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African Americans and Diabetes 

Diabetes Mellitus is one of the most challenging health conditions facing 30 million Mrican 
Americans. It is the 5th leading cause of death in African Americans betweeri the ages of 45-64 
and is the third leading cause of death in Mrican American women of all ages in 1990. In 1993 

, 1.3 million African Americans were known to have diabetes 3 times the number diagnosed in 
1963. 

STATISTICS (1993) 

- for every white person who gets Diabetes 1.6 African Americans get Diabetes 
- One in 4 black Women 55years and older has diabetes. 
- 25% ofblacks between 74-65 has diabetes. 
- Mr.Amer. Are more likely to develop complications and disability from Diabetes. 
~ At age 45 or older the prevalence ofDiabetes is 1.4 to 2.3 times as frequent as in whites. 
- In the 65-74 age range 17.4 percent ofblack Americans had diagnosed diabetes 

compared to 9.5% ofwhite Americans 
-: African American children have lower rates ofType 1 
-Mrican Americans 40.years ofage and older have Type 2 or non-insulin-dependent 

Diabetes. 

Diabetes and Pregnant African American Women 
- Mri. Amer women have a 80percent higher gestational diabetes rate than white women 
- These women are 2 times more likely to develop diabetes in future pregnancies and type 

2 diabetes in 20 years. 
Complications 

- Mri. Amer develop a higher rate ofblindness, kidney failure, and amputations from 
diabetes in comparison to white Americans 

Kidney failure 

- 2.5 -5.5 times more often than whites 


Visuallmpaitment 

- 40 percent higher in African Americans than whites 


Amputations (1991 study) 

- 19 percent higher than whites 


CONCLUSION: 

Approximately 1.3 million African Americans have been diagnosed with Diabetes in the United 
States. They are more likely to ·suffer from diabetic'related kidney failure, visual impariment, and 

. amputations than there white counterparts. Pregnant African American women have a 80% 
higher gestational diabetes rate than white women. For these reasons we must incease diabetes 
funding. 
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Chapter 34 

Diabetes in North American 

Indians and Alaska Natives 

Dorothy Gohdes. MD 

.; '.', SUMMARY 

T
he epidemic of non-inslliin-dependent dia­

, 	 betes mellitus (NIDDM) in Native American 
communities has occurr.;d primarily during 
the second half of this century. Although 

NLODM has a genetic componenl, with rates highest 
in full-blooded Native Americans, the incidence and 
prevalence of the disease have inneased dramatically 
as traditional lifestyles have been abandoned in favor 
of westernization, with accompanying increases in 
body weight and diminished phYSIcal activity, Anthro­
pologic studies have shown that several tribes per­
ceive diabetes as an assault from ,)utside the commu­
nity, Oiabeteswas once described as benign in Ameri­
can Indians; now, diabetes and its complications are 
major contributors to morbidity and mortality in all 
Native American populations, except the isola~ed Arc­
tic groups whose Iirestyles remain relatively un-' 
changed. Insulin-dependent diabetes meHitus 
(lDDM) is rare inNative Americans and most cases of 

INTRODUCTION 

Native Americans are a diverse group of people whose 
ancestors lived in North America before the European 
settlement. In the United States alone. there are more 
than SOO tribal organizations, In addition to their 
tribal affiliations, Native Amerkans are often distin­
gUished by language and/or cultural groups, 'some of 
whkh~xtend across both the United States and Can­

~ ada.,Contemporary Native Americanpopulatt'ons live" 
""'- ' in urban areas and on reservations or reserves in both 
~" CountrIes. 111,Jhe.United States;-1.9 million·individu­
'\J: als;identified themselves in the 1990 Census as Ameri~, 

can l~dian or Alaska Native, btlt only 1.2 miilion of.~, 
these resided in the 33 reservation states served by the 

~ ~ Indian Health Service (IHS), an agency of the U.S. 
J ~ Public Health Service~·2. Few data exist on the health' 
~ of urban Native Americans in either the United States 

, ,~Or Canada. Overall. the Native American populations 

J",,~ 

LOOM are found in individuals with Significant nlH!' 

Native American ancestry, 

Much of our understanding of the natural history of 
NIDDM in North American Indians is derived fWlIl 

the longitudinal epidemiOlogic studies of the PIIlU 
Indians in southern Arizona. The relationship of obe­
sity to subsequent diabetes as descri bed in studiC:' l,f 
the Pimas is present 'in all Native American popula· 
tions. Native American co'mmunities experience hi~h 
rates of microvascular complications from diabelt'S, 
although the rates of cardiovascular disease difkr 
from tribe to tribe. The differe'nces may reflect geneti­
cally based variations in lipid metabolism or othn 
coronary risk factors or. alternatively, differences ill 
Ii'festyle. The extent of diabetes in Native Ameri,'an 
communities today demands public ~ealth progr"t1l~ 
that incorporate specific psychosocial and cultural 
adaptations for individual tribes. 

of North America are young,. with a median age .in 
1990 of 26 years. compared with 33 years for all races 
in the United States. In addition, Native Americ.ll1s 
are disadvantaged both economically and education­
ally compared with the general U.S. population. 

PREVALENCE 

, . 	 , 

Because American Indians living on reservations;rc' 
not ipcluged ill U.S. national.}:tealthsurveys. data on 
the preva1e.nce· of diabetesln Native American~,resi{J. 
lng in the United States are limited. Rates have been 
estimated, from ,case registries maintained at health 
facilities." glucose' testing.at a community level, and 
surveys of self-reported diabetes. In the United Statcs 
and Canada, prevalence estimates for diagnosed eli.l­
betes are available from, health care facilities where 

, care is provided arno charge to Native Americans. Tile 
IHS estimated, the rates of diagnosed diabetes from 
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Figure 34.1 
Indian Health Service Areas 

Table 34.1 

Diagnosed Diabetes in Native American Communities 
in the U.s. and Canada, All Ages, 1987 

Crude pn:valence Age-adjusted 
per 1,000 prevalence per 1,000 

Vniltd SlattS 

Tucson 76 119 

Aberdeen 60 105 
Phoenix 65 ' 104 
Albuquerque 55 94 
Bemidji 53 92 
Nashville 63 87 

Billings 50 86 
Oklahoma 49 60 
Nav,ajo 32 56 
Ponland 29 49 
Alaska 9 15 
AIIIHS 45 69 

Canllda 

Atlantic 
: 

43 87 

Quebec 29 48 
Ontario t6 76 
Maniloba 28 57 
Saskatchewan 17 39 
Albena 22 51 
Yukon 7 12 
NW Terr, Indian 5 8 
NW Terr. Inuit 3 4 

British Columbia 9, 16 

ambulatory care visits that covered 86% of the esti­
~ated 1 million American Indians served through the 
IHS in 1987>. Duplicate records were excluded by 
,using unique patient identifiers. Rates were calculated 
for the r~gionsshown in Figure 34.1. A similar esti­
mate covering 76% of the Inuit and Canadian Natives 
living on reserves was also undertaken in 1987, using' 
'cases known to the Medical ServiCes Branch of the 
'Department of National Health and Welfare in Can­
ada~, Crude and age-adjusted rates of diabetes from 

. these two surveys are showri in Table 34. ll,4, The rates 
. decreased toward the north and west in Canada. AI,,;' 
'though a similar trend was not apparent in the United 
: States, rates in the far nonhwest were relatively low in 
. both countries. Rates of diabetes were higher in 
'women than in men in all Canadian provinces. a trend 

:'Ualso found for the United States in cur,rentdiabetes 
. . estimates by the IHS. Women had higher rates of 

I diabetes (13.2%) than men (I LO%) in a special medi­~ 
~, cal expenditure survey of American Indians eligible 
~ I for IHS services conducted in 1987'.·In the survey, the 
'- ' age-.'·and sex-adjusteddiabet~ rate in individuals age 
r' • ~I9 years was ·12.2%" compared with 5,2% in the 
... general U.S. p<?pulation. A summary of published 
~ : studies6

•
24 of diabetesprevalenc~ in individual tribes 

in North America is presented in Table 34.2. These 
studies u~ed criteria of t,ne ,World Health Organization 
(WHO) and the U.S. National DiabetesDar.a Group 
(NDDG) for diagnosis of NIDDM25

•
26

• ',' 

. Stri~ing increases in, the prevalence .)f diabetes in 
recent years have been described in Pima Indians a'nd 
other tribesll. 

22
,27.19 • Because the incidence of diabetes 

has also increased in Pimas, and presumably in other 
tribes, the increased prevalence in man} tribes is prob­

u.s. ra•., .re age-adjusted 10 the 1980 U.S, population; Canada's rales art 
age-adJusted .o.the 1985 Canadian population. 

50urct: Relerenc<s 3 and 4 

ably due, to an increased incidence and cannOl be 
attributed solely to longer survival of diabetic indi­
viduals27

• Figure 34.2 shows the prevaience of diabe­
tes in Pima Indians in each of three time periods since 
196517

• Appendix 34.1 compares prevalence of diabe­
tes in Pima Indian men and women with prevalence of 
NIDDM in a sample of u.s. white men and women. 

DETERMINANTS OF DIABETES 

ThelongitudiIial. studies of diabetes conducted, in 
Pima InQ.ians since 1965.have provided extensive l~-' 
forma'tion about NIDDM and its nalural history tn , 
American Indians;' The form of diabetes' that affectS 

. Pimas ,is characterized biochemically and immU~ 
, nologicallyas NIDDM. an observation that confirms 

• . ' 27.30the ,pau(:lty of IDDM also noted In other tnbes . 

TaW 34.2 
Prevalent 
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Tab/e 34.2 
Prevalence of Diabetes in North America Native Populations by Region 

Reservationflocation Tribe Age Dale Rate/I ,000 Method Reference, 

Southwest 
Tonono O'odnam. AZ Tonono O'odham ~18 1985-86 1'83 None Case registry 6 

w/record review 
Gila River. AZ Pima 30-6'1 1982-87 500 Age Biennial community 7 

World pop', screening 

New Mexico Pueblo ,<?35 1985 213 None Case registry 8 
(Rio Gral1de) w/record review 

Zlllli,NM Zuni ~)5 1985 282 NOlle Case registry 8 
w/record review 

Jicarilla Apacne. NM Apache ~5 1985 98 None Case registry 8 
w/record review 

Mescalero Apache. NM Apache :05 1985 164 None Case registry 8 
w/record review 

Navajo. NM Navajo :05 1985 165 None Case registry 8 
wlre,ord review 

Arizona and New Mexico Apache ~15 1987 101 Age Outpatient records 9 
reservations U.S. 1980 not verified 

Navajo. AZ and NM Navajo ~15 1987 72 Age Outpatient records 9 
U.S. 1980 not verified 

Navajo. AZ Navajo ,20-74 1989 1.65 Age/sex Case registry 10 
U.S, 1980 community screening 

Navajo. AZ Navajo 220 1988 124 Age Community sample 11 
US 1980 w/screening 

Shosholle!Bannock All 1987 95 Age/sex Case registry 12 
U.S, 1980 w/chart review 

Nez Pelce All 1987 105 Age/sex Case registry 12 
US 1980· w/chart review' 

Blackre~[ ,,15 1986 168 Age c15 . Case registry 13 
w/chart revlcWU.s. 1980 

Crow 215 1986 85 Age215 Case registry 13 
wlchart review U.S. 1980 

Far( Belknap. MT Assiniboine/ 215 1986. lI8 Age 215 Case registry 13 
Gros Ventre w/chart review U.S. 1980 

Fort Peck, MT ' . Assiniboine!Sioux ;e15 1986 173 Age 215 , Case registry 13 
.w/ch2rt reviewU.S. 1980 

Northern Cheyenne, MT Northern Cheyenne ;e15 1986 59 Age c15 Case registry 13 
w/chart review· , U.s. 1980 

Shosh"nelMapa ho' 215 1986 125 ... Age 215 Case registry 1~ 
. wlchart review' U.S. 1980 

Utah and Colorado Ute ;e15 1987 124. Age Outpatient records 9 
U,S.1980 not verified 

Sioux All 1987 106 'Age Outpatient records 14 
U.S. 1980 not verified 

Crow Creek. Sioux All 1987 83 Age Outpatient records 14 
lower 8rule: SO U.S.. 1980 not verified 

. D~I's lake. NO Sioux All 1987 III . Age Outpatient records 14 
U.S. 1980. not verified " 

."·Sloux All 1981 70 Age Outpatient records . 14 
'; not verified . 

.• R?Sebud. Sp Sioux All 1987 82 . Age . Outpatient. records 14 
U.S. 1980 

U.S. 1980 not verified 
.: SissetonIWahpeton. SO Sioux All 1987 64 Age Outpatient records' .14 

U.S. 1980 not verified 

lurtlc Mountain. NO Chippewa All 1981 105 Age Outpatient records 14 
U.S. 1980 not verified 

Standing Rock; NO/SD Siou~ All 1987 125 Age Outpatient records 1-4 
u.s. 1980 not verified 

Table J4.2-Conlinued next page 
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Table 34.2-Continued 

. .. . 
Reservation/Location Tribe . Age Date Rate/I ,000 Adjustment Method 

;YanklOniSamee, SD 

'WinnebagolOmaha. NE 

. Nonh and South Dakota 
I , reservations 
I 

!/pp€T Midw~sr 
: Red Lake, MN 

: MN and ND-Chippewa 
reservations combined' 

I Ontario and Manitoba, . Canada 

: SW Ontario, Canada , 

~oTtheQ.51 
SL Regis, NY 

: River DesertILac Simon, 
Quebec. Canada 

Nova Scolia, Canada 

'South 
Cnoctaw. MS. 


Cherokee, N( 


!Pacific Northwesf 

Lummi, WA 

Tahola, WA 

Makah. WA 

Colville. WA 

Spokane. 'WA . 

Yakima, WA 

Umatilla, OR 

. Warm Springs, OR 

far North 
Alaska 

Alaska 

Alaska 

Alaska . 

Yukon. Indian 

NW Territories Indian 

NW Tenitorks'lnuit 

Sioux 

Winm:bago/Omaha 

Sioux 

Chippe;a 

Chippewa 

CreeiOjibwa 

Oneida/Chippewa 

Mohawk' 

Algonqt1i~ 

Micmac 

Cbo~l:l.w 

Cherckee 

Lummi· 

Quinalt 

Makah 

Colville 

Spokane 

Yakima 

Umatilla 

Wann Springs 

All native 

Eskimo 

Indian 

Aleut·" 

Indian 

Indian 

Inuit 

All 


All 


~15 

.. 
Ail 

~15 

AJI 

25 

All 

215 

All 

All 

All 

All 

All· 

All 

All 

All 

All 

. All 

All 

AU 

All 

AU 

AU 

All 

AU 

All 

1987 

1987 

1987 

1987 

1987 

1983' 

1985 

1989 

1989 

1989 

1989 

1988 

1987 

.1987 

1987 

1987 

1987 

1987 

1987 

1987 

.1987 

1987. 

1987 

. 1987 

" 
I98.7 ' 

.1981. 

1987 

196 

218 

117 

148 

WI 

28, 

lil 

49 

1'50 

. 53 

163 

106 

40 

50 

53 

52 

56 

75 

65 

75 

17 


10 


2'1 

'29 

',9 .';\ 

7 

4 

Age OUlpatient records 
U.S. 1980 not verified 

Age Outpatient records 
US 1980 not verified' . 

Age Outpalienl records 
US 1980 not verified 

Ageisex Case registry 
U.s. 1980 verified/screening 

Age Outpatient visits· 
U.S. ]980 not verified 

· 	None Case registry 

wlchan review' 


Age' Case registry 
Canada 1985 W/chan rcvi~w 

Age Case reg'islI)' 

U.s. 1980 w/chart review 

None Community survey. 

None Case'regist ry . 

Age Case regist ry' 
U.s. 1980 w/chart review 

Age Case regislT)' 
U.S. 1980 

Ag;Jsex Case registry 
U.S. 1980 . wlchart review 

· AgeiseX 	 Case registry 
U.S. 1980 wlchartreyiew 

Ageiscx Case registry 
U.s. 1980 w/chart review . 

Ageiscx Case. r~gislry 
U.s. 1980 w/cnart review' 

Ageisex Case registry .. 
U.S. 1980 wlchart review 

Age/sex Case registry 
U.S. 1980 wlcnart review 

Ageisex Case registry 
U.s. 1980 . .w/chart review 

: Ageisex Case registry 

· U.s. 1980 w/chan review 


Age Case registry 
U.S. 1980 w/chan review 

Age :Registry '~erifted 
U.S. 1980 w'fchllrt audit 


Age Case registry 
 .. 
U.S. 1980" w/c:han.revlew. . 

. ,Age' : ;' Ca~r~gistry . 
U.S. 1980 '. .. ':: :\Vlc~art· review: 

Age .. Case registry 

World pop. not'vc:rified . 


. ,.Age .. CaSt! registry 
World:pop: .' not verified . 

Age ...Case registry 
Worldpop. . not verified 

Source; Reference, are listed wi.hin the table 
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figure 342 . . . . 

Prevalence of Diabetes in Pima Indians, by Age, Sex, and Time Period-
80 t . Men 
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.GENETICS 

Diabetes rateS are high~st in full-blooded Native 
Americans, as first observed in Choctaw Indians in 
1965 and subsequently in other tribes3l 

-
3J

• The preva­
·lenee of diabetes in residents of the Pima community 
is highest in individuals offuU Native American heri­
tage (Figure 34.3)33. in Pimas, diabetes rates are high­
est in the offspring of parents who themselves devel- . 
oped diabetes at a young age (Figure 34.4)34. Diabetes 
is also familial in Oklahoma Indians, an observation 
suggesting that genetics and/or family lifestyles pre­
dispose individuals to NIDDM35 

_ Although the precise 
genetic components of NIOOM have not been com­
pletely described in American Indians, a genetic 
marker linked with insulin resis{ance, a major factor 

Figure 34.3 
Prevalence of NIDOM in Pima Indians, by Indian 
Heritage . 
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in the pathogenesis of N 100M> has been described in 
Pima's36. . 

OBESITY 

Obesity is a major risk factor for diabetes in Pimas and 
is widespread in many tribes, with increasing rates of 
obesity measured in several communities in the 
United States and Canadall

,37-il. The interaction of 
obesity with genetic susceptibility to diabetes as meas­
ured by parental diabetes is shown in Figure 34.5 for 
Pimas42

. A striking increase in obesit~ has occurred in 
Pimas in recent years (Figure 34.6) 7.H. In addition, 

figu.re JiA 
Prevalence of Diabetes in Pima Indians, by Presence 
and Age at Onset of Diabetes in the"Parents 

80 

60 
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~ 40 
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Persons lor whom both par~nis had be~n c~amined were· grouped. h"o four 
groups according to parenlal diabetes: both early, one. early, eilher lale, or 
nondi.belic according to whclh~r the parents had diabetes and whether the 
parue.! diabetes was diagnosed before or aftcr agc '15 years, 
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LIFESTYLE 

Both diet patterns and physical activity have changed 
markedly in Native American comrnunitiesover re­
cent decades, Although detailed longiludina!surve}'s 
are not available for most tribes, the disruption of 
traditional agriculture and hunting has resulted in 

,increased consumption of fat-typical of the contem­
porary western diel. In Pimas, a high-calorie diet has 
been associated with the developmen t of diabetes27 

. 

Carbohydrate intake was the single strongest predic­
tor of NIDDM but was closely related to IOtal calorie 
and fat consumption. 

Physical acti~ity' has decreased as individuals have 
acquired mororized transponation and sedentary oc­
cupations. Diabetic Pi mas reported less lifetime and 
current physical activity than nondiabeticindividu-

.a1546 
• A recent case-control study in Zuni Indians 

showed the risk of presenting with diabetes decreased 
significantly with increasing physical activity, even 
after adjusting for obeSity, suggesting that physical 
activity itsdf decreased the risk of NlDDM !nde­
pendently of body weight47 

• 

PATHOGENESIS, 

Studies of the pathogenesis 9£ NIDDM in Pimas indi-' 
cate that insulin resistance, as measured by nonoxida­
tive glucose disposal; is an early metabolic defect'lB. 
Longiludinai studies have found, that insulin secretion 
and insulin resistance increase as individuals develop 
impaired glucose tolerance 49. Insulin levels then fall as 
frank NlDDM develops, often at a relatively young age 5051 
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; Incidence of ~lDDM in Offspring of Pima Indians 
:by Body Mass Index and Parental Diabetes' 
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,longer duration of obeSity has been shown to increase 
ithe risk of diabetes~1, 

!Central obesity Was characteiist'ic. of Canadian Indi­
lans studied in Manitoba and Ontarioto. In young Pi­
mas, waist-to-hip ratio, a measure of c':ntral obeSity, 

:was more strongly associated with diabetes than body, 
I mass index, a measure of overall obesit/B

• In' Navajo 
;women, a small study found an iricreased waisl-to:.:hip 
i ratio associated with a stati;Hically, significant, in-
f creased risk of qiabetes, but a similar association was 
: not significant in Navajo men~5. AppendiX 34:2 shows 
. data on obesity and other metabolic vmiables in Na-
I tive American groups included in the, Strong Heart 
: Study. 
I 

figure 34,6" 

Mean Body Mass Index in Pima Indians and the U.S. White Population 
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Erlergy metabo.lism and obesity have been studied i~ 
an auempt to characterize a "thrifty gene"n Although 
the exact causes of obesity have not been explained, 
studies in Pimashave found energy expenditure to be 
familial and a low metabolic rate to be predictive of 
subsequent weight gain. Detailed metabolic studies 
have not been conducted in other tribes, but a propen­
sity to obesity and NIDDM is widespread, as has been 
lh'e change from traditional high-carbohydrate diets 
to: modern high-fat diets. Contemporary high-fat diets 
are associated with deterioration of carbohydrate me­
tabolism in both Pi mas and Caucasians') A!though 
otir understanding of the current "epidemic" of 
NIDDM in Native Americans is based qn studies of 
Pimas, the interaction between environmental 
changes llnd genetiC susceptibility Lo NIDDM is not 
limited to Pimas but appears to be widespread in all 
indigenous North Americans, as well as other popula­
tions throughout the world. 

MORTALITY :. 

The mortality from diabetes in Native Americans is 
striking, yet it is seriously underestimated in U.S.vilal 
slatistics data. The figures published f'Jr diabetes 
death rates in 1986-88 showed the age-adjusted 
American Indian death rale was 2.7 limes the rate Jor 
the general US population l

. These figures reflect 
only cases in which diabetes was the underlying cause 
df death, not those in which. it was a contributing 
cause or those in which diabetes was not listed on the 
death certificate. Mortality rates by IHS Area are 
s:hown in Table 34.3.' During 1984-86, there were 
1,252 Native American deaths with diabetes listed as 
acontributing cause of death and 708 deaths with 
diabetes listed as the underlying cause 54

• tn addition, 
the National Mortality Followback Study found that 
Native American heritage was underreponed on death 
tertificates by 65°ir. When the 1986-88 relative mor~ 
iaUty rates are adjusted for underreporting of heritage, 
!he diabetes mortality for. Native Americans is '4.3 
times the rate for whites. In a New Mexico study, . 
American Indians eXEerienced 3.6 times the diabetes 
death rates of whites 5. Over a 30~year period in New 
Mexico, diabetes death rates in Am~ricall Indians 1n­
.creased 550% in women and 249% inmt;n. A mort21~ . 
hy study on Canadian Indian rese'rve~in seven prov­
inces found the risk of death froin diabetesto .be 2.2' 
times higher for native men and 4.1 times higher for 
native women than the rates for the Canadian popula­
'Hon as a whole56

. . . 

,Detailed mortality studies in' Pimas during 1975-84 
:found that ·the age- and sex-adjusted death rate from 

Table 34.3 . 
Age-Adjusted Mortality Rates for Deaths Due [0 

Diabetes, American Indian and Alaska Native 
Population, 1984-89 

Rate per 100,000 population 
!I-IS Service Area 1984-86 1985-87 '1986-88 1987·89 

24.5 . 25.2 26.2 29.1 
Aberdeen' 44.7 4U 3:•.6 50.1 
Alaska 5.7 5.9 5.8 7.6 
Albuquerque .250 32.4 33.1 32.8 

Bemidji 32.9 294 28.6 39.0 
BWings 24.8 27.8 23.6 40.1 
California 10.4 15.2 15.5 15.3 
Nashville 305 30.4 39.5 45.0 
Navajo 212 23.8 23.6 .27.4 

Oklahoma 213 20.1 20.6 211 

Phoenix HO 51.4 53.9 53.2 
Portland 15.5 18.3 24.2 25.4 
Tucson 52.9 590 696 68.1 

D.I> are [or popula.lions residing in the IHS service ar.., and arc age.adjusted 
to ,he 19'10 U.S. Census; Alaska ratcs are based on dO deaths. . 

Source: Indian Health Service Program staristics 

diabetes was 11.9 times greater than the 1980 death 
rate for all races in the United States5l Diabetic neph­
ropathy was the leading cause of death in diabetic 
Pimas, followed by ischemic heart disease58

. Longer 
duration of diabetes (figure 34.7)'8 and proteinuria,Q 
were both associated with increased mortality. A 10­
year followup of a cohort of diabetic Oklahoma Indi­
ans also showed striking death rates: 5% annually for 
men and 4% for women, which were three and four 
times the rates expected for men and wome~ in the 
general Oklahoma population6o

• Circulatory disease 

Figure 34.7 
Age-Adjusted Mortality of Pima Indians by 
Duration of Diabetes 
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~(auses of death in this cohon' exceededthoseattrib- . 
;uted to diab.etes as the l.1nderlying cause. Although the 
:contributions of diabetic renal disease and 
,atherosclerotic heart disease to overall djabetes-re­
;lated mortality vary among tribes, both clearly con­
.tribute to the very significant mortality from diabetes 
in North American Indian communities. 

COMPLICATIONS . 

DIABETIC NEPHROPATHY 

'End-stage renal disease (ESRD) re'gi5tries in the 
'United States and Canada have documented that Na­
. tive American populations are at high risk [or entering 
treatment for kidney failure. During 1981-86. ESRD 

Irates in Canadian Natives were 2.5 to 4 times the 
I . 

:national rates. depending on the assumptions used to 
:determine the native population61 

. One··fourth of the 
ESRD cases were auributed to diabetes. In the United. , 

:States, the age-adjusted ESRD incidence for Native 
;Americans during 1983-86 was 2.8 times the·rate f~)f 
'whites, with 55% of Native American cases attributed 
: to diabetes62

. In 1987-90, the diabetic E5RD incidence 
,for Native Americans was six times higher than the 
'white rate (Figure 34.8)63. Reports from individual 
: tribes confirm that high rates of diabetic renal failure 
:occur in many tribes, including the Navnjo.Cherokee. 
'Alaska Native, Sioux, Pima, Zuni, Chippewa, and 
;Oklahoma tribesJ4

,1U3,64.68, In Pi mas, diabetic neph-

I ropathy surpassed ischemic hean disease as the lead~ 
: ing cause of nontraumatic death during 1975-8458

.. 

The natural history of dJabetic kidney disease ihPi­
I mas has been well defided69

. Both oven diabetic neph-

I 

I 
I 

_1 

, 

figure 34.8 
U.S. Incidence of Diabetic ESRD, 1987-~IO 
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ropathy and ESRD increase as the duration of diabetes 
increases70

. High blood ·pressure and hyperglycemia 
predict the development of oven nephropathy. Simi­
larly, fasting blood glucose and hypertension Were 
round to be significant risk factors for the develop­
ment of renal failure in Oklahoma lndians~8 Diabetic 
offspring who have at least one parent with diabetes 
and proteinuria are at greater risk to develop neph. 
ropathy than diabetic offspring whose parents do not 
have proteinutia71 

. Studies of glomerular function in 
Pimas also showed that individuals with recent-onset 
NIDDM had higher glomerular filtration rates than 
nondiabetic Pimas72. Both clinical and epidemiologic 
studies have suggested that the natural history of 
diabetic nephropathy in Pimas is similar to diabetic 
nephropathy in individuals with lODM (Figure 
34.9)66.13. . ' 

DIABETIC RETINOPATHY 

. Diabetic. retinopathy has been reported in many 
tribes 13

,15,22,71-76 Detailed studies of the incidence a.nd 
risk' factors ror retinopathy have been reported for the 
Pima and several tribes of Oklahoma Indians 77

•
sl

: 

Rates of retinopathy and risk factors are summariied 
in Table 34A. An association of insulin therapy with 
diabetic retinopathy similarto that found in U.S. smd­
ies has also been found in Native Americans in Canadl~. 

LOWER EXTREMITY AMPUTATION 

Lower extremity amputation (LEA) rates are unfortu­
nately high in many tripes, although the rates in small 

Figure 34.9 

Cumulative Incidence of Diabetic ESRD in Pima 
Indians with NlDDM and in Individuals with IDDM 
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Table 34.4 
Diabelic Retinopathy in American Indians 

Group 

Retinopathy PrC\lalenc, 
79 Oklahoma 

75 Oklahoma 

80,82 Pima 

Retinopathy Incidence 
81 Oklahoma 

Retinopathy 
(%) 

24.4 
49.3 

18 . 

72.3 

Pr~!iflTa(i\'c Retinopa[hy Incidence 
113 Oklahoma 18.5 . 

(mean 12.7 

81 

. rears 
followupl· 

Pima (afl~r 
20 years 
followup) 

14 

Source: References are listed within the. table 

Risk factors 

Hyper~lycemia 

Hypertension 
Durati,m of diabetes 
Insulin therapy . 

Hypcr'llycemia 
Duration of diabetes 
Chole.iterol 
Systo!tc blood pressure 
(nsuli It therapy 

Young age at diagnosis 
Duration of diabetes 
Background retinopathy 
Hypeltension 
ProteInuria 
Renal insufficiency 
Neuropathy 
Cholesterol 
Insulin therapy 

d· .' 13·152223 0 ' . 1982stu les vary among reservations ", urmg ­
87, Navajos experienced hospital discharge rates of 74 
per 10,000 for LEA, compared with 240 per 10;000 for 
the Indians of southern Arizona85

. Ten percent of iden­
tified diabetic patients in southern Arizona had a re­
corded history of LEA on their medical records in 
1985-866 

, Several studies have refoned higher LEA 
rates in males than in females 6

,i. ,85,81, Duration of 
diabetes has been reported asa significant risk factor 
for LEA in several tribes66

,67, Prospective dina on risk 
of foot ulceration and LEA in Chippewa Indians 
showed 9.9 times higher foot ulceration rates and 17 
times higher amputation rates in diabetic patients 
without protective sensation. compared with patients 
who retained the ability to perceive the 5,07 Semmes­
Weinstein monofilament88

• or 358 diabetic'individu­
als, 7.7% had severe peripheral neuropathy as evi­
denced 'by lack of senSitivity to the 5.07 monofila­
~m~ . . 

..,~ .. ,~. ,.. 
.,: '.' 

R~tes of first LEA in retrospective '~tudies w~re 13,7 
per 1,009 diabetic person-years in Pima Indians. 

. (1972-84) and 18 per 1,000 i.n Oklahoma Indians: 
.. (1972_80)86,87, Hyperglycemia,retinopathy, neph­

ropathy, and signs of neuropathy including medial 
artery calCification were predictive risk factors for 
LEA in Pimas86

. Although amputation rates in Pimas 
increased with age. the effect of age was not signifi­
cant after controlling for duration of diabetes. Similar 

risk factors were reported for first LEA in Oklahoma 
Indians. although no indicators of neuropathy were 

d87reporte . F· . amputation waslye-year surVlva If'a ter 
40% in Oklahoma Indians and 61 % in Pimas96

.
87

. Hy­
pertension was a Significant risk factor in the Okla­
homa tribes but nOl in the Pima. These variations 
suggest that peripheral vascular disease and 
neuropathy may differ Significantly among· tribes in 
their contribution to LEA. 

PERIODONTAL DISEASE 

Periodontal disease rates in Pima Indians were 2.6 
times higher in diabetic patients than in nondiabetic 
indivlduals89

• Destructive periodontal disease was also 
more severe in diabetic individuals90 The frequency of 
edentulousness increased markedly with diabetes du­
ration9l At 20 years duration, 75% of diabetic Pimas 
were edentulous. The presence of retinopathy and 
poor glycemic control were associated with an in­

.. creased risk of periodontal disease. 

INFECTIONS 

Although the pathogenesiso[ infections as. complica­
tions of diabetes is not simple, it is clear that infec-. 
tions are of particular importance in Native Ameri­
cans, Tuberculosis mortality in American Indians in 
1987 was 5.8 limes higher than the ratdor all races in 
the United States', A case-control study in Sioux Indi­
ans showed that diabetic individuals were 4.4 times 
more likely to develop tuberculosis than nondiabetic 
individuals92. Mortality from infectious diseases in 
Pimas is significant57

, Although overall infectious dis­
ease mortality rates did not differ between diabetic 
and nondiabetic Pimas during 1975-84, the number of 
deaths studied was small 58, Five of the six deaths from 
coccidioidomycosis, a disease endemic in the South­
west. occurred in dia"betic patients, Similarly. 81% of 
the 26 cases of necrotizing fasciitis. a rare but severe 

, soft-tissue infection. reported from the Phoenix In­
dian Medical Center during a 9-year period Qccurred 
in diabt;tic patients93

, Thus, infections associated with 
diabetes in Native Americans are of particular con-' 
cern. ·"Unfortunately. detailed epidemiologic data on 
the particular asso.ciations are lacking for most t~ibes: 

.GALLBlADDER DISEASE 

Gallbladder disease and diabetes have been liril<ed 
together in Native Americans as part of a "New World 
syndrome" ~ilh both a genetic and evolutionary ba­
sis9~. In an analysis of gallbladder disease in Pimas 

http:Pimas96.87


during a 20.year period, no excess risk of death was' in diabetic individuals in all tribes, with the associa· 
found in diabetic individuals with galhtones com­ tion greate'st in Arizona, where cardiovascular disease 
pared with individuals with normal glucose tolerance rates were idwest 10>. 


and gaJlstones95 
, However, Pimas with gallstones ex· 


, perienced both increased mortality from gallbladder The interactions among diabetes and its ~isk factors 
cancer and total moruility from other causes. Overall and cardiovascular disease are complex and have been·. 
cancer mortality, however, was not significantly differ­ studied in detail only in Pimas, where the influence of 
ent between diabetic and nondiabetic Pimas58

• hyperinsulinemia, insulin therapy. insulin resistance, 
and hypertension have been examined 106. In this tribe, 

neither endogenous hyperinsulinemia nor e~o­


CATARACTS genonous insulin therapy was prospectively associ.'· 

ated with ECGabnormalities. In addition, mean blood 


The incidence of visually disabling cataracts as esti­ pressure ,was not correlated with insulin resistance107 


ll1ated by first cataract surgery was higher in Pimas, Diabetes and insulin resistan,ce, however, were associ­

~ompared with the U.s. population as a whole96

. After ated with increased levels of very low-denSity li£opro­

controlling for age and sex. diabetic individuals expe­ teins and decreased high-density lipoproteins l 

8. In a 

rienced more than twice the rate of cataract extraction preliminary report from the Strong Heart Study. rates 

than nondiabetic individuals. Cataract surgery rates of hypercholesterolemia varied among different 

Increased with longer duration of diabetes, and in tribeslO~. The .WHO study of vascular disease in diabe· 

those treated with insulin. tes also found higher mean cholesterol values in Okla­


homa Indians than in Pimas lOJ
• The relative influences 

of diabetes and insulin resistance on cardiovascular 
CARDIOVASCULAR DISEASE' disease remain unknown. 

Although our understanding of the epidemiology of HYPERTENSION. 

card~ovascular disease is incomplete, studies of spe­

Cific tribes clearly suggest that diabetes i5 a major risk From the limited data available, hypertension in Na· 

factor for cardiovascular disease in all Native Ameri­ tive Americans in the United States appears to be less 

can populations. prevalent than in the general u.s. popuJationl05.109 In 


Canada, however, a sample of Canadian Indians had 
higher diastolic blood pressures than the overall Ca­

ISCHEMIC HEART DISEASE nadian population99
. Diabetes and hypertension coex­

ist at varying rates in the United States \09. The relative 
pur understanding of cardiovascular disease in Native risk of diagnosed hypertens.t'on in diabetic patients 
Americans and its relationship to diabetes and other compared with nondiabetic individuals ranges from 
hsk factors is evolving. Rates of ischemic heart disease 4.7 to 7.7 in different IHS regions; overall, 37% of 
have changed markedly in recent years, and both the a'mbulatory diabetic patients had diagnosed hyperten­
tates and the relative contribution of known risk fac­ sion. Hypertension in diabetic individuals has been 
tors appear to vary among tribes97

. Ischemic heart reported in 46.5% of Navajos 53% of Cherokees, and 
• 22 JlO,llI 

disease and stroke rates in Canadian Indians have 48.6% of Canadian Cree and Ojibwa tribes' . 
I . 

equaled or exceeded Canadian national rates in recent 

years, sparing only the more isolated and less accul­

turated communities98

, InPima Indians, a tribe with STROKE 

low coronary heart disease rates. diabetes is a major ,.' 

risk factor for coronary artery disease99

• AU ratal coro­ . There is a paucity of published data o~ stroke rates in 

nary'eventsin Pimas during 1975-84 occurred in diabetic Indians. In Pima Indians. stroke-re~ated JTlO~ 

~.iabetic .. inciividuals. Reports rrom many tribes de~: tality di~ nO.t differ between diabetic i~diVU:.u:l: ~~~ 

scribe m'yocardial infarction or ischemic heart disease those wlth normal glucose tolerance" how.ev • '. 


58
in association with diabetesl3·1~.23.100-I03. The Str9ng' numbel .of ~troke ev~nt; was sma1l • In dia .r 

Heart Study of diabetic and nondiabetic American Alaska Natives rates of stroke were similar to 


, .' • 23 
Indians age 45~74 years in Arizona, Oklahoma, and found in a white diabetic population . 
North and South Dakota was designed to quantify 

. cardiovascular morbidity and mortality and to com­
pare risk factors among tribes1o'l. Major electrocardio­
gram (ECG) abnormalities were Significantly higher 
I 
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'. DIABETES AND PREGNANCY , . 

DIABETES ANTEDATING PREGNANCY 

The short- and long-term interaC[lons of diabetes and 
pregnancy are of major concern for both mother and 
offspring in Indian communities. Ahhough 'lODM is 
rare in North American Indians. young Pima women 
with NIDI?M antedating pregnancy experienced the 
same pattern of congenital abnormalities described in 
pregnancies complicated by lDDM1u

. Diabetes ante­
dated pregnancy in 7 (l%) of591 Zuni Indian women 
during 1989-90. and in 38 (loA') of'1,854 Tohono 
O'odham women during 1984-88m,1I~ In the latter 
group, gestational diabetes was diagnosed before the 
20th week of pregnancy in 15 (42%) of 59 of the 
gestational diabetic pregnancies, suggesting that dia­
betes may also have antedated pregnancy in these 
cases. Preexisting diabetes occurred in 13 (0.3%) of 
4,094 Navajo women who delivt:red during 1983-87 
in IHS facilities on the Navajo Reservalion 1t5

. For 
Pima women. a diagnosis of diabetes antedating preg­
nancy was associated with increased rates of perinatal 
mortality, large-for-gestational-:lge births, toxemia, 
and Caesarian section. compared with women with 
normal glucose t()lerance1!6. , 

GESTATIONAL DIABETES 

Gestational diabetes mellitus (GDM) diagnosed ,ac­
cording to O'Sullivan and Mahan criteria has been 
reported in many tribes with varying rates. For exam­
ple. 14.5% oC pregnancies in Zuni, 3.4% ofdeliveries 
in Navajo. and 5.~% of deliveries in YUfik Eskimo 
women were in women with GDM II3

•
1 5.1l7.11~ Im­

paired glucose tolerance during pregnancy diagnosed 
in Pima Indians by WHO criteria was associated with 
rates of fetal and maternalcomplicati6ns that were 
intermediate between the rates t:xp,erienced by normal 
and overtly diabetic women 25

,lll.1 ~ Follow-up studies 
of American Indian women with a history of abnonnal 
glucose 'tolerance during pregnancy found high risks 
of developing subsequent overt diabetes: 27.5% oT 
Pima women developed diabetes within 4-8 years and 
30% of Zuni women with GDM developed diabetes' 
within 0.5-9yearsm.1l~ , .. " 

The longitudinal studies of diabetes in the Pima com­
munity ha,verevealed striking associations of diabetic 
pregnancy with obesity and diabetes in the off­
springI2o.m. By age 20-24 year~;, offspring of a diabetic 
pregnancy had a higher rate of diabetes (45%) than 
offspring of prediabetic women (8,6%) or nondiabetic 
women 0.4%) (Figure 34.l0)12I Fasting hypedn-

Figrtrc 34,10 , 

Prevalence of Diabetes in Pima Offspring b}' Age 
and Maternal Diabetes Status 

80 

60i! 
~ " 

.e-" 
408 

" 
i.. " ... '- 20 

0 
~9 

Age (Years) 

Diabetes defined by 2.h(!ur post-<:haUeng< glucose ~200 mgldL 

50u,,<: Re«rencc 121 

sulinemia. obeSity, and abnormal glucose tolerance 

occurred at an earlier age in offspring of women with 


, abnormal glucose tolerance, compared with offspring 

I2L122exposed to normal glucose levels ill utero .. 

'Because of the longitudinal nature of the Pima studies. 
these data are unique. However, the widespread emer­
gence of NlDDM in Native American children has 
been noted in both the United States and Canada. 
suggesting that the interactions of diabetes and preg­
nancy; which. are well described in Pima Indians. are 
probably not limited to one tribe but pose major pub­
lic health challenges in many North American indige­
nous communities124.125. , 

HEALTH CARE DELIVERY AND PREVENTION 

PREVENTIVE HEALTH SERVICES 

'The magnitude and scope of health problems related 
to diabetes in American Indian communities have 
evoked changes'in the health care systems that ~e~e 
originally design~d primarily to pre\(ent symptomatic. 

. infectious disease and to promote mat~rnal a~d' child " 
, hea'IthI26. Efforts to organize consistent preventive 

health services for diabetic patients and to evaluate 
, patient outcomes in the primary health care setting 
have used public health techniques ~uch as surveil­
lance and registries88

,127.m. Programs of high-quality. 
diabetes care have been organized in rural, isolated 
Native American communities127.128J3~ These pro­
grams.incorporate unique features, with each program 

Mot.her'~ diabele~ .status 

G'lNondiabelk .Prcdi"betic .Oi.b.-uc 

1[)'14 1",19 20-24 

, I 
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designed specifically lO'promote the involvement of 
~he community it serves. The importar,ce .of Native 
American community involvement in the implemen­
tation or practice gUidelines was specifically noted by 
the Expen Committee of the Canadian Diabetes Advi­
: 131sory Board . Today, preventive heahh care programs 
In Native American' communities combine the strate­
gies successfully used in the past for infectious dis­
eases with the newer diabetes care gUidelines. In some 
tases these preventive strategies overlap. Because of 
~he high risk of the reactivation of tuberculosis in 
~iabetic individuals, the IHS has reconlmended sys­
tematic tuberculosis prophylaxis for dbbetic Ameri­
can Indian patients91

• Effective intervel11 ion strategies 
continue to be studied in the United Stales and Canada. 

EDUCATION 

Just as diabetes clinical gUidelines have been adapted 
for the needs 'of Native American Indialls with diabe­
'(es, educational programs and materials have also 
been developed and evaluated systematically to target 
these cultures135137 Nutrition education has empha­
~ized Single-concept messages rather than conven­
, . 1 d' h 137 D' b dnona lelary exc ange systems . Ja etes e uca­
:tion programs that involve the community have 
'evolved by using a stepwise approach 1.0 im~lement­
~ing national diabetes education standards13 

• Native 
American interpreters trained in diabetes terminology 
'have become crucial to the success of diabetes educa­
:tion in cross-cultural sellings!39. Diabetes training for 
.community health representatives and Alaska village 
;health aides has been organized to promote effective 
:preventive care and education from within the COITI­

'munily by mobilizing community health workers. 

I 

:t>RIMARY PREVENTION 
I 
I ' 
'Both the historical experience of Native American 
Icommunities and the growing understanding of the' 
:pathophysiologic interactions between genetics and. 
!lifestyle. suggest that NlDDM can be prevented in 
,Native Americans. In response to the growing burden 
'of diabetes, communities have organized health pro­
motion efforts to increase fitness and decrease obe­

:SityI40. For example, the Pueblo of Zuni has main­
~ tained a community-based prevention program for 
;more than 10 yearsl11,H2. Metabolic comrol improved 
:in the program) diabetic patients who {:xercised, com-
I d'with' h0 d'd not113 Apan.ents w 1 . .: pare recent retrospec­
'live study in Zuni found that even after adjusting for 
obesity, the odds of preseming with diabetes de­

:creased with increasing exercise rrequency in this 
;high-risk communityH. Diabetes prevention efforts 

have spread to many Native American communities 
These efrorts include the revival or traditional physi: 
cal activities and native foods to promote a healthy 
Hrestyle"° Formal clinical trials to test. the reasibilil~ 
of preventing NIDDM will be of major significance t~ 
these communities. 

PSYCHOSOCIAL AND CULTURAL STUDIES 

The growing burden of diabetes in Native Americans' 
has stimulated communities and investigators 

Table 34.5 

PsychOSOcial and Cultural Studies of Diabetes in 

Native Americans 


Bool.s 

Diabetes and Na1ivc Americans: The impaC! of Iife$ly!e arid (Ul!ural 

cllanges on tI,e Ileallh of indigenous peoples. Joc J. Young R, cds. 

Moulton Press, Berlin, 1991 


?l1onograplu 


Diabeles in Canadian nalive population: Biu(ulfural paipeCl;"f!. 

Young TK, ed. Canadian Diabetes Association, 1987 


Pine CJ: Diabeus and behQ\'ior: Americall InJiall issues. l\meriL:an 

Indian and Alaska Nativ( Mental Health Research. Monograph 


1:94-115. 1988 


Robia DA, Bruce SG. Meiklejohn C: Diab<les mdlililS in "alive 


popu/arions of NOHh America: An annotaud bibliography. Mono­

graph, Series No.4. Northern Health Research Unit, Dcpanment of 

Community Health Services. University of Manitoba, Winnipeg. 


1991 


Arlie/es 

Camazine 5M: Traditional and weStern health care am'ong the Zuni 

Indians of New Mexico. Soc Sci Med 14B:73-80. 1980 . 


Hagey R: The phenomenon, the expialUltions and the responses: Mell!­

phors surrounding diabetes in urban Cafllldian Indians. SOf Sd Med . 

18:265-72,1984 


Huntinger K, Krcfting L, Drevdahl D, Tree P. Bac~ E, 6cn~lIy A: 


"Doing baltle": A metaphorical analysis of diabetes mellitus 

Navajo people. Am) Occup Ther 46:706-812.1992 


Ja<:kson MY, Broussard SA: Cultural challenges in nutrition (duea" 

tion among American Indians. Diabetes Educator I3:-! 7_50,1987 


Lang GC: Dla~tics and health care in a Siou.x com,:"unity. Humtlll .' 

Organitallol1 44:251-60, 1985 . . 

. ' bo d' '-- . 0 kot" narratives orLang GC: 'Making sense' a Ut ta..... tes.. a, ~ . 

ness. Medical Atltl!1upology 11:3.05·27. 1989 . 


Miller P, Wikoff R. KeenO. Nort~n J: H~ahh beliefs and ~cgi:; . 
tm

adherence of the American Indian diabetic. Amer1call/nd1 . . . 

Alaska Notive Mel1Lal Health Rescore" 1:24-36. J987 

.'. . '. I . '. A N3tivt 

Tnm-Orme L: Chronic disease and Ihe ~OCla lIlalnX. 9 109 

American intervention. Recenl Advances in Nursing 22:8 '. ' 


. . d b I' rs of American 
Womack RB: Measuring the attitudes an elf 09 

, b Ed alor 19:205- •Indian patients with diabetes. Dw elfS UC 
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'. amjne traditional and moder'n per:ipectives on diabe­
tes. Several anlhropologic studies have documented 
the interpretations of Native Amaicans affected by 
di3betcs regarding the etiology (,f the disease, the 
experience of illness, and the efficacy of treatment. 
Native American communities perceive diabetes as a 
new disease that has come from the outside. If ap­
proaches to diabetes in both individuals and commu­
nities are to be effective, these eflorts require appro­
priate cultural adaption to local health beliefs. Se­
lected references from the growing number of studies 

are presented in Table 34.5. These studies are the 
foundation [or the important cu\mra\ understandings 
that must develop along with the scientific framework 
to enable Native Americans 1O control the diabetes 
epidemic 

Dr. Dorothy Gohdcs is Director; Indian Healtlt Service Diabe­
, tes Program, Albuquerque, NM. 
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Diabetes in North American .Indians and Alaska Natives 

Diabetes in the Native American population has limited data because only those served by 
the Indian Health Service (illS), an agency of the U.S. Health Service, were surveyed. Indians 
living on reservations are not included in US national survey's. However, in the United States, 1.9 
million individuals identified themselves in the 1990 Census as American Indian or Alaska Native, 
but only 1.2 million of these resided in the 33 reservation states served by the IHS. The following 
data is based on the 1.2 million in the 33 reservation states. 

The 1987 survey by illS showed that 12.2% ofIndian children (19 years of age and 
younger) are diabetic compared to 5.2% in the general population. 

ORTALITYRATE . . 
In 1989, Type 2 (Adult) diabetic mortality rates in the American Indian and Alaska

\;
ative population is 2.7 times the rate of the US general population. From 1984-86 1,252 

Native American deaths were diabetic related, 708 deaths listed diabetes as the underlying 
cause. Allowing for the under reported death certificates ofIndians in northern America by 65% 
the National American Feedback study found that the diabetic mortality rate of Native 
American is,1:3 ~s the rates ofwhit1s. In New Mexico the rate is 3.6 times that ofwhites. 
On Canadian Indian Reservations the mortality rate is 2.2 times higher than in Canadian men 
and 4.1 times higher than in Canadian women. Studies done in Pima Indians from 1975-84 
found that their mortality rate is 11.9 times greater than the 1980 death rate for all races in the 
United States. 

- Longer duration of Diabetes and Proteinuria were both associated with increased 
mortality 

Medical Expenditure Survey of American Indians (illS) 

- Indian Women wlDiabetes 13.~% 


- Indian Men wlDiabetes 11.0% 


Genetics 
- A genetic marker linked with insulin resistance, has been described in Pi mas. 
- Diabetes is higher in Full-blooded Native Americans. 
- In Pi mas, Diabetes I higher in the offspring of parentswho developed Diabetes at a 

young age. 
- The Pima tribe of Arizona has the highest rate of diabetes in the world. Approximately 

50% ofPi mas between the ages of 30-64 have diabetes. 
Complications 

Kidney Failure- Native Americans are 2.5 - 4 times at greater risk to enter kidney failure 
treatment 
- One-fourth of all End-Stage Renal,"Disease cases were contributed to Diabetes 
- 1983-86 ESRD ESRD incidence for Native Amer. was 2.8 times the rate 6fwhites 

with 55% contributed to Diabetes 



US Incidence of Diabetic ESRD j1'
-Out of 1 million new cases between 19 7­

39. is white 
149 is black , 

'" ' 236 is Native American' 
V Native A.inen . 'mes higher rteofdeveloping ESRD (kid~ey failure) 'than the 

general population ' , 
Cat~n'acts 

Cataract surgery is higher in Pimas compared to the general population 
Amputation 
-Leg amputations are had by people yvl diabetes 15 to 40 times more often than people 

'thout diabetes. Each year 54,000 people lose their foot or leg to Diabetes. 
Native Americans are 3 to '4 times greater to have an amputation than the general 

, population., ' 
CONCLUSI~ ' , , 

Diabetes in the Native American population is growing at alarming rates. Statistics have shown 
that the Native American has a higher incidence ofESRD and Mortality rate than the general 
population. Furthermore. IHS officials claim that the diabetes program was funded at only 75% of 
need. 
funding to $2.5 million. 

4 .. '4Ui \. 

These facts are enough to support the Presidenti recommendation to increase IH diabetes 

-
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The mission ofthe American l)iabetes Association is toprevent and cure diabetes and to 
improve the lives ofoJ1people affected by di{:tbetes. ". . 

" " 



703 836 7439 P.03/08RMERICRN DIRBETESRSSOC .RUG-04-1997 14:01 

August 4, 1997 

The Diabetes Quality Improvement Project 

Diabetes is a serious disease that affects over 16 million AmeriCans. and over 150,000 

people die each year because Qfit It strikes individuals ofall ages and 'socioeconomic. 

groups, and indi~duals ofAfiican, Asian, and American Indian descent are particularly 

wInerable. The annual cost ofdiabetes has been reported to be nearly 100 billion dollars 

and thus it ranks as one ofthe deadliest and most costly diseases known to manldlld. 

Most ofthe morbidity and mortality ofdiabetes is due to the complications asSociated 

with the disease: blindness, kidney fiillure, nerve damage, and cardiovascular disease. 

Diabetic retinopathy is the leading cause ofnew blindness in people under 65; diabetic 

nephropathy is the leading cause ofend stage renal disease (kidney failure) in the Uriited 

States; neuropathy results in the second leading cause oflower extremity amputation with 
. - - 1 

\ , 

over 50,000 Americans annually losing a limb because ofdiabetes; diabetic maciovascuIar 

disease leads to accelerated coronary heart disease and peripheral vascular disease, both of 

. which result in premature death. 

Studies show that many, ifnot all, ofthe complications ofdiabetes can be slowed or even, . 

prevent~ by bettermanagemem on the pan ofthe health care team and the patient,. Im­
.­

._proved blood glucoSe Control,. and regular eye,and foot examinations are but tbreeofthe , 

practices that-have beeR unequivoc:aUy shown t6reduce complications and thereby ~-'., '. 

ish the heaYY personal and financial toll atttibuted to,~. ': , 
, -' , . 

: 

1 
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Fueling the heavy burden ofdiabetes is the filet that diabetes care in America is subopti­

mal. Numerous studies and reports have documented that physicians are not delivering 

the care blown to be beneficia!. For example, the rate ofan annual eye exam in managed 

care plans averages less than 400A,. People with diabetes deserve better. 

\ . 

The inability ofconsumers and health care purchasers to detemline ifmedical Care is ap­

propriate and necessary bas given rise to the concept that the health care system should be 

held accountable for what is done, and the outcomes achieved. This principle of accOunt· . 

ability hasresu1tedin the development ofso ealled "performance lind outcomemeasurcs,II 

. administered through lireport card" systems. Except for HCFA's requirement for managed 

care plans to submit limited perfonnance measurement data, all such systems in effect to­

I. 	 day are voluntary, and all are administered by non-profit organizations dedicated to Un­

.proVing the health care provided to Americans.. 

The multiplicity ofreport eard systems, each with their own measures, has created unnec. 
\. 	 . '" '. 

esS8l)' work and confusion. A consolidation ofmeasure sets would be greatly appreciated, 

and would be a powerful tool to improve care and allow comparison ofcare across all de­

livery systems (e.g., managed care Vi. f~-for-service). 
I . 

! 
l . 
i 

" , -. I 	

The Diabetes QWility Inlprovement Project is a~tionofpublic Sncf'private entities<' .,: . 
. ". \' 	 . 

whose aim is to develop a set ofdiabetes-specificJ'erformance and 'outcomemeasureS to 
I· 
I' 

2 

. , 
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be adopted nationwide by consumers, purchasers ofhealth care, and health care profes-­

sionaJs. 

. Structure and Scope ofWork 

The coalition is comprised offour "organizations:" the American Diabetes Association 

(ADA), the Foundation for Accountability (FACCT), the Health Care Financing Admini­

stration (HCFA), and the National Committee for Quality Assurance (NCQA). The ADA 
\.. . 

is the nation's largest and leadingvoluntary health agency dedicated to improving the lives 

ofpeople with diabetes., TheFACCT is dedicated to enswing that consumers and pur­

chasers ofhealth care have the necessary infonnation to make health care decisions; its 

Board ofTrustees includes large consumer groups and purchasers, who collectively repre-­

sent over 80 million Americans. The RCF A is tbelargest purchaser ofhealth care in 

America. Through its Medicare and Medicaid progranispurchases health care for about 

one-fourth ofall people with diabetes (the largest single purchaser ofcare for the diabetic 

population). Since the cost ofdiabetes has been shown to be as much as three to four 

times greater than the cost ofcare for similar, but unaffected, persons, HCFA bas consid­
, '.. ,- ­

erable interest in reducing the bUrden ofdiabetes, not .only.to reduce the cost ofeare but 

also to improve quality ofcare, enhance outcomes. ofcare, and receive value for the 
, • . . I 

.money spent. NCQA is dedicated to aSSessing andrepoiung on the quality ofcare deIiv­. . .... ..:. . .' \ 

ered by . managed care plans ... Its primary mission is to make true competition. based on the . 

.~ - , 

3 
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value ofcare and not simply the price, possible in the market for health care services," 

NCQA develops and maintains a set ofstandardized perfonnance measures used by more 

than 90% ofhealth plans. More than three...qllarters HMO enrollees are in a plan ~t has 

been reviewed by NCQA 

The coalition has agreed to work through a couunittee ofleading experts in the field of 

diabetes care and performance measurement. The project will be funded largely by 

HCFA Although each oCtile coalition entities ~ in some form or fashion, independ­

ently developed and promulgated diabetes measures, most are very incomplete. It is, 

thought that a common set ofcomprehensive measures, supported by ADA, F ACCT, 

NCQA, and HCFA, will have a tremendous impact on health care delivery. and the ability 

ofpatients to seek: out and receive the most effective and appropriate care. 

The work ofthe coalition.is expected to be completed by the end of 1998. at which time a 

comprehensive diabetes measurement set will be released. Shortly thereafter, consumers 

and others will be able to make important decisions about diabetes care, at the individual 

provider and health pJan levels, based on objective quality infonnation. 

.~ 

4 


http:coalition.is


I, 
I 
1 . 

I 

703 836 7439 P.07/08RMERICRN DIRBETES RSSOCRUG-04-1997 14:03. 

August 4. 1997 

.SU1ll1lWY and Significance 

. . 

The concept.ofaceoUDtability for perfonnance has recently emerged as a major force to 

gUide and influence health care delivery. Consumers and purchasezs ofhealth care want 

value and ben~ and are asking for the devclopment ofsystems whereby the critical in­

formation to make necessary decisions is readily available and wide1yunderstood. 
·1 

Diabetes is costly and very serious and, most notably; relatively few people with diabetes 

. get the care they need to avoid the medical problems directly aSsociated with the disease . 

. High quality care for people with diabetes bas been shown to make a difference and thu~ 

health care providers and health care organizations should be held accountable for what is. 

done, .and what is achieved. 

The ADA. FACe!, and NCQA currently have leading roles illpromoting and assuring 

high quality health care. Each organization has carved out a unique role in the health care 

system. For the first time, they are combining their experience and expertise and using it 
\. . . 

to improve diabetes care. In addition,. they are joined by the HCFA, a poweditl force in 
. . 

health care, and'one that oft~ sets the tone' and directi~n for the entire health care system, 

not just the.delivery ofcare for older Americans. Never before has such a cOalition from 

the public and private sectors been assembled. to m8ke such a concerted effort to directly 
, ~' . 

affect the health care given to'so many Americans. ..' 
. . \ 

s 
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Acting together, this ..coalitionlhas the opportUnity and ability to improve the lives ofpeo- . 
", 

pie with diabetes more than any other single activity or ac;tion in this decade. Given the ' 

countless Wled attempts to assure the delivery ofhigh quality diabetes care, even though a 

·wide variety ofdrugs and medical suppIies8nd equipment are available that have great 

utility, the nationwide implementation ofone set ofdiabetes--speCmc performance and out­

come measures could likely rank among the most significant advances in diabetes care in 

this centwy. ,In addition, the work ofthis unique coalition, and its application to one of 

our nation's leading chronic diseases, will serve as an imponant model for how care given 

for other chromc diseases can be ~proved. , 

i 

I 
I 
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Remarks for Mrs. Mary Delaney 

Presidential Announcement on Diabetes Investment 


August 8, 1997 


Thank you. Mr. President I am honored to be here today to celebrate this announcement 

and to tell you and others here with us what an important difference the new diabetes 

investment you signed into law this week will make in my life and in the lives of the 16 

million Americans who suffer from diabetes. 

I was diagnosed with diabetes 11 years ago. I am not the first in my family to get this 

disease. Before me, my father had diabetes. This disease affects too many of our 

families. Nearly half of all people with diabetes are older Americans. It is also all too 

common among African-Americans who suffer from this disease at nearly double the 

rate. 

Managing this disease has not been easy for me or my family. It has also been a difficult 

financial burden on my family. Neither Medicare nor my supplemental insurance covers 

my blood glucose monitor, which can'cost $60 or more. It also does not cover the box of 
, , 

strips that I need to monitor my blo<?d sugar which costs as much as $50 each month. 

In addition,there are other things such as needles and rubbing alcohol and a host. of other 


i 
costs associated with my diabetes care that my family must pay for. These costs may not 


I seem significant but combined with our family's other health care costs, it has been at 
i , " :.. ' . 

I 
times too much to manage., , ,.':';;",:,}." ' 

'L u,', 

,I 
, , ,.'.,' .: ':::':::~~j:i;~i>~~?:t~:~j~1~~1i;i;ti':\;~J:itii;;:~;:::;, ,: , :, ' :, ,;~; ':,.',~: ~,:', ;':;:'~~c;Y~:}hj~:,',,~' '" :~":'/,~:)~:;~f;i:~;;:::' .. :::' ~:; ':),; ~ ",i, ' 
In fact, there have ,been manytimes when I have te~ted my blood sugar:less'[iequently.,· . ': ••: 1.­

jI ,.' ", . " - _~ ;.'. J'.:.~~~'."'-": .'~" -'-"~' .. :", ':-, .-.:-' ., ,::" '~' ,", ..... ... ~.:':t~~;/'I:~:~'~;;~:·~~'.:~~·~·f~·:··:-·~~"·.:~,:~,":>' 

than recommended by ,my doctor because I simply,cannot afford to buy, more testing '" 
. ., .I 

strips. And just last week, my monitor stopped working. I will not be able to t~st my 



blood sugar until I get the resources to have it fixed. 

I know that I am luckier than many diabetes patients, however. My supplemental 

insurance did pay for a class that taught me how to use the monitor and how to manage 

my own diabetes. But many of my friends and millions of other Americans have not been 

so fortunate. They do not have health coverage which pays to teach them how to care for 

themselves at home to help them avoid some of the horrible complications that can come 

with this disease. 

Mr. President, the new Medicare benefit that you signed into law this week will help. 

millions of older Americans like myself get the health care they need to manage this 

disease. For me, it will ensure that I can always afford the strips and monitors that I need 

to test my blood sugar and manage my illness. It will mean that I never have to 

compromise my diabetes care. For millions of others, it will mean that they learn the 

tools to manage their diabetes and live longer. 

By increasing the number ofAmericans who can treat their diabetes at home, we will 

reduce the number of Americans who suffer from the .difficult and costly complications, 

such as kidney dis,ease ot blindness. This will not only reduce the financial burdens for 

many, but it will also help save the Medicare program money as fewer beneficiaries will 

need more extensive, costlier care .. 

·Mr. President, diabetes affects too many vulnerable Americans. Your leadersh,ip will 

improve the lives of so many.ofthem. Thank you. 

I -.',
; ,\" ...... 

I . And now I am pleaSed to introduce. Chief Joyc~ Dllgan, the Chiefof the Eastern Band ~f 
I 

Cherokee Indians .. 

, ,,' 
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THE WHITE HOUSE 

Office of the' Press Secretary 

For Immediate Release August 8, 997' 

REMARKS BY THE PRESIDENT 
IN ANNOUNCEMENT ON DIABETES INITIATIVES 

Georgetown University Hospital 
Washington, D.C. 

11 :27 A.M. EDT, 

THE PRESIDENT: Thank you very much. I would like to 
thank Dr. Wiesel and all 'the people here at the Georgetown Medical 
Center for hosting' us .. I want to thank Mary Delaney and Chief Joyce 
Dugan and Sandra Puczynski for their speeches and for their example. 



As you' might imagine; over the course of my tenure I have had 
occasion to com~ to quite a number of ceremonies like this. I dbri'~ 

, believe I have ever heard three people back to back speak so ' 
powerfully,' so clearly, so eloquently about a matter of great 
national concern. And I think we should give, them all anoth,er hand. 
(Applause.) 

I'd like to thank all of the people vithoare here today, 

diabetes patients, families, activists and advocates. Especially, 

I'd like to acknowledge the people on the platform -- Stephen 

Satalino, the Chair of the American 'Diabetes Association. Joan 

Beaubaire, the former h~ad of the Juvenile Diabetes Foundation', is, 

also here. Her son works f~>r me at the White House, so I get a 

little extra prodding on this from time td time. (Laughter.) 


I'dlike to say a speCial word of thanks,to Mary Tyler, 
Moore, who has awakened the conscience of ,our nation and indeed the 
entire world about this issue, for herlong and tireless and selfless 
efforts. Thank you, Mary. (Applause,f, 

I wantto thank Dr. Philip G<>rden, the head of diabetes, 

research at. NIH., He's here with us today. And the NIH will playa 

major role in the work that we are discussing here. 


None of us could write the history of the century'that 
is about to end without a big chapter on'the mira~les modernriledicine, 
and science have wrought in our lives. Polio, mumps, diphtheria -­
the dise'ases that robbed so many famili,es of beloved infants and 
toddlers for centuries have been virtually eradicated. Premature, 
babies who just a decade ago would not have ,had a chance at life 
beyond the intensive care unit are growing into happy and healthy 
children. Powerful treatments are prolonging the lives and improving 
the quality of lives of people with HIV and AIDS all across our' 
country, raising new hopes fo~ people living with the disease. 

, ' 

But there are stiil frontier~ to conquer and still too " 
many among us whose lives ahd fiJtures are dimmed by disease 'and ", 
illness, as we have heard so powerfullytoday. Diabetes,is the 
seventh leading ca~se of death in'our country, and perhaps equally 
profoundly affects the lives of millions and millions of people who 
have it every day. , 

The historic balanced bu'dgetlegislation I signed on' , 
Tuesday is about more than ,balancing the books; it also honors our 
values, increases our chance's of,keeping the American, Dream alive in ' 
the 21 st century and improves the lives of every American. There are 
some little-known but veryirilportant provisions irithis neVI( balanced 

budget that will take us a tremendous step forward in our' fight, 
against di~b'etes. These investments total more than $2 billion over 
the ,next five,years. They will strengthen 0\lr efforts to find a 

.>, 

" .,; 



, , , 
cure, to help our most vulnerable citizens better manage the disease, 
to prevent some of its most traumatic, costly and life-threatening:­
complications. ' 

These investments represented the committed efforts of 
many members of Congress and our administration. But I must 
recognize, especially two: first, Congressman Elizabeth Furse, whose' 
daughter is here and who has diabetes, led the Bipartisan , 
Congressional Diabetes Caucus in an absolutely tireless fight t6 
include the Medicare investments that are in this bill. And I thank 

, r 

her. She has done magnificently. )"hank you. (Applause.) 

And I must tell 'you, I wish very much that the Speaker 
of the House, Newt Gingrich, could be with us today. When we have a 
disagreement, it is normally well-publicized. (Laughter.) Aryd 
widely understood. (Laughter.) But I 
wish the American people could see the nume'rous private conversations 
that we have had together in quiet rooms about diabetes. 

He watched his mother-in-law live with diabetes and 
became a great champion for people struggling with it, a tireless 
advocate for greater investments and research, prevention and care, 
and one of the very first people who ever spoke to me not only about 
the human dimensions of ~he disease, but the enormous percentage of 
our public funds in Medicare and, to a lesser extent, in Medicaid, 
that could be devote,d to other purposes were it not for the crushing 
burden of diabetes-related problems directly resultant from our 
failure to invest as we begin to invest today. I know we play, a 
leading role in making these new initiatives a part of the budget, 
and I appreciate both what he and Elizabeth and others have done. 

Now, this new legislation will do three things. It 
expands Medicare benefits. for the more than 3 million senior citizens 
diagnosed with diabetes. M~ry talked abouuhat. We all know that 
early investments ,in prevention can save us millions in expensive 
treatments down the line. If left untreated, diabetes can lead to 
devastating complications such as blindness, amputations and kidney 
disease. This new benefit will make testing strips and other methods 
of monitoring bloodg'lucose !evels, as well as instructions on how 
best to manage the complicated disease, available to all Medicare 
beneficiaries with diabetes. 

It will empower Medicare patients to take better care of 
themselves at home and to avoid complications th,at can lead to costly 
hospital stays and destroy health. 

Second, the new legislation will enable Health and Human 
Services Secretary, Donna Shalala, to boost funding for Type I or 
juvenile diabetes rese,arch by $1,50 million over the next five years. 
Nearly one million Americans have Type I diabetes, ,and as many as 
half of them are children. Even_~hen the disease is mariaged ' 
carefully, the patients almost always experience further 
complications. ,That's why We cannot rest until we find a cure that 
will free our children from this disease. And this unprecedented 



grant will help us to do that. 

. . Third, we ~ill provide a fiv~~year, $150-million grant 

to the Indian Health Service for diabetes prevention, research arid 

treatment in our Native American communities~ 'And I want to say a 

special word of thanks to Senator DQmenici of New Me~icofor his 

special efforts·onthis proj~ct. 


As Chief Dugan has made' it clear, Native Americans are 

.three times as likely as white Americl\lns to have this disease; far . 

. less likely to find "dequate treatment for it. Too many Native. 
Americans are suffering from the grimmest complications of diabetes. 
This grant will bring public health services, schools and nutrition 

. ,, 

programs tbgether to re~ch' children and families living on " 

reservations, and to provide them withthe information a.rid tools to 

prevent a'nd' manage diabetes, 


And I ,might say, I told Chief Dugan before I came;up . 
here that my grandmother's grandmother was a Cherokee who would.be 
very proud that there is a 'woman chief who" is doing such a'. 
magnifice'!t job. (Applause.) Thank you.' 

Next month; our scientists at NIH will be hosting a 
.workshop to bring re~earchers from all across the country to share 
. ideas and discuss the most promising avenues of diabetes research~ 
.And we will establish a new and unprecedented public-private 
partnership to bring our nation's leading health care providers, 

purchasers, and consumers together to develop uniform guidelines for 

diabetes care. Through the guidelines,:we can ensure that· all 

doctors provicletheir patients' ~ith thorough and vigilant care, such 


.. as regular eye' and foot exams, to stay as healthy as possible .. 

Taken together, these 'initiathies can make life-changing 

differences for millions of Americans .. I was very heartened to hear 

the American Diabetes Association say that these new investments in 

diabetes are as important .for people with diabete~ as the discovery . 

of insulin in 1921. Let us pray that it will be so. . 


Let me finally say that discussing this in rather 

clinical terms'cannot possibly con~eythehuman impact that Sandra 

did in talking about her child. On the JJay, ciyedlere today;'lwas 

remembering·that 23 years ago plus now, wnen I began my career In 

political life, the: fii:st chairman of my campaign was only a yeijlr . 

older thai.! me'and· was already a bank president at the age of 28 o'r 

29, but he died a few.years ago from complications froni' diabetes .. 

When I lived in Arkansas,. I used to sing in a chlirch choir with a man 

who had to. quit singi~g becaus!"l.ofcomplications from di~betes, andl 

have these vivid memories every Sunday of standing there looking at 

him sitting i~ the church with the pain on his face of not being. able' 

to do it anymore:· . . ..... 

This mornihg I gota. note .froma friElndo(mine i'd like 

http:would.be
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to read to you. "For the last. 17 years my son has gone to sleep 
scared, scared that his blood sugar would drop and his body would be 
ripped apart with a diabetic seizure. Every day for the last 17 

,years, my son and hisf<imily have worried about the opposite effects 
of having his blood sugar rem'ain at too high a level.and thereby 
causing the early onset of blindness, heart failure and loss of limb. 
Until today, there simply wasn't enpugh money available for 
scientific research to ,have a real hope to find a cure. Now there' 
is." 

It is easy to say that" in 'the last 50 years w~ 
experienced in science the age of physics, the age of space travel 
and the beginning of geneti~ research; but that in the next 50 years, 
the 21 st century in science .will be an age of biology. The important 
thing is that for people and their families with diabetes, it can be 
an age of longer, happier, richer lives: 

Thank you very much. (Applause.) 

. END 11 :39 A.M. EDT. 
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NEW DIABETES INVESTMENTS TO IMPROVE TREATMENT, PREVENTION, AND 

RESEARCH FOR AMERICANS WITH DIABETES
. . 

Today President Ciinton highlighted a set of four initiatives that will improve the lives of the at least 
8 million Americans who have been diagnosed with diabetes. Three of the'se initiatives were included 
in the balanced budget the President signed into law on Tuesday. The President also emphasized that 
this new investments emerged as a result of a strong bipartisan partnership with Speaker Gingrich. 
The American Diabetes Association (ADA) stated that "taken together, these new investments in 
diabetes, announceq by President Clinton today, are as important for people with diabetes as the 
discovery of insulin in 1921." The President announced:" 

(1) 	 An important new,Medicare benefit which will help pay for the critically necessary supplies 
and self-management instruction which will help tlie 3.2 million older Americans who suffer 
from diabetes better manage their treatment. 

(2) 	 A new $150 million investment in diabetes research to prevent and cure Type I (often 
, known as juvenile) diabetes, to be allocated by Health and Human Services Secretary Donna 
Shalala. 

(3) 	 A new $150 million investment for prevention and treatment of diabetes among Native 
Americans? who are almost three times as likely to suffer from the disease as others in the U.S. 
population; 

(4) 	 A new public/private effort to assure and improve high 'quality care for Americans with 
diabetes. This effort will review current treatments for diabetes to determine the degree to 
which they are effective, to recommend alternative approaches that ensure high quality care, 
and to develop more consistent quality measures for diabetes patients, health plans,and health 
providers across America. ' 

A New Medicare Benefit to Helpp'eople With Diabetes Better Manage Their Care., 
The balanced budget expands Medicare's coverage of benefits for people with diabetes by $2.1 billion 
'over five years. In so doing, it expands the number of people able to take advantage of self­
management tools will increase the number of Americans who properly mariage their diabetes, thereby 
helping to prevent the debilitating and costly complications too often associated with the disease. 
Under the new balanced budget, Medicare will cover self-management training offered by physicians 
and other certified providers rather than only in hospital-based programs as it traditionally has. This 
will help ensure that more beneficiaries with diabetes can access the necessary education to manage 
this disease. In addition, Medicare will make blood glucose monitors (including testing strips) 
available.to allbeneficiaries with diabetes, whereas Medicare currently covers only insulin-dependent 

, " patients. EnSuring Medicare beneficiaries haveaceess to these supplies will help improve their' ': ':-i ' ' , 
ii"~: ,:. ,.,. tr~atment and has great potential to reduCe COStS;ii2ThiS new legislatioIl:waS introduced and strongly,~<,:;(:~~t};;",:,;:>'.'~';:·1f;;. 

:::~r::,;:7:~:::~:~!f:::e~~:!.r~:~t~:i~i~~:rr::;~::~:~!'~~;::;~;:;~!0f 

(:"'1': ··.!~e HHS Secre~ IS 3!10cated $3~ mllhon ~~ly .for:fiveyearsfoLresearch to help find the:cure'for ..~~:::~",,~·:~;;t 
, ' dIabetes. Amencans Wlth Type I dIabetes Wlth this dlsease'often suffer severe consequences, even ,',' .. ' ",' ,": 

when they receive the best treatment and care. TheHHS Secretary will have discretion to target the . ' 
new funds to the best scientific opportunities. This represents the largest single new investment in, 
Type I diabetes. 

http:available.to


$150 Million Inves~ment,to Help Prevent and Treat Diabetes Among Native Americans. The 
HHS Secretary is allocated $30 million annually for five years to, be used to provide services for 
diabetes prevention and, treatment for Native Americans. The death rate from diabetes is almost 
three t~es higher in the Native American population 'than in the U.S. population as a whol~. This 
new funding will go to help improve prevention efforts (such as improved diet, exercise and other' 
factors that reduce the likelihood of diabetes) and helpideIitify the disease as early as possible. It 
will also help more Native Americans with diabetes get the necessary information about managing 
diabetes, for example, by improving linkages between families, public health services, schools, and 
nutrition programs. Moreover, it will expand access to affordable treatmenf so that more Native 
Americans get the care they need to help reduce costly and extensive complications. IHS will work 
in partnership with Tribes, Urban Indian Health Centers Facilities, 'and other agencies within HHS, 
such as the CDC. ' 

, A New Diabetes Quality Improvement Project. 
Numerous studies by organizations such as the ADA and National Committee on Quality Assurance, ' 
(NCQA) have shown that many patients are not receiving the medical care known to reduce diabetes 
complications such as blindness and amputation. In fact, an NCQA study shows that the rate of an 
annual eye exam in managed care plans averages less than 40 percent. The multiplicity of report cards, 
each ,with their own measures, has created confusion and made it difficult to compare ,and improve care 
across all delivery systems. 

, , 

The President announced a major year-long collaborative effort to review current treatments for 
, diabetes to determine the degree to which they are effective, to recommend alternative approaches that 

ensure high quality' care, and to develop more consistent quality measures for diabetes patients, health 
plans, and health providers across America. -Such measures will monitor whether proper care was 
delivered (for example, an annual eye exam)or health outcomes were achieved (su~h as appropriate 
blood glucose levels)., 

The performance and outcom~ measures are being developed by a coalition of four organizations: 
HCFA, the largest purchaser ofhealth care for the diabetic population; the ADA; the largest -voluntary 
health agencydedicated to improving the lives ofpeople with diabetes; NCQA, which develops and 
maintains a set of standardized performance measures used by more than 90 percent ofhealth plans; 
and the Foundation for Accountability (FACCT), an organization dedicated to ensUring that consumers 
have adequate information to make health care decisions. Together, these organizations Will work to 
'ensure that millions ofconsumers,purchasers, and health care providers utilize this new information to 
improve care., 



.. 
 ~ .... 

FACTS ON DIABETES 

There are 8 million Americans diagnosed with diabetes. Another 8 million are believed to have, 
but have not been diagnosed, with this disease. Over 3 million Americans diagnosed with diabetes are 
adults age 65 and over. Approximately half of all diabetes cases occur in people older than 55 years of 
age. African-Americans have diabetes at nearly double the rate of other Americans. 

Diabetes is the seventh leading cause of death. Middle-aged Americans with diabetes have death 
rates twice as high as other Americans. The death rate from diabetes is nearly 3 times higher in the 
Native American population than in the U.S. population. 

People with diabetes are more likely to suffer from he~rt disease, high blood pressure, and 
strokes. People with diabetes are 2 to 4 times more likely to suffer from cardiovascular disease, and 2 
to 4 times more at risk for a stroke. High blood pressure affects'nearly two-thirds of people with 
diabetes. 

Diabetes is the leading cause of end-stage renal disease (ERSD), non-:trauinatic amputations, and 
blindness. Diabetes accounts for 36 percent of new ERSD cases (kidney disease) -- about 20,000 
cases each year. In addition, 54,000 amputations are performed on diabetics each year, and up to 
24,000 adults are blinded each year from diabetes. 

The American Diabetes Association estimates that we sp~nd $92 billion pe~ year on diabetes 
care. Of the total, costs directly attributable to diabetes total $45 billion, while indirect medical costs, 
su~h as work loss, disability, and premature de~th ~9tal $47 billion. . 

. . , , 

DIABETES AND MEDICARE 

Medicare pays for ERSD for the non-elderly population as well. About 20,000 Americans develop this . 
disease through diabetes each year, and Medicare expenditures on kidney dialysis for each of these people 
averages nearly ,$40,000 annually.' 

TYPE I DIABETES 

Between 700,000 and 1 million Americans have Type I diabetes and as manyas:half of these are childfen., . 
Each year about 30,000 Americans are diagnosed with Type I diabetes. 

Almost all Americans with Type I diabetes willlikdy suffer from at least one of the many complications 
arising from diabetes, including serious eye disease (e.g. blindness), amputation, heart disease, or kidney 
disease. 

NATIVE AMERICANS AND DIABETES :,'i',',. ' 
"'. ' 

Diabetes, occurs at rates dramatically higher' among Native Americans . than in the general.: U. S.··: 
population. One third to one half of a~ults in certain tribal groups have diabetes. . ' " '. ,,' 

Native Americans develop Type II diabetes at a younger age -- as ,young as age eight - and suffer higher 
rates of complications including blindness, amputation, and ,kidney disease. 
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To: Interested Parties 
Fr: Christopher Porter 

Legislative Director, Rep. Furse 
Re: October 29th 1\fceting of ConeressiQnaI Diabetes Caucus 
Da: 10128/97 • 

The Congressional Diabetes Caucus will meet at 2PM on Wednesday, October 29th, at 2PM in 
2359 Rayburn HOB. The Congressional Diabetes Caucus is has 101 bipartisan members, and is 
chaired by Rep. Elizabeth Furse (D-OR) and Rep. George Nethercutt (R-WA). 

The meeting will be members-only, is scheduled to last approximately 30 minutes, and is 
designed to be a discussion on how to publiCize the Administration's "Commitment to Fight 
Diabetes" (particularly the Medicare, research, and telemedicine initiatives), as well as 
determine an agenda for the Diabetes Caucus for the duration of the 105th Congress. 

T. Proposed Al:enda for Diabetes Caucus Meetine: 

1. 	Introduction by Reps. Furse arid Nether'cutt (> 5 mins) 
Outline of achievements in diabetes: 
--Medicare coverage of self-management training/strips 
--Research funding for Type 1 
--Research funding for Native Americans 
--Diabetes Telemedicine Project 
--NIH Diabetes Research Working Group 

2. 	Remarks by Erskine Bowles, Chief of Staff to the 
President and former JDF President (5 mins.) 

3. 	Remarks by Chris Jennings, Deputy Assistant to the 
President for Health Policy (5 mins.) , 

--Update on MediCare benefits implementation by HCFA before 7/l/g8; 
.4. Discussion of publicizing recent achievements (5 mins.) 
5. 	Discussion oJ future diabetes agenda (10 mins.) . 

--Opportunity for Caucus members to discuss concerns 

II! POssible New Issues for the Caucus: 

Medicare Coverage ojlnsulin Pump ,
i 
I, 

Currently, HCFA does not cover insulin pump therapy. The insulin pump is a computerized 
device that regulates blood sugar levels, in lieu of traditional mUltiple daily injections. The 
pump is very effective for certain types of people with diabetes, and HCFA coverage of the 
insulin pump is supported by ADA, JDF, AACE, AADE" and manufacturers. 

Medicare Coverage oj Pancreas Transplantation 

For selecti~e populati~ms of people with diabetes, pancreas transplantation is the only known 
"cure" for diabetes. Successful pancreas transplantation patients have a77% chance of 
achieving insulin independence' within one year. HCFA does not cover pancreas transplantation, 
and has insisted 011 stUdies to prove "quality of life" improvements despite the fact that s'uch an 
improvement is self-eyident. 



Noninvasive Blood Glucose MeterlTechnology Issues 

There are a number companies across the country pursuing the development of a noninvasive 
blood glucose meter. There is concern among some manufacturers that the FDA docs not 
adequately understand diabetes. (Congresswoman Furse and Mr. Barton recently inserted 
language in the FDA reform bill alerting the agency to the importance of a noninvasive blood 
glucose meter.) 

Quality of Care Issues (Managed Care and/or Medicaid) 

As Congress tunis to e~amine managed care, it's important that the unique health needs of 
people with diabetes don't get left out of the discussion. In addition, it has come to Our. 
attention that services for people with diabetes is extremely inconsistent across differeht managed 
care plans and each needs to be ful1y evaluated. A corollary to this issue is the increasin'g role ! 
of rnanaged care in the Medicaid program, and its impact on care for people with diabdes. 

I 
I 

. Oversight of National Diabetes Education Project 
f 

The National Diabetes Education Project is a joint venture· between the NIDDK and the CDC to 
educate the public about the serious health issues of diabetes. To date, the NDEP has held . 
meetings an discussions without any input from the Caucus. It appears that the NDEParid the 
Caucus have very similar goals, and the potential for collaboration should be examined. 

Promoting Diabetes Research at NASA. 

Currently. NASA is erlgaged in diabetes research in protein crystal groWth, culture of human . 
islet cells, and fiber optic probe technology for diabetic retinopathy. There are a number of 
companies pursuing this research and the Caucus may be interested in strengthening politic'al 
support for these efforts. ' 

Islet Cell TranSfer: M~croencapsulation. Microencapsulation. and Xenotransplantatioh 

Islet c~I1 transfer is one of the most promising areas of diabetes research, but remains subject to 
political attacks. Scientists across the country are examining different facets of islet cell 
research, including macroem;apsuJation, microencapsl!lation, and xenotransplantation invo.lving 
pigs. 

Improving Physician Knowledge ofDiabetes Care Issues 

The GAO report issued earlier this year on quality of care for Medicare beneficiaries with 
diabetes: The GAO report cJearly demonstrated that physicians often lack the necessary 
education and expertise to aciequately treat people with diabetes. Improving patient care by 
working with providers is one oUhe top priorities of the Diabetes Quality Improvement JProject, 
and the Caucus couldioversee their work. 

Recruitment of NIH Diabetes Researchers' 

The recent NIH conference on diabetes confirmed that there is a shortage of quality scientists 
going into diabetes research. While attracting quality research is partially a function of the 
funding levels, it is also clear that the diabetes research community is somewhat static. The 
Caucus might want to explore ways (perhaps with scientific organizations) to attract Y0uflg 

~ -.~ .. . .-".. . 



lII. Possible Future EveptslActivitiesj 

Develop action kits for Diabetes Caucus member to effectively communicate the "diabetes 
message. II 

Being involved. in the Diabetes Caucus allows m'embers to communicate the If diabetes 
message": prevention saves money and improve lives, helps, reversed a non-sensical government 
health policy. We could develop an action kit with talking points, contact information, and 
sample letters to help members use the Caucus membership to their advantage in their district 

~ 

Conduct meeting/event in conjunction with National Diabetes Education Project 

See "Oversight of National Diabetes Education Project" under Section II. 

CondUCt event in Washington on non-invasiVe and other advancements diabetes technologil!s 

There are numetous companies across America ,who are in development of technold'gies, 
non-invasive or otherwise to help people with diabetes. The Caucus could invite them to 
Washington, D.C. to demonstrate their innovations. This would expose the public to new 
technologies and allow Caucus members to showcase ~roducts from their districts. 

Hold Informal Hearing, with Managed Care Plans on Diabetes Care 

See "Quality ofCare Issues" in Section II. An informal hearing or other public event 
could focus attention on this emerging problem. 

IV. On-Going Projects for 1998 

There are a number of annual projects for the Congressional Diabetes Caucus which shouJ.d be 
pursued regardless of any riew initiatives. 

-Monitor Implementation of new Medicare self~management training 

and blood-testing strips benefits 


-Monitor appropriatio,n of new research funds for type 1 diabetes, 

and programs for Native Americans. 


eMonitor appropriation for diabetes telemedicine project 

-Maximize FY 1999 NIDDK research budget, monitor results of 

Diabetes Research Working Group 


e Ensure people with diabetes are adequately represented in 

reauthorization of National "Institutes of Health 
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REMARKS TO CONGRESSIONAL DIABETES CAUCUS 
October 28, 1997 

You all know the statistics: 	 ,.. ' . 
• 	 Not only are there 8 million Americans diagnosed with diabetes, but also another 8 .' 

. miiHon who are believed to have the disease and jtlSt not been diagnosed. 
• 	 People with diabetes are two to four times more likely to suffer from cardiovascular 

diSease, and two to four times more at risk for a stroke.. .' 
• 	 Nearly two-thirds ofpeuple with diabetes suffer with high blood pressUre, as well 

Cost ofDiabetes.' The American Diabetes Association eStimates'that we spend $92 billion· 
per year on diabetes care. Of that total, $45 billion is directly attributable to the disease, 
while indirect medical costs such as work loss, disability and premature death account'for 
the remainder. ' 

Historic Investments for Diabetes. Thanks to strong bipartisan support, our balanced 
budget agreement included new investment in treatment, prevention and research for· 
~ericanwith diabetes. So important are these new investments that the American Diabetes 
Association deScribed them as·being "as important for people with diabetes' as the' 
discovery of insUlin in 1921." 

Those. new investments are: 

• 	 A New 'Medicare Benefit to Help PcopleWith Diabetes Better ~nage Their . 
Care. The balanced budget expands Medicare's coverage of benefits for people 
with diabetes by $2.1. billion over five years. In so doing. it expands the Dwnber of 
people able to take advantage ofself-management tools will increase the number of 

, Americans who properJy manage their diabetes, ..thereby helping to prevent the 
debilitating and costly complications too often associated with the disease. 

, 	 . 

Under the'new balanced budget, Medicare will cover self-management training 
offered by physicians and other certified providers rather than only in . 
hospital-based programs as it traditionally has. Ibis will help ensure that more 
beneficiaries with diabetes can access the necessary education to manage this disease . 

.	In addition, Medicare will make blood glucose monitors (including 'testing strips) 
available to all beneficiari~ with diabetes, whereas Medicare cmrently covers only 
insulin-dependent p~tients. Ensuring Medicare beneficiaries have access to these 
supplies will help improve their 1reatmentand has great potential to reduce costs. . . 	 . . 

This new legislation was introduced and strongly advocli\~ed by Rep. Furse, Rep. 
Nethercut, and Senator Breaux.:'h 

• 
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• 	 Status: HCFA is reachlng out to groups~ researchers, experts to figure out what. 
education works best, .for who, and how often gluclose needed. etc. They intend· to 
have the regs out on time.. The reimbursement for testing strips goes into effect . 
111/98 and the rest oftlie Jaw 711/98. 

• 	 A $150 lllilIion .investment in diabetes research to prevent and cure juvenile or 
Type I diabetes. Between 700.000 and one million Americans suffer from Type 1 
diabetes. Halfofthose individuals are children. Each y~ about 30,000 Americans 
are di.agflosed with Type I diabetes. ~ funds, which represent 'the largest single 
new investment in Type I diabetes, Will be allocated by Health and Human Service 
Secretary Don~ Shalala Increasing our research efforts for Type I diabetes also will 
help improve· our knowledge about all types ofdiabetes. . 

• 	 Status: NIH has been'working concrete proposals on this and plans to have this to 
the Secretary plan to announce these by the. end of the year. 'Held an Advisory 
Meeting on this on October 7th assessing the.needed areas of research. Addressed. 
areas such as patient':;oriented innovative research, investigator initiated research, 
major clinical trials. Making recommendations to the Secretary. 

• 	 A $150 million investment for prevention and treatment of diabetes among 
Native Americans, who are almost three times as likely to die from the disease 
as other A.JDerieans. In some tribes~ ·more than onewthird of the population suffers 
with diabetes. Native Americans are also far less likely to receive adequate treatment 
to manage the disease .. This funding will help improve prevention efforts and help 
identifY the disease in its early stages. Money will also go to expanding access to 
affordable treatment, so that more Native Americans get the care they need to help 
.reduce the costly.and devD.stating complications. 	 ' 

• 	 Status: IHS met in early October with. tribes and tribes will begetting back to them 
with proposals. (eJ:-- according to OMB and based on conservations with IHS, this 
one has been a little slower to get offthe groWld. OMB stafftells me they have been 
pushing on this with no luck and it maybe helpful to have yo:u or Josh call Kevin 
about this). 

• 	 . A New Diabetes Quality Improvement Project. TIlls summer the President also 
announced a :maJor year:-Iong collaborative effort to develop more consistent qual~ty 
measures for diabetes patients, health plans,and health. providers across America 
The coalition between HCFA. FAACT, ADA, NCQA and now joined by CDC, 
AAFP, ACP. etc, are coming together to develop a common set ofperfonnance and 
outcome measu:resare being developed. Together, in this unprecedented agreement 
these organizations will work to ensure that millions of consumers, purchasers. and 
health care providers have a Common'set of standards for diabetes care and utilize 
this new information to improve ~: .. , . 

'", ' 

• 
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• 	 Status: This group has met several times and is on track to develop draft 
recommendations by January and final in June. More critical organizations, such as 
CDC, AAFP, ACP arid others have joined this important coalition. 

Congressional Caucus Priorities. See attached 

• 	 Weju~ received your priorities and are reviewing them. In particular, I.would like 
to encourage your interest in the National Diabetes Education Program. I agree with 
you that they share your goals. I have spoken to the leaders ofthis program and they 
infonned me that they would welcome your interest and colloboration. 

• 	 With regard to improving physician knowledge of diabetes care, I believe the 
Diabetes Quality Improvement does share some of your same goals of improving 
physician knowledge of this disease. Would encourage you to work with them as 
well. With regard, to quality ofcare issues. CDC is doing some ofthis work, We are 
interested in these ideas as well. 

• 	 Also we would support hearings on map.aged care~ 

• 
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To: Interested Parties 
Fr:Christopher Porter 

. Legis1ative Director. Rep. Furse . 
Re: October 29th Meetina: of Conetessioxuil Diabetes Caucus 

. Da: 10128/97 . 

The Congressional Diabetes Caucus will meet at 2PM on Wednesday; October 29th, at 2PM in 
2359 Rayburn HOB. The Congressional Diabetes Caucus is has 101 bipartisan members, and is 
chaired by Rep. Elizabeth Furse (D-OR) and Rep. George Nethercutt (R·\VA). 

The meeting will be members..anly. is scheduled to last approximately 30 minutes, and. is 
designed to be a discussion on how to publicize the Administration's "Commitment to Fight 
Diabetes" (particularly the Medicare, research, and telemedicine initiatives), as well as 
determine an agenda for the Diabetes Caucus fOT the duration of the l05th Congress. 

It PnUlosed AJ:enda for Diabetes CauCUS M~etil1e: 

1. Introduction by Reps~Furse and Nethercutt (> 5 mins) 

Outline of achievements in diabetes: 

--Medicare coverage of self-management training/strips 

-Research funding for Type 1 ; 

--Research funding for Native Americans 

-Diabetes Telemedicine Project 

-NIH Diabetes Research Working Group 


2. Remarks 	by Erskine Bowles, Chief of Staff to the 

President and former JDF President (5 mins.) 


3. 	Remarks by Chris Jennings, Deputy Assistant to the 

. President for Health Policy (5 mins.) 


--Update on Medicare benefits implementation t>y HCFA before 7/1198; 
.4. Dbcussion of publicizing recent achievements (5 mins.) 
5. 	Discussion of future diabetes agenda (10 mins.) 


--Opportunity for Caucus members to discuss concern'l, 


11. Possible New Issues for the Caucus:. 

Medicare Coverage ofInsulin Pump , 

Currently) HCFA does not cover insulin pump therapy. the ins~12 is a computerized 
device that regulates blood sugar levels, in lieu of traditional mUltiple daily injections. The 
pump is very effective for certain types of people with diabetes, and HCFA coverage .of the 
illSUlin,pump is supported by ADA. JDF, AACE, AADE,.andmanufacturers ...... c...:lJr . 

Medicare Coverage oJ. Pancreas Transplantation G·h:;_..,1..l-
For selective populations of people with djabet~. partcreas transplantation is the only knoWn 
"cure" fOT diabetes. Successful pancreas transplantation patients have a 77% chance Of . 
achieving insulin independence within, one year .. HCFA does not cover .pancreas transplantation, 
and has insisted on stUdies to prove If·quality of Iife ll improvements despite the fact that S1llch an' 
improvement is self-evident. ' 

• 
I 
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Noninvasive Blood Glucose Meterrrechnology Issues 

There are a number companies across. the country pursuing the development of a noninvasive 
blood glucose meter. There is concern among some manufacturers that the FDA does not 
adequately understand diabetes. (Congresswoman Furse and ¥r. Barton recently inserted 
language in the FDA reform bill alerting the agency to the importance of a noninvasive blood 
glucose metee.) 

Quality of Care Issues (Managed Care and/or Medica'd) 

As Congress turns to eJWnine managed care, it's important that the unique health needs of 
people·with .diabetes don't get left out of the discussion. In addition, it has come to OUf . 

attention that services for people with diabetes is extremely inconsistent across different managed 
care ptansand each needs to be fully evaluated. A coroUary to this issue is the increasing role 

. of managed care in the Medicaid program, and its impact on care for people with diabetes~ 

Oversight of National DicWetes Education Project 

The National Diabetes Education Project is a joint venture- between the NIDDK and the CDC to 
educate the public about the serious health issues of diabetes. To date, the NDEP has held 
meetings an discussions without any input from the Caucus. It appears that the NDEP an,j the 
Caucus have very similar goals, and the potential for coUaboration should be examined. 

Promoting Diabetes Research at .NASA . 

Currently, NASA is en.gaged in diabetes research in protein crystal growth, culture of human 
islet cells, and fiber optic probe technology for diabetic retinopathy. There are a number of 
companies pur~uing this research and the Caucus may' be interested in strengthening political 
support for these efforts. 

Isler Cell Transfer: Macroencapsulation. Microencapsulation. and Xenotransplanttition 

Islet cell transfer is one of the most promising areas of diabetes research. but remains .sub~ect to 
political attacks. Scientists across the country are examining different facets ·of islet cell 
research, including mac.roencapsulation, microencaps~lation. and xenotransplarttation involving 
pigs. '. 

Improving PhysiCian Knowledge ofDiabetes Care Issues 

The GAO repOrt issu~d earlier this year on quality of care for Medicare beneficiaries witb. 
diabetes. The GAO r.eport clearly demonstrated that physicians often lack the necessary 
education and expertise to adeq~ately treat people with diapetes. Improving patient care by 
working with providers is one of the top priorities of the Diabetes Quality Improvement ]Project, 
and the Caucus could~oversee their work. . 

Recruitment of NIH Diabetes Researchers 

The recent NIH conference on diabetes confirmed that there is a shortage of quality SCieJltists 
going' into diabetes research. While attracting qualitY research is partially a function of Ihe . 
funding levels, it is also clear that the diabetes research community is somewhat static. The 
Caucus might want to explore ways (perhaps with scientific organizations) to attract yaung 

. - .....". ~-.\ .. ;
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TIl. Possible Future EveiltslAdiyities; 

Develop action kits for Diabetes Caucus member to t.if.fectively conununicate tlze "diabetes 
message. II 

Being involVed in the Diabetes Caucus allows members to communicate the "djabet(~s 
message": prevention ~ves money and improve lives. heJps, reversed a non-sensical government 
heallh policy. We could develop an action kit with talking points, contact infotmation, and 
sample letters to help members use the Caucus membership to their advantage in their disttict. 

Conduct meeting/event in conjunction with Nationo.l Diabetes Education Project 

See dOversight of National Diabetes Education 'Project" under Section n. 
Conduci event in Washington on non-invasive. and other advancements diabetes technologie.s 

There are numetous companies across America ~who are in development of techilold'gies, 
non-invasive or otherwise to help people with diabetes. The Caucus could invite them 'to 
WashingtOn, D.C. to demonstrate their innovations. This would expose the public to new· 
technologies and aHow~Caucus members to showcase products from their districts. 

Hold lriformal Hearing:' with MQMg,ed Care Plans on Diabetes Care 

See "Quality olCate Issues- in Section U. An' informal bearing or other public even! 
could focus attention on this emerging problem. : 

IV. On·Goine .PrOjects for 1998 

There are a number of annual projects for the Congressional Diabetes Caucus which should be 
pursued regardless of ~y new initiatives . 

• Monitor Implementation of new Medicare self-management training 
and blood-testing strips benefits ' 

• Monitor appropriation of new research funds for tyee 1 diabetes. 
and programs for Native Americans. 

eMonitor appropriatiqn for diabetes telemedicine project 

eMaximize FY 1999 NIDDK research budget, monitOr results of 
Diabetes Research Working Group 

e Ensure people with diabetes are adequately represented in 
reauthorization of National Insti.tutes of Health ' 

• 




\,
J 

(;(j-2S-97 12:25 From:COC DDiT ' 'i7C>4;35g&5 i-;1'3 p~3/33 hb-u:u 
"I ~ i 

DIABETES CqNTROL IS PREVENIION: AN OVERVIEWC}"'~ ). 
INTRODUCTION:, "" ",~. 
Diabetes Prevention and, Control is a 2·h6ur live satellite video conference presented by the Centers for ' 
Disease Control and Pre:vention's Division of Diabetes Translation. This enlightening interactive program uses 
CNN'sSusan Rook in her Talk ,Back live format tL') eng"age over 20,000 partIcipants nationwide from over 800 
downlink sites across the country in a dialogue about one of the nation's most serious health problems, 
diabetes. This videoconference will be broadcast to diabetes control program sponsored locations arouhd tne 
country where public heatlh profeSSionals, community leaders. policy makers, health insurance payors and, 
health care professional will participate. This conference will engage people who can make a difference in a"n 
authentic and fresh dialogue on the problems of diabetes to bring about new partnerships and innovative 
solutions.' . 

OBJECTiVes ! ~ . 
The objectives for the conference are: . . ! . 


..:.. to increase awareness of the impact of diab'etes 

(. to highlight existing efforts to reduce the burden of diabetes . 

..:.. to mobHize communiilies to action to improv.e diabetes outcomes 


"t j 

MODERATORS/GUESTS .. ; . . 

.The program is moderated by Susan Rook. The hO"st is Frank Vinicor, MD, Dlrettor of the DiviSion of 

Diabetes Translation, CDC. He will be joined by several expert guests throughout the program. 


DESCRIPTION OF 'PROGRAM 
The program will featureia live studio audience In;.the-round with Susan Rook as the celebr1ty moderator. To 
drive the discussion the program will indude video newsmagazine segments ·showcasing unique and 
Innovative approaches to managing diabetes ftom across th~ US.. 

~ ~ 
This includes home vldeQS from state diabetes cantrol prog~ms showIng theit activities, and PSAS from 
national co-sponsors including the American Diabetes Assoqiation. American Association of Diabetes 
Educators. Juvenile Diapetes Foundation, and more. Viewers will have ample opportunity to interact with 
guests through toll·free p,hOne. fax, and TIY numbers. f 

" ,, 
i :: 

The followlrig is a brief desCription of some of the areas that will be covered during this prOgna'm by segment 
and some of the Quest experts that will provide information abOut specific topics. 

SEGMENT 1; AblFE OF BALANCE 

Reflects individual goals ~and capabilities now attainable. This segment will fOQJs on the impact of diabetes on 
America, why we need to control diabetcs, and what care is needed to prevent diabetes complications. Guest 
exp'erts (or this segment include: Mayer Davidson, MD, PreSident, American Diabetes AssOciation, and 
.Lorraine Valdez. RN, CDE. IndIan Health SeNlee Diabetes fSrogram. . 

,J ~ 

SEGMCNI2: ACOMMONIIY Of SUPPQBI ~ 
2 

Will idenify many of the ~ey players helping to improve diab~tes outcomes, and illustrate through video clips, 
newsmagazines and audience participation, some of the cLirient efforts that are making adifference in 
outcom'es. Guest experts for this segment include: Jan Nonrian, RD, CDE. MOE President; and Program 
Director, Washington State Diabetes Control Program, and Gerald Durley, Ph.D. MDiv.• Past· President . 
Concemed Black Clergy, Director, Health Promotion Resource Center· Morehouse School of Medicine. 

SEGMENT 3: ApROGRAM OF PREVENTION. 
, 

Will discuss the deeper meaning of Diabetes COntrol is Prev~ntion, and how we can work tOgether to solve 
the problems caused by 9iabetes. Guest experts for this seg~ent include Charles Clark, MD, Chair of the 
National Diabetes Educaijon Program (NDEP) and Jaime D9vldson, MD. President of the Texas Diabetes 
AdviSOry Council. i ! . 
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CONTROL< IS PREV'ENTION 


Join CDC, state and .territorial diabetes control program representatives and olner partners in a snxellite 
broadcast dedicated to finding ways to preVent urineeessaty losses caused by diabetes in oUr communities. 

1. . 

~~ 

'. Conference Goals 
. Increase awareness 6fthe hnpacr bfdiabetes 


Highlight exiSting;effons to reduce the burden ofdi3b1tes 


MObiliie com.mu~ties to action to irnprbVe diabetes o~tcomes 

. ~. , 

Intended ParticipantOuttomes ~ . 
Agree that improving quality ofdiabetes care win redu~ di~betes.te)8Ied complications'

," j 

Describe eXisthig national. state and local activities thaI reduCe the bulden ofdiabetes outComes 

. IdenLi fy new opp01'tl;lnities for col1aboratlve efforts to improve diabeteS outcomes 

Agree to Initiate a~tians to improve accis:s to quality djaberes care 
i ~ '.' 

Intended' Audiences 
State, territorial aqa local public health omclalS, comrpunJty leade~. policy mak'ers,statdlociJ busin'ess 
leaders, managed care professionals, and other advocates andpotential advocates for diabetes 

. '." . . , .prevention and coqtrol. . . .~ .. . ' . 
'~ ~' . 

. Preregistration J ~ 
$ ~ 

" ,,'. . f '., ' _, '." ~" . 
To preregister forme Satellite Broadcast. call1·800-41·TRAIN. 

For more infom12Lion. caU your state or territorial diabetes contra] program (see Govemmem blue 
pages for phone "umber). 

) , ••",,> ', ... ,', ..., ........,., •••, ••••, .. 


U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 
Public; Health Se,{-ici!s 


Centets lor Disease Contror~nd Preverittoh 

NatlOrial Center for ChrOnic Oi.s('sas& Prevention 


and Health Promolion 

~ 
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FOR IMMEDIATE RELEASE Contact: 	 Eric Schutt 
Juvenile Diabetes FouncWion 
2021371-9746 
Vanessa McGowan 
Juvenile Diabetes Foundation 
2121479-7530, 

Juvenile Diabetes Foundation Applauds President cnDton's Leadership in 
Hi-Partisan Effort To Incl~de 5150 Million for Type I Diabetes Research in Balanced Budget 

Mary Tyler Moore represents 16 million Amencans threatened by diabetes 
at Presidential Announcement 

New York. NY (August,8, 1997) -~ Tyler Moore aDd volunteers oftheJuvenUe Diabetes FouDdation 
International (JDFI) gathered in Washington today to applaud President CliDton's leadersbip in a Bi­
partisan effort to include $330 million for Dew diabetes programs in the Balanced Budget Act of 1997 - in 
particular. the 5150 minion that is provided for Type 1 diabetes research programs. 

In addition to other imPOrtant initiatives. The Act provides for 530 million per year for five years for ' 
innovative research and treatment proerams focmlin2 Oft the prevention and core ofType I diabetes.', . 

"Insulin i:s not a cure,'" said Mary Tyler Moore, IDFJ's International Chairman. "With this initiative, we can 
capitalize on years ofresearch progress and start to move advances out ofthe laboratories to the bedsides ofour 
loved ones:' 	 ' 

"With the tremendous human and economic tolls taken by this devastating disease and itS complications. it is more 
than appropriate that a full frontal attack on diabetes be launched. by the federal government. .. said Robert Wood 
Johnson IV. Chairman ofJDFI. "This long awaited increase contains a significant infusion ofnew funds for ' 

I research into Type I diabetes, and provides reneWed hope for minions of Americans:- ' < 

"Diabetes bas reached epidemic propoJtionsiWorJdwide and the numbers are st~jJy increasing," stated James E. 
Mulvihill. D.M.D•• President and CEO of10fl. "We know that this extraordinaryinitiative wi11help attract the 
attention ofour leading scientists, and encoUrage them to apply their knowledgc to the complex and, myriad 
<problem~ ofdiabetes in new and imaginati~ways.: <, " :", 

., , , " . ,_ ..,r ,,~ '"' '.~" • 	 , ~. 
, , 	 , 

for diabetes and its colIlpli.cittioDS
',' .. ,- .:;,' i.",. ',,:,'.' ' : 

.' .. 
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Tit. Diabetes ResearchoJo.ndollol 

FOR IMMEDIATE RELEASE Contact: · Eric Schutt 
Juvenile Diabetes Foundation, 

·2021371-9746 
·Van.essa McGowan ' 
Juvenile Diabetes Foundation 
2121479-7530 

Juvenile Diabetes Foundation Applauds President Clinton's Leadership in . 
Hi-Partisan Effort To Include 5150 MiJlioD for, Type I j)iab~tesResearch in Balanced Budget 

. "Mary Tylcr Moore represents 16.million AlJleric8ns threatened by diabetes 
at Prcsidentiai 'AnnoWlcement' . 

New York. NY (AuguSt 8, 1997) -:- Mary .Tyler Moore ,31ld 'volunfeen ofthe Juvenile Di~betes Foundanon 
Ioteritational (JDFl) gathered in Washington today to applaud President Ciinton's ~dership in a ~ 
partisan effort to include 5330 million for new diabetes programs in the Balanced Budget Act of1997 - in ' 
particular. the SlSOmiUionthat is provided for Type 1 dia.beta research programs" 

, " .' . 

In addition to other iJoportant initiatives. The Act provides fo'rS30 million per year for five years for 
innovative ~n:h and treatment pmra~ focusin& on lite prevention and core oflYPe I diabetes. ' 

"Insulin'is not a cure,'" said Mary Tyler Moore, JDFJ's rntemattoilaI Cha.ifinan."Witli this , initiative, we can 
capitalize on years ofresearCh progress and start to move'a4vances out ofthe laboratories ~ the, bedsides ofour 
loved ones"· , . - , ,'.­

··With th~ tremendo~human and ~nomic tolls taken by ihisdevastating disease and its ,complications. it is more 
than appropriate that a run frontal attack on diabetes be launched by the fedeIatgovemnie~.. said Robert Wood 
lohnson IV. Chairman ofJDFI. "This long awaited increase conrains a significant infusion ofnew funds for' 
research into Type I diabetes. and provides reneWed :hope for ~illions ,of Americans." ' , 

"Diabetes has'reached epidemic proportions.worldwide and 1l1e nwnbers m=steadily increasmg," stated James E. 
Mulvihill. D.M.D•• President and CEO ofJOFt "W,eknowthat thiseiiraordinary initiative wiUhelp,attract the 
atrention ofour leading scientists, and encoUrage them to apply 'their-knowledgctO 'the complex. and myriad ,: 

" ,Problems ,ofdiabeteS in new 8nd imaginative ways:., :"~:'&}" ' .. ~ •. " ' -. ' 

120 WaH St~t • New York. New York • 10005~OOl' 212-7.85-9500 • Fax: 212-785-9595. 
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FOR IMMEDIATE RELEASE Contact: 	 Eric Schutt 

Juvenile Diabetes Foundation 

2021371-9746 
VanesSa McGowan 
Juvenile Diabetes Foundation 
2121479-7530 

Juvenile Diabetes Fou~dationApp'.uds President Clintop's Leadership in 

Bi-Partisan Effort To Include 5150 Million for Type I Diabetes Research in Balanced Budget 


Mary Tyler Moore represent~ 16 million Americans threatened by diabetes 
. at Presidential Announcement 

New York. NY (August 8, '1997) - Mary Tyler Moore ad volunteers ofthe Juvenile Diabetes Foundation 
International (JDFl) gatbered in Washington today to applaud President Clinton's leadership in a Bi­
partisan effort to include 5330 million for Dew diabetes programs in the Balanced Budget Act of 1997 - in 
particular, tbe 5150 minion that is provided for Type t diabetes research programs. 

In addition to other imPOrtant initiatives. The Act provides for 530 .00ioD per year for five years for 
innovative resean:h and treatmentproeralM focosin& on the prevention and cure ofType I diabetes. 

"Insulin is not a cure," said Mary Tyler Moore. IDFT's International Chairman. "'With this initiative, we can 
capitalize on years ofresearch 'progress and start to mo:ve advances out ofthe laboratories to the, bedsides ofour 
loved ones." 	 ' . 

"With the tremendous human and economic tolls taken by this devastating disease and its complications, it is more 
than appropriate that a full frontal attack on diabetes be Jauncbedby the federal government," said Robert Wood 
Johnson IV. Chaimtan ofJDFI. "This long awaited increase contains a significant fufusion of new funds for 
research into Type I diabetes, and provides renewed hope for millions of Americans.~ 

",' . 

'"Diabetes bas reached epidemic proponionsworldwide and 1he nwnbets are steadily increasing:" stated James E. 
Mulvihill. D.M.D., President and CEO ofJOFL "We know that this exttaordinary initiative will help attract the 

i. attention ofoUr leading scientists, and encourage them to apply their knowledge tome complex and. myriad 
. . ofdiabetes in new and imaginative ways., , ' 

:~ I •. ; ,..... ~r.• ;. ". ' . ' 	 •.~ ,"!,h , 

UO Wall Strcxt • New York. New York· 100054001 • 212-785-9500 • Fax: 212-785-9595 
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FOR IMMEDIATE RELEASE Contact: 	 Eric Schutt 

Juvenile Diabetes Foundation 

2021371-9746 
Vanessa McGowan 
Juvenil.e Diabetes FOWldation 
2121479-7530 

Juvenile Diabetes Foundation Applauds President Clinton's Leadership in 

Hi-Partisan Effort To Include SlSO Million for Type I Diabetes Research in Balanced Budget 


Mary Tyler Moore represents 16 million Americans threatened by diabetes 
at Presidential Announcement 

New York. NY (August 8, 1997) - MaJ:y Tyler Moore and volunteers of the .Juvenile Diabetes Foundation 

International (JDFI) gathered in Washington today to applaud President CliDton's leadership in a Bi­

partisan effort to inclnde 5330 million Cor Dew diabetes programs in .the Balanced Budget Act of 1991 - in 

particular. the 5150 minion tkat is provided for Type I diabetes research programs. . 


In addition to other imPOrtant initiatives. The Act provides for $30 minion pcr year for five years for 
ionO'YatWe research and treatment pryeramsfocusine on the prevention and cure ofType I disbetes. 

"Insuiin is not a cure, .... said Mary Tyler Moore. IDFT's International Chaimian. "'With this initiative., we can . 

capitalize on years ofresearch progress and start to move advances out ofthe laboratories to the bedsides ofour 

loved ones'" 


"With the tremendous human and economic tolls taken by this devastating disease and its complications. it is more 
than appropriate that a full frontal attack on diabetes be launched by the federal govemment." said Robert Wood 
Johnson IV, Chain1lan ofIDFI. "This long awaited increase contains a significant infUsion of new funds for 
research into Type I diabetes, and provides renewed hope for millions of Americans." 

.UDiabetes has Je8Ched epidemic proportions·worldwide and the numbers are steadily incre:asing.'·stated James E. 
Mulvihill. D.M.D•• President and CEO ofJDFt. "We know that this extraordinary initiative will help attnct the 
attention ofOUT leading scieD.ti9tS, and encourage them to apply their knowledge to the complex. and myriad 

.. problems ofdiabetes in new and imaginative ways. 	 . 
~ . . ~ ~:.. ,;,,,,.' '" ..;, 	 ' , 

~:i;;; :;: '::The.mi~i~~f~~:ci~eDile Piabetes found8tio~lntemaiiODaJis;to find.a:c~fordiabetes.andits complicatious_.. 
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FOR IMMEDIATE RELEASE Contact: 	 Eric Schutt 

Juvenile Diabetes Foundation 

2021371-9746 
Vanessa McGo'WBIl 
Juvenile Diabetes Foundation 
2121479-7530 

Juvenile Diabetes Foundation Applauds President Clinton's Leadership in 

Bi-Partisan Effort To Include 5150 Mi11ion for Type I Diabetes Research in Balanced Budget 


Mary Tyler Moore represents 16 million Americans threatened.by diabetes 

at Presidential Announcement 


New York. NY (August 8. 1997) ~ Mary Tyler Moore and volunteers ofthe .Juvenile Diabetes Foundation 
International (JDFl) gathered in Washiugton today to applaud Prl'3.ident Clinton's leadership in a Bi­
partisan effort to include 5330 millioll (or Dew diabetes programs in the BaJaneed Budget Act of t997 - !!! 
particular.tbe 5150 miUion that is provided for Type 1 ~. research programs. 

In addition to other imPOrtant initiatives. The Act provides for $30 million pcr year for five years for 

inD.ovative i-esearc~ and treatment prog:rams focusioe on the prevention and cure ofType I diabetes. 


"Insulin is not a cure,'" said Mary Tyler Moore. IDFT's International Chairman. "With this initiative, we can 
capitalize on years ofresearch progress and start to move advances out ofthe laboratories to the bedsides ofour 
loved ones," . 

"With the tremendous human and economic to1l.9 taken by this devastating disease and its complications, it is more 
than appropriate that a full frontal attack on diabetes be launcbed by the federal govemment,"said Robert Wood 
Johnson IV, Chairman ofJDFI. ."This long awaited increase contains a significant infusion ofnew funds for 

.wresearch into Type I diabetes. and provides renewed hope for millions of Americans," 

"Diabetes bas reached epidemic proportions worldwide and .the numbers ale steadily.increas.i.ng.'· ~ James E, 
Mulvihill. D.M.D•• PreSident and CEO ofIDFI. "We know that this extraorrunary initiative will help attract the 
atrention ofour leading scientists, and encourage them to apply their knowle4.igc to the complex. and myriad 

. problems ofdiabetes in new and imaginative ways. 	 . 
.' \ ~ ~1.'::.. . 
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FORIMMEDIATE 'RELEASE Contact: 	 Eric Schutt 

Juvenile Diabetes Foundation 

2021371-9746 . . . . , Vanessa McGowan 
Juvenile Diabetes Foundation 
2121479-:-7530 

, Juvenile Diabetes Foundation Applauds President Clinton's'Leadership in 
Bi-P4rtisan Effort To Include $150 MiJlion for Type I Diabetes Research in Balanced Budget 

Mm:y Tyler Moore represents 16 million Americans threatened by,diabetes 
at Presidential Announcement 

, 	 , 

New York., NY (AuguSt 8, 1997) - Mary Tyler Moore ad volunteen ofthe .Juvenile Diabetes Foundation 
International(JDFl) gatbered in Washington today to applaud President Clinton's,leadenlhip in aBi-, 
partisan effort to include $330 million for ,new diabetes programs in the Balanced Budget Act of1997 -.:. i.ri. 
particular. tbeSlSO million tlmt is provided for· Type I dia.bett!s research programs. .' 

In addition to other imPOrtant initiatives. The Act proVides for 530 mnli~npcr year for five years fQr 
innovative research andtreatment,pJ"0W8.IDS (nemine on the prevention and cure o(Type I diabetes., 

"'nsuliois Dot a cure,'" said Mary Tyler Moore, JDFl's IntematiooaIGhairman. "'With this initiative, we Can 
capitalize on years of~h progress and start to move advances ,out ofthe laboratories to the bedsides ofour 
loved ones." . , " 	 . , 

··Withthe tremendous human' and econoDiic ,tolls taken by this devastating disease and itS compJica:ti~ns, it is more 
thart appropriate that a full frontal attack on diabetes be lalDlched by the federal government," said Robert Wood 
Johnson IV. Chairman ofJDFI.~'This long awairedincrease Contains a Significant infusion ofnew f1JIids for' 

'research into Type I diabetes. and provides renewed hope.for millions of Americans," . 

"Diabetes bas ieachedepidemic proportions worldwide and the numbers are steadily increasing." stated James E. 
MuLvihill, D.M.D., J:lresident and CEO ofJDfl."We know that this~rdinary initiative will help attract the 
atterition ofour leading scientists, and encoUrage them to apply their knowledge ,to the complex and myriad . , 

,prOblems ofdiabeu:s in. n~ ,and imaginative W~ys. , "',",., ' . ' 
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March 28, 1997 

TO: Sarah Bianchi 
FROM: Joan Stieber, HCF AlOLIGA 
RE: Further background material on diabetes 

Attached, as requested, is some further background material on diabetes, including: 

(1) 	 Fact sheets from the CDC (including some information available on the Internet). Note 
that the statement on the top sheet ("27% of all Medicare costs annually are to treat . 
persons with diabetes") has been misunderstood by some people to mean that 27% of 
Medicare costs are for diabetes-related care -- a very different thing than the costs of all 
services provided to persons with diabetes. For further discussion of this point, see the 
Dec. 10, 1996 memo from Bruce Vladeck to the Secretary (in the package FAXed to Jean 
Lambrew on March 10, 1997). • 

(2) 	 Testimony by the American Diabetes Asso.ciation (ADA) before the Ways & Means 
Committee, July 25, 1995. 

(3) 	 "Direct and Indirect Costs ofDiabetes in the United States in 1992" -- a study by the 
ADA, with summary cover sheet. 

(4) 	 "Health Care Expenditures for People With Diabetes Mellitus, 1992" -- an article by 
Rubin, et aI., published in the Journal of Clinical Endocrinology & Metabolism, April 
1994. 

Two further points FYI: 

(1) 	 In the briefing package FAXed to you on March 10, in the document called "Comparison 
Between H.R 58 (Furse Bill) and Administration Proposals for Expanded Diabetes 
Benefits", the second bullet point says: "While H.R. 58 refers to "testing strips", we 

. assume it intends to expand coverage for blood glucose monitors as well as strips." We 
have since learned that that is incorrect. H.R 58 proposes expanded coverage of only the 
testing strips that are used in conjunction with glucose monitors, not coverage of the 
monitors themselves. In contrast, the Administration's bill would expand coverage for 
both monitors and testing strips (with a 10% payment reduction for the strips). 

(2) 	 Nancy De Lew (OLIGA Deputy Director) attended the Secretary's meeting with the ADA 
on March 11, 1997. She says that the meeting focused primarily on NIH, with the ADA 
urging support for expanded NIH research on diabetes. The ADA was supportive of 
HCF A activities, although they believe that coverage of testing strips would be sufficient 
without coverage for glucose monitors (see point above). 

If you have any further questions about these materials, please give me a call at (202) 690-6884. 
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MESSAGE FOR CENTERS roR. DISEASE CONTROL AND PREVENTION 
DIAUTES CONRRltNCE PARTICIPANTS 

, . March 24. 1991 

We must recognize the heaofilS of early preVODuve infCZVeutions ifwe are to eQ.llUl'e 8 

better quality ofliCo for more Americans and begin to control the costs of many ~bronic cU~_ 
Diabetes am lead the way in these efforts. This all too Q)DJmOD. serio\ll, and costly disease. 
whioh pl1'ti¢ularly bnpKts tho~ least ablo to deal with the eond.ition .... coznmunities ofcolor and 
the' eldeny - cia. serve as a model for demolLlt:ating a new approach to reduciIll health 
problCl'lls: early pre\.cntive can:; patillit involvement and respoJ:l4ibility; l\atc and local program 
participation; a.nd public. private. voluntary. aucI audemic coo.r~ation. 

These are the elements whioh must come tosether ifwe are to mike an iraPOl"Wlt 
difference in the everyday lives ofpeople with diabetes. With what we know today. people with 
diabetes do not bave to experience bli.ndncas. IIDputaUOIll. kidney failure, heart attacks. and 
reduc.e.cl quality of life. 

It is vitally hnportant for you to continue to do cxceUcat work; to Q)ntiDue to ulial 
people to learn how to manage their own diabetesi aDd to eatablish prol1'lm'IS early in the aatura! 
hi3tory ofdiabetes 50 we can decrease dependency on Q)mpJicated, expcDSiVe treatment. You 
are the public health leader•• a,nd througlt your leadership, we caD. move fol'Wll'd to reduce the 
devastating b¥en ofdiabetes by empMsizigg the importance ofprevcntioQ. . 

M/J;k

Newt Oinsrich 
Speaker aldie House ofRepreseotativu 

Brakbae Bowles 
ChidofStaff to the President 
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