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Housekeeping
• Welcome and thank you for joining us
• Please remain on mute, add questions to the chat
• Participate in polls
• Complete survey at the end of the webinar
• CAIANDTR eNewsletter – Coming soon! 
• Save the date



Upcoming Webinar
What Can I Eat? Diabetes Nutrition 
Education Program for American 
Indians and Alaska Natives with Type 
2 Diabetes 

Experiences of Site Coordinators 
and Educators

Thursday, July 14, 12pm-1pm MT

Registration link in the chat
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Label Defined as

Low 
Food Security 

Reports of reduced quality, variety, or desirability of 
diet. Little or no indication of reduced food intake

Very Low
Food Security 

Reports of multiple indications of disrupted eating 
patterns and reduced food intake 

Defined by the USDA:
Food insecurity is the lack of 

consistent access to enough food 
for an active, healthy life.



Food Insecurity vs. Nutrition Insecurity

USDA Actions on Nutrition Security Infographic
https://www.fns.usda.gov/resource/usda-actions-nutrition-security



Prevalence of Food Insecurity in the U.S.

https://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-u-s/key-statistics-graphics/#map



Health Impacts of 
Food Insecurity

The Impact of Poverty, Food Insecurity, and  
Poor Nutrition on Health and Well-Being



Understanding Food Insecurity: 
Risk Factors

• Financial (Coleman-Jensen, 2013)

o Low, inconsistent or lost income 
• Recent job loss or reduction in hours

o Inadequate SNAP allotment or access to government food 
assistance programs

• Elder population (Coleman-Jensen, 2013)

• Single-parent homes (Gunderson, 2013)

• Uninsured or underinsured with a medical illness (Seligman, 2010)

Coleman-Jensen A, Gregory C, Singh A. Household Food Security in the United States in 2013. Publication no. ERR-173. Washington, DC: US Department of 
Agriculture, Economic Research Service; September 2014
Gunderson C and Ziliak JP. Food Insecurity and Health Outcomes. Health Affairs. 2015. 34(11): 1830-39.
Seligman HK, Laraia BA, Kushel MB. Food Insecurity is Associated with Chronic Disease among Low-Income NHANES Participants. J Nutr. 2010 Feb; 140(2):304-310.



Understanding Food Insecurity:
When does it happen?

• Summer or holiday breaks – kids out of school

• Seasonal bills
• Feast Days / Potlaches / Community Gatherings

Episodic

Mabli J, Cohen R, Potter F, Zhao Z. Hunger in America 2010. National Report Prepared for Feeding America. Princeton, 
NJ: Mathematica Policy Research Inc; 2010 
Mabli J, Worthington J. Supplemental Nutrition Assistance Program participation and child food 
security. Pediatrics. 2014;133(4):610–619.

Seasonal or Cyclical

• When SNAP or income runs out

• Periods of illness resulting in   
competing housing and medical costs

• Emergency expense, such as a car repair
• Birthdays, life-cycle rituals
• Ceremonies 



What happens when someone is 
experiencing food insecurity?

They…

• Are at greater risk for being emotionally distressed due to competing 
priorities to fulfill basic needs

• Have little choice over what kinds of food to buy or receive for free, making 
it difficult or impossible to eat regular healthy meals

• Have periods when they don’t eat, then overeat when food is available

• Skip meals to afford prescriptions or medical care 

• Skip meals so others in the household have enough to eat

• Water down food and drinks to make them last longer







Food Insecurity Related to Diabetes

cdc.gov/diabetes/data/statistics/statistics-report.html
James B. Kirby, Didem Bernard, Lan Liang; The Prevalence of Food Insecurity Is Highest Among Americans for Whom Diet Is Most Critical to Health. Diabetes Care 1 June 
2021; 44 (6): e131–e132. https://doi.org/10.2337/dc20-3116

Report suggests that prevalence 
of food insecurity is much 
higher among adults with 
diabetes compared with those 
without diabetes (16% vs. 9%)

https://www.cdc.gov/diabetes/data/statistics/statistics-report.html
https://doi.org/10.2337/dc20-3116


Food Insecurity Complicates Diabetes 
Self-Management and Care
• Greater prevalence of type 2 diabetes   
• Uncontrolled hyperglycemia
• Worse HbA1c management

• 0.5-1.0 % higher HbA1C
• Worse blood pressure and LDL cholesterol
• More diabetes complications (micro and macro vascular)
• Severe hypoglycemia
• Depression
• Diabetes distress 

American Diabetes Association. 1. Improving care and promoting health in populations: Standards of Medical Care in Diabetes 2019. Diabetes Care 
2019;42(Suppl. 1): S7–S12



Impacts of Food Insecurity on Type 2 Diabetes

Nutritional Pathway
Decrease in access to nutritious foods

Compensatory Pathway
“Get fed or get meds”

Psychological Pathway
Increased distress, decreased self-efficacy

Gucciardi E, Vahabi M, Norris N, Del Monte JP, Famum C. The Intersection between Food Insecurity and Diabetes. Curr Nutr Rep. 2014;3(4):324-332. doi:10.1007/s13668-014-0104-4
Seligman HK, Berkowitz SA. Aligning Programs and Policies to Support Food Security and Public Health Goals in the United States. Annu Rev Public Health. 2019;40:319-337. 
doi:10.1146/annurev-publhealth-040218-044132





Seligman HK, Schillinger D. N Engl J Med 2010;363:6-9.

Cycle of Food Insecurity & Chronic Disease





Additional Related Barriers 
to Diabetes Management

§ Childcare, elder care

§ Transportation 

§ Stigma

§ Housing instability

§ Financial strain



Assessing for Food Insecurity
§ Whether to screen for food insecurity is controversial
§ It is reasonable to assess food insecurity as part of formulating a 

diabetes management plan
§ Understanding an individual’s food security status can be an important 

part of contextualizing diabetes care

Berkowitz SA, Fabreau GE. Food insecurity: What is the clinician's role?. CMAJ. 2015;187(14):1031-1032. doi:10.1503/cmaj.150644

Hessler D, Bowyer V, Gold R, Shields-Zeeman L, Cottrell E, Gottlieb LM. Bringing Social Context into Diabetes Care: Intervening on Social 
Risks versus Providing Contextualized Care. Curr Diab Rep. 2019;19(6):30. doi:10.1007/s11892-019-1149-y



Hunger Vital Sign ™
Two-Question Screening for Food Insecurity

Q1: “Within the past 12 months, we worried whether our food would run out before 
we got money to buy more.” 
- Was this statement often true, sometimes true, or never true for you and your household.

Q2: “Within the past 12 months, the food we bought just didn’t last and we didn’t 
have money to buy more.” 
- Is this statement often true, sometimes true, or never true for you and your household.

A response of “sometimes true” or “often true” to either or both questions should 
trigger a more in-depth assessment of food insecurity and potential interventions. 

childrenshealthwatch.org/public-policy/hunger-vital-sign/

American Diabetes Association. Improving care and promoting health in populations: Standards of Medical Care in Diabetes 2019. 
Diabetes Care 2019;42(Suppl. 1): S7–S12

https://childrenshealthwatch.org/public-policy/hunger-vital-sign/




Approaches for Improving Food and Nutrition 
Security in a Clinical Setting 

• In an outpatient setting, this could include mobile food distributions, 
on-site food pantry, emergency food boxes, home delivered food 
boxes, medically-tailored meal delivery, etc.

• In a hospital setting, this could include an on-site food pantry, food 
bags or frozen meals to provide to patients upon discharge, home 
delivered food boxes or meals, etc.

hungerandhealth.feedingamerica.org/explore-our-work/community-health-care-partnerships/addressing-food-insecurity-in-health-care-settings/

https://hungerandhealth.feedingamerica.org/explore-our-work/community-health-care-partnerships/addressing-food-insecurity-in-health-care-settings/


Indigenizing Approaches for 
Improving Food Security

What good things did you 
see or hear about happening 
in tribal communities during 
the pandemic?



Indigenizing Approaches for 
Improving Food and Nutrition Security

• Honoring ancestors and traditions
• Community leaders and healers
• Creating safe spaces
• Tribal food sovereignty / feeding ourselves



What is a Produce Prescription Program? 

National Produce Prescription Collaborative



https://bestpractices.nokidhungry.org/resource/rural-produce-
prescription-toolkit



Poll Question



COPE 
Navajo FVRx

Community Outreach and 
Patient Empowerment Program

This Photo by Unknown author is licensed under CC BY-NC-ND.

https://developing-myproject365photoblog.blogspot.com/2010/11/indian-corn.html
https://creativecommons.org/licenses/by-nc-nd/3.0/


Navajo FVRx
Mission
We believe that the power to overturn long-standing, historical 
health inequalities lies inherently in Native communities 
themselves. By investing in existing community resources and 
aligning our work with the vision of tribal leadership, we hope to 
help catalyze this transformation within our lifetime.

Goals
• Increase access to healthy foods among Navajo families;

• Increase consumption of healthy and locally grown fruits 
and vegetables;

• Improve health outcomes in people affected by diet related 
diseases; and

• Stimulate the economy and promote local sales of healthy 
foods on Navajo Nation



Navajo Nation
• Spans across 3 states, (AZ, NM, UT)
• Land base of 27,000 square miles
• There are fewer than 15 grocery stores on 

the Navajo Nation
• Families often travel an hour or more to the 

nearest grocery store. (Most often it is off the 
reservation.)

• Families living on the reservation face food 
insecurity rates 5x the national average

• FVRx Partners with 11 Clinics and
4 Early Child Centers

New Mexico

Arizona

Utah



Identifying a need

Improving 
Health 

Outcomes

Community 
assessments

Identifying 
barriers for 
accessibility 
to healthy 

foods

Prevalence of 
diet related 

diseases

Identifying 
target group 

in specific 
region.

To create a program that is primarily targeted for a 
specific regional area, we must identify the need 
based on feedback, community resources, and health 
indicators in hopes that the initiative that is deployed 
is compatible with the need in the community.

Ø What resources are available in these 
communities?

Ø Which population has the highest need?
Ø How do we tailor the program to become 

individualized across a large geographical area 
that meets the needs of the community?



Fruit and Vegetable 
Prescription Program 
• The FVRx program was first implemented in early 2015 at 

6 clinical sites with the help of health care providers and 
Community Health Representatives who recognized the 
scarcity of healthy foods offered to Navajo families.

• The program has developed partnerships with healthcare 
facilities on the Navajo Nation to deliver the program to 
their community members. In addition to the established 
partnerships with the healthcare facilities, the FVRx 
program also extended the partnership to the local 
retailers who provide the program participants with the 
opportunity to purchase healthy produce.

• FVRx and it’s continuation is heavily reliant on strong 
strategic partnerships to keep the program operating at an 
optimal level for our participants.



Program 
Challenges
Challenges

Limited access 
to cell service/ 
Internet

Data Collection 
across all sites 

Voucher 
Redemption

Personnel 
bandwidth

Turnover rates 
within FVRx 
Teams

Electronic 
systems that 
are compatible 
within tribal 
communities.



Empowering 
Navajo 
communities 
vProgram vouchers are redeemed at 

local participating retailers on the 
Navajo Nation and local growers.

vFood is Medicine concept; cultural foods 
are including as part of acceptable 
items that can be purchased at local 
participating retailers.

vRecipes are often tailored to what is 
found within their local stores.

vCommunity partnerships are crucial to 
the success of the program.

vMotivated healthcare teams!





UTAH NAVAJO HEALTH SYSTEM, INC.

TIONA GRANT, MPH
DIABETES COORDINATOR
Assistant Clinical 
Manager 
TGRANT@UNHSINC.ORG

MONTEZUMA CREEK, UT 84534
BLANDING, UT 84511

MONUMENT VALLEY, UT 84536
NAVAJO MOUNTAIN, UT 86044



Social Determinants of Health
● According to the U.S. Census Bureau American Community Survey 5-Year Estimates:

○ 2015-2019 Navajo Nation Reservation and Off-Reservation Trust Land (AZ-NM-UT)

■ Percentage of Families and People Whose Income in the Past 12 Months is 
Below the Poverty Level:

● All People: U.S.: 12.3% (+/-0.1%)| AI/AN: 38.7% (+/-0.9%)

○ Under 18 years: U.S.: 18.5% (+/0.1%) | AI/AN: 48.1% (+/-1.7%)

○ Unrelated individuals 15 years and over:

■ U.S.: 24.9% (+/-0.1%) | AI/AN: 55.7% (+/-1.4%)

United States Census Bureau. The American Community Survey. My Tribal Area.  https://www.census.gov/tribal/?st=49&aianihh=2430. 
Accessed July 10, 2021. 



Social Determinants of Health
● According to the 2019 Dig Deep Foundation and U.S. Water Alliance Report:

○ Approx. 2 million Americans live without running water and basic indoor plumbing.

■ 40% of AI/AN on the Navajo Nation haul water and/or use outhouses. 

○ AI/AN households are 19x more likely to than white households to lack indoor plumbing. 

■ 58 out of every 1,000 AI/AN households lack plumbing, compared with 3 out of 
every 1,000 white households. 

○ Groundwater in some areas has been contaminated by the approx. 521 abandoned uranium 
mines. 

■ Gastric cancer rates doubled in the 1990s where uranium mining occurred. 

■ According to the Environmental Protection Agency (EPA), unregulated drinking 
water sources are the greatest public health risk on the Navajo Nation. 

US Water Alliance. Closing The Water Access Gap National Plan. http://uswateralliance.org/resources/blog/us-water-alliance-and-partners-release-closing-water-
gap-united-states. Copyright 2021. Accessed July 10, 2021. 



Social Determinants of Health
● According to the U.S. Energy Information Administration (EIA):

○ It is Estimated that 10%-14% of households (i.e. 15,000 families, approx. 60,000 
people) on the Navajo Nation do not have access to electricity. 

■ This is 10x higher than the national average.

● According to the Navajo Tribal Utility Authority (NTUA):

○ It costs an average home $60,000-$70,000 for a utility line that is around a mile 
long to be instilled (depending on the terrain).

○ It costs around $1 billion to light up each home at $40,000 per home, along with 
hundreds of millions dollars needed for electric transmission and distribution 
stations. 

■ For 200 new homes, it would cost approx. $8 million dollars.

Energy Information Administration. Current Issues and Trends. https://www.eia.gov/electricity/. Accessed July 10, 2021. 

Navajo Tribal Utility Authority. Light Up Navajo Project. https://www.powermag.com/did-you-know-there-are-60000-u-s-citizens-who-lack-access-to-electricity/. 
October 2020. Accessed July 10, 2021. 



During Pandemic: Challenges
● Navajo Nation was “At stay at home” or shelter 

in place
○ Navajo Nation Police were citing 

individuals were out past curfew without 
any written memo

○ Only 1 person per vehicle to get 
necessary items from town  

● Residents who did not have running water or 
any form of washing their hands frequently 

● Patients were afraid of getting their care at 
the clinic especially the elders 

● Telephone visits were struggle because of 
location of home 

● Televisits: Lack of internet or electricity 
● Patients without Transportation-Retrieve food 

for their families  

During Pandemic: Successes

● Provided food drives for elders with 
COVID-19 Relief fund (Weekly) 

● Home Visits (85 homes): Elders who 
were home alone and no other 
guardians

● Utah Navajo COVID-19 Eldery Emergency 
Supplies

○ Encouraging the senior community 
to stay home by minimizing the 
need to leave for groceries and 
supplies 

● Chizh for Cheii
○ In effort to care for our elders 

during the winter season 
○ 732 loads of free firewood for 

past 5 years 
● Navajo and Hopi Families COVID-19 

Relief Fund  



Diabetes Care and Prevention
● The team consists of 8 primary (FTE) individuals:

○ Nick Fox, RN: Program Manager

○ Alan Wygant, FNP: Program Lead

○ Tiona Grant, MPH: Montezuma Creek Diabetes Coordinator

○ Megan Burke, RN: Blanding Family Practice Diabetes Coordinator

○ Christine Schulte, RD, LD: Clinical Dietitian

○ Emily Hunter, PharmD: Clinical Pharmacist

○ Andy Bayless, PharmD: Clinical Pharmacist 

○ Thelia Rojas, CNA: Diabetes Specialist



Diabetes Care and Prevention
● Established in the year 2000 when UNHS became a single service corporation (i.e. Urban 

Indian Health Center).

● UNHS is located in the Navajo IHS area as a tribal organization (type) under SDPI and 
received approx. $451,999 in SDPI grant funding. Reports to the ADC and DGM of the 
Navajo Area. 

● The past 11 years have been under the same program manager (Nick Fox, RN).

● 50%-70% of SDPI grant funding pay for full-time employees (FTE) wages with the 
remainder 50%-30% towards education materials, health promotions, etc. for the 
Diabetes Care and Prevention (DCP) Team.



Diabetes Care and Prevention
● Certified Diabetes Education Accredited Program (DEAP) under Association of Diabetes 

Care and Education Specialists (ADCES)

○ Requirement for reimbursement through the Centers for Medicare and Medicaid (CMS) 
under outpatient Diabetes Self-Management Training (DSMT).

○ Follow ADCES7 Self-Care Behaviors for Managing Diabetes Effectively (i.e. 
guidelines for education):

■ Healthy Eating: DCP1

■ Being Active: DCP2

■ Monitoring: DCP3

■ Medications: DCP4

■ Problem Solving: DCP5

■ Reducing Risks: DCP6

■ Healthy Coping: DCP7

Association of Diabetes Care and Education Specialists. Practice. Diabetes Education Accreditation Program. 
https://www.diabeteseducator.org/practice/diabetes-education-accreditation-program-(deap)/interested-in-learning-more-about-deap. Accessed July 10, 2021. 



Diabetes Care and Prevention



Diabetes Care and Prevention



Diabetes Care and Prevention



Diabetes Care and Prevention



Diabetes Care and Prevention
GOAL: Drop from 47.03% to 44.0% during the current measurement 
period which is January 1st through December 31st (2021).



Diabetes Care and Prevention



Our Mission
We exist to improve quality of life 
through comprehensive, self-empowered, 
culturally-sensitive healthcare and 
amazing customer service.

Our Vision
UNHS will develop and expand health care 
services and community partnerships 
while improving economic opportunities 
for all communities.

D C P.
Collaboration

Cross-Sector

SJ SD



Community Outreach & Patient Empowerment
● Navajo FVRx Program 

○ Maternal Cohort: currently pregnant or 2 years postpartum

■ Mother is participant; entire family (e.g. parents) 
benefit from vouchers 

■ Enrollment is for 9 month period 

○ Pediatric Cohort: children ages 0-5 years

■ Child is the participant; child + family benefit from 
vouchers (e.g. solids foods, larger portions)

Enrollment is for 6 month period

○ Adult (Geriatric) Cohort: 18+ (New Cohort, working on details) 
■ Focus on adults 65+
■ Enrollment is 6 months 



Community Outreach & Patient Empowerment
● Navajo FVRx Program

○ Cycle enrollment sessions are every 10 months after the prenatal cohort. 

■ Pediatric/Maternal Cohort: Sessions 1-6

■ Maternal Cohort: Sessions 7-9

○ There is a continued enrollment wait list for the following cycle.

○ Participants receive a total of $112 per month of vouchers; must be used by 
expiration date.



Community Outreach & Patient Empowerment
● 2017-2019: Cycles 1-4 

○ 10 Participants (6 months) 
● 2019: Cycle 5

○ 13 Pediatric (6 months)
○ 11 Maternal (9 months) 

● 2020: Cycle 6
○ 15 Pediatric (6 months)
○ 12 Maternal (9 months )  

● 2020: Cycle 7
○ 12 Pediatric (6 months)
○ 15 Maternal (9 months)

● 2021: Cycle 8
○ 10 Maternal (9 months) 
○ 7 Pediatric (6 months)

Served: 53 Maternal Participants 
55 Pediatric Participants



● National Diabetes Prevention Program-or National DPP was created in 2010 to 
address the increasing burden of prediabetes and type 2 diabetes in the 
United States 

● Evidence-based cost-effective interventions that help prevent type 2 
diabetes in communities across the United States 

● Curriculum: CDC Recognized lifestyle change program focus on healthy eating 
and physical activity which showed that people with preDM who take part in 
structured lifestyle change program 

● Results: Participants achieved weight loss 5-7% of their body weight and 
reduce the risk of developing type 2 diabetes by 58% in adults at high risk 
for the disease 



● 1 year committed program
○ 12 weeks weekly sessions
○ 12 weeks every other week 

sessions 
○ 6-12 months- Monthly sessions

2018-2019: Montezuma Creek 10(8 Finished) 

2019-2020:(Pandemic) Blanding(In person-
Hybrid) 7 participants  

2021:Blanding(Hybrid) 3 participants 

2022: Blanding (Hybrid) 5 participants  



Questions?
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What Can I Eat? Diabetes Nutrition 
Education Program for American 
Indians and Alaska Natives with Type 
2 Diabetes 

Experiences of Site Coordinators 
and Educators
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Registration link in the chat



Center for American Indian and 
Alaska Native Diabetes 
Translation Research

For questions about pilot funding or the Center:
Angela.Brega@cuanschutz.edu

To learn more about CAIANDTR:
https://coloradosph.cuanschutz.edu/research-and-practice/centers-
programs/caianh/projects/CAIANDTR

mailto:Angela.Brega@cuanschutz.edu
https://coloradosph.cuanschutz.edu/research-and-practice/centers-programs/caianh/projects/CAIANDTR

