Notes From "Diabetes Collaborative Blueprint" Group Activity

As part of the Community Engagement Master Class working session, attendees worked by
table to consider how community-based strategies could be applied to a given scenario in
the diabetes landscape.

Each table created a blueprint for low-cost, high-impact, integrated solutions that
applied strategies demonstrated by the master class panelists.

The following are the aggregated notes from 22 tables.

Collective Ideas Grouped into 3 Strategies

Ideas for using the three strategies were repeated across all four scenarios. We consolidated
these universal responses:

1) Using Community Messengers

Train and deploy Community Health Workers (CHWS) as trusted messengers across
settings (churches, schools, shelters, libraries, parks, farmers markets).

Offer free group education sessions led by CHWSs, including in rural areas and via
virtual platforms (Zoom, social media).

Host screenings and health talks where people already gather (church
congregations, health fairs, homecomings, PTO meetings, bingo halls, sports
areas).

Create unified, simple, culturally relevant messages across public health,
healthcare, CHWSs, and community organizations.

Use local ambassadors and community leaders (principals, pastors, club leaders)
to extend reach and credibility.

Launch walking groups and “walk-and-talk with a doctor” series to blend activity
with education.

Encourage peer support within groups to share resources and sustain engagement.

2) Influencing or Working with Systems and Procedures

Cross-train healthcare and community staff to identify diabetes risks (including
pregnancy) and refer to appropriate services.

Establish standards and care pathways (e.g., replicating elements of SC MOMs)
within primary care and prenatal care settings.



Build and maintain inter-organizational partnerships; document post-event follow-
up actions to advance ideas.

Integrate screening and early detection protocols (eye, blood pressure, A1C) into
routine touchpoints and community events.

Leverage telehealth: in-clinic options for those without broadband; structured
collaborations to extend reach and share information.

Use CHWs to pre-screen Social Drivers of Health (SDOH) and prioritize high-risk
participants (e.g., transportation barriers).

Reduce staff burnout by improving operational efficiencies, sharing content and
curricula, and adopting group-based education models.

Create feedback loops to share “what works/what doesn’t” and transparently
report outcomes to inform future funding and programming.

Unify messaging across community, healthcare, public health, CHWs to
build/reinforce and not reinvent or conflicting info.

3) Building Community Buy-In

Form and strengthen community coalitions; engage elected officials to champion
diabetes prevention and management.

Activate voices in the community to advocate for funding and resources; use social
media for reach and transparency.

Host accessible events with incentives (e.g., free park entry tied to screening) to
increase participation.

Create and expand community food access initiatives (FoodShare hubs,
community fridges, fruit vouchers for seniors).

Promote community and school gardens; partner with local farmers and Clemson
Extension to improve nutrition literacy and supply.

Mandate/encourage produce donations to local hubs (e.g., churches) and build
partnerships with farmers markets.

Engage schools, colleges, and youth programs (YMCA, Boys & Girls Clubs,
HeadStart) to normalize healthy behaviors and skills (culinary clubs).



Challenge-Specific Actions of Each Scenario

The following community engagement actions relate to each scenario. These ideas were in

addition to the universally shared actions.

A) Diabetes in Pregnancy

Train community health workers specifically in diabetes care to support expecting
mothers (including in FQHCs).

Embed prenatal diabetes resources in non-clinical public spaces (libraries,
schools, sporting events) to improve access.

Establish standards for primary care/prenatal providers to replicate or complement
SC MOMs and close care gaps.

B) Maximizing Rural Resources

Mobile clinics and in-community group classes tailored for rural populations.
Community-based cooking classes to boost self-management and nutrition skills.

Create FoodShare hubs at schools and leverage telecommunications partners to
expand broadband connectivity.

Use in-clinic telehealth options for those without home broadband.

Build coalitions with local health systems and extend services at funded sites when
primary locations are defunded.

C) Avoiding Diabetes Complications — Early Detection & Intervention

Design experiential education (e.g., obstacle courses) to demonstrate impacts of
undiagnosed diabetes (neuropathy, amputation, blindness).

Deploy nurse referral pathways and engage physical education teachers to promote
screening.

Transparency initiatives: encourage school board candidates to publicly support
healthy living priorities.

D) Proper Nutrition for Prevention & Management

Integrate garden plans into city/county planning and grantmaking; adapt
parks/community spaces for gardens.

Healthy food delivery via school bus routes; farm-to-school programs; culinary arts
clubs.

Train-the-trainer models for food initiatives; partner with tech schools, HBCUs,
districts, farmers; leverage Clemson Extension.



Advocate for universal funding for food access; identify and engage less-leveraged
partners (social clubs, fraternities/sororities).

Set up “community fridges” (Hopkins)

The preceding notes were transcribed and categorized from the exercise handouts from the

Diabetes Free SC 2025 Annual Meeting held on November 14, 2025, during the Community
Engagement Master Class working session.
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