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Chronic disease affects more than 133 million people in the United States, but many tens of millions find themselves still uninsured and without adequate care (Nash et al., 2021). Type 2 diabetes mellitus (T2DM) is at the epicentre of this health care crisis: with 15.8% of US adults living with it (Gwira et al., 2024), it is both a health care emergency and the consequence of social disadvantage (poverty, food insecurity, and disinvestment of urban neighbourhoods) that simply cannot be reversed with medication. In line with Walden University's mantra of creating positive change in the world, nurses are well-placed to lead this charge in the areas of clinical and community practice. This project proposal outlines THRIVE-DM (Transforming Health Resources and Interventions for Vulnerable individuals with Diabetes and Metabolic disease), a 12-month, community-based program guided by the PRECEDED-PROCEED model (Curley, Chapter 8), that combines diabetes self-management training, community health worker care coordination, and food-as-medicine approaches to improve glucose control in low-income urban adults in Chicago, Illinois.
Chronic Disease and Population Identification
Type 2 diabetes mellitus (T2DM) is a metabolic disease identified by the Centers for Disease Control and Prevention's National Center for Chronic Disease Prevention and Health Promotion (CDC NCCDPHP) National Health Policy objective to be a disease of national concern, related to obesity, low physical activity, unhealthy diet, and social determinants. Participants were low-income (household income ≤185% of the federal poverty level) adults living in urban areas on Chicago's south and west sides - areas that are densely populated by Blacks and Hispanics, have high unemployment, and are over-represented in the population for housing instability, lack of access to nutritious foods, and primary health care.
Geographic Region and Population Characteristics
The south and westside community neighborhoods of Chicago (Englewood, Austin, Little Village, Roseland, etc.) have among the highest poverty, chronic disease, and premature death rates in the state of Illinois. These communities are historically disenfranchised and segregated. Residents are mostly adults (25-64 years of age) who are disproportionately African-American and Hispanic; have lower levels of education and health literacy; and face considerable barriers, particularly in the Spanish language. Primary care is largely provided by Federally Qualified Health Centers (FQHCs), and insurance coverage is mostly Medicaid, but post-ACA expansion, uninsured rates are still higher than the US average.
Epidemiologic Characteristics: Person, Place, and Time
Person
T2DM is more prevalent in low-wage-earning racial and ethnic minorities. The greatest prevalence of T2DM and socioeconomic deprivation score in the NIH All of Us cohort (N = 86,488) was seen in Black and Hispanic individuals, with differences that remained following genetic ancestry adjustment: this confirms that this disparity is driven by structural rather than genetic factors.
Place
The neighborhood environment affects diabetes. Mujahid et al. (2023) showed that poor access to healthy food, poor housing and transportation, and lack of green spaces and green public amenities significantly step up T2DM prevalence - exposures reflecting legacies of structural racism and disinvestment in communities such as those the program targets.
Time 
Prevalence of T2DM rose almost 20% nationally from 2012 to 2022 (Neupane et al., 2024a), with Neupane et al. (2024b) confirming greater increases in areas of high poverty and minority populations - increasing trends that support the urgency of program implementation.
Target Health Outcome
The outcome of interest is improved glycemic control, defined as hemoglobin A1c (HbA1c) levels of less than 8.0% - a clinically stated goal associated with lower risk of microvascular and macrovascular complications. Lack of good glycemic control is widespread in the study population due to lack of self-management support, poor nutrition, lack of medication adherence, and psychosocial distress, which are all areas that nursing-led community-based intervention can address.
Evidence Supporting the Importance of This Health Outcome
Parker et al. (2024) calculated the total cost of diagnosed diabetes in the U.S. in 2022: $412.9 billion, including $306.6 billion spent on direct medical and health care, largely paid by Medicaid and safety net providers in low-income communities. Hill-Briggs and Fitzpatrick (2023) found that upstream SDOH (poverty, racism, and food insecurity) cycle to perpetuate upstream SDOH and glycemic control. Alawode et al. (2023) found, in a sample of 2,084 low-income adults with T2DM from the National Health and Nutrition Examination Survey (NHANES), that food insecurity was significantly tied to suboptimal glycemic control, with health insurance being a major protective factor. Levi et al. (2023) also showed food insecurity increases diabetes risk and complications through consumption of low-cost nutritious foods, adherence barriers, and poor mental health, confirming glycemic control is the outcome of interest and achievable.
Evidence-Based Program Description and Population Fit
THRIVE-DM involves three evidence-based components: (1) group, structured DSMES with weekly sessions for six months by certified diabetes care and education specialists (CDCES) with follow-up maintenance sessions monthly; (2) CHW-delivered individual navigation, including SDOH screening, goal-setting, and 12-month contact; and (3) a food-is-medicine component delivering monthly medically tailored food boxes and SNAP/WIC navigation. This approach is population-specific: FQHC delivery eliminates cost and access barriers for this population (uninsured and on Medicaid insurance); CHW navigation capitalises on documented healthcare distrust among this black and Latino population (Hill-Briggs & Fitzpatrick, 2023); and the food-is-medicine component targets food insecurity, the main SDOH contributing to poor glycemic control in this population (Levi et al., 2023; Alawode et al., 2023). The 12-month program duration acknowledges life challenges competing with short-term programs (Pichon & Stoutenborough, 2023).
Data Collection, Obtainment, and Analysis
Primary Data 
Taken at baseline, six-and-12-month visits: onset of care or treatment; baseline, six, and 12 months: point of care testing for HbA1c; USDA 6-Item Food Security Survey; Problem Areas in Diabetes (PAID) distress scale; Morisky Medication Adherence Scale (MMAS); and an SDOH assessment tool. Primary data collection is warranted, given that the outcomes of this intervention (food insecurity, diabetes stress, and self-management behaviors) are not documented in administrative records and cannot be measured from claims data.
Secondary Data
Electronic health records from the FQHCs provide laboratory HbA1c, prescriptions, and frequency of visits; and Medicaid claims record emergency department visits, and diabetes-related hospitalisations. Secondary data will be used for the utilization outcomes because they are collected formally, are auditable, and are not subject to recall bias. We will use descriptive statistics, paired t-tests, and multivariable regression, looking at outcomes by food security status and race/ethnicity to compare equity.
SMART Objectives
Short-Term Objectives (Six Months). 
1.  At month six, 70% of participants will exhibit a ≥15% improvement in the Diabetes Knowledge Questionnaire, from pre- to post-DSMES. 
2. By month six, 60% of participants identified as food insecure at baseline will have accessed at least one food resource, per CHW logs. 
3. By month six, 65% of participants will report adherence to ≥5-of-7 days of medication on the Morisky Medication Adherence Scale.
Long-Term Objectives (12 Months). 
1.  1.  On average, HbA1c will reduce by at least 0.8% from baseline by month 12 (lab or point of care).
2.  By month 12, 50% of participants with baseline HbA1c ≥8.0% will have HbA1c <8.0%, determined by laboratory or point-of-care testing.
3.  By month 12, the share of high food insecurity (USDA score ≥3) will decline ≥25% from baseline.
Stakeholders
Key stakeholders include: leadership and clinical staff (physicians, nurses, CDCES) from the FQHC offering clinical support and co-delivery; community health workers from target areas; a patient and community leader community advisory board (CAB) providing cultural guidance; local food banks which supply medically tailored food boxes; Medicaid managed care organizations who will contribute to sustainment funding; academic implementation and evaluation partners; and the Chicago Department of Public Health to integrate referral pathways. Four times a year, during planning and implementation, stakeholders will meet.
Program Planning Model: PRECEDE-PROCEED
Model Selection and Justification. The PRECEDE-PROCEED model (Curley, Chapter 8) was chosen based on its diagnostic, systematic approach; ecological focus; and embedded evaluation, and all of this provided a flexible approach to a multilevel intervention to address (at the individual, community, and policy level) the determinants of T2DM.
Planning (PRECEDE Phases 1–4). Phase 1 (social diagnosis) established high T2DM prevalence and its impact on quality of life from community health data and CAB. Phase 2 (epidemiological) identified poor diabetes control as the outcome. Phase 3 (behavioral/environmental) confirmed poor self-management, food insecurity, and SDOH as key determinants. Phase 4 (educational/ecological) identified predisposing factors (low health literacy, fatality), reinforcing factors (CHW support, peer support), and enabling factors (access to FQHC, SNAP benefit eligibility) to inform intervention strategies.
Implementation (PROCEED Phases 5–6). Phase 5 identifies organisational resources and regulatory issues. Phase 6 first runs a 2-month-long, 30-participant pilot program for ongoing program refinement, then delivers the full program with up to 120 participants each year.
Evaluation (PROCEED Phases 7–8). Phase 7 (process evaluation) includes attendance, CHW log, food box, and participant satisfaction surveys. Phase 8 includes impact (SDOH measures, adherence, distress at six months) and outcomes (HbA1c, food security, health care utilization at 12 months), and annual review with the CAB and FQHC leadership.
Cultural and Ethical Considerations
The materials will be in English and Spanish (developed with the CAB) and at a sixth-grade level. Participants will be connected with CHWs of the same cultural background and language. The DSMES curriculum will include culturally relevant food patterns and family-level decision-making and empowerment for both Black and Latino families. From an ethical standpoint, data will be stored on secure (HIPAA-compliant) servers; informed consents will be conducted in English and Spanish; participants will be compensated for evaluation visits; the program will be available for all immigrants, legal and undocumented; and IRB approval will be sought through the academic partner before gathering data.
Program Funding
The Thrive-DM intervention will use hybrid funding: Base funding from HRSA community health center grants and CDC Division of Diabetes Translation programs; additional support from the Robert Wood Johnson Foundation and American Diabetes Association Community Health Improvement program; and FQHC in-kind contributions of clinical space and CDCES staff time. The program will be sustained through privacy-compliant managed care value-based payments for reduced diabetes-related emergency department and hospitalizations.
Marketing Strategies
Recruitment will tap into trusted conduits in the community: bilingual flyers/palm cards posted in churches, mosques, barbershops, beauty parlors, and FQHC waiting rooms; text messages and Facebook messages; and Spanish-Language and urban gospel radio ads. CHWS will do face-to-face outreach for community events and health fair booths, using peer referral networks. All messages will be strengths-based and empowerment-focused, highlighting the assets of the community and the program's approach to addressing social (as opposed to only behavioral) determinants of health.
Conclusion
THRIVE-DM uses the PRECEDE-PROCEED model (Curley, Chapter 8) to improve T2DM glycemic control among Chicago low-income urban adults with an evidence-based, equity-driven, and multifaceted approach. Rooted in epidemiologic analysis of person, place, and time, the program combines DSMES, CHWs, and food-is-medicine interventions to correct the SDOH factors that cannot be addressed through clinical education. Through robust, integrated evaluation capacities, original funding constellations, and deep community engagement, THRIVE-DM provides a model for nursing-led positive social change approaches to chronic disease.
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