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Chronic diseases (e.g., heart disease, cancer, stroke diabetes, chronic obstructlve
pulmonary disease, and chronic liver disease) are the major causes of death, disabjl-.
ity, and medical expenditures in the United States (7). Although these six discases
accounted for 73% of all U.S. deaths in 1993 (2), characterization of the capacity and
priorities of public health agencies to prevent or control these chronic diseases has
been limited. To assess the resources, necds, and priorities in chronic disease preven-
tion and control for fiscal year (FY} 1994, the Association of State and Territorial
Chronic Disease Program Directors (ASTCDPD) conducted a national survey of state
and territorial health agencies; this survey updates a similar survey that collected data
for FY 1989 (3,4 ). This report summarizes the survey findings for 1994, which indicate
that, during 1989-1994, expenditures for state-specific chronic disease activities in-

281 Gamma Hydroxy Butyrate Use _—

creased modestly but remained disproportionately low in relatlon to the public health

burden of chronic discases.

In April 1995, ASTCDPD mailed a questionnaire to the ASTCDPD voting member in
each state and U.S. territory. The survey addressed four categories: 1) resources;

2) plans and priorities; 3} links with other organizations; and 4) laws, policies, and
standards. Responses were received from 41 states and Guam.* Per capita expendi-’

tures for the 41 states were calculated using estimates based on the 1990 census.

For FY 1994, the total reported expenditure for chronic disease-control activities in
the 41 reporting states was $287,306,934, and the per capita expenditure was
$1.21 (range: $0.13-$3.20). In comparison, for FY 1989, the reported total expenditure

for all 50 states, the District of Columbia, Guam, and the Virgin Islands was .
$245,371,377, and the per capita expenditure was 99¢ (range: 0-$3.83) (4); for the

same 41 states that responded for 1994, expenditures were $236,145,920 a‘nd

*Data were not provided from Arizona, Delaware, the District of Columbia, Hawaii, Kansas,
Massachusetts, Now Hampshire, New Mexico, Oregon, West Virginia, and the Virgin Islands.
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The American Diabetes Association is the
country’s largest voluntary health organization
supporting diabetes research, informaﬁqﬁzinigi:’ ‘
* advocacy. The Association is leading the battle . *
16 'egl‘ucate Americans 5bput diabetes aijti'iﬁs
sér’ious‘implipatim}s-: Ofir inission is to prevent

* ‘and cure-diabetes and to improve the lives of

all people affected by diabetes.

The Association is made up of a network of one
million volunteers, 280,000 diabetes patients and
families, and a professional section of more than
12,000 physicians, scientist, nurses, dietitians,
pharmacists, social workers, and educators.
Together, this network is working to fight
diabetes. These volunteers are committed to
action because they know:

B More than 16 million Americans have diabetes

B2 In 1996, over 162,000 Americans died from
diabetes

B Diabetes is the fourth-leading cause of death
by disease in the U.S,

B Every minute another person is diagnosed
with diabetes

@ Diabetes is a leading cause of kidney failure,
non-traumatic amputations, heart disease,
stroke and blindness

Diabetes costs our nation $138 billion a year

@ There is still no cure!
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- FUNDING FOR DIABETES
‘RESEARCH AND HEALTH CARE
PROGRAMS
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Diabetes research saves money. For every

* dollar spent on medical research, $13 is
saved in health care costs, productivity

- and lost wages. However, of the more

" than $13 billion spent by the US
Government on medical research, only 3%

+ is used to fund diabetes research, an

" amount far less than the economic and

- human effects the disease warrants. The ‘

g _'Association supports increased funding
for diabetes research particularly af the:

National Institutes of Health (NIH)
" NIH supports the majority of diabetes

research, most notably at the National

Institute of Diabetes and Digestive and
L Kidney Diseases (NIDDK).
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Centers for Disease Control and
Prevention (CDC})

CDC plays an essential role in the
surveillance of Americans currently
suffering from diabetes (particularly in
culturally diverse populations) and in
the practical application of research
findings through state-based diabetes
control programs.

indian Health Service (IHS)

Native Americans have one of the highest
rates of diabetes of any population in
the world. With one in three Native
Arericans developing diabetes, the IHS
is the only agency able to serve their
needs.

clinical care in the’
critical. In addition,
research supportec
by the VA is an :
important complem
to other federal

medical research.
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Diabgfes requires a lifetime of medical
car fid self-treatment, for which the
per@;{ig\ with diabetes must have access
to s§i§p1liés and education. With access
to sipplies and the knowledge to use

~.a person with diabetes can
greitly reduce the complications that
are't € primary cause of the expense
ffering associated with the
disease.

an

0\'§pyhelming scientific evidence
supports the benefits of supplies and
edu?éition. Yet, Medicare and Medicaid,
the{:f@ﬂeral government's two largest
w’gé{igt.\;pare programs, as well as many

a’ge health care providers, do not

R
;'Af“g?g}g %ﬂ Diabetes
a5 Oc;z'itif‘é“ﬂﬁ~i‘§ ‘committed to
ursue;public p
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Action Needed in 1997

DISCRIMINATION
AGAINST PEOPLE
WITH DIABETES
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Despite the KinderCare agreement

and the new FAA policy, people with
diabetes continue to face discrimination
in many forms. Currently, the American
Diabetes Association is engaged in
activity to end the Department of
Transportation’s “blanket ban” on
commercial drivers. The Association is
also committed to reducing incidents of
discrimination in private wdrkplaces,
daycare centers and public schools.
Diabetes, perse, should not be a cause
for discriminating against any person.

A. American Diabetes Association.
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L()Ok m; what‘vwe‘ve done in just one year:

. E P;eqxtlunr Blll Clinton signed the
: Kasselmum K{*nnedy Health lnsumnu—*
. ,Relmm f\ct uf 1996

® The FAA overt urned it's 3r year old “blanket
ban” on mlot.s with insulin treated diabetes

8 Florida passed diabefes insurance bill
Increased funding for NIH research

B 85,000 diabetes petitions delivered to
Speaker Gingrich & Senator Dole

1 New Jersey passed diabetes insurance bill

8 250 congressiqnal sponsors of Medicare
reform

® Rhode Island passed diabetes insurance bill

B Plaintiff in Kindercare discrimination lawsuit
victory

West Virginia passed diabetes insurance bill
@ Oklahoma passed diabetes insurance bill

[ Diabetes ‘96 campaign.

A} e,smbhshmi it

.an end to dlscrxmmam agamst- people

In l‘)‘)et Lhe\ Amcncan Dmbcl(. ¥ ;
‘Delt,gatts f01 Dlahere% culvomcy

. pmgl(un Tod'xy, more than 8, 000 activists

around the country participate in this program
by writing, calling and meeting with public
policymakers abo'ptuthe needs of people with
diabetes. Help e(iuéate policymakers about the
need for increased funding for diabetes
research, better health insurance coverage and

%
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UNREALIZED PREVENTION OPPORTUNITIES?

" REDUCING THE HEALTH AND ECONOMIC BURDEN

OF CHRONIC DISEASE

A Report of the
National Center for Chronic Disease Prevention and Health Promotion
Centers for Disease Control and Prevention
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FY 98 Appropﬁations
Fact Sheet o

The American Public Health Association request for the CDC Diabetes Translation Program is $60
million in FY 98. Funding has not been adequate to support a comprehensive community-based
diabetes program in every state and territory. Many opportunities to prevent the costly and life-
threatening complications of diabetes are being missed. The president’s FY 98 budget includes a
$36.2 million appropriation, 10 million more than the FY 97 appropriation of $26.2 million.

W A
Diabetes is the seventh leading cause of death in the U.S.

Almost 16 million Americans have diabetes. An estimated 8 million people are unaware that they
have diabetes.

The complications associated with diabetes include ﬁeaﬂ disease, kidney-disease, blindness, and
medical conditions requiring lower-extremity amputations.

Controlling high blood pressure in people with dlabetes could reduce strokes by 75 to 90 percent
and coronary heart disease by 25 to 50 percent.

Diabetic eye disease is the single greatest cause of blindness in working age Americans.

Diabetic lower extremity disease causes 57,000 leg, foot, and toe amputations each year among
adult Americans. .

Direct and indirect costs of diabetes total more than $92 billion each ’year.

CDC has provided resources for state-based diabetes control efforts since 1977. These programs
have been effective in reducing diabetes complications. The current level of funding, however, only
allows for the development of basic diabetes control programs in all 50 states. Three states,
Michigan, Minnesota and North Carolina, are presently funded at higher levels which are adequate
todevelop community-based interventions for populations disproportionately affected by diabetes,
improve prevention efforts, increase educational programs, and promote health care policies
intended to reduce the number of diabetes complications.

An additional $10 million would enable the CDC to provide the enhanced level of funding
to a total of 14-17 states, and implement a National Diabetes Education Program. In
conjunction with the expansion of state-based initiatives, this program would ensure high quality
and consistent standards in diabetes care, as well as improve access to care and increase
educational programs designed to prevent complications. ‘

American Public Health Association, 1015 15th Street, NW, Washington, DC 20005 202-789-5600
Phone: 202-789-5600 Fax: 202-789-5661 Homepage: http://www.apha.org/
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What would CDC do for thé primary prevention of diabetes?
12/19/96

. The stages of prevention:

In the context of health, prevention has traditionally been defined as having three stages, Primary prevention
refers to stopping a disease from ever occurring. Secondary prevention refers to stopping the development of
complications that are the result of having a disease. Tertiary prevention refers to stopping the end-stages of the
complications, i.e. minimizing or reducing the damage caused by complications. '

In reality some health conditions, such as death, will inevitably occur and cannot be prevented. Death, however,
as well as many other health conditions can be delayed substantially. Thus primary prevention can also refer to
delaying the onset of a health condition (“compression of Morbidity”, Friess, et al). For example, interventions or
programs that would delay the onset of diabetes by 10 years (say from mean age of onset of 65 to 75) would
likely lead to a substantial increase in years of life that are disease free, which in turn would improve quality of
life. Such “primary prevention” could also reduce life-time costs of health care (this would only occur, however,
if the overall costs of the primary prevention program were lower than the overall costs associated with treating
diabetes that occurred earlier). '

These stages of prevention can be related to the stages that occur in the natural history of diabetes care. Each of
the stages of diabetes care can serve as a focus for public health and clinical intervention.

Natural history stage: Prevention stage:
1. No diabetes to diabetes. 1. Primary prevention is stopping or delaying the development of
diabetes itself.

2. Unrecognized to recognized. ‘ 2. In a person who has already developed diabetes (Screening
for early detection _ secondary prevention is stopping or substantially
to start early glycemic control) delaying development of one of the complications

of diabetes such as kidney disease.

3. Improper care to proper care. 3. In a person with diabetes who has already
(ACE inhibitors to prevent ESRD.) developed clinical signs of kidney disease tertiary prevention is
_ stopping the development of end-stage renal disease.

The science base for primary prevention of diabetes: @

Mechanistic studies, as well as observational studies, are consistent and strongly suggestive that low levels of
physical activity and a heavy body weight increase the risk for developing diabetes. No convincing experimental
evidence has yet demonstrated, however, that by increasing physical activity and/or decreasing body weight the
risk of developing diabetes can be reduced. Further, if changes in physicial activity and in body weight reduce
the risk of developing Type 11 diabetes, how this can most effectively and efficiently be accomplished is not clear.
Other risk factors have been shown to be equally strongly related to the development of diabetes, including age
and family history. It is important to note, however, that these latter two risk factors can not be changed but
may serve as markers to improve the targeting of primary prevention activities.

CDC is currently providing financial and technical support for the NIH-sponsored Diabetes Prevention Program
(DPP) which promises to be the authoritative primary prevention study for diabetes. The DPP is a 7-year
randomized controlled clinical trial begun in 1995 to test the efficacy of three interventions to prevent the

. development of diabetes in persons at high risk for the disease. (High risk is defined as having impaired glucose
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tolerance as well as any of the following: being obese, having a family history of diabetes, and being from an
ethnic group with a high prevalence of diabetes.) The three interventions are treatment with metformin (a drug
that reduces production of glucose by the liver), freatment with troglitizone (a drug that increases insulin
sensitivity), and an intensive lifestyle program that emphasizes increasing physical activity and decreasing body
weight. The DPP is scheduled for completion in 2002.

CDC is also currently providing financial and technical support for the NIH-sponsored Pound of Prevention
Study (POPS). The POPS began in 1993 and is a community-based 5-year randomized controlled trial to
prevent excessive weight gain in adults. This study uses low cost health promotion approaches (newsletter,
post-card reminders, group classes) to provide persons with information and guidance on physical activity and
dietary control to prevent weight gain. Final results should be available in 1998. '

In addition, CDC has just begun a cooperative agreement with San Diego State University to develop a pilot .

- project for weight gain prevention in the managed care setting. This study is still in its developmental stages but
it is envisioned as a randomized controlled trial using provider-assisted approaches to changing patients
behaviors related to weight gain, specifically physical activity and nutrition. The model will be similar to the
Physician Assessment and Counseling for Exercise (PACE) program that has been developed to promote
phy31cal activity in the clinical setting.

Primary prevention of diabetes: the future

The scientific and programmatic basis for primary prevention of diabetes is in its infancy. Until very recently the
major focus of clinical and public health research and practice has been on the treatment of persons who have
already developed diabetes, i.e. secondary and tertiary prevention. Unfortunately there is no current scientific
consensus on what interventions, programs, or policies are effective in the primary prevention of diabetes. It is
likely, however,-that such a consensus will emerge within the next 5-7 years.

In the interim, CDC is actively pursuing a number of applied research and program-policy activities related to
weight control and physical activity at the community and health system levels, in collaboration with State and
Local health departments and the evolving infrastructure of managed care. In addition, with an active and
growing national network of Diabetes Control Programs in every State, the CDC will be in a strong position to
implement at the population level the emerging findings from rigorous scientific studies of the primary prevention
of diabetes.

o
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Projected Areas of Public Health Surveillance and Applied Research for DDT |

Public Health Surveillance . $5.0 million

1. Comprehensive assessment of diabetes and it complications in a representative sample of

the US population and in high risk subpopulations (such as minority and aged populations) in the
NHANES 1V. - : ‘
2. Comprehensive assessment of preventive care received by persons with diabetes at the

state and regional levels using the BRFSS.

3. Studies to estimate the burden of NIDDM in children.
4. Development of models to project the future burden of diabetes.
5. Studies to estimate the burden of chronic disease in the US populations attributable
‘to diabetes. ' '
6. Studies to estimate the risk of diabetes attributable to various risk factors found in the US population.

Applied Research  $5.0 milli‘on

A. Health Services Research

1. Studies to accurately estimate the effectiveness of important preventive interventions
among persons with diabetes served by large health systems.
2. Evaluation of the cost and cost effectiveness of various interventions in large health systems.
3. Identifying the co-existence of other chronic diseases among people with diabetes, e.g.

thyroid disorders, osteoporosis, CVD, and assessing optimal strategies to deliver care to
diabetic subjects with co-existing diseases.

4. Development of models to assess optimal allocation of resources across interventions to
reduce the burden of diabetes.

5. Identifying factors affecting patient adherence with interventions and strategies to enhance
adherence to recommended standards of care for persons with diabetes. '

6. Development of valid indicators of quality diabetes care.

7. “Studies to better understand to quality of life issues for persons with diabetes.

"B. Research to Address the Etiology and Burden of Undiégnosed Diabetes in the US

1. Studies to examine factors related to patient awareness of diabetes in large health care
systems. A @
2. Studies to understand the benefits and liabilities surrounding the early detection of diabetes through

active screening.
C. Economics burden of Diabetes

1. Estimate of the cost diabetes in the medicare population.
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CDC Funding to States for Diabetes:
From Essential Underpinnings to”Comprehensivve Programs

E .I!! I . » -C E

With CDC funding for a core diabetes program, a state begins to build the essential
underpinnings for a comprehensive program.” A core program is limited in scope, but
sets the stage for implementation of more comprehensive activities. Key elements
of a successful diabetes program, initiated through a core program, include:

o] EsIabhshmenLoLaioeamenmmhm_tbestale_healﬂmgenw for- targetmg diabetes,
e.g., at least one person working on a full-time basis, actively focusing his/her time
and attention to addressing this one issue, building state-based expertise in state-
of-the-art diabetes prevention and control and ldentlfymg other key players for
concerted, coordinated action :

o E ] l. l f . l l. « I I l- l . I
control efforts comprising state and local health agency staff, professional and
voluntary organizations, community leaders, health care providers, managed care.
organizations, and others with key roles to play in reducing the burden of dlabetes

o] Estabhshmenl.o_f_a_basm_sunmlllance_sysiem to determine the burden of diabetes
in the state and to begin to assess where gaps exist in patient access to quality
diabetes care. Basic surveillance information is essential for the development of
a statewide plan. :

o Delelnpmem_n:f_a_stammde_plan to prevent and control dlabetes that outlines -

expected outcomes, appropnate activities to undertake and the roles of various
players. : o

o In some states, implementation of small-scale_projects to evaluate interventions
e.g., a state might link with a managed care program to institute a patient reminder
system. This system, designed to help ensure that patients return at regular
intervals for critical eye screenings, might be implemented in only one or two
communities under core program funding.

With CDC funding for a comprehensive program, a state -builds on the solid
foundation already established through the core program, and moves on to initiate,



lead, and coordinate comprehensive diabetes prevention and control activities
statewide.

States with comprehensive diabetes programs:

o]

. i itl infl : e | lving health teli

to_improve the quality, access, and affordability of care for at-risk populations

(e.g., by working closely with managed care organizations and others to develop

diabetes care guidelines and to ensure that quality, affordable services are in place

for people with diabetes; working with state Medicaid and Medicare programs to
develop and monitor diabetes care quality outcome measures)

E le with diabe ive the self- | . i |
complications. People with diabetes are key players in reducing their own risk of
developing debilitating complications. Working closely with state ‘medical
societies, academic institutions, and others, states can ensure that these people
receive the education they need'to minimize complications. '

1mpleman1_me_siatemde,plan with the support of the statemde coalition, and
participation from a broad base of national, state, and community-level players.

States hone and replicate mterventlons shown to be effect:ve through small-scale
pro;ects

mmamanmmmuaimmmaﬂm_pmgmmsjn_cammumnes designed to improve
' access to care, detect prewously undnagnosed diabetes, and reduce risk factors

related to diabetes

implemennng,staiemdeheallb_mmmumnanons_campmgns (e.g., media campaign
to increase awareness among health care professionals and people with diabetes
on the health importance of monitoring blood glucose levels)

Cnﬂducl_ongnmg_mnmmnng_and_eyaluannn of diabetes control outcomes and
activities within the state to identify successful strategies and - program
components, and adjusting intervention efforts accordingly

Enham:asumeﬂlance_sysiems to better assess and monitor the burden of diabetes
in communities throughout the state, and to appropnately target and tailor
prevention efforts. X :

.



| CDC’s National
Diabetes Control Program

CDC
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It’s common |
Almost 16 million Americans have diabetes

It’s serious
Complications include blindness,
amputations, heart disease, kidney failure,
nerve damage, and premature death

It’s costly | |
The cost is more than $92 billion annually *

* Source: American Diabetes Association
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Opportunities
for Prevention

Diabetes—related blindness
could be prevented in 16,250

people a year - a 65% reduction

32,400 diabetes-related

- amputations could be prevented
~each year - a 60% reduction

Diabetes-related kidney failure
could be reduced by 50%

CcRC




Public Health Respons?e to Diabetes

As part of its national strategy, CDC provides
resources and technical assistance to state health
departments, national organizations, and
communities |

¢ to determine the size and nature of
diabetes-related problems and why they exist

¢« to develop and evaluate new strategies for
diabetes prevention

~*  to establish partnérships to prevent diabetes
problems

¢+ toincrease awareness of diabetes prevention
and control opportunities among the pubilic,
the health care and business communities,
and people with diabetes |

¢  to improve access to quality diabetes care
in order to prevent, detect, and treat diabetes
complications




- CDC’s National
Diabetes Control Program

Core capacity-building

diabetes control programs

Develop initial expertise in diabetes
control

Provide a focal point for diabetes
control ‘

Establish systems to define the
scope of the diabetes problem

Identify gaps in diabetes care,
for both patient access and
quality-of-care issues

Develop and evaluate limited

intervention projects

Identify external supporters for
diabetes control activities

Average CDC award
to state health departments

$232,000

Comprehensive

~ diabetes control programs

Build on expertise in program,
science, and policy areas to control
and prevent diabetes

Coordinate statewide diabetes

control and prevention

Expand systems to define and
analyze the scope of the diabetes
problem

Improve access to diabetes care for
all people and raise the quality of
that care ‘

Use statewide public health
projects to reduce diabetes-related
problems

Inform, educate, and empower
external supporters to control and

prevent diabetes

Average CDC award
to state health departments

$800,000




“Those who suffer losses due to diabetes
are not just statistics on a chart.
They are people whose talents
and wisdom are needed and

whose problems deserve
our unified efforts.”

- David Satcher, MD, PhD, Director

Centers for Disease Control and Prevention, 1994

CENTERS FOR DISEASE CONTROL
AND PREVENTION

Division of Diabetes Translation

Phone 770-488-5000
Internet  http://www.cdc.gov/diabetes
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