locations, costs and 
insurance coverage. There is a link to the Diabetes Coalition Resource 
Guide and upcoming events for the community and professionals to 
share and gain information.

www.healthydelaware.org/Diabetes 

YMCA of  Delaware – The YMCA of  Delaware is committed to 
strengthening the community through youth development, healthy 
living and social responsibility. With 7 branches statewide, a youth 
resource center in downtown Wilmington, and an overnight camp and 
conference center in Worton, Maryland, the Y is committed to serving everyone – regardless of  age, income or 
background.  The YMCA is the community vehicle for the evidence-based Diabetes Prevention Program and 
Healthy Weight and Your Child program, which take place in all three counties of  Delaware in the community and 
at the YMCA. These programs are open to members and non-members. 

www.ymcade.org 
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Abstract
Diabetes is a major health concern in Delaware, 
affecting approximately 85,000 adult Delawareans. 
Diabetes can lead to amputation, blindness, kidney 
failure, impaired hearing, heart and dental disease, 
and other complications. The Division of  Public 
Health (DPH) launched a project in collaboration 
with Quality Insights (QI) to assist physician practices 
improve their National Quality Forum (NQF) Clinical 
Quality Measure NQF 0059. QI provides resources 
and tools to support physicians and their care teams in 
this quality improvement effort. One initiative invites 
physician offi ce sites to participate in a free service 
that mails referral letters to their patient population 
with diabetes. The referral letter encourages patients 
to enroll in the state’s free Diabetes Self-Management 
Program (DSMP) which supports lifestyle modifi cation 
control efforts.

Background
Type 2, or non-insulin dependent or “adult onset” 
diabetes, is the most prevalent type of  diabetes1. Those 
with type 2 diabetes produce some insulin. Certain risk 
factors that increase your chance at developing type 

2 diabetes, include being overweight, lack of  physical 
activity, family history, race, age, having gestational 
diabetes, and high blood pressure2. Often people 
with type 2 diabetes can control their disease through 
lifestyle modifi cation and oral medications, but 
sometimes they may have to take insulin as well3. 

Unlike  type 2 diabetes, type 1 diabetes is an 
autoimmune disease4, because the immune system 
attacks the insulin-producing cells in the pancreas5. 
However, the exact mechanisms for the onset are 
unknown. Type 1 diabetes requires insulin injections to 
manage blood glucose levels. Healthy lifestyle practices, 
such as eating healthy and staying active, also can help 
manage type 1 diabetes1. 

With prediabetes, blood glucose is higher than normal 
but not enough to be diagnosed with type 2 diabetes. 
Lifestyle modifi cations can delay or even prevent the 
development of  type 2 diabetes6. 

Discussion
According to the 2015 Delaware Behavioral Risk 
Factor Survey (BRFS)7, of  those age 18 or older, 

A Public Health Response to Diabetes in 
Delaware through Partnership, Referral, and 

the Diabetes Self-Management Program
Donald Post, Andrea Rodi, M.B.A., and Stephanie H. Belinske, M.P.H.
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approximately 85,000 people in the state have diabetes 
and almost 35,000 of  those are 65 years of  age or 
older. When controlling for age group, race, income 
level, county of  residence, health care coverage, 
physical activity, weight category, disability, and 
depression:

•  Adults age 45-54 were 9.5 times more likely to 
have diabetes, compared to adults age 18-44.

•  Adults age 55-64 were 13.4 times more likely to 
have diabetes, compared to adults age 18-44.

•  Adults age 65 and older were 16.2 times more 
likely to have diabetes, compared to adults age 
18-44.

•  African Americans were almost twice as likely 
to have diabetes, compared to Caucasian.

•  Overweight or obese adults were 2.8 times more 
likely to have diabetes, compared to normal 
weight adults.

•  Disabled adults were 1.5 times more likely to have 
diabetes, compared to non-disabled adults.

Like age, being overweight or obese are major 
contributing factors for developing diabetes. In 
Delaware, 18.9% of  adults who report being obese 
have been diagnosed with diabetes, compared with 
4.4% of  adults who report normal weights. About 
87.1 % of  adults with diagnosed diabetes are either 
overweight or obese. Obesity among Delaware adults 
more than doubled during the previous two decades; 
and, the prevalence of  diagnosed diabetes also 
doubled during the same general time period. Figure 1 
illustrates that the prevalence of  diabetes increases as 
weight increases.

In Delaware, four chronic diseases, — cardiovascular 
disease, cancer, chronic lower respiratory diseases, and 
diabetes, — account for over half  of  all deaths among 
Delaware residents8.

Uncontrolled diabetes can lead to amputation, 
blindness, kidney failure, impaired hearing, heart 
and dental disease, and other complications9. Many 
preventive measures can reduce the risk of  developing 
complications and help control diabetes. These 
preventive measures include having an annual fl u shot, 
getting a Pneumococcal vaccination as determined 
by the Centers for Disease Control and Prevention, 
having annual foot and eye exams, going to the doctor 
at least once a year, doing an A1c test (quarterly 
blood sugar reading) at least annually; and for persons 
with diabetes to test their blood daily, to check their 
feet daily for sores or other problems; and to take 
diabetes self-management classes. Figure 2 shows the 
percent of  Delaware adults with diabetes who follow 
recommended preventive measures. 

Evaluation of Delaware’s Diabetes Data – 
National Quality Strategy (NQS)

The Division of  Public Health (DPH) launched a 
project in collaboration with Quality Insights (QI) 
to assist physician offi ces/medical practices improve 
their National Quality Forum (NQF) Clinical Quality 
Measure NQF 0059. This reportable national standard 
quality measure is available in all Electronic Health 
Records (EHR) and included in most payer quality 
payment programs. QI, the state’s Medicare Quality 
Innovation Network, developed a methodology for 

Figure 1. Delaware adult diabetes prevalence by weight 
category, 2011-2015.

Source: Delaware Health and Social Services, Division of  Public Health, 
Behavioral Risk Factor Survey (B RFS), 2015

Source: Delaware Health and Social Services, Division of  Public Health, 
Behavioral Risk Factor Survey (BRFS), 2015

Figure 2. Percent of adult Delawareans with diabetes 
following preventive measures, 2015.
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collecting, identifying, and tracking health systems 
and physician practices that utilize and report the 
NQF 0059 measure. As a component of  the National 
Quality Strategy (NQS) through the NQF, these 
measurements are part of  a nationwide effort to 
provide direction for improving the quality of  health 
and health care in the United States. The NQS is 
guided by three aims: better care, healthy people and 
communities, and affordable care.

NQF Number: 0059
Comprehensive diabetes care: percentage of  members 
18 to 75 years of  age with diabetes (type 1 and type 2) 
whose most recent hemoglobin A1C (HbA1c) level is 
greater than 9.0% (poorly controlled). 

The report calculates the number of  patients 
diagnosed with diabetes that also have an A1c greater 
than 9.0 or have not had the A1c test performed 
within the measurement period (Diabetes: Not 
Controlled). The lower the NQF 59 percentage, the 
better diabetes is managed in a practice. 

QI provides resources and tools to support physicians 
and their care teams in this quality improvement 
effort. For example, Quality Insights provides each 
physician practice access to electronic educational 
modules, weekly news bulletins, and free hands-on 
technical assistance with EHR customization and 
workfl ow modifi cations. Each educational module 
includes access to tools and resources, such as patient 
reminders, apps, podcasts, patient videos, and staff  
training videos. These educational modules include 
medication adherence, using care teams (including 
pharmacists and community health workers), 
EHR optimization, and patient self-management 
and monitoring. 

Each year, up to four physician offi ce sites participate 
in a free service that mails referral letters to the 
physician’s patient population with diabetes. The 
referral letter encourages patients to enroll in the state’s 
free Diabetes Self-Management Program (DSMP). By 
using the EHR reporting functionality, Quality Insights 
identifi es patients living with diabetes, and creates a 
mailing list. Local community health workers (CHWs) 
contracted by QI telephone the patients approximately 
seven days after receiving the DSMP referral letter. 
The CHWs encourage patients to enroll in the 
program, answers any program questions, determines 
their level of  interest in the program, and address any 
attendance barriers. For more information, contact 
Ashley Biscardi at Abiscard@qualityinsights.org). 

Conclusion and Future Study
DPH’s Diabetes Self-Management Program, operated 
by the Diabetes and Heart Disease Prevention and 
Control Program (DHDPCP) teaches the skill sets 
needed in the day-to-day management of  a person 
with diabetes or their caregiver. Developed by Stanford 
University, the program supports lifestyle modifi cation 
control efforts: becoming active self-managers, 
learning about healthy eating, being physically active, 
adhering to medications, monitoring daily blood 
sugar, and other behavior changes. The statewide 
program is implemented through structured sessions 
over a six-week period, with each session lasting 2.5 
hours. People with type 2 diabetes attend the program 
in groups of  12 to -16. Workshops are facilitated 
from a highly detailed manual by two Lay Trainers, 
one or both of  whom are peer leaders with diabetes 
themselves. Certifi cation is provided to those attending 
at least four of  the six workshops. The classes are free 
and one can register to be a participant and/or be a 
host site by calling the Diabetes and Heart Disease 
Prevention and Control Program at 302-744-1020. A 
complete listing of  these classes and other hospital 
accredited Diabetes Self-Management Education 
programs in the state are located at 
healthydelaware.org/diabetes 

Additional DHDPC initiatives include:
•  Enhancing the use of  Health Information 

Technology, such as using Electronic Health Records 
and data collection, to improve health outcomes for 
patients, especially those at risk or with uncontrolled 
diabetes.
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•  Supporting lifestyle programs like the YMCA’s 
Diabetes Prevention Program that helps prevent 
the development of  type 2 diabetes in those with 
prediabetes or with associated risk factors.

•  Promoting medication adherence through our 
pharmacists to manage and regulate uncontrolled 
diabetes, reduce health care costs, and lower the risk 
of  developing complications – and in some cases, 
premature death.

•  Supporting the Emergency Medical Diabetes Fund 
at the State Service Centers, we link people with 
important needed resources to help with supplies, 
services, and medications.

•  On-going resource linkages promoting utilization of  
Healthydelaware.org/diabetes and social media to 
promote education and awareness for hypertension, 
uncontrolled diabetes, and early detection of  
prediabetes. 

•  On-going resource linkages promoting utilization of  
Healthydelaware.org/ diabetes and social media to 
promote education and awareness for uncontrolled 
diabetes and early detection of  prediabetes. 

•  Identifying employees at high risk diabetes or 
prediabetes within worksites and educating them 

on the importance of  disease prevention and 
management, medication adherence, referrals to self-
management education programs, and to promote 
healthy lifestyles and utilize standard preventive 
exams and/or tests.

•  Promoting healthy lifestyle initiatives such as 5-2-
1/Almost None, which promotes eating healthy, 
increasing physical activity, and drinking less sugary 
drinks; and promoting reductions in sodium intake.
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ACCEL Epi-Biostat Core 
Free Research Support 

Study Design 

Biostatistics 

Epidemiology 

Bioinformatics  

Database Development and 

Management 

Qualitative Research and 

Mixed Methods 

ACCEL’s Epi-Biostat core has services available to accelerate clinical and translational 
research by providing services to researchers of all levels, whether looking for a collaborative 
research partner, a short-term consultant, or a technical/statistical advisor. Experienced Epi-
Biostat team members with considerable methodologic experience and strong publication track 
records from the University of Delaware, the Medical University of South Carolina, Nemours, 
and the Christiana Care Health System are available to assist you develop your project in 
support of community and healthcare services.  
 
Research support services include assistance with:  
 Study design and development 
 Power and sample size calculations 
 Grant proposal preparation 
 Data management, REDCap, and database development 
 Bioinformatics 
 Biostatistics and data analysis 
 Qualitative research methods and analysis 
 Manuscript preparation 

 
Requests for assistance may be submitted on the ACCEL web site www.de-ctr.org under KCA 
Request Assistance > Epi-Biostat. (Requires login.)  
 
ACCEL also offers mentoring services and weekly seminars on epidemiology, biostatistics, and 
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DATE SPEAKER TOPIC 

5/12/17 

Judith Herrman, PhD, MS, and Katherine 
Haigh, MSN, APRN, CNP, University of 
Delaware & Christopher Moore, BA, 
Christiana Care Health System 

Why Mixed Methods Work in an Evaluation of the 
Wise Guys Program 

5/19/17 Todd Druley, MD, PhD, Washington 
University 

Error-corrected sequencing as a tool to detect 
residual cancer after treatment 

6/9/17 Renata Pellegrino, PhD, Children’s 
Hospital of Philadelphia 

Advances in Genomics and Sequencing: 
Dilemmas, Achievements and Challenges 

6/16/17 Kathleen Brewer-Smyth, PhD, RN, 
CRRN, FAAN, University of Delaware 

Analysis of Interview Data: Neurological, Psycho-
biological, and Abuse Histories of Violent Women 

6/23/17 Cathy Wu, PhD, University of Delaware Big Data to Knowledge: Integrated Bioinformatics 
towards Systems Biology and Precision Medicine 

7/14/17 Zeinab Baba, MS, DrPH, Delaware 
Health and Social Services 

Using Cancer Registry and Behavioral Risk Factor 
Survey Data to Describe the Burden of Cancer in 
Delaware 

7/21/17 Tammy Anderson, PhD, University of 
Delaware 

How Big Data Can Help us Reduce the Opiate 
Problem at Individual and Community Levels 

7/28/17 Freda Patterson, PhD, University of 
Delaware Sleep, Cardiovascular Risk Factors and Outcomes 
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Thursday Tech Talks are monthly seminars intended to present 
statistical, epidemiological and bioinformatics methods and how they 
can be applied to medical research studies. Subscribe to the Tech Talk 
email list and feed your mind monthly.  

Next on the menu:  
Paul Nietert, PhD, Medical University of South Carolina, will feed 
your mind July 6 with Knowledge Translation in Biostatistics 

 
See the ACCEL calendar at de-ctr.org for locations and registration.  
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ABSTRACT
Community-engagement is a key step in conducting 
research which is impactful for patients and 
communities. The Delaware Clinical and Translational 
Research (DE-CTR), Accelerating Clinical and 
Translational Research (ACCEL) program has 
implemented several successful approaches to engage 
our community, and to educate and motivate our 
researchers in this area. Increased participation in 
community-engaged research and community-based 
participatory research was accomplished through 
DE-CTR/ACCEL using multiple methods detailed 
in this manuscript. The community engagement 
infrastructure has fostered community involvement in 
translational research including capacity development, 
implementation, evaluation and dissemination. 
Academic-community partnerships for research, such 
as those implemented in ACCEL will be crucial to 
addressing health disparities and health priorities. 

BACKGROUND
In 2013, four institutions: University of  Delaware, 
Christiana Care Health System, Medical University 
of  South Carolina, and Nemours Alfred I DuPont 
Hospital for Children were awarded a fi ve year Clinical 
and Translational Research (CTR) award from the 
National Institutes of  Health, National Institute of  

General Medical Sciences. Thus, the Accelerating 
Clinical and Translational Research (ACCEL), 
Delaware-CTR program was formed consisting of  
seven different components, including an innovative 
Community Engagement and Outreach (CEO) 
component. The CEO component is tasked to engage 
community organizations, primary care practices, 
statewide activities and investigators in collaborative, 
creative models of  clinical and translational science 
research. The purpose of  this engagement is to 
create research that is truly impactful for patients and 
communities. Funding through CEO has supported 
research awards, community-research activities, and 
personnel focused on expanding research to address 
the health priorities of  the Delaware community.

Community engagement often involves partnerships 
and coalitions that help mobilize resources and 
infl uence systems, change relationships among 
partners, and serve as catalysts for changing policies, 
programs, and practices1. Figure 1 depicts the 
continuum of  community engagement and establishes 
increasing levels of  community engagement towards 
the desired outcome of  shared leadership, and was 
a working model for the CEO component of  the 
ACCEL program. To expand community engagement 
across the DE-CTR/ACCEL institutions and 
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across the State of  Delaware, the CEO component 
developed specifi c aims as follows: 1) Establish a new 
infrastructure to actively involve the community in 
setting clinical and translational research priorities, 
2) Develop new community-institution partnerships
in clinical and translational science; and 3) Identify,
educate, and prepare community leaders, healthcare
providers, and institutional researchers in the principles
and practices of  community-engaged research
(CEnR). Over the course of  the fi rst three and a half
years of  funding (September 2013-November 2016)
the CEO component developed and implemented
a strategic plan to achieve its specifi c aims. In this
paper, we describe the details of  the strategic plan, its
implementation, and lessons learned.

METHODS
Community Engagement and Outreach (CEO) Leadership
At least one lead from each institution was selected 
with the intent to include individuals with prior 
research experience, as well as, established community-
academic partnerships. In addition to the institutional 
leads, the CEO team included 20 individuals: 
members of  the hospitals’ community outreach and 
prevention programs, social scientists, clinicians, and 
representatives of  the Delaware Division of  Public 
Health. A community-based consultant was engaged 
to help recruit a community advisory council. The 
chair of  the council participates in ACCEL leadership 
meetings and continues to be instrumental in decisions 
made through the CEO component. In order to 

confi rm that CEO members are represented at key 
community meetings across the State of  Delaware, a 
survey3 was developed through REDCap (Research 
Electronic Data Capture) to poll the component, and 
responses identifi ed 28 different community meetings 
in which members attend, representing good diversity 
geographically and topically.

Community Advisory Council (CAC)
The CAC was formed consisting of  15 diverse 
members from organizations across all 3 counties in 
Delaware including: the state university, regional health 
coalitions, community-based organizations, federally-
qualifi ed health centers, community clinicians, the state 
government, and faith-based organizations. Leaders 
within ACCEL and the CEO nominated individuals 
and reached out for additional nominations. Members 
were to have interest in clinical translational research 
issues, to be able to review and disseminate research, 
and to be able to work collaboratively to develop 
approaches to solve problems. The ideal member 
would be an advocate, a recognized key opinion 
leader and an infl uencer of  multiple constituencies. 
The committee has had a vital role in establishing 
and maintaining bi-directional communication, and 
development between the community and DE-CTR/
ACCEL program. Early accomplishments of  the 
CAC included selection of  a chair, training of  the 
CAC membership in the overview of  ACCEL and its 
purpose, and development of  an action plan aligned 
with the strategic plan of  CEO. In order to strengthen 

Figure 1. Community Engagement Continuum
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communication and spread the word about ACCEL, 
the CEO and CAC developed a One Voice kit, a 
power point presentation with a clear, consistent, 
and compelling way to explain the DE-CTR/
ACCEL program across all audiences. In addition, 
a Principles of  Partnership imagery presentation 
was developed that included common pictures tied 
to the community-based participatory principles, 
so that a clear understanding of  the principles were 
presented, and this resource was modeled after the 
work of  Community-Campus Partnerships for Health5. 
Both resources can be accessed through the DE-
CTR/ACCEL website at https://www.de-ctr.org/
community/resources3. 

INTERNAL FUNDING OPPORTUNITIES
Through DE-CTR/ACCEL there are various funding 
opportunities including; Big Data Pilot Awards, Pilot 
Grants, Mentored Research-Development Awards 
(MRDA), Research Retreats, Shovel Ready Pilot Grants 
(ShoRe), and ACCEL Community Engaged (ACE) 
Research Awards. The ACE awards are funded through 
the CEO component and will be described in more 
detail below. The intent of  all ACCEL awards is to 
support junior and/or senior investigators in research 
that generates strong outcomes and partnerships, in 
order to, obtain further translational research support 
through external funding sources. 

EVENTS
The CEO component along with its community 
partners has organized an annual conference to 
engage communities along the continuum of  research 
activities, from planning to implementation through 
dissemination of  research fi ndings. Our programmatic 
work has utilized community-engaged research (CEnR) 
and Patient-Centered Outcomes Research principles 
to develop equitable and meaningful translation across 
our research communities. Nationally recognized 
speakers, interactive panel discussions and workshops 
are structured to educate about CEnR and community-
based participatory research (CBPR). 

In years 2 and 3 of  the grant, a small working group 
within the CEO organized networking lunches. The 
lunches were topic-centered and organized to create 
a collaborative learning space for people from the 
research community to meet with like-minded people 
from the programmatic or implementation community 
to produce research. 

ACCEL sponsored two “speed-dating” events, an 
interactive timed round table event developed by our 

CAC to bring together researchers and our community 
partners. Researchers move around to tables, hosted by 
community organizations, and learn about the needs 
and strengths of  the community and organization. 
(versus the “traditional” way is usually that community 
members visit research posters to listen to the 
presentation or to ask questions regarding the research 
being conducted.) Overall, this opportunity is for 
sharing of  resources, discussing community research 
questions, and identifying organizational and research 
needs for potential collaborations on grant proposals. 
This type of  deliberate networking increases awareness 
across organizations, which would otherwise remain 
siloed. 

Community Research Needs Assessment. Priority 
health concerns in Delaware were identifi ed through a 
research survey distributed to community organization 
leaders. Currently, this tool is being used by project 
investigators as a request form to receive project 
support through the CEO component. The assistance 
provided through the component includes; project 
planning, identifying funding opportunities, grant 
preparation, evaluation, participant recruitment, survey 
development and many more! The resource can be 
accessed at Community Research Needs Assessment3.

ACCEL Community-Engaged (“ACE”) Research 
Awards3. Modeled after the successful Community 
Engaged Scholars Program (CES-P) at Medical 
University of  South Carolina, the CEO component 
developed the ACE program. This small grants 
program funds academic-community research 
partnership projects. The program requires an 
academic and community partner and asks this team 
to participate in a curriculum. The curriculum includes 
research approach, methods and grant writing, as 
well as, the “Are We Ready” Tool Kit created by our 
MUSC partners and available for download from: 
Are We Ready? A Toolkit for Academic-Community 
Partnerships in Preparation for Community-Based 
Participatory Research4. This free toolkit is a guide to 
strengthen academic-community partnerships and to 
implement successful community-based participatory 
(CBPR) studies. Through individual assessments 
and guided team discussions, the toolkit leads the 
partners to collaboratively identify current strengths 
and challenges, develop action plans to address any 
barriers, and create an equitable partnership that will 
create lasting relationships and impactful interventions. 
Recorded lectures, power points and learning 
materials are available from all three years of  the ACE 
curriculum at CTR website.
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Community Forum3. An interactive discussion board, 
launched in April 2016, is available to the general 
public and was developed to allow for researchers and 
community partners to pose questions, opportunities, 
and topics for discussion. The forum can help prompt 
conversation among our fellow ACCEL investigators 

and community members with recent or current 
projects to discuss ways that the projects are impacting 
the community, or even act as a resource for making 
connections. The community sub-site3 on the DE-
CTR/ACCEL website includes more information 
about: who we are, resources, funding opportunities 
and technical assistance.

Moving the Needle/Gap Analysis3. In order to 
effectively “move the needle” on healthcare concerns 
within the State of  Delaware, the CEO component 
developed a tool to identify current work within 
the ACCEL program. Shown in Figure 2, the map 
identifi es funded ACCEL research projects across 
New Castle, Sussex, and Kent counties that align 
with the health initiatives and Delaware State 
Innovation Models (SIM) Initiative. The goal is to 
continue to fund research while making an impact 
across the state by eliminating health disparities, and 
to share the strategies and connections made through 
funded projects.

Promote Healthy Lifestyles 
Achieve Health Equity 

Improve the built environment to promote walking, biking, etc.
Increase Access to Healthy Foods 

Provide Data through Robust IT infrastructure 
Reduce tobacco and tobacco substitute use 

Improve Access to Behavioral/Mental Health Services
Improve Access to High Quality & Safe Healthcare 

A Mixed Methods Study of the 
Wise Guys Program 

A Community-Based Participatory 
Approach to Assessing Delaware  
Parents’ Knowledge, Attitudes,  
and Preferences  About LARC  
for Teens 

Integrating State Medicaid  
Paid Claims, Substance Abuse,  
and Mental Health Data  

Evaluating the Impact of 
Healthy Food Product 
O�erings and ‘Tastimals’ 
Marketing at the Zoo 

Figure 2. Moving the Needle, Public Health Initiatives across DE
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RESULTS
The top strategies used to engage community partners 
in research within ACCEL are summarized in Table 1. 
Further outcomes related to all strategies used by the 
CEO component are reported below.

Annual Community-Engaged Research Partnership 
Conference and Workshops. Three CEO Academ-
ic-Community Research Partnership conferences 
(5/12/14, 5/18/15, and 5/23/16) were organized with 
a total reach of  628 participants of  which 254 identi-
fi ed themselves from a community-based organization. 
Several nationally-recognized keynote speakers dis-
cussed topics such as “Challenges and Opportunities 
in Community Engagement for CTR”, “Research for 
Advocacy and Policy Change”, and “Partnering with 
Patients, Practices and Communities in Clinical and 
Implementation Research”, “Community Engagement 
for Urban Health,” and “Healing from Adverse 

Community Experiences: Public Health Strategies to 
Prevent/Address Trauma Related Violence.” Interac-
tive panel discussions consisting of  experts in CBPR, 
academic researchers, community members, and 
healthcare professionals have shared experiences 
from research projects with community participation. 
The conference concludes with facilitated workshops 
from leaders in Delaware who have presented on; How 
to write a Community-Engaged Research grant pro-
posal, Data is your friend: How to incorpora
te evaluation into your research, Rehabilitation Re-
search, Tobacco prevention: From research to policy, 
Working with the media: How your external affairs 

Strategy Description
Community Research Exchange

(5/12/14, 5/18/15, 5/23/16)
Reach: 628 participants

(i) Planning committee consists of leaders and members of ACCEL institutions and 
CAC members 

(ii) Large assembly of community members, researchers, health care providers and 
leaders to discuss health priorities of Delaware

(iii) Nationally-recognized keynote speakers present on key theme of conference 
related to major health concerns in Delaware

(iv) Moderated oral and poster presentations from both ACCEL awardees and 
community-based researchers

(v) Formal facilitation of workshops around key community- engaged research 
approaches and health topics

ACCEL funding: 
Research Retreat

(7/6/15)
Reach: 81 participants

(i) Identify and promote high-impact areas of research and interdisciplinary 
collaboration

(ii) Organization of a formal or informal meeting to promote area and generate ideas 
and partnerships for potential grant submissions

(iii) Recruitment of community members and researchers for participation

Speed-dating events
(4/27/16, 9/29/16)

Reach: 81 participants

(i) Community-based organizations present information around community needs of 
Delaware

(ii) Make connections and build partnerships through a timed session 
(iii) Researchers discuss interests compared to community needs to generate research 

or provide research guidance

ACE Awards
Reach: 29 submissions

(i) Build curriculum and call for proposals around key elements of community-based 
participatory research

(ii) Support online submission process through DE-CTR/ACCEL website
(iii) Develop rigorous review process for competitive applicants actively involving 

community in clinical and translation research priorities
(iv) Train academic and community scholars to conduct partnership research that 

engages the community in the research experience
(v) Guide investigators to potential grant opportunities and encourage publications 

and presentations on research outcomes

Table 1. Summary of  ACCEL Community Engagement Strategies
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group can help, Breastfeeding In the Workplace: A 
Planning Session for a Grant, Trauma Informed Ap-
proach: Organizational Culture, Community Preven-
tion and Patient Care, Participatory Research, and 
Using “Big Data Strategies” to Address Violence 
Prevention. With inclusion of  all workshops, the total 
reach is 445 individuals. Visit Community Research 
Exchange3 to fi nd information regarding the latest 
conference. 
Research retreat. The CEO component was awarded 
and organized a retreat around a CBPR approach 
to develop and test a multilevel evidence-based 
intervention that targets African-American fathers-to-
be, with the goal of  reducing infant mortality, reducing 
children’s exposure to adverse childhood experiences, 
and improving child developmental outcomes. To-date 
one retreat resulted in establishing a working group 
that submitted one grant proposal.

Speed-dating event. A Community Engagement and 
Outreach Events Evaluation3 [n=63] captured 21 new 
connections made during both events which resulted 
in 1 ACE award project around adverse childhood 
experiences and 3 established working groups that 
look to pursue grant opportunities. 

ACCEL Community Engaged “ACE” Research Awards. 
There were 29 submissions 
over three years and 10 
funded teams. Over 150 
people have attended 
the three kick-off  events 
which were organized to 
promote awareness of  the 

awardees across the community. The curriculum had 
32 participants from the 10 different awardee teams 
involving 12 different community organizations. The 
community organizations include; Tobacco Prevention 
and Control Program at DHSS/DPH, Healthy 
Delawareans with Disabilities at CDS, Cancer Support 
Community Delaware, Helen F. Graham Cancer 
Center, Community Health Outreach & Education, 
CCHS Center of  Excellence in Women’s Health, 
Children and Families First, Charleston Community 
to Research Action Board, Brandywine Zoo, Endless 
Possibilities in the Community, the Visiting Nurse 
Association of  Christiana Care, Delaware Guidance 
Services for Children and Youth, Inc., and HMS 
School for Children with Cerebral Palsy. Year 1 
awardees completed their 1-year projects in May 2016, 
Year 2 awardees are more than half-way through their 
funding period, and Year 3 awardees began in late 
2016. Based on progress reporting, outcomes from the 
fi rst two years are organized in Table 2. In addition to 

the success of  our awardees, the ACE curriculum has 
been evaluated and adapted accordingly and has been 
incorporated into our state’s fi rst successful Patient-
Centered Outcomes Research Institute (PCORI) grant, 
entitled “Engaging Stakeholders to develop a patient-
centered research agenda for chronic kidney disease in 
Delaware.”

Moving the Needle/Gap Analysis. Due to early 
implementation of  the interactive document it is 
too early to report outcomes. The goal is to be able 
to identify all connections and relationships made 
through funded DE-CTR/ACCEL awards, and to 
report information regarding the projects through 
a three dimensional view. As a viewer, one will be 
able to essentially understand the story of  how the 
scientifi c or community-based research project was 
initiated, understand the investigators involved, access 
the abstract of  the project, learn about fi ndings or 
outcomes, and most importantly, make the connection 
on how the project impacted the community of  
Delaware.

Networking Lunches. A total of  70 individuals 
were reached including; 59 in-person and 11 remote 
via video conferencing. Five distinct lunches were 
organized including topics of  nutrition, health equity, 
adolescent reproductive health, social determinants of  
health, and infant language development. Outcomes 
include increased awareness of  ACCEL program, 
current and on-going work across community 
organizations and ACCEL institutions, and networking 
connections for potential collaborations on grant 
submissions. 

Community Needs Assessment. Over 30 community 
partners participated in the community research needs 
assessment and the CEO was able to consult, as well 
as, link those partners with the appropriate resources 
through ACCEL including Epidemiological and 
Biostatistical support3, Pilot Grants Program3, and 
Mentoring, Education, and Career Development3.

Table 1. Summary of  ACCEL Community Engagement Strategies

Type of Accomplishment Total Outcomes

Awards (Mentoring & Fulbright Scholar, 
respectively)

2

Local and National Presentations  (oral & 
posters)

17

Publications 3

Grant submissions (ACCEL and external) 6
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Principles of Partnership & One Voice. The “One 
Voice” communication tool kit and Principles of  
Partnership resources have reached 17 individuals 
during coalition meetings and using Google Analytics, 
we were able to identify 56 page views specifi cally on 
the resources web path on the DE-CTR website. More 
utilization of  these resources will be marketed through 
future community engagement and outreach events 
and committee meetings. 

Community forum. A recent development of  an 
interactive discussion board known as the ‘community 
forum’ consists of  a total of  24 posts that were 
made on the community forum around 14 different 
topics addressing the ideas of  improving health of  
Delawareans, identifying communities and community 
stakeholders, funding opportunities, fi nding 
collaborators for research tools, and ways to engage 
with the CEO through various activities. Further posts 
will include updates and reporting of  outcomes from 
all funded DE-CTR/ACCEL awards. Prior to the 
posts, there were concerns on the number of  alerts 
being received by subscribers each time a post was 
made. Therefore, many test postings were made by 
the CEO and DE-CTR/ACCEL website team to 
resolve issues.

In result of  the methods mentioned above, as of  
January 2017, the CEO component currently has 2 
active external grants, 3 pending notice of  awards for 
grant submissions, and 2 grants under development 
or in process. The active grants are a Patient-Centered 
Outcomes Research Institute (PCORI) utilizing the 
ACE curriculum and a Chairs Leadership Council at 
Christiana Care around Informed Decision Making 
in Lung Cancer Screening. Three manuscripts are 
currently in-press. A total of  37 presentations 
including 22 posters and 15 oral were presented both 
locally and nationally during the fi rst three grant years 
of  the ACCEL program.

CONCLUSION
Community engagement for translational research 
requires support, resources, inclusion, active planning, 
and thoughtful approaches for meaningful success. 
The DE-CTR/ACCEL program placed appropriate 
emphasis on the CEO component in its grant 
application, specifi c aims, project development, 
funding, leadership team, and activities. That support 
for infrastructure and recognition of  the importance 
of  community engagement as an essential component 
of  the program enabled the initial success and 
outcomes described. Outreach must be bidirectional, 

engaging the community in research, but equally 
important, engaging the researchers to work with their 
target communities. We built partnerships around 
themes which represented research strengths and 
health priorities for our communities. Relationship 
building, while not easily quantifi ed by traditional 
measures, is evidenced by quality and frequency 
communication, community goals, and genuine value 
for the role of  all partners. Such relationships are the 
capacity building needed for true sustainability and 
impact in translational research.

For any translational science grant/research program, 
continued success relies on demonstrated outcomes, 
i.e. publications and funding. Assessment of  
community contributions to that research success, 
extent of  engagement of  community members 
and organizations, and, ultimately, the impact of  
the partnership research to improve health across 
the community will be essential to measuring the 
true outcomes of  the engagement process. We are 
encouraged by our early success in outreach and public 
funding, and anticipate continued success in these 
areas, as well as, in our most important measures, 
improving healthcare outcomes and reducing 
healthcare disparity in our communities.
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Heather Bittner Fagan, M.D., M.P.H., F.A.A.F.P., is a practicing family physician, faculty member and the associate vice chair for research 
in Family & Community Medicine at Christiana Care. Since 201a, Dr. Fagan has been an associate professor at Thomas Jefferson University 
in Philadelphia. Dr. Fagan is a co-director for the community engagement and outreach component of  the Delaware Clinical and Translational 
Research (DE-CTR)/ACCEL program and leads the ACE awards program, a small grant and curriculum program promoting community 
engaged research.
Jennifer Passarella, B.S., is Program Manager for the Department of  Family & Community Medicine and for the Delaware Clinical and 
Translational Research (DE-CTR)/ACCEL, Community Engagement and Outreach Component at Christiana Care. Ms. Passarella is 
currently pursuing her MBA at the University of  Delaware.

Omar Khan, M.S., M.H.S., F.A.A.F.P., is Service Line Leader, Primary Care & Community Medicine, and Medical Director for 
Community Health & the Eugene duPont Preventive Medicine & Rehabilitation Institute at Christiana Care Health System. He is 
Co-Director for Community Engagement and Outreach for the ACCEL-CTR program, and Associate Director of  the Delaware Health 
Sciences Alliance. His particular interests are in health systems improvement, primary care, medical education, and global health. He holds faculty 
appointments at the University of  Pennsylvania Perelman School of  Medicine and Sidney Kimmel Medical College as Associate Professor.

Barret Michalec, Ph.D., is Associate Professor of  Sociology, and Associate Dean of  Interprofessional Education at the University of  Delaware. 
He is also an Adjunct Research Assistant Professor in the Department of  Family & Community Medicine at Thomas Jefferson University. 
His research interests include: health professions education, disparities in health and health care, experiences of  health and illness, and interactions 
in the health-care setting.

Peggy Geisler, B.A., is the Owner and Senior Consultant of  PMG Consulting LLC, who works with not-for-profi ts and businesses on 
infrastructure, strategic planning and training as well as conducts community based planning in both Maryland and Delaware. She is a 
licensed Consultant for the Standards for Excellence Institute for Maryland Association of  Nonprofi ts and Delaware Alliance for Nonprofi t 
Advancement. She currently oversees the project management of  the Sussex County Health Coalition and is Co-chair of  the Delaware ACCEL 
Community Advisory Council.

Michael Rosenthal, M.D., is the Acting Chief  of  the Division of  Family Medicine in the Department of  Family Medicine and Community 
Health at the University of  Pennsylvania. His academic interests focus on innovative practice and community-based approaches to the prevention, 
management, and control of  chronic disease, especially in vulnerable populations. He served as a member of  the Delaware Clinical Translational 
Research Award leadership team and Director for the Community Engagement and Outreach Component of  the ACCEL Program.

Brian M. Rahmer, Ph.D., M.S., is Director of  Community Health Engagement at Christiana Care and has more than a decade of  experience 
implementing, evaluating, and advocating for equitable health within a Health in All Policies framework. His current work exists at the 
intersection of  inclusive community development, place-based capacity building, and the changing economics of  population health improvement for 
sustainable whole-systems transformation. He is also a Co-Director for Community Engagement and Outreach for the ACCEL-CTR program

Christopher C. Moore, B.A., L.S.S.G.B., is the Senior Manager, Community Health, for Christiana Care Health System’s Department of  
Family and Community Medicine. Mr. Moore has oversight of  staff, programming and evaluation for the department’s grant-funded initiatives 
including the Alliance for Adolescent Pregnancy Prevention, Camp FRESH, and Christiana Care’s Health Ambassador Program. He is a 
senior leader for the 15 Christiana Care School-Based Health Centers and is the facilitator for the ACCEL Community Advisory Council.

Carolyn Jenkins, Ph.D., R.D., A.P.R.N., F.A.A.N., is the Ann Darlington Edwards Endowed Chair and Professor at the College of  
Nursing, Medical University of  South Carolina. She serves as the Director of  the Center of  Community Health Partnerships, and is 
Co-Director of  Community Engagement for the South Carolina Clinical and Translational Research Institute. Dr. Jenkins is also a Co-PI 
for ACCEL.

Iman Sharif, M.D., M.P.H., M.S., is a graduate of  the New York University School of  Medicine, and completed her residency training in 
Social Pediatrics at Montefi ore Medical Center in the Bronx, NY. She completed a fellowship in Health Disparities (2006), earned a Master 
of  Science in Clinical Research at Albert Einstein College of  Medicine (2006), and a Master of  Public Health degree at Columbia University 
(2009). She recently served as Division of  Chief  of  General Pediatrics at Nemours and as the Lead for the Community Engagement and 
Outreach component of  the DE-CTR/ACCEL.
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Delaware Clinical and Translational Research (DE-CTR) ACCEL 
Community Research Exchange Conference 

Monday, May 15, 2017  
7:30 a.m. - 4:00 p.m. 

University of Delaware, Clayton Hall Conference Center 

 

 

Our invited guest speakers are part of a team who won the 2014 Team Science Award from the 
Association for Clinical and Translational Science: 

 
Bowen Chung, MD, MSHS, is an Associate Professor-in-Residence in the 
Department of Psychiatry and Biobehavioral Sciences at the David Geffen 
School of Medicine at UCLA, an Adjunct Scientist at the RAND 
Corporation, an Investigator at the Los Angeles Biomedical Research 
Institute, and a Research Scientist at Healthy African American Families II. 
Dr. Chung is currently an attending child and adolescent psychiatrist for the 
Los Angeles County Department of Mental Health at Harbor - UCLA 
Medical Center in Torrance, CA. He received his undergraduate education at 
Williams College with a B.A. in English Literature, his M.D. at the Mount 
Sinai School of Medicine and his M.S.H.S. at the UCLA School of Public 

Health. His research has focused on studying approaches for the financing and delivery of health 
services to improve health outcomes for adult chronic diseases such as depression in partnership with 
under-resourced, minority communities. 
 

Loretta Jones M.A., Th.D, is the founder and CEO of Healthy African 
American Families II (HAAF). Her career as a civil rights activist, health 
policy advocate, and social architect has spanned more than 40 years. Dr. 
Jones is an Associate Professor at Charles R. Drew University of Medicine & 
Science (CDU) in the Community Faculty Prefix Series. Dr. Jones also serves 
on the University of California Los Angeles Institutional Review Board and is 
a member of the University of North Carolina Chapel Hill CTSA External 
Advisory Board. She was the first African American non-medical woman to 
be a lead author in JAMA. She is also published in Ethnicity & Disease, and 
is a co-author on more than 60 peer-reviewed articles. When President 
Obama implemented the Precision Medicine Initiative (PMI), Dr. Jones was 
selected to serve on the National Institutes of Health Precision Medicine 

Institutional Review Board. She is a current and past co-investigator of numerous NIH and CDC 
research projects, including Community Partners in Care and Witness4Wellness, for which she 
received the 2015 UCLA Landmark Program of the Year Award, the 2015 Community Campus 
Partnerships for Health  Award and the 2014 Team Science Award from the Association for Clinical 
and Translational Science and the American Federation for Medical Research. She also received the  

Register at:  Community Research Exchange Registration  
Submit Research Abstract at: Abstract Submission 
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Robert Wood Johnson Clinical Scholars Program (RWJCSP) Award for Dedication and Service to 
the RWJCSP.  Dr. Jones received the Goodwill African Focus Incorporated Lifetime Achievement 
Award and African Family Induction Certification Award in April 2016. In honor of this momentous 
occasion, she received Certificates of Recognition from Los Angeles City Councilman Curren D. 
Price Jr. and Senator Holly J. Mitchell, as well as a Certificate of Commendation from Los Angeles 
County Board of Supervisor Mark Ridley-Thomas. She received the Global Officials of Dignity 
(G.O.D.) Diane Watson Community Service Award in 2015, and was given the inaugural Ruth 
Roemer Social Justice Leader Award by the University of California, Los Angeles (UCLA) Fielding 
School of Public Health, the Dr. Nelle Becker-Slaton Pathfinder Award from the Association of Pan-
African Doctoral Scholars, and the American Public Health Association (APHA) Community Based 
Public Health Caucus (CBPHC) Tom Bruce Award in 2014.   She’s been the recipient of the Charles 
R. Drew University of Medicine & Science President’s Award, the NAACP William Montague Cobb 
Award, the Black Caucus of Health Workers of the American Public Health Association (APHA) 
Community Service Award, and the National Community-Based Organization Network (NCBON) 
Lucille Webb Award. These are just a few of her many honors and awards for her work in 
community.   
 

 

Panel discussion on Behavioral Health will include local experts: 

Rita M. Landgraf 
Department of Health and Social Services/University of Delaware 

Gerard Gallucci, MD, MHS 
Delaware Department of Health and Social Services 

 
Jim Martin, CPSS (moderator) 

Council Chairperson, Governor’s Advisory Council of Division of Substance Abuse and Mental Health 
 
 

 
 
 

Application for CME credit has been filed with the American Academy of Family Physicians. 
Determination of credit is pending. 

  
Visit our website at: https://www.de-ctr.org/community/researchexchange 

 

Questions? Contact us at accelceo@de-ctr.org or 302-320-6796. 
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Introduction
Today, seven of  the 10 leading causes of  death are 
chronic diseases and more than half  of  Americans 
suffer from one or more chronic diseases.1 Each 
year millions of  people are diagnosed with chronic 
disease and the outcomes can be devastating, usually 
leading to decreased quality of  life and shortened life 
expectancy. The chronic disease burden in the United 
States largely results from: health behaviors such as 

tobacco use, poor diet, 
and physical inactivity; 
health conditions 
such as hypertension, 
hyperlipidemia, and 
excess weight; and other 
health determinants 
such as the social 
conditions in which 
people are born, live, 
and work (i.e. education, 
income, housing, etc.).2

Four chronic diseases – cardiovascular disease, cancer, 
chronic lower respiratory disease, and diabetes – 
accounted for 62 percent of  all deaths among Delaware 
residents.3 Lack of  physical activity is a large contributor 
to the increase in chronic diseases and subsequently 
increases in health care spending. The Centers for 
Disease Control and Prevention (CDC) estimates that 
$117 billion in annual health care costs are associated 
with inadequate physical activity.4

The American Public Health Association identifi es that 
the fi ve most costly and preventable chronic conditions 
– heart disease, cancer, COPD/asthma, diabetes, and 
hypertension cost the U.S. nearly $347 billion – 30% of  
total health spending – in 2010.5 The economic burden 
of  chronic disease in Delaware relative to health care 
spending from all payers in 2010 was approximately 
3 billion dollars.6 The projected cost in health care 
spending on chronic disease, in 2020, for Delaware is 
estimated to increase to well over $6 billion.7

While the impacts of  chronic disease are signifi cant, 
the good news is many chronic conditions could be 
prevented, delayed, or alleviated through simple lifestyle 
changes such as remaining tobacco-free, maintaining a 
healthy diet, achieving recommended levels of  physical 
inactivity, and getting appropriate screenings.

The factors contributing to chronic disease are 
multi-faceted, making the efforts to fi nd the most 
effective solutions complex. The solutions to improve 
health behaviors, health conditions, and other health 
determinants is largely infl uenced by the capacity to 
support prevention and deliver comprehensive health 
promotion strategies that target a wide range of  people, 
places, and behaviors. If  we are to overcome this 
epidemic of  chronic disease, public, private, nonprofi t, 
and philanthropic sector organizations must look to 
integrate efforts to strengthen capacity so they can 
deliver services from prevention to treatment.

Building Capacity for Prevention
In Delaware, the Division of  Public Health (DPH) 
is catalyzing innovative work that is reducing chronic 
disease, managing health care costs, improving overall 
health outcomes, and increasing capacity to deliver and 
sustain effective efforts. The efforts highlighted in the 
following paragraphs are just a few examples of  DPH’s 
current work to prevent and alleviate the burden of  
chronic disease:

•  Health Equity Guide for Public Health Practitioners and 
Partners focuses on how to bring non-traditional 
partners together to develop community-specifi c 
interventions related to improving the social 
determinants of  health and health equity.

•  LIVESTRONG at the Y is available to cancer 
survivors and provides support to maintain healthy 
lifestyles by being physically active and following 
recommendations for cancer screenings to reduce 
the risk of  cancer recurrence. 

•  Diabetes Self-Management Program, an evidence-based 
intervention developed by Stanford University, 
focuses on people with type 2 diabetes who attend 
workshops designed to help people gain self-
confi dence to control their disease symptoms. 

•  YMCA Diabetes Prevention Program is a prevention-
focused program for those at high risk for diabetes 
to adopt and maintain healthy lifestyles while 
reducing their chances of  developing diabetes. 

•  Tobacco Prevention and Control Program has worked with 
over 100 organizations statewide including youth 
organizations such as the Kick Butts Generation 
(KBG) and Teens against Tobacco Use (TATU). 
These organizations encourage and support middle 
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school and high school children to either quit using 
tobacco or to never begin. An average of  15,000 
youth per year participates in KBG and TATU 
programs each year.

•  Delaware Quitline is a tobacco cessation service that 
helps adult smokers who are ready to kick the habit. 
Trained tobacco specialists staffi ng the Quitline 
assess a person’s needs and explore best options for 
cessation. Since its inception in 2001, there have 
been over 100,000 calls to the Quitline with over 
50,000 enrolling in cessation services. Thirty-three 
percent of  respondents who received treatment from 
the Delaware Quitline reported remaining smoke-
free after seven months.

•  Motivate the First State is the fi rst public-private 
partnership to cultivate behavior change and improve 
the health of  Delawareans by engaging individuals 
to be more conscious of  their health choices 
by harnessing the power of  competition, social 
connection and philanthropy. Motivate the First State 

has enrolled 3,126 participants since June 2015 and 
79% have remained actively engaged, resulting in 
over 58,000 hours spent being physically active and 
participating in other healthy behaviors.  

•  One Less is a social marketing campaign focused on 
the positive health benefi ts of  drinking less sugary 
sweetened beverages rather than highlighting the 
risks of  maintaining current consumption of  sugary 
sweetened beverages. The effort was implemented 
at all Department of  Health and Social Services 
state service centers as well as all DelDOT owned/
operated facilities. Positive health outcomes were 
achieved by presenting a choice along with a positive, 
fun, doable message. Sales were maintained while 
individuals reported consuming fewer sugary 
sweetened beverages, along with a myriad of  other 

healthy behaviors as a by-product of  taking the “One 
Less Challenge.”

•  Screening for Life (SFL) provides payment for cancer 
screening tests to qualifi ed Delaware adults. SFL 
is working with Quality Insights (QI), to improve 
breast, cervical cancer, and colorectal cancer 
screening rates at FQHCs to bring about health 
system changes. SFL, QI, and the FQHCs have 
improved upon the use of  clinical decision supports 
embedded in the provider’s electronic health 
records. Screening protocols have been established, 
staff  has been trained, workfl ow processes have 
been improved, and patient reminders have been 
developed, all to ensure cancer screenings are 
provided at the right time for every patient. 

•  The Diabetes and Heart Disease Prevention and Control 
Program has improved health care delivery for those 
with undiagnosed diabetes and hypertension.  By 
working with Quality Insights, support is given to 
Delaware health care providers for improving health 
outcomes among patients. Providers are given staff  
education and training on the standards of  care for 
pre-diabetes, diabetes and hypertension. 

•  Patient Navigators at the Federally Qualifi ed Health Centers 
(FQHC) provide patient navigation services to 
clients through the breast, cervical, and colorectal 
cancer screening process. The patient navigators 
also work to eliminate barriers to cancer screening 
by connecting clients to services that can provide 
transportation and translation services, and address 
other common barriers to screening. The Patient 
Navigators along with Health Promotion Advocates 
at the FQHCs also assist patients with other 
chronic disease screenings such as screenings for 
hypertension and Type 2 Diabetes. Additionally, they 
connect Delawareans to chronic disease prevention 
and control program such as the Delaware Quitline, 
Diabetes and Chronic Disease Self-Management 
Programs and the Diabetes Prevention Program.  

In addition to the evidence-based strategies described 
above, DPH continues to support and build coalitions 
and partnerships, utilize mass media communication, 
and catalyze proven policy-based interventions to 
infl uence and impact chronic disease.  This refl ects 
strategies addressing a comprehensive and integrated 
approach utilizing a wide range of  model practices.
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Recommendations

Fully addressing the chronic disease burden will require 
public health, health care, and many other disciplines 
to integrate approaches that bring together strategies 
and interventions to address many risk factors and 
conditions simultaneously. This will leverage public-
private partnerships and stakeholder involvement to 
create population-wide changes, target the population 
subgroups most affected, and deploy the efforts across 
multiple sectors.

To achieve this, several strategic efforts must be 
supported, including the following: (1) epidemiology 
and surveillance efforts must be enhanced and 
strengthened to better monitor trends and inform 
initiatives; (2) built environment strategies must be 
supported and integrated with health behavior change 
efforts; (3) health care systems must be enhanced 
to more effectively use clinical and other preventive 
services; and (4) community resources must be better 
connected to clinical services to improve management 
of  chronic conditions.

Population health outcomes can be improved with 
better collaboration especially between the public 
health and health care sectors if  greater emphasis is 
placed on prevention and early detection services. 
This collaborative approach will improve health equity 
by building communities that promote prevention 
and health rather than treatment and disease. 

A priority focus on supporting healthy behaviors 
and effective management of  chronic conditions will 
deliver healthier students to schools, healthier workers 
to employers, and a healthier general population to the 
health care system. Nonetheless, to achieve that outcome, 
more funding will need to be secured to support these 
efforts. Our health care payments need to be restructured 
so providers are compensated for innovative efforts 
that educate and enable patients to focus on prevention, 
rather than just treating chronic disease.  

These recommendations will require a Health in All 
Policies (HiAP) approach that prioritizes policy to focus 
on intersectoral collaboration, strategy integration, 
and systems change. For example, social determinants 
such as income, education, crime, and housing play a 
role in health outcomes, but these determinants are 
often managed by non-health sectors or agencies. 
To achieve signifi cant change, a prevention focus 
must be incorporated into the strategic decisions we 
make in education, jobs, law enforcement, housing, 
transportation design, neighborhood development, and 
zoning discussions, as well as security discussions. A 
prevention focus in policy will codify and institutionalize 
the approaches that will prevent or delay the occurrence 
of  chronic diseases, and reduce demand on the health 
care system, thus supporting an improved quality of  life 
and longer life expectancy for Delawareans. 

A Bold Vision for Prevention

DPH’s vision is “healthy people in healthy 
communities,” and one approach to achieving that is 
effective public health interventions and policies that 
prioritize prevention efforts in the fi ght to reduce the 
impact of  chronic disease. The evidence supports 
making an investment in prevention because the benefi ts 
of  a prevention-focused public health and health 
care system are far-reaching. Creating a culture that 
supports the benefi ts of  a healthy lifestyle will result 
in a healthier population with fewer chronic diseases 
and complications from disease. That type of  system 
becomes proactive, effectively responding to issues 
before they become burdensome dilemmas that would 
require signifi cant resources to manage.

Developing a stronger more integrated public health 
and health care system will create greater capacity to 
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deliver prevention-focused initiatives that support and enable healthier choices to be the easiest choice. Supporting 
a culture of  prevention and health promotion in Delaware communities, businesses, schools, faith-based 
organizations, and government agencies will provide the catalyst to reduce the incidence of  chronic disease, increase 
productivity, lower the cost of  health care, and improve quality of  life.  

Chronic disease prevention is about having a long view of  promoting health – a perspective that envisions 
everyone (especially the next generation) as having more opportunities to live in healthier communities, being cared 
for in healthier systems, and enabling everyone to lead healthier and longer lives. DPH wants to ensure that all 
Delawareans can achieve the highest quality of  life because we are focused on prevention and securing a future for 
everyone that is happier, healthier, and more productive.8

References:
American Public Health Assocation: Publications and Periodicals: Fact Sheets. (2017). Retrieved from American Public Health Association: https://www.apha.org/~/media/fi les/pdf/factsheets/
chronicdiseasefact_fi nal.ashx
Centers for Disease Control and Prevention: Cost Calculator. (2017). Retrieved from Centers for Disease Control and Prevention: https://www.cdc.gov/chronicdisease/calculator/index.html
Centers for Disease Control and Prevention: Nurtrition, Physical Activity, and Obesity. (2017). Retrieved from Centers for Disease: https://www.cdc.gov/chronicdisease/resources/publications/aag/
dnpao.htm
Delaware Health and Social Services, Division of  Public Health. (2015). Behavioral Risk Factor Survey (BRFS) 1990-2015. 
Delaware Health and Social Services, Division of  Public Health. (2015). Youth Behavior Survey (YRBS) 2005-2015. 
Delaware Health and Social Services; Division of  Public Health: DPH Publications & Reports A to Z. (2016). Retrieved from Delaware Health and Social Services: Division of  Public Health: http://
www.dhss.delaware.gov/dhss/dph/dpc/fi les/im08-12_june2016.pdf
Division of  Public Health. (2011). Reducing the Impact of  Chronic Disease in Delaware. Dover.

1. (American Public Health Assocation: Publications and Periodicals: Fact Sheets, 2017)
2.  (American Public Health Assocation: Publications and Periodicals: Fact Sheets, 2017)
3. (Division of  Public Health, 2011)
4.  (Centers for Disease Control and Prevention: Cost Calculator, 2017)
5. (American Public Health Assocation: Publications and Periodicals: Fact Sheets, 2017)
6. (Centers for Disease Control and Prevention: Cost Calculator, 2017)
7. (Division of  Public Health, 2011)
8.  (Division of  Public Health, 2011)

Every Week is Vaccination Week!
To learn more, visit us at immunizedelaware.org

 /immunizedelaware

Need CME Credit?
Want to learn more about this new

End-of-Life Document?

To learn more, visit

delawaremost.org
To schedule a live training opportunity, contact Kate Smith:

302-733-5571 | ksmith @delamed.org

Delaware Medical Orders For Scope Of Treatment

DMOST



57

 
  

 
                       

 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 

Please join us  
 for a   

 
Healthy Vision Month  

Eye Health Summit 
with 

 
Simon Eye 

The Vocational Rehabilitation Council 
The Division for the Visually Impaired 

 
Discussion of access to eye care and 

prevention of eye disease. 
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Learn more about Delaware’s prevention,  
screening, and treatment programs.

Your Guide to 

PREVENT, 
TEST, AND TREAT 

CHRONIC 
DISEASES

Division of Public Health

Health Promotion and Disease Prevention Section

DELAWARE HEALTH AND SOCIAL SERVICES

Learn more about Delaware’s prevention,  
screening, and treatment programs.

Your Guide to 

PREVENT, 
TEST, AND TREAT 

CHRONIC 
DISEASES

Division of Public Health

Health Promotion and Disease Prevention Section

DELAWARE HEALTH AND SOCIAL SERVICES
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Health Insurance is available for all. 

It’s important to get the care you need to get and stay healthy. Health 
insurance can make your care affordable. There are a number of ways 
you can get health insurance. You may be eligible for Medicaid or for 
health insurance through the Health Insurance Marketplace. 

Marketplace Guides can provide one-on-one guidance for the Health 
Insurance Marketplace.

• Visit ChooseHealthDE.com for details or scan the code below 
with your smartphone.

• Apply for Medicaid benefits online anytime by visiting 
assist.dhss.delaware.gov or calling 302-255-9500.

• Still have questions? Call the 24/7 Helpline at 800-318-2596 
(TTY: 855-889-4325).
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Many chronic diseases  

are preventable and often treatable.

Don’t smoke. Eat healthy. Be physically active. 

This booklet contains information about making healthy 

choices as well as programs and services in Delaware 

that can help you stay healthy—and find treatment.

From cancer screenings to diabetes monitoring, 

you’ll find it all in this brochure. Keep it in a  

convenient place and reference it for all  

your health and wellness needs. 

DID YOU KNOW?

If you ever have a question about a program, 
call 2-1-1 toll-free or go to HealthyDelaware.org. 
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1.

2.

3.

Living well is as easy as...

PREVENT:
Find out how you can lower your risk of certain diseases and get  
information on ways to stay healthy, including how to enroll in a 
health insurance plan. 

 • The Delaware Quitline 

 • Healthy living tips

 • Farmers’ markets

 • Women, Infants, and Children Program (WIC)

 • Choose Health Delaware insurance program

 • Immunization programs

 • Diabetes and Heart Disease Prevention and Control Program

TEST:
Specific tests are available to you that can find the signs of a  
disease early, before it becomes a major health problem. Many  
life-threatening diseases don’t have symptoms, so getting screened 
 increases your odds of treating and beating most chronic diseases.

 • Cancer screening information

 • Screening Nurse Navigators

 • Radon testing

TREAT:
Learn about the many programs that are available to you that  
can help you get and stay healthy: 

 • Delaware Cancer Treatment Program

 • Cancer Care Coordinators 

 • Emergency Medical Diabetes Fund

 • Chronic disease self-management programs

 • Diabetes management 
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There are lifestyle changes you can make to lower the risk of developing heart 
disease, cancer, chronic lower respiratory diseases, diabetes, and many 
other chronic diseases.

PREVENT

YOU CAN PREVENT SOME
CHRONIC DISEASES AND 
THEIR COMPLICATIONS 
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Don’t smoke or use other tobacco products. Each year,
approximately 480,000 people in the United States die from tobacco 
use. It is the number one preventable cause of death in the country. 
Tobacco use is also the leading cause of lung cancer and causes 
heart  disease, emphysema, bronchitis, diabetes, and chronic 
airway obstruction. 

You don’t have to use tobacco to be affected by it. Exposure to 
 secondhand smoke (SHS) can also cause heart disease, stroke, 
and lung cancer. Mothers who are exposed to SHS are more likely 
to have infants with lower birth weights. SHS is a known cause 
of  sudden infant death syndrome (SIDS) amongst newborns. And 
 children who are exposed to SHS are more likely to have digestive 
problems, ear infections, and severe asthma. 

The effects of quitting smoking are immediate: 

Time Effects

After 12 hours Carbon monoxide in your blood drops

After 2 weeks to 3 months Lung function increases

After 1 to 9 months Coughing and shortness of breath decrease and  
normal function of the lungs is regained

After 1 year Excess risk of heart disease is half that of a smoker

After 5 years  Risk of cancer of the mouth, throat, esophagus, 
and bladder are cut in half; cervical cancer
risk falls to that of a nonsmoker
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The Delaware Quitline can help you quit smoking.

 • Get help from people trained to work with you to help you quit

 • Work with a counselor on the phone or in person

 • Get follow-up support, hints, and tips 

 • You may be offered free nicotine patches and gum or other  
medications

To quit smoking, call the Delaware Quitline at 866-409-1858 or  
visit QuitSupport.com.
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 Eat healthy. Add more fruits and vegetables to your meals and eat 
smaller portions. Avoid foods that are high in saturated fat. 

Think about what you eat and drink:

 •   Increase consumption of whole grains, wheat bread, and  
brown rice, instead of highly processed grains like white breads

 • Make healthier choices; replace high-fat dairy with lower-  
fat  options, and substitute meat and poultry for seafood  
at some meals

 • Use less salt and consume less processed sugar

 • Drink alcohol only in moderation or not at all

 •  Reduce consumption of solid fats like butter, cream, shortening, 
and fats from meats; cook with healthier oils like vegetable and 
olive oils 

Shop for fruits and vegetables.
Farmers’ markets are great places to find fresh, local  
produce. To find the farmers’ markets close to you, scan  
the code to the right or go to www.dda.delaware.gov and 
search for farmers’ markets.

Need an interactive food and fitness  
planner or need help making smart 
choices about healthy eating? Visit  
www.choosemyplate.gov.
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Women, Infants, and Children Program (WIC)  
is a supplemental nutrition program. 

WIC provides:

 • Nutritious foods to supplement diets

 • Information on healthy eating

 • Breastfeeding support and referrals to other health care,  
welfare, and social services

The program is available to pregnant women, breastfeeding 
women, women who are not breastfeeding but who delivered a 
child six months prior, and children or infants who are less than 
five years old who:

 • Reside in Delaware

 • Have a nutritional risk

 • Meet income guidelines

Call 800-222-2189 or 2-1-1 toll-free for more information.
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Be physically active. How much you move during the day is  
important for your health.

 • Pick activities you like doing, such as walking, biking, dancing, 
or playing with kids.

 • Start out slow, just 10 minutes a day, and build up to 60 minutes 
every day.

 • Mix it up—have variety in your physical activity to work your 
 muscles and keep yourself from being bored.

 • Don’t beat yourself up if you miss a day. Just start again.

Did you know Delaware State Parks offer lots of ways 
to be active and have fun? You can hike, bike, boat, 
climb rocks, or play disc golf and more. Visit our  
state parks. Scan the QR code to the right or go  
to www.destateparks.com.
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To maintain a healthy weight, follow the recommendations of the 
5-2-1-Almost None formula.

•  Eat 5 or more fruits and vegetables each day.
They fight disease and are full of natural energy. 

•  Limit screen time to no more than 2 hours of recreational
screen time each day (includes TV, computer, gaming).

• Get 1 or more hours of physical activity each day.

• Drink almost no sugary beverages.

For more about these recommendations,
scan the QR code at right or go to 
dhss.delaware.gov/dhss/dph/dpc/521almostnone.html.

Get Up and Do Something is a website that offers information on 
nutrition—including recipes and menu advice—fitness, motivational 
inspiration, and even news on the latest tools and trends to help you 
get and  maintain a healthy body and mind. You’ll also find a list of 
community programs you can access along with other valuable 
information that can help you stay healthy.

To get recipes and nutritional advice, or to learn about 
fitness and community programs, scan the QR code at 
the right or go to www.getupanddosomething.org.
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Have an annual check-up. Your doctor is a partner in your  
wellness. He or she will provide the guidance you need to stay well, 
and will help you recognize changes in your health that could mean you 
have developed a chronic disease that requires more medical attention.

 • Find a doctor in your area

 • Visit your doctor at least once a year for a check-up 

 • Your doctor should give you a blood pressure check and a blood 
test (check your blood cholesterol)

 • Your doctor will weigh you to see if you have gained or lost 
weight, which could indicate a health problem

 • Your doctor will recommend screenings that can include a 
 mammogram, a Pap test, a colonoscopy, or a prostate screening
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The Diabetes and Heart Disease Prevention and 
 Control Program partners with local libraries to provide  Public 
 Library Information Assistance. This partnership allows you to find 
 information at public  libraries throughout 
the state about how to  manage  diabetes, 
eat healthy, and stay active.

Call 302-744-1020 or 2-1-1 toll-free  
for information on diabetes and  
heart disease prevention and control.

Get immunized. Vaccines are extremely important and are 
 required from infancy through adulthood. Vaccines such as the 
 hepatitis vaccine and the human papilloma virus (HPV) vaccine  
can prevent certain forms of cancer. Other vaccines such as the  
flu vaccine and the pneumonia vaccine can prevent the occurrence  
of complications from these illnesses in persons with certain 
 underlying medical conditions such as diabetes, asthma, heart 
 disease, and chronic lower respiratory disease.

Speak with your doctor about which vaccine(s) you may need. 

If your doctor does not provide the HPV vaccine, contact the 

Adult Immunization  Program. 

Call 800-282-8672 or 2-1-1 toll-free for more information.
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Many chronic diseases are life-threatening and impact your quality of life. 
But there are tests that can alert you to a problem before it becomes a 
major health issue. Many types of diseases don’t have symptoms so it’s  
important to have screenings regularly. Early detection can help protect 
your health and preserve your quality of life.

TEST

EARLY DETECTION SAVES LIVES
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Find heart disease, diabetes, and chronic lower  
respiratory diseases early. Most chronic diseases can be 
 detected through annual check-ups. Your doctor will take your blood 
pressure, and have your blood tested to learn if you have elevated 
 glucose or abnormal cholesterol levels.

Get screened for cancer. Three of the most commonly  
diagnosed cancers—breast, colorectal, and prostate cancers— 
can be detected in their earliest stages. Routine cancer screenings  
can increase the chances of finding cancer early. The chart below  
indicates the age at which you should be screened and how often.

Recommended Age Screening or Vaccine How Often

Women 18 to 39 Clinical Breast Exam (CBE) Annually
Women 40 and Older*+u Mammogram & CBE Annually

Women 21 to 29*+ Pap Test  Every 3 years
Women 21 to 64*+ Pelvic Exam Annually
Women 30 to 64 Pap Test/Pelvic Exam  Every 5 years with 
 and HPV Test co-testing or every 
  3 years

Men and Women 50 and Older*+u Colonoscopy Every 10 years

 Prostate-Specific Antigen (PSA)   Talk to your doctor
 Test with or without a Digital  to determine if 
 Rectal Exam (DRE) prostate screening 
  is recommended  

* Talk with your doctor about individual screening recommendations.
+ Individuals 65 years of age and older who are not eligible for Medicare also may qualify for free screening.  
u Individuals with a family history of cancer may qualify for screening at an earlier age.

Per Screening for Life guidelines dated April 4, 2014.

For more information, call 302-744-1040 or 2-1-1 toll-free and ask for 
Screening for Life.

Average Risk: 
Men 50 and Older*+u 

High Risk: African-American
Men 40 and Older

BREAST

CERVICAL

COLON

PROSTATE
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Screening for Life offers free screenings for breast, prostate,  
cervical, and colon cancer. 

You may be eligible if you:

 • Are a Delaware resident

 • Have health insurance that doesn’t cover screenings

 • Are age 18 to 64 and not eligible for Medicaid      

 • Are 65 years of age or older and do not qualify for Medicare

 • Meet income guidelines

 • Are not eligible for health insurace

Call 302-744-1040 or 2-1-1 toll-free for more information.

Screening Nurse Navigators can schedule a screening for 
you—whether you have insurance or not. 

 • Bayhealth Medical Center: 302-430-5064

 • Beebe Medical Center: 302-645-3169

 • Christiana Care Health System: 302-623-4651

 • Nanticoke Health Services: 302-629-6611, ext. 3765

 • Saint Francis Hospital: 302-421-4970
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Detect dangerous radon gas in your home. Radon is a 
 radioactive gas that you can’t see or smell. It is the second-leading 
cause of lung cancer in the U.S. Radon can seep into homes through 
cracks in the floors and foundations. A simple test can find it. 

 • Test kits may be available to Delaware residents while supplies 
last. Or you can buy a test kit at most hardware stores for $20

 • If radon is found, it can be removed by installing a mitigation 
system that moves the gas from around your home’s foundation, 
preventing radon gas from entering your home

Call 302-744-4546 or visit DelawareHealthyHomes.org 
for more information. 
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If you’re struggling with a disease and you need care, our programs can be  
lifesaving. Whether you need treatment or education, we can help you get  
the care and information you need. 

TREAT

TREATMENT PROGRAMS  
AND CHRONIC DISEASE HELP
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Cancer treatment from the Delaware Cancer Treatment 
Program. If you’ve been diagnosed with cancer and don’t have 
 insurance, you may be eligible for assistance with covering cancer 
treatment costs. The program is available to Delaware residents who:

 • Were residents of Delaware when diagnosed with cancer

 • Were diagnosed with cancer on or after July 1, 2004

 • Have no comprehensive health insurance 

 • Do not receive benefits through the Medicaid breast and  
cervical cancer treatment program

 • Meet income guidelines (up to 650% of the Federal Poverty Level)

 • Are not eligible for heath insurance

Call 800-996-9969 to apply or call 2-1-1 toll-free for more information.

Ask a Cancer Care Coordinator to help you through  
all the stages of treatment. This specially trained health  
professional can give you practical help, lend emotional support,  
and locate services you need to fight cancer. Services are free to  
Delaware residents.

 • A.I. duPont Hospital: 302-651-5754

 • Bayhealth Medical Center: 302-430-5324

 • Beebe Medical Center: 302-645-3087

 • Christiana Care Health System: 302-623-4500

 • Nanticoke Health Services: 302-629-6615, ext. 2577  

 • Saint Francis Hospital: 302-421-4970

 • Veterans Affairs Medical Center: 302-994-2511, ext. 4702
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The Emergency Medical Diabetes Fund can help you  
get the care you need. This statewide service provides medications, 
 supplies, and other services to alleviate an emergency condition. 

You may be eligible to receive help with diabetes medications,  
services, or supplies. Contact your local state service center (or call  
302-744-1020) and ask to talk to someone about emergency medical  
services, and tell them you are calling to apply for the Emergency Medical  
Diabetes Fund. Additional funds are available for women who are   
pregnant; ask for the Emergency Medical Gestational Diabetes Fund.

Call 302-744-1020 or 2-1-1 toll-free for more information.

Manage your diabetes. If you suffer from diabetes, it’s important 
to be sure you follow your doctor’s advice to control your diabetes and 
help you have a better quality of life. It’s important that you:

 • Maintain a healthy blood glucose level

 • Maintain a healthy body weight

 • Maintain a healthy blood pressure

 • Maintain a healthy cholesterol level

 • Keep physically active

 • If you smoke—quit

 • Have an annual flu shot

 • Have your feet checked every doctor’s visit

 • Have a dilated eye exam annually

 •  Get a blood test (quarterly as needed)
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Chronic Disease Self-Management programs are 
available for those who have chronic diseases. 

Sign up for a free chronic disease or diabetes education program. 
The classes are 2½ hours once a week for six weeks in a community 
setting. The programs are designed to help people gain self-confidence 
with their ability to control their chronic disease or diabetes, and live  
a healthy lifestyle.

Call 302-744-1020 to schedule a class today.
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Adult Immunization Program 
800-282-8672

Cancer Prevention and Control Program 
302-744-1020

Cancer Care Coordinators

A.I. duPont Hospital 
302-651-5754

Bayhealth Medical Center 
302-430-5324

Beebe Medical Center 
302-645-3087

Christiana Care Health System  
302-623-4500

Nanticoke Health Services 
302-629-6615, ext. 2577

Saint Francis Hospital 
302-421-4970

Veterans Affairs Medical Center 
302-994-2511, ext. 4702

Cancer Screening Nurse Navigators

Bayhealth Medical Center 
302-430-5064

Beebe Medical Center  
302-645-3169

Christiana Care Health System 
302-623-4651

Nanticoke Health Services 
302-629-6611, ext. 3765

Saint Francis Hospital 
302-421-4970

Choose Health Delaware 
ChooseHealthDE.com 
24/7 Helpline: 800-318-2596 
TTY: 855-889-4325

Community Healthcare Access  
Program (CHAP) 
302-744-1040

Delaware Cancer Treatment Program 
800-996-9969

Delaware Quitline 
866-409-1858

Diabetes Prevention and Control Program 
302-744-1020

Physical Activity and Nutrition Program 
302-744-1010

Radon Program 
302-744-4546

Screening for Life 
302-744-1040

Tobacco Prevention and Control Program 
302-744-1010

Women, Infants, and Children Program (WIC) 
800-222-2189

RESOURCES



80 Delaware Journal of  Public Health MARCH 2017

For Health Promotion and Disease Prevention 

program information, call 2-1-1 toll-free, go to 

http://dhss.delaware.gov/dhss/dph/dpc/dpcsection.html 

or scan this code with your smartphone.

For more information about health programs and to create 

a healthy checklist, visit HealthyDelaware.org or scan this code 

with your smartphone.

To enroll in health insurance, visit ChooseHealthDE.com 

or call the 24/7 helpline: 800-318-2596 

or TTY: 855-889-4325

1.

2.

3.

3 ways to get started now:
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Questions to ask your doctor

  1. Given my age, what screening tests are appropriate?

  2. What is my overall risk for heart disease?

  3. How is my blood pressure?

  4. How is my cholesterol level?

  5. Am I at a healthy weight?

  6. What are my risk factors for getting cancer?

  7. Does my lifestyle put me at a health risk for any chronic conditions?

  8.  Are all of my current medications still necessary, and am I taking the  
correct dose?

  9. What can I do besides take medication to improve my health?

10. What can I do to stay healthy?

Physicians

Doctor ____________________________________________________________ Phone # ____________________________________

Address ______________________________________________________________________________________________________

Doctor ____________________________________________________________ Phone # ____________________________________

Address ______________________________________________________________________________________________________

Doctor ____________________________________________________________ Phone # ____________________________________

Address ______________________________________________________________________________________________________

Doctor ____________________________________________________________ Phone # ____________________________________

Address ______________________________________________________________________________________________________

Doctor ____________________________________________________________ Phone # ____________________________________

Address ______________________________________________________________________________________________________
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Medications

Family Member ____________________________________________________ Illness______________________________________

Prescription ___________________________________________________________________________________________________

Family Member ____________________________________________________ Illness______________________________________

Prescription ___________________________________________________________________________________________________

Family Member ____________________________________________________ Illness______________________________________

Prescription ___________________________________________________________________________________________________

Family Member ____________________________________________________ Illness______________________________________

Prescription ___________________________________________________________________________________________________

Family Member ____________________________________________________ Illness______________________________________

Prescription ___________________________________________________________________________________________________

Family Member ____________________________________________________ Illness______________________________________

Prescription ___________________________________________________________________________________________________

Allergies

Family Member ____________________________________________________  Allergy_____________________________________

Reaction ______________________________________________________________________________________________________

Family Member ____________________________________________________  Allergy_____________________________________

Reaction ______________________________________________________________________________________________________

Family Member ____________________________________________________  Allergy_____________________________________

Reaction ______________________________________________________________________________________________________

Family Member ____________________________________________________  Allergy_____________________________________

Reaction __________________________________________________________
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Keep track of your numbers here. Variations in your blood pressure, cholesterol, and weight can be  
the sign of a health problem. It’s important to track your numbers and share them with your health  
care provider. Use the chart below.

Health History

Family Member ____________________________________________________ Date_______________________________________

Test Result ____________________________________________________________________________________________________

Family Member ____________________________________________________ Date_______________________________________

Test Result ____________________________________________________________________________________________________

Family Member ____________________________________________________ Date_______________________________________

Test Result ____________________________________________________________________________________________________

Family Member ____________________________________________________ Date_______________________________________

Test Result ____________________________________________________________________________________________________

Family Member ____________________________________________________ Date_______________________________________

Test Result ____________________________________________________________________________________________________

Family Member ____________________________________________________ Date_______________________________________

Test Result ____________________________________________________________________________________________________

Test Date     Result Date     Result Date     Result Date     Result Date     Result

Blood Pressure

Total Cholesterol

HDL (Cholesterol)

Triglycerides

Glucose

A1C*

Weight**

Pulse Rate

*For people with diabetes.
**If known, you can substitute % of body fat or waist measurement, for weight.   
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Notes

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________
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Division of Public Health

Health Promotion and Disease Prevention Section

DELAWARE HEALTH AND SOCIAL SERVICES

Call 2-1-1 toll-free or go to 
HealthyDelaware.org for more information.

Learn more about health insurance 
options at ChooseHealthDE.com.

For more information on state programs, scan this code or go to:
http://dhss.delaware.gov/dhss/dph/dpc/dpcsection.html

Go to www.q-r.co to get a free QR code reader app for your phone.

85
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A
ACLS – Advanced Cardiac Life Support; clinical interventions for the urgent treatment of  cardiac arrest, stroke and 
other life-threatening medical emergencies 

Acute – an illness that is of  short duration, rapidly progressive, and in need of  urgent care

Acquired – Developing after birth

Addiction – A chronic disease of  brain reward, motivation, and memory. Dysfunction in some areas of  the brain 
leads an individual to pursue a reward or relief  by abusing a substance (i.e.: drugs, alcohol) or behavior (i.e.: dieting, 
exercise, sex) to get that reward. Addiction is characterized by inability to abstain, having impaired behavioral 
control, cravings for the substance or behavior, lack of  recognition of  any problems in an individual’s behavior 
or social relationships, and a dysfunctional emotional response. Addiction often involves cycles of  relapse and 
remission.

AIDS – Acquired Immunodefi ciency Syndrome. A disease in which there is a severe loss of  the body’s cellular 
immunity, decreasing its resistance to infection and malignancy. The last stage of  an HIV infection.

Alzheimer’s Disease – progressive mental deterioration that can occur in middle or old age, due to generalized 
degeneration of  the brain. It is the most common cause of  premature senility.

Analgesic – pain relieving drug or treatment

Anemia - a condition marked by a defi ciency of  red blood cells or of  hemoglobin in the blood, resulting in pale 
skin and weariness

Aneurysm - an excessive localized enlargement of  an artery caused by a weakening of  the artery wall

Angina – strong chest pain that comes on quickly

Anorexia Nervosa – a serious, potentially life-threatening eating disorder characterized by self-starvation and 
excessive weight loss.
 Binge-Eating/Purging Type – involves binge eating and/or purging
 Restricting Type – does not involve binge eating or purging

Anxiety – a general term for several disorders that cause nervousness, fear, apprehension, and worrying

Arthritis – painful infl ammation and stiffness of  the joints. There are more than 100 different types of  arthritis and 
related conditions. Symptoms include swelling, pain, stiffness and decreased range of  motion in the joints.

Arrhythmia – irregular heart beat

Asthma – a condition in which airways narrow and swell, and produce extra mucus. This makes it diffi cult to 
breathe, and can trigger coughing, wheezing, and shortness of  breath

Asystole – the heart is no longer beating

CHRONIC DISEASE LEXICON
TERMINOLOGY
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Autoimmune Disease – a condition arising from an abnormal immune response to a normal body part. Eg: 
systemic lupus erythematosus, celiac disease, type I diabetes, Graves disease, IBD, multiple sclerosis, rheumatoid 
arthritus

B
Binge Eating Disorder – an eating disorder characterized by recurring episodes of  eating large quantities of  
food (often very quickly and to the point of  discomfort). It can also include feeling a loss of  control during 
the binge, experiencing shame, distress, or guilt afterwards, and using unhealthy compensatory measures (eg, 
purging) to counter the binge eating. It is the most common eating disorder in the United States (http://www.
nationaleatingdisorders.org/binge-eating-disorder)

Bipolar Disease – aka manic-depressive illness; brain disorder that causes unusual shifts in mood, energy, activity 
levels, and the ability to carry out day-to-day tasks. Includes Bipolar I, Bipolar II, Cyclothymic, and other unspecifi ed 
disorders. 

BMI – Body Mass Index. A person’s weight in kilograms divided by the square of  height in meters. Used as a 
screening tool for obesity.

Bradycardia – slowed heart rate

Bulimia Nervosa – a serious, potentially life-threatening eating disorder characterized by a cycle of  bingeing and 
compensatory behaviors such as self-induced vomiting (purging) designed to undo or compensate for the effects of  
binge eating.

C
Cancer – an abnormal mass of  tissue in which the cells do not stop dividing and become immortal. This mass can 
spread into surrounding tissues, and lead to the formation of  tumors.

Cardiovascular Disease – conditions involving narrowed or blocked blood vessels that can lead to a heart attack, 
chest pain, or stroke.

Cellulitis – skin infection

CHF – congestive heart failure

Chronic – persisting for a long time, or constantly recurring

Chronic Fatigue Syndrome – a medical condition of  unknown cause; Symptoms include: fatigue, loss of  memory 
or concentration, sore throat, enlarged lymph nodes in arms/armpits, unexplained muscle pain, pain that moves 
from one joint to another without swelling or redness, headache of  a new type, pattern, or severity, unrefreshing 
sleep, extreme exhaustion lasting more than 24 hours after physical or mental exercise. 

Co-morbidity – the simultaneous presence of  two or more chronic diseases or conditions in a patient

Congenital – Present from birth

COPD – Chronic Obstructive Pulmonary Disease – progressive lung diseases characterized by chronic obstruction 
of  airways that interferes with normal breathing. Includes emphysema, chronic bronchitis, refractory (non-
reversible) asthma, and some forms of  bronchiectasis

Crohn’s Disease – a chronic infl ammatory disease of  the intestines, especially the colon and ileum (large intestine) 
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associated with ulcers and fi stulae

Cyanotic – skin and mucous membranes (ie: gums) are bluish in color due to inadequate oxygen supply

Cystic fi brosis – lung disease that causes the production of  thick mucus in the lungs, making it hard for a person 
to breathe

D
Dementia – a chronic disorder of  the mental processes caused by brain disease or injury. Symptoms include 
memory disorders, personality changes, and impaired reasoning. This decline in mental ability is severe enough to 
interfere with daily life. Alzheimer’s is the most common type.

Depression – a mood disorder that causes a persistent feeling of  sadness and loss of  interest. 

DNR – Do Not Resuscitate

Diabetes – a group of  diseases that affect how the body makes or uses blood sugar (glucose). Diabetes indicates an 
increase in the amount of  glucose in the blood, which can lead to serious health problems.

Diabetes type I: the insulin-producing cells of  the pancreas are destroyed, leading to an absolute insulin defi ciency. 
Insulin must be given to the patient before and/or after meals to prevent hyperglycemia. 

Diabetes type II: the body becomes resistant to the action of  insulin, requiring an increased amount of  insulin to 
prevent hyperglycemia. The patient may also have an inadequate secretion of  insulin from the pancreas.

Dialysis – the procedure to fi lter blood for patients with kidney failure (and those who have overdosed or been 
poisoned)

Diaphoresis – sweating

Disease – a disorder of  structure or function, especially one that produces specifi c signs or symptoms, or that 
affects a specifi c location and is not simply a direct result of  physical injury

Diuresis – increased urine production

Diverticulitis – infl ammation of  the colon (large intestine)

DOA – Dead on Arrival

Dyspnea – shortness of  breath

E
Eating Disorders – any of  a range of  psychological disorders characterized by abnormal or disturbed eating 
habits. These disorders include extreme emotions, attitudes, and behaviors surrounding weight and food issues, and 
can have life threatening consequences for both men and women. Eg: Anorexia Nervosa, Bulimia Nervosa, Binge 
Eating Disorder.

ECG/EKG – Electrocardiogram – measures heart activity

Edema – excessive accumulation of  fl uid
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EEG – Electroencephalogram – measures brain activity

Embolus – a blood clot

EMS – Emergency Medical Services

EMT – Emergency Medical Technician

Episodic – occurring occasionally and at irregular intervals

Epstein-Barr – human herpesvirus 4, spreads commonly through body fl uids (saliva, blood, semen). Causes 
infectious mononucleosis (mono). Virus remains latent in infected patients, and may reactivate, causing patients 
to become contagious again. Symptoms include: fatigue, fever, infl amed throat, swollen lymph nodes in the neck, 
enlarged spleen, swollen liver, rash. Disease usually lasts 2-4 weeks, but fatigue may continue for months. 

F
Fibromyalgia – chronic pain disorder that causes widespread pain and tenderness to touch that may occur 
systemically or migrate over the body. These symptoms wax and wane over time. Additional symptoms include: 
fatigue, sleep disturbances, memory problems, stiff  joints, headaches, IBS, GERD.

Foley – type of  catheter, thin fl exible tube inserted into the urethra to drain the bladder

G
GERD – Gastrointestinal Refl ux Disease, occurs when stomach acid (and occasionally stomach content) fl ows back 
into the esophagus. This chronic refl ux irritates the lining of  the esophagus and causes GERD. GERD can lead to 
Barrett’s esophagus, which is associated with a risk of  developing esophageal cancer.

H
Heart Disease – includes cardiovascular disease as well as muscular and rhythm disorders of  the heart, and 
disorders involving the heart valves.

Hemorrhage – the dramatic and sudden loss of  blood

HIV – Human Immunodefi ciency Virus. A sexually transmitted infection that interferes with the body’s cellular 
immune response (specifi cally, the CD4 or T cells).

Hyper- – increase/higher than normal levels (hyperglycemia = increased glucose, hypercalcemia = increased 
calcium, hyperlipidemia = increased fat, hypertension = high blood pressure)

Hypo- – decreased/lower than normal levels (hypoxia = low oxygen levels in the blood, hypotension = low blood 
pressure, hypothermia = low body temperature)

I
BS – Irritable Bowel Syndrome; affecting the large intestine, causes cramping, abdominal pain, bloating, gas, 
diarrhea, and constipation

IBD – Infl ammatory bowel disease, Crohn’s Disease & Ulcerative Colitis

Illness – a disease or period of  sickness affecting the body or mind
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Immunity – the balanced state of  having adequate biological defenses to fi ght infection, disease, or other unwanted 
biological invasion, while having adequate tolerance to avoid allergy, and autoimmune diseases. Immunity can be 
cellular (does not involve antibodies, only the body’s cells) or acquired (involving antibodies).

Infarction – an area of  tissue dead due to a local lack of  oxygen (eg: myocardial infarction)

Infection – the invasion and multiplication of  microorganisms (bacteria, viruses, parasites, fungi) that are not 
normally present within the body. Microorganisms that live naturally in the body (ie: bacteria in the mouth and 
intestine) are not infections

Infectious – likely to be transmitted or spread to others in a rapid manner

Intubation – insertion of  a tube into the trachea to help a patient breathe

Ischemia – when the heart is lacking oxygen

IV – intravenous, through the vein

L
Latent – in which the usual symptoms are not yet manifest; dormant or hidden

Localized – remaining at one location (eg: an infection)

Lumbar Puncture – aka Spinal Tap, withdrawal of  cerebrospinal fl uid through a needle inserted into the lumbar 
region of  the lower back, between the vertebrae

M
Malignancy – the state or presence of  an invasive or dangerous tumor

Meningitis – infl ammation of  the meninges (membranes surrounding the brain and spinal cord)

Morbidity – Disease, the rate of  disease. In the case of  Morbidity and Mortality (M&M) Conferences, the 
presentation of  an interesting diagnosis.

Mortality – Death. In the case of  Morbidity and Mortality (M&M) Conferences, the presentation of  a case that 
ended in the patient’s death, followed by a discussion of  the steps taken by medical staff  to make sure there was no 
administrative or human error on the part of  the institution

Myocardial Infarction – the heart muscle is denied oxygen, aka heart attack

M&M – Morbidity/Mortality – conference held by institutional departments on cases that ended in death 
(mortality) or interesting diagnoses (morbidity)

N
Necrotic – dead, as in “necrotic tissue”

NG Tube – nasogastric tube, a tube passed from the nose to the stomach to provide a means of  feeding when oral 
feeding is not possible or adequate.
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NICU – Neonatal Intensive Care Unit

Nosocomial Infections – opportunistic infections contracted while in the hospital (ie: a urinary tract infection 
developed from a catheter) 

NPO – Nothing By Mouth

O
Obesity – the condition of  weighing more than what is considered healthy for a given height. BMI is used as a 
screening tool: BMI of  30.0 or higher is considered obese.

P
PCP – Phencyclidine – causes euphoria and hallucinations in humans

PEG– Percutaneous Endoscopic Gastrostomy. A surgical procedure by which a tube (PEG tube) is passed into a 
patient’s stomach through the abdominal wall, to provide a means of  feeding when oral feeding is not possible or 
adequate. 

Pericardium – the sac that envelopes the heart

Peritoneum – a transparent membrane enclosing the abdomen

Pleura – the lining around the lung

Preexisting Condition – any condition for which a patient has already received medical advice or treatment prior 
to enrollment in a new medical insurance plan

Pregnancy – the period from conception to birth. Usually lasts 40 weeks, divided into trimesters. 

Prevention

Primary Prevention – prevent the disease or injury before it occurs [prevent exposure (legislation to ban/
control substances), altering unhealthy/unsafe behaviors (education, seatbelt and helmet law), increasing resistance 
(immunization)]

Secondary Prevention – reduce the impact of  a disease/injury that has already occurred. Detecting/treating 
disease ASAP to halt or slow progress (regular exams, mammograms, cervical cancer screenings), encourage 
personal strategies to prevent injury/recurrence (daily aspirin, diet & exercise programs), implementing programs to 
return people to original health and function (modifi ed work)

Tertiary Prevention – soften the impact of  an ongoing illness or injury that has lasting effects through 
management (stroke rehabilitation programs, chronic disease management, support groups to share strategies, and 
vocational rehabilitation programs to retrain people to improve as much as is possible a person’s ability to function, 
their quality of  life, and life expectancy.

Primary Care – health care at a basic level, used for people making an initial approach to a doctor or nurse for 
treatment

R
Retro – behind (retrocardia = behind the heart)



92 Delaware Journal of  Public Health MARCH 2017

S
Schizophrenia – mental disorder marked by hallucinations, delusions, and disintegration of  the thought process

Sepsis – a very severe and serious infection, usually not limited to one area of  the body

Shock – a problem with circulation (blood fl ow), indicated by: severe drop in blood pressure, rapid pulse, clammy 
and pale skin, and a rapid heart rate

Specialty Care – health care focused on one specialty or branch of  medicine (eg: surgery, obstetrics, cardiology, 
etc)

Stasis – slowing or stopping of  blood fl ow

STD/STI – Sexually Transmitted Disease/Sexually Transmitted Infection

Stroke – a medical emergency that occurs when the blood supply to part of  the brain is interrupted or severely 
reduced, depriving the brain tissue of  oxygen and nutrients. Prompt treatment and early action can minimize brain 
damage and potential complications.

Sub- - Under (Subdural = under the brain, sublingual = under the tongue)

Sub-clinical – causing no symptoms, not apparent on physical examination

Systemic – bodywide (eg: an infection)

T
Tachycardia – an extremely rapid heart rate (pulse > 100 bpm)

Thrombosis – blood clot

Triage – system of  prioritizing patients in an emergency situation when there are a large number of  patients to be 
seen (eg: in an emergency, large scale incident)

U
Ulcerative Colitis – chronic infl ammation and ulcers in the large intestine and rectum

UTI – Urinary Tract Infection

V
Vaccine – an agent that resembles a disease-causing microorganism and is often made from weakened or killed 
forms of  the microbe, its toxins, or one of  its surface proteins. This agent provides an active, acquired immunity to 
a disease caused by the microorganism by stimulating the immune system to recognize the agent as a threat, destroy 
it, and keep a record of  it so it can be more easily recognized and destroyed in the future.

Vaccine Preventable Disease – an infectious disease for which an effective prevention (ie: vaccine) exists

Vector – an organism, typically a biting insect or tick, that transmits a disease or parasite from one animal or plant 
to another
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MEDICATIONS

ACE Inhibitors – medications to reduce blood pressure. Eg: benazepril (Lotensin), captopril (capoten), enalapril 
(Vasotec)

Acetaminophen – Tylenol

Acetylaslicylic acid – aspirin

Albuterol – inhaled medication to dilate (open) the airways and improve breathing (used in asthma treatments)

Alpha-glucosidase Inhibitors – prescription medications to help break down starchy foods and table sugar, 
lowering blood sugar levels. Used by type II diabetics before meals. Eg: Acarbose (Precose) and Miglitol (Glyset)

Antibiotics – medications to kill bacteria. Eg: amoxicillin, anacef, Bactrim, ceftriaxone, cephalosporin, gentamicin, 
rifampin

Anticoagulant – medications given to stop blood clots. Eg: heparin

Antidepressants – medications to alleviate the sympoms of  depression (see: MAOI, TCA, SSRI) 

Azole Antifungals – broad-spectrum anti-fungal medications. Eg: fl uconazole (Difl ucan), itraconazole (Sporanox) 

Bactrim – cotrimoxazole and sulfamethoxazole (urinary tract infections) 

Benzodiazepines – “Benzos,” prescription medications that are used for sedation, anti-anxiety, anti-seizure, and 
muscle relaxing. Eg: Aprazolam (Xanax), Clonazepam (Klonopin), Diazepam (Valium), Lorazepam (Ativan).

Beta Blockers – prescription medications to reduce blood pressure. Eg: Acebutolol (Sectral), Atenolol (Tenormin), 
Metoprolol (Lopressor, Toprol-XL), Propranolol (Inderal LA, InnoPran XL)

Biguanide – a prescription medication that decreases how much sugar the liver makes, decreases the amount of  
sugar absorbed by the intestines, sensitizes the body to insulin, and helps muscles absorb glucose. Used by type II 
diabetics to control blood sugar. Eg: Metformin 

Calcium Channel Blockers – prescription medications to relax the blood vessels and increase the supply of  blood 
and oxygen to the heart. Also reduces the heart’s workload. Eg: Amlodipine (Norvasc), Diltiazem (Cardizem), 
Nifedipine (Procardia), Verapamil (Calan)

Demerol – meperidine (pain relief)

Digitalis – prescription medication used for CHF

Dilantin – prescription medication used for seizure relief

Diuretic – medications to increase urine production. Eg: Lasix 

Fentanyl – short acting analgesic
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Heparin – blood anticoagulant (given to stop blood clots)

Hydralazine – lowers blood pressure

Insulin – a hormone made by the body to regulate blood glucose. Is given as a medication for patients with 
diabetes type I
 Short-acting insulin: Humulin, Novolin
 Rapid-acting insulin: insulin aspart (NovoLog, Flex Pen), insulin glulisine (Apidra), insulin lispro (Humalog)
 Intermediate-acting insulin: insulin isophane (Humulin N, Novolin N)
 Long-acting insulin: insulin degludec (Tresiba), insulin detemir (Levemir), insulin glargine (Lantus, Toujeo
 Combination insulins: NovoLog Mix, Humalog Mix, Humulin, Novolin, Ryzodeg

Lidocaine – local anesthetic

Lithium – manic-depressive illness

MAB – Monoclonal Antibody. Used in immunotherapy to bind certain cells or proteins, which then stimulates a 
patient’s immune system to attack those cells.

MAOI – Monoamine Oxidase Inhibitors. Prescription medication used to treat depression. Eg: Selegiline (Zelapar, 
Eldepryl), Pheneizine (Nardil)

Narcan – Naloxone, used to counteract drug overdoses

Nitroglycerine – anti-analgesic

NSAID – Non-Steroidal Anti-Infl amatory Drug – (Motrin, Advil, etc)

Pramlintide – an amylinomimetic drug, injected before meals, to delay the time a stomach takes to empty itself. It 
also reduces glucagon secretion after meals, which lowers blood sugar. Used for patients with diabetes.

Prolixin – prescription medication used to treat psychotic disorders, moderate to severe depression, alcohol 
withdrawal

SSRI – Selective Serotonin Reuptake Inhibitor. Prescription medication used to treat depression. Eg: Fluoxetine 
(Prozac), Paroxetine (Paxil)

Statins – prescription medications used to lower blood cholesterol levels. Eg: Atorvastatin (Lipitor), Simvastatin 
(Zocor)

Steroids – medications that mimic the hormones a body uses to fi ght stress associated with illnesses and injuries. 
These medications reduce infl ammation and affect the immune system. Used to treat arthritis, asthma, autoimmune 
diseases, skin conditions, and some kinds of  cancer (note: these do NOT include anabolic steroids, which are used 
to build muscle).

Succinylcholine – a short-acting muscle relaxant

TCA – Tri-Cyclic Antidepressant. Prescription medication to treat depression. Eg: Amitriptyline (Elavil), Doxepin 
(Silenor)

TPA – Tissue Plasminogen Activator, used to break up blood clots during a heart attack

Versed – benzodiazepine muscle relaxant used to sedate a patient 
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Local Resources
Delaware Resources for 
Chronic Illnesses

Addictions Coalition of Delaware
Community Services Building
100 West 10th Street, Suite 1012
Wilmington, DE 19801
Phone: 302-984-2322
Oxford House Directory: http://www.oxfordhouse.org/pdf/de

AIDS Delaware
Community Services Building
100 West 10th Street, Suite 315
Wilmington, DE 19801
Phone: 302-652-6776
Delaware HIV/AIDS Information Line: 1-800-422-0429
Gay and Lesbian Hotline: 1-800-292-0429
Gay Youth Hotline: 1-800-810-6776
Website: www.aidsdelaware.org

Alcoholics Anonymous
21B Trolley Square
Wilmington, DE 19806
Phone: 302-655-5113

Alzheimer’s Association– Delaware Valley Chapter
2306 Kirkwood Highway
Wilmington, DE 19805
Phone: 302-633-4420
Phone: 1-800-272-3900
Website: www.alz-delawarevalley.org

American Cancer Society
New Castle County and Kent County
92 Read’s Way, Suite 205
New Caste Corporate Commons
New Castle, DE 19720

Phone: 302-324-4227
Phone: 1-800-ACS-2345
Website: www.cancer.org

Sussex County
� 1138 Parsons Road
P.O. Box 163
Salisbury, MD 21803
Phone: 410-749-1624
Phone: 1-800-937-9696

American Diabetes Association
Community Services Building
100 West 10th Street, Suite 1002
Wilmington, DE 19801
Phone: 302-656-0030
Phone: 1-800-312-2383
Website: www.diabetes.org

American Heart Association/American Stroke Association
1501 Casho Mill Road
Suite 1
Newark, DE 19711
Phone: 302-454-0619

1151 Walker Road
Suite 202
Dover, DE 19904
Phone: 302-734-9321

600 N. Dupont Highway
Suite 201A
Georgetown, DE 19947
Phone: 302-856-2828
Website: www.americanheart.org
Website: www.strokeassociation.org

American Lung Association of Delaware
630 Churchmans Road, Ste 202
Newark, DE 19702
Phone: 302-737-6414
Phone: 1-800-586-4872
Website: www.alade.org

Arthritis Foundation Delaware Branch
Community Services Building
100 West 10th Street
Suite 1015
Phone: 302-984-2520
Website: www.arthritis.org

Autism Society of Delaware
5572 Kirkwood Highway
Wilmington, DE 19808
Phone: 302-777-7335
Website: www.delautism.org
Email: delautism@delautism.org

Behavioral Health Counseling/Substance Abuse
Catholic Charities, Inc.
4th Street & Greenhill Ave.
Wilmington, De 19805
Phone: 302-656-0651

Cancer Care Connection, Inc.
Delaware Technology Park
1 Innovation Way
Suite 300
Newark, DE 19711
Phone: 302-266-9686
Phone: 1-866-266-7008
Website: www.cancercareconnetion.org
Email: info@can-connect.org

Cancer Center of the Christiana Care Health System
Helen F. Graham Cancer Center
4701 Ogletown-Stanton Road
Suite 1213
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Newark, DE 19713
Phone: 302-623-4500
Website: www.christianacare.org
 
Christiana Care Health System
Executive O�  ces
501 W. 14th St.
Wilmington, DE 19801
Phone: 302-733-1000
Website: www.christianacare.org  

Connections Alcohol and Other Drug Outpatient 
Treatment
3304 & 3305 Drummond Plaza
Newark, DE 19711

5609 N. DuPont Pkwy
Smyrna, DE 19977

22 N. Broad St.
Middletown, DE 19709

4 Forrest St.
Dover, DE 19904
Phone: 1-866-477-5345
Phone: 302-442-6622

Connections HIV/AIDS Case Management Program
600 Moores Lane
Building 1, Apartment 6
New Castle, DE 19720
Phone: 302-328-3118

Delaware Association for Children of Alcoholics
P.O. Box 2666
Wilmington, DE 19085
Phone (Wilmington): 302-656-5554
Phone (Dover): 302-736-6619
Phone: (Georgetown): 302-856-6477
Website: www.DACOA.org

Delaware Breast Cancer Coalition
Community Services Building
100 West 10th Street
Suite 1115
Wilmington, DE 19801
Phone: 302-778-1102
Phone: 1-866-312-3222
Website: www.debreastcancer.org

Delaware Council on Gambling Problems, Inc
Community Services Building
100 West 10th Street
Suite 303
Wilmington, DE 19801
Phone: 302-655-3261
Phone: 1-888-850-8888
Website: www.dcgp.com

Delaware HIV Consortium
Community Services Building
100 West 10th Street
Suite 415
Wilmington, DE 19801
Phone: 302-654-5471
Website: www.delawarehiv.org

Delaware Hospital for the Chronically Ill
100 Sunnyside Road
Smyrna, DE 19977
Phone: 302-223-1000

Delaware Psychiatric Center
1901 N. Dupont Highway
New Castle, DE 19720
Phone: 302-255-2700
Website: www.dhss.delaware.gov/dhss/dpc.html

Developmental Disabilities Services
Woodbrook Professional Center
1056 S. Governors Avenue
Suite 101
Dover, DE 19904
Phone: 302-744-9600
Website: www.dhss.delaware.gov/dhss/ddds

Division of Child Mental Health Services
Delaware Youth and Family Center
1825 Faulkland Rd.
Wilmington, DE 19805
Phone: 302-633-2600

Division of Substance Abuse and Mental Health
1901 N. Dupont Hwy
New Castle, DE 19720
Phone: 302-255-9399
Phone (New Castle County): 302-577-2484
Phone (New Castle County): 1-800-652-2929
Phone (Kent and Sussex Counties): 1-800-345-6785
Phone (Gambling): 1-888-850-8888
Website: http://www.state.de.us/dhss/irm/dadamh/
dmhhome.htm

Hepatitis Association of Delaware
Community Services Building
100 West 10th Street
Suite 409
Wilmington, DE 19801
Phone: 302-421-3677
Website: www.hadinc.org

Juvenile Diabetes Foundation International
Community Services Building
100 West 10th Street
Suite 1103
Wilmington, DE 19801
Phone: 302-888-1117
Website: www.jdrf.org
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Leukemia and Lymphoma Society
Community Services Building
100 West 10th Street
Suite 209
Wilmington, DE 19801
Phone: 302-661-7300
Phone: 1-800-220-1617
Website: www.lls.org 

Mental Health Association in Delaware
Community Services Building
100 West 10th Street
Suite 600
Wilmington, DE 19801
Phone: 302-654-6833
Phone (Kent and Sussex): 1-800-287-6423

Mental Health Centers
Regional Director’s O�  ce
1901 N. Dupont Highway
Mein Administration Bldg.
New Castle, DE 19720
Phone: 302-255-9399
Crisis Intervention: 302-577-2484
Phone (Kent and Sussex): 1-800-652-2929

National Alliance for the Mentally Ill in Delaware
2400 W. 4th Street
Wilmington, DE 19805
Phone: 302-427-0787
706 Rehoboth Avenue
Rehoboth Beach, DE 19971

Phone: 302-226-3334
884-B Walker Road
Dover, DE 19901
Phone: 3020744-9356
Website: www.namide.org

National Kidney Foundation of the Delaware Valley
325 Chestnut Street
Suite 725
Philadelphia, PA 19106
Phone: 1-800-697-7007
Phone: 215-923-8611
Website: www.nkfdv.org

Overeaters Anonymous– Delaware
Meeting Spots
Phone: 302-777-7678
Website: www.oadelaware.org  

PACE, Inc., Treatment for Alcoholism and Drug Addiction
5171 West Woodmill Drive
Suite 9, Woodmill Corporate Center
Wilmington, DE 19808
Phone: 302-999-9812
Website: www.paceinconline.com

Prostate Cancer Support Group; Bayhealth Medical 
Center
Wellness Center
812 S. Bradford St.
Dover, DE 19904
Phone: 302-734-0898




