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16 million persons in the U.S. have diabetes, aml 8 million
are nof aware of if. : o

27% of all Medicare costs annually are fo freat persons
with diabetes.

Diabetes is the 7th leading cause of death.

~ The American Diabetes.Association estimates that we could
save $6.5 billion annually if we establish di abores
prevenﬂon and control programs.
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Diabetes
A Serious Public Health Problem

ATA-GLANCE '
1996

Translating Science Into Care

Those who suffer losses due to diabetes are not just statistics on a chart.
They are people whose talents and wisdom are needed and whose problems deserve our unified efforts.
Together we can join to make life more just and more joyful for generations to come.

David Satcher, MD, PhD, Director, Centers for Disease Control and Prevention

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Public Health Service
A Centers for Disease Control and Prevention

CENTERS FOR DISEASE CORTAR
MRD PREVERTEON




Is Diabetes a Serious Public
Health Problem?

In 1995, about 16 million people in the United
States had diabetes, but only 8 million had been
diagnosed with the condition. The number of persons
with diagnosed diabetes has increased from 1.6
million in 1958 to 8 million in 1995—a fivefold
increase. Diabetes is the seventh leading cause of
death in the United States, and it contributes to
thousands of deaths each year. Individuals with
diabetes are at increased risk for

+ heart disease
+ blindness
o kidney failure

o lower extremity amputations not related
to injury

Diabetes and its complications occur among
Americans of all ages and racial and ethnic groups.
The burden of this disease is heavier among elderly
Americans and certainracial and ethnic populations,
including African Americans, Hispanics/Latinos,
and American Indians. For example, more than
10% of elderly adults have been diagnosed with
diabetes, and the prevalence of diabetes among
various American Indian tribes ranges from 5% to
50%. A number of studies have also shown increased
rates of the disease among certain Asian and Pacific
Islander populations.

What Is Diabetes?

The term diabetes describes either a deficiéncy of
insulin or a decreased ability of the body to use

“insulin, whichisahormone secreted by the pancreas.

Insulin allows glucose (sugar) to enter body cells
and be converted to energy. Insulin is alsoneeded to
synthesize protein and store fats. In uncontrolled
diabetes, glucose and lipids (fats) remain in the
bloodstream and, with time, damage the body’s vital
organs and contribute to heart disease.

Diabetes is classified into two main types: non—
insulin-dependent diabetes mellitus (NIDDM) and
insulin-dependent diabetes mellitus (IDDM). The
most common type is NIDDM. It affects 90% of
those with diabetes and usually appears after the age
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of 40. The other type—IDDM—affects less than
10% of those with diabetes. Although this type of
diabetes can occur at any age, it most often appears
in childhood or the teen years. The primary focus of
the Centers for Disease Control and Prevention
(CDCQ) is to translate scientific information about
diabetes into strategic plans that help people pre-
vent the complications of diabetes. .

What Are the Economic Costs
of Diabetes?

Diabetes imposes a heavy economic burden upon
the nation each year. In 1992, an estimated $92
billion in direct and indirect costs were spent on
diabetes. Contributing substantially to these costs
are the complications of diabetes. For example, in
1992, the cost of treating kidney failure for 56,000
Americans with diabetes exceeded $2.1 billion.
This figure did not include the costs associated with
disabilities and premature death. In this same year,
Medicare expenditures per person with diabetes on
kidney dialysis averaged $38,700. Because kidney
failure is increasing at an alarming rate, these cost

are expected to rise.
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New Cases of Kidney Failure Due to Diabetes,
United States, 1982-1992
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More than 60% of lower extremity amputations
that are not related to injury occur among persons
with diabetes. Approximately 57,000 diabetes-
related amputations were performed in 1993. The
direct costs of diabetes-related amputations are
about $600 million annually.

The full burden of diabetes in terms of death,
complications, and costs is not easy to measure. In
fact, many hidden costs are associated with diabetes.
These costs include a failure to recognize the role of
diabetes in premature deaths and the unknown
costs related to undiagnosed diabetes. Furthermore,
for families and communities, the loss of human
lives and abilities transcends numerical measures.

What Are the Benefits of
Prevention?

The increasing burden of diabetes is alarming, but
the good news is that‘much of the burden of this
major public health problem can be prevented with
early detection, improved delivery of care, and
diabetes self-management education. For example,

o Currently, screening and treatment for eye
disease among persons with diabetes is saving

the federal government about $248 million

annually. If all persons with diabetesreceived

recommended screening and treatment, the

annual savings to the federal budget could
- exceed $470 million.

o Women with preexisting diabetes deliver
more than 18,000 babies each year. Forevery
$1.00 invested in preconception care for
these mothers, $1.86 can be saved by
preventing blrth defects.

« The Diabetes Control and Complications
Trial, a national 10-year study that involved
1,441 volunteers with insulin-dependent
diabetes, confirmed that good control of blood
sugar prevented the onset or delayed the
progression of eye, kidney, and nerve damage‘

by at least 50%.

What Does CDC Do To Reduce
the Burden?

CDC strives to increase awareness and education
about diabetes, support early detection and treat-
ment of complications, improve the quality of
diabetes care, and enhance access to diabetes care
by improving and expanding services.

Toadvance acommon mission to reduce the burden
of diabetes, CDC joins with state and territorial
health departments in establishing partnerships for
populations at increased risk for diabetes and its
complications. CDC and its partners use the
following approaches:

They define the burden and develop surveillance
systems to—

« identify high-risk groups

+ monitor health outcomes and indicators of
the quality of health care recommended for
persons with diabetes

o provide data that can be used to formulate
health care policy '

o evaluate progress in disease prevention and
control ~

L
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They develop new approaches such és innovative
community-based programs—

- Project DIRECT—CDC is collaborating with the

state of North Carolina toevaluate the effectiveness
of community-based public health approaches in
reducing the burden of diabetes.

Diabetes Today—This program provides health
professionals and community leaders with the skills
tomobilize communities and to develop appropriate
interventions. One of the outcomes of this course is
a strategic plan that is community owned and
culturally relevant to the local population.

Latino Diabetes Initiative for Action (Latino

DIA)— In 1995, CDC launched this initiative to
develop culturally relevant diabetes prevention
strategies for Latino communities. CDC enlisted
the National Latino Expert Workgroup to
collaborate in planning, prioritizing, implementing,
promotine. and evaluating strategic Latino DIA
activities to narrow the disparity of diabetes in the
Latino community.

They implement effective programs—

CDC works with state- and territorial-based diabetes
control programs to reduce the complications
associated with diabetes. The following are just a
few examples of such activities:

TheMaine Diabetes Control Program implemented
a diabetes outpatient education program in more
than 30 hospitals and health centers throughout the
state. Ina 3-year period, this state education program
resulted in a 32% reduction in hospital admissions—
a savings of $293 per participant.

The Michigan Diabetes Control Program’s Upper
Peninsula Diabetes Qutreach Network (UPDON)
established a program with hospitals, health
departments, and home care agencies thatimproved
the quality of diabetes care and education. The
participants in the program experienced a 45%

lower rate of hospitalizations, a 31% drop in lower
extremity amputations, and a 27% lower death rate
than did nonparticipants. This program has been
replicated in five new outreach networks throughout
the state.

The Texas Diabetes Control Program recently
formed the Managed Care Work Group to establish
minimum standards of care and outcome measures
for Texans with diabetes. A cost-benefit analysis by
one of the collaborating partners determined a
break-even point in 2 years with savings to result
thereafter. Other partnersare joining as they consider
the quality of care issues and realize the cost benefit.

National Partnerships

CDC joins with government agencies, voluntary
and professional organizations, academic
institutions, and community groups to

« provide data for sound public ealthdecisions
+ inform the publicabout the burdenof diabetes

e ensure that current research findings are
translated into effective clinical and public
health strategies to reduce the burden of
diabetes

+ promote assurance of optirnal diabetes care
and education for all persons living with
diabetes in the United States

Diabetes presents both a challenge to and an
opportunity for public policymakers, health care
providers, community leaders, and individuals with
diabetes to apply prevention strategies known to
makea significantimpact. Recent studies in diabetes
have confirmed that prevention of complications of
diabetes is a strategy that works. Such strategies
benefit individuals, families, communities, health
organizations, and all those who are financially and
economically concemned about the impact of diabetez
and its complications. ‘
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National Diabetes Fact Sheet

(National estimates released on November 3, 1995)
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O Cost
O Deaths
O Incidence

O Prevalence by Population Groups
O Treatment for Diabetes
O Long-Term Complications

O Pregnancy

O Gestational Diabetes
O Impaired Glucose Tolerance
O Collaborating Orsanizati

Prevalence of Diabetes in the United States

Total (diagnosed and undiagnosed): 16 million (1995 estimate)

O Diagnosed: 8 million
D Undiagnosed: 8 million
O Insulin-dependent diabetes (IDDM): Estimates range up to 800,000 (No national reglsmf for

diabetes exists. These estimates are extrapolated from several regional registries).

O Noninsulin-dependent diabetes (NIDDM): About 7 to 7.5 million diagnosed cases (1993

estimate)

ck

Cost
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Total (direct and indirect): $92 billion (United States, 1992)

O Direct medical costs: $45 billion (The figure for direct medical costs includes only those costs -
directly attributable to diabetes. This is in contrast to figures cited elsewhere that estimate all health

i care costs incurred by people with diabetes, including costs not related to diabetes.)

1 O Indirect costs: $47 billion (disability, work loss, premature mortality)

Back to top of this page

Deaths

O In 1993, about 400,000 deaths from all causes are estimated to have occurred among persons aged
25 years and older who have diabetes. This figure represents 5 percent of all persons known to
have diabetes and 18 percent of all deaths in the United States in persons aged 25 years and older.

O Based on death certificate data, diabetes contributed to the deaths of more than 169,000 persons in
1992. 1t is well known that death certificate data underrepresent diabetes deaths.

O Diabetes was the seventh leading cause of death listed on U.S. death certificates in 1993, according
to the National Center for Health Statistics. It is the sixth leading cause of death by disease.

Bagl ‘ th

Incidence

Total new cases diagnosed every day: About 1,700 (1990-1992 averaged)
Total new cases diagnosed every year: 625,000 (1990-1992 averaged)

O NIDDM: About 595,000 new cases per year
| | 0O IDDM: About 30,000 new cases per year

Back f thi

Prevalence by Population Groups
Number of persons diagnosed with diabetes (1993 estimates)

} O Women: 4.2 million
| O Men: 3.6 million ~
: O Children aged 19 years or younger: About 100,000

O Adults aged 65 years or old @

Percentage of Adults with Diabetes by Race and Ethnicity ‘
(estimates of the prevalence of diagnosed and undiagnosed diabetes from various national surveys and
special studies)

2 0f 5 . 11/14/96 :7:28:11
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| O African Americans: 9.6 percent

O Mexican Americans: 9.6 percent

O Cuban Americans: 9.1 percent

O Puerto Rican Americans: 10.9 percent

0O White Americans: 6.2 percent

0O American Indians: Ranges from 5 to 50 percent :

O Japanese Americans: Among second-generation Japanese Americans 45 to 74 years of age
residing in King County, WA, 20 percent of the men and 16 percent of the women had diabetes.

Back to top of this page

' Treatment for Diabetes

Treatment emphasizes control of blood glucose through blood glucose monitoring, regular physical
activitv, meal planning, and attention to relevant medical and psychosocial factors. In many patients, oral
medications and/or insulin injections are also required for appropriate glucose control. Treatment of
diabetes is an ongoing process that is planned and regularly reassessed by the health care team, the
person with diabetes, and his or her family. Patient and family education are important parts of the
process.

" Back to top of this page

Long-Term Complications
Heart Disease _ : “
O Cardiovascular disease is 2 to 4 times more common among persons with diabetes.
: O Cardiovascular disease is present in 75 percent of diabetes-related deaths.
§ 0O Middle-aged persons with diabetes have death rates twice as high and heart disease death rates
' about 2 to 4 times as high as middle-aged persons without diabetes.
| Stroke
| O The risk of stroke is 2 to 4 times higher among perons with diabetes.
High blood pressure
O An estimated 60 to 65 percent of persons with diabetes have high blood pressure.

 Blindness

O Diabetes is the leading cause of new cases of blindness among adults 20 to 74 years of age.
O Diabetic retinopathy causes from 12,000 to 24,000 new cases of blindness per year.

Kidney disease (treatment by dialysis or transplantation)

3 iof 5 ‘ 11/14/96 17:28:11
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O Diabetes is the leading cause of end-stage renal disease, accounting for 36 percent of new cases.
O 19,790 new cases occurred in 1992 in people with diabetes.
O 56,059 people with diabetes were undergoing dialysis or transplantation treatment in 1992.

i
i
:
|
i

{ Nerve disease

O About 60 to 70 perccnt of people with dlabetes have mild to severe forms of diabetic nerve
~ damage (with such manifestations as impaired sensation in the feet or hands, delayed stomach
' emptying, carpal tunnel syndrome, peripheral neuropathy).
| O Severe forms of diabetic nerve disease are a major contributing cause of lower extremity
amputations.

A » ) ,,'\
mputations R

0O More than half of lower limb amputations ﬁ'i‘the United States occur among persons with diabetes;
from 1989 to 1992, the average number of amputations performed each year among persons with
diabetes was 54,000.

Dental disease

0O -Periodontal disease, which can lead to tooth loss, occurs.with greater frequency and severity

! ' among persons with diabetes. In one study, 30 percent of IDDM patients aged 19 years and older
| had periodontal disease.

! 0O The rate of tooth loss is 15 times higher, and the incidence of periodontal disease is 2.6 times

| higher among Pima Indians with NIDDM than among those without diabetes.

s Bacl  this

\’“

Pfegnancy

O The rate of major congenital malformations in babies born to wémen with precxisting diabetes
varies from 0 to 5 percent in women who receive preconcepnon care to 10 percent in women who

' do not receive preconception care.
i O Three to 5 percent of pregnancies in women with diabetes result in death of the newborn; this
compares to a rate of 1.5 percent for women who do not have diabetes.

Back to top of this page

Gestational Diabetes

5 Gestational diabetes devclops in some pregnant women; the condition disappears when the pregnancy is
' over. A history of gestational diabetes, however, is a risk factor for eventual development of NIDDM.

O Gestational diabetes occurs in 2 to S percent of pregnancies and at higher rates among African

Americans, Hispanics/Latino Americans, and American Indians (rates in American Indians range
from 1 to 14 percent). -

4 0f 5 A 11/14/96 17:28:11
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. Impaired Glucose Tolerance
Impaired Glucose Tolerance (IGT) refers to a condition in whidh blood sugar levels are higher than
normal but not high enough to be classified as diabetes (between 140 to 199 mg/dl in a 2-hour oral
3 glucose tolerance test). IGT is a major risk factor for NIDDM -

O This condition is present in about 11 percent of aduits.

| o

i O About 40 to 45 percent of persons aged 65 years or ol &‘ve either NIDDM or IGT.
! ‘ L

| Back to top of this page A 3@ -

These organizations collaborated in compiling the information
upon which this fact sheet is based:

S e,
5 O American Association of Diabetes Educators TR
| O American Diabetes Association
O Centers for Disease Control and Prevention
; O Department of Veterans Affairs A
, 0 Health Resources and Services Administration T

0O Indian Health Service G

O Juvenile Diabetes Foundation Intcmanonal '

00 National Institute of Diabetes and Digestive and Kidney Disease of the Ifgtmnal Institutes of

Health

b v
Backcto 10 ol his page ﬁ
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FACTS ON DIABETES

have not been diagnosed, with this disease. 3.2 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.
The death rate from diabetes is nearly 3 times higher in the Native' American population than in the
U.S. population. African-Americans have diabetes at nedrly double the rate of other Americans.

|
|
.~ There are 8 million people diagnosed with diabetes and another 8 million are believed to have, but
l
|

Diabetes is the seventh leading cause of death. Middle-aged Americans with diabetes have death -
rates twice as high as other Americans.

| People with diabetes are more likely to suffer from heart 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-ﬂurds of people w1th
diabetes.

Diabetes is the leading cause of end-stage renal disease, non-traumatic amputations, and

blindness. Diabetes accounts for thirty-six percent of new end-stage renal disease (ERSD) cases
| (kidney disease)--about 20,000 cases each year. In addition, 54,000 amputations are performed on

' i diabetics each year, and up to 24,000 adults are blinded each year from diabetes.
i Co '

; The American Diabetes Associéti‘on estimates that we spend $92 billion per year on diabetes

' care. Ofthe total, costs directly attributable to diabetes total $45 billion, while indirect medical costs,
? such as work loss, disability, and premature death total $47 billion. - o
1

DIABETES AND MEDICARE

Medicare pays for ERSD for the non-elderly populatié)n 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. '

TYPEI DIABETES

Between 700,000 and 1 million Americans haﬂ}e Type I diabetes and‘as many as half of these are children.” ™
Each year about 30, 000 Americans -- - many of whom are children -- are diagnosed with Type I diabetes.

. - Almost all Americans with Type I diabetes wﬂl likely suffer ﬁ'om at least one of the many compllcatlons

arising from diabetes, including senous eye dlsease (e. 2. blindness), amputatlon heart dlsease or k;dney
' dlsea.se : .

| .. NATIVE AMERICANS AND DIABETES

‘,Dlabetes occurs at rates dramatlcally hlgher among Nauve Amemcans than m the general U S ,
e .populatlon One tinrd to one half of adults in certam mbal groups have diabetes. o LR e o

Native Americans develop Type II diabetes at a younger age as young as age eight — and suffer higher
| - rates of complications including blindness, amputatlon and kidney disease.




NEW DIABETES INVESTMENTS TO IMPROVE TREATMENT, PREVENTION AND
RESEARCH FOR AMERICANS WITH DIABETES

Today President Clinton highlighted a set o_f four im’tiatives that will improve the lives of the at least
8 million Americans who have been diagnosed with diabetes. Three of these 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, announced by President Clinton today, are as important for people with d1abetes as the
discovery of insulin in l92l ” The Pres1dent announced:

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

2) A new $150 million investment in diabetes research to prevent and cure Type I (often
“known as ]uvenlle) 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 Help People 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 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.- 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 all beneficiaries with diabetes, whereas Medicare currently covers only insulin-dependent
- patients: Ensuring Medicare beneficiaries have access to these supplies will help improve their ..
eatment and has great potent1al o reduce-costs Thls new leg151a ion was introduced and strongly

: A' New $150 Mjlllon Investment to Help Research a Cure for Type I (Juvemle) Dlabetes o
-The HHS Secretary-is-allocated $30- million’ annually for five ; years: for. research to help find the cure for s
. diabetes. Americans with Type diabetes w1th this disease often suffer severe consequences, even

when they receive the best treatment and care. The HHS Secretary will have discretion to target the

new funds to the best scientific opportunities. This represents the largest single new 1nvestment in

_ Type I d1abetes : :




$150 Million Investment to Help'Prevent and Treat Diabetes Among Native Americans. The

. HHS Secretary is allopated $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 times higher in the Native American population than in the U.S. population as a whole. 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 help identify 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 treatment so that more Native
Americans get the care they need to help reduce costly and extensive complications. THS 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 Quahty 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 (such as approprlate
blood glucose levels)

The performance and outcome measures are being developed by a coalition of four organizations:
HCFA, the largest purchaser of health care for the diabetic population; the ADA, the largest voluntary
health agency dedicated to improving the lives of people with diabetes; NCQA, which develops and
maintains a set of standardized performance measures used by more than 90 percent of health 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 of consumers, purchasers, and health care providers utilize this new information to
improve care. '




o start o move advanoes out of the laboratones to the bedsides of our loved ones

QUOTES SUPPORTING PRESIDENT CLINTON'S ANNOUNCEMENT ON
UNPRECEDENTED DIABETES INITIATIVE

"President Clinton's announcement today ends an extraordinary week in the history of diabetes
in America. Because of the President's support of bi-partisan initiatives, nearly $3 billion of

" new money will be invested into research and treatment. Finally, diabetes is getting the
'recogmtwn it deserves as a major publlc health problem facing America."

"By investing now in the tools and services that can help seniors manage their diabetes, we
anticipate that Medicare can help reduce the enormous human and financial cost that
accompanies diabetes complications. This is a dramatic step forward since Medicare
traditionally has paid for diabetes-related hospitalizations, but nor for the means that would
help keep seniors out of the hospital." ‘

American Diabetes. Association

“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. This long awaited increase contains a signficant infusion of new
funds for research into Type I diabetes, and prov1des renewed hope for :mllhons of

_Americans.”

"We know that this extraordinary initiative {announced by the President teday] will help attract
the attention of our leading scientists, and encourage them to apply their knowledge to the
complex and myriad problems of diabetes in new and imaginative ways."

— Juvenile Diabetes Foundation International

"Insulin is not a cure.: With this mmatwe, we. can capltahze ‘0N years cf research prcgress and ¥

\~,

N

- Mary Tyler Moore A
International Chairman ‘
Juvenile Diabetes Foundation International



“President Clinton is-to be commended for providing leadership in improving the quality of
life for the 16 million Americans who suffer from Diabetes. This significant development is a
posmve step forward in expanding the life expectancy for the rmlllons of African Amerlcans
who have been victims of th1s dreaded disease."

-- The National Caucus and Center on
Black Aged Inc

“For the approximately 3 million African Americans affected by diabetes and who suffer a
disproportionate burden from its complications, the initiatives announced by President Clinton
will prompt a shift in the quality of care and access to services that can improve outcomes.
The National Medical Association feels strongly that this is a health initiative that will strike a
major blow to the debilitating effects of a silent killer in high-risk minority communities, and
reduce the enormous drain on human and fiscal resources caused by diabetes." :

"The National Medical Association enthusiastically applauds President Clinton for the
‘provisions in the balanced budget package directed towards cure of Type I diabetes, more
intense preventive services and treatments for Native Americans, and improved coverage for
self-management of older and other high-risk populations. For the almost 3 million African
_Americans with diabetes, who suffer higher rates of amputations and kidney failure, these
initiatives signal a major shift in the direction of bringing much of our new knowledge to bear
on relief of a costly and debilitating dlsease while hastening our quest to eradlcate it

completely

" -- National Medical Association

"President Clinton is the first President to understand the importance of diabetes to so many
people. We know that the President's diabetes initiative will improve the quality of life for the
1.3 million Hispanic diagnosed with this chronic disease. As Hispanics are twice as likely as
the general population to have diabetes we know that our communities welcome this major .
step from the President." ~ '

-- Jane L. Delgado, Ph. D
President and CEO- Lo
- National Coalition of Hlspamc Health and
~ Human Services Organizations (COSSMHO)




“The National Council on Aging, Inc. Supports the President's Initiative on Diabetes. - Better
. screening is essential to make sure cases are correctly diagnosed. NCOA [The National
Council on Aging, Inc.] strongly supports efforts to develop and disseminate diabetes
guidelines to health professionals for appropriate disease management." :

* -- The National Council on Aging, Inc.



FOR OTHER DISEASES AS WELL"

DIABETES Q&As

WHY ARE YOU INVESTING $30 MILLION ANNUALLY OVER FIVE YEARS
IN TYPE I DIABETES WHEN ONLY A SMALL PORTION OF THE DIABETES
POPULATION HAS THIS DISEASE‘*‘

Increasmg our research efforts for Type I dxabetes will actually help improve our
knowledge about all types of diabetes. In fact, currently NIH does not even distinguish
between their research dollars spent on Type I and Type II diabetes.

This initiative, which allows the HHS Secretary to allocate $30 million:annually' for five
years to research a cure for Type I diabetes, however, could make a significant difference
in how scientists understand this disease. We have talked to scientists at NIH who

believe that an intensified effort on diabetes could lead to some important breakthroughs

in our understanding of how we can cure diabetes.

There are between 700,000 and one million Americans who suffer from Type 1 diabetes,
as many as half of whom are children. These Americans -- even those who receive the
proper treatment -- are likely to develop at least one of severe diseases associated with
diabetes, such as blindness, heart disease, or kidney problems later in life. We will not be

* able to eliminate the serious consequences and costs of thlS disease until we develop a

cure.

WHY IS ARE YOU SUPPORTING AN APPROACH THAT IS OUTSIDE THE
. NORMAL APPROPRIATIONS PROCESS THAT SUPPORTS THE NATIONAL

INSTITUTES OF HEALTH (NIH)?

The $150 million allocated by the HHS Secretary for Type I diabetes will be given out by

. the Secretary -- with the help of the top scientists at HHS -- to the most promising

research scientific research projects. NIH is currently in the process of administering a
clinical trial for Type I diabetes and is making significant progress in research on Type I
diabetes. Scientists at NIH believe that this new intensified effort will provide more
resources 1n a tlght budget to take the next steps in understandmg thls dlsease .

DO YOU PLAN TO ALLOW THE HHS SECRETARY TO ALLOCATE GRANTS '

Tlns isan mtens1ﬁed eﬁ‘ort to help research a cure for one of our nanon s most stl
diseases and to help reduce the’ impact of diabetes on Native Americans since it's
devastating this population. . There are not cwrenﬂy any plans to extend this- kmd of :
allocation to other diseases. :




.~ No mvcstment in research can guarantee that acure can be dlscovered However
""" scientific researchers are ‘making sxgmﬁcant progress in the area of dlabetes and smentlsts

' WHY ARE WE FOCUSING SO MUCH OF THIS EFFORT ON DIABETES
CARE FOR NATIVE AMERICANS" -

The death rate for Natwe Amerlca.ns with dlabetes 1s nearly three tlmes that of other
‘Americans. In some tribes more than one-third of the population-suffers from this
_ dreadful disease. Native Americans are also far less likely to receive adequate treatment
~ to manage this disease and therefore are more likely to get some-of the serious - '

, comphcatlons associated with dlabetes such as kidney disease and heart disease more

frequently

This dlsease 18 devastatmg this populatlon and it-is important that we make a
concentrated effort to eliminate some of its damaging effects. We believe that this
significant investment in preventing, treating, and researching diabetes in Native

- Americans will take a significant step towards improving this serious problem.. .

‘ WHY IS THE NEW MEDICARE BENEFIT FOR PEOPLE WITH DIABETES SO
IMPORTANT? DON'T MOST BENEFICIARIES GET THEIR DIABETES CARE
PAID FOR BY SUPPLEMENTAL INSURANCE" A : A ~

Many ¢ older Amerlcans wﬁh diabetes -- even many of those with supplemental insurance -
- are not getting the proper care they need to prevent the costly devastatmg comphcatmns
associated with diabetes. Medicare beneficiaries report that they are unsure how to
properly manage their diabetes care.

Moreover, Medicare does not curreritly coi/er'some of the most critical :services that
beneficiaries with diabetes need to manage their disease. It does not pay for blood
. 'glucose monitors or for the strip tests that people ‘Wlth dlabetes need to momtor their

- blood sugar.

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 i increase the number of Americans who propeﬂy T
manage their diabetes, thereby helpmg to prevent the deblhtatmg and costly ‘
complications too often assomated w1th the dlsease :

WILL WE BE ABLE TO CURE DIABETES WI'I‘H THIS INVESTI\IENT"

‘at NIH say that ﬂns new mvestment w111 help these 1mportant efforts



;,.‘;‘dependent diabetes which accounts for 85% of all elderly diabetes cases. More than 40%of. .
" individuals 65-74 years-old and 50% of individuals’ 80-89 .years old have dlabetes xThere are

- Every day, a child with Juvenile Diabetes is faced with tasks that can mean the
difference between life and death. Children with diabetes must administer insulin injections to
themselves six times a day, conduct blood glucose testing 8 times a day, and stick to a
stringent diet. The strain of caring for a diabetic infant or toddler can be enormous -- parents
often worry that they are hurting their child with the injections and finger pricks and are
uneasy about entrusting the child to babysitters. The discomfort of the pricks and injections
may cause children to fear their disease and can become the center of constant disputes
between children and their parents. Moreover, the normal fussy eating habits and temper
tantrums of a very young diabetic child can have serious health consequences.

Once children enter school, they face a new set of obstacles. They.may feel
uncomfortable eating snacks in front of their peers or refusing the candy bar or pizza that
everyone else is enjoying. Older children may even experiment with diabetic rules or simply
rebel by skipping insulin shots and not monitoring their blood glucose levels.

Children with diabetes have life expectancies that are 30% lower than those of their
peers. Approximately 100,000 individuals under 19 years of age and approximately 800,000
individuals under the age of 30 have diabetes. )

- Diabetes in the Native American population is growing at alarming rates. Native
Americans have an incidence rate of end stage renal disease and kidney failure that is six times
higher than that of the general populations. They also have mortality rates higher than the
.general population. THS officials claim that the diabetes program was funded at only 75% of
need. 12.2% of Indian children (19 and younger) are diabetic compared to 5.2% in the
general population. Type 2 diabetic mortality rates in the American Indian and Alaska Native
population is 2.7 times the rate of the U.S. general population. The diabetic mortality rate of
Native Americans is 4.3 times the rates of whites. 13.2% of Native Amerlcan women have -
diabetes, and 11% of Native American men have diabetes. ,

These high rates may be related to the genetic code of some Natlve Americans. A
genetic marker linked with insulin resistance has been described in members of the Pima tribe
of Arizona, and diabetes is higher in full-blooded Native Americans. In Pimas, Diabetes I is -
higher in the offspring of parents who developed diabetes at a young age. The Pima tribe has
the highest rate of diabetes in the worlci approxunately 50% of. Punas between the ages of 30-
64 have diabetes. :

Cataract surgery rates are hlgher in Pimas than in the general populanon Native
Americans are 3 to 4 times more likely to have an amputation due to diabetes than the general
population. Obesny 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 U.S.

- The most common form of diabetes aﬁlong older people is type II, or non-insulin- -

100 amputations per 100,000 diabetics age 65 years and older. -Amputations are the fifth

- leading cause of death in people between the ages of 65-74. Elderly diabetics can expect to RN _
need more medications, have side effects due to medlcatlons and expenence greater difficulty” —

in following exercise and dletary regunens A ’



{ , : R
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 (IHS), 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 ITHS. The
following data is based on the 1.2 million in the 33 reservation states.

The 1987 survey by IHS showed that 12.2% of Indian children (19 years of age and
younger) are diabetic compared to 5.2% in the general populatlon

MORTALITY RATE

In 1989, Type 2 (Adult) diabetic mortallty rates in the American Indian and Alaska
Native 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 of Indians in northern America by 65%
the National American Feedback study found that the diabetic mortality rate of Native
American is 4.3 times the rates of whites. In New Mexico the rate is 3.6 times that of whites.
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 Indiaris 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 assomated with increased

mortality

Medical Expendituré Survey of American Indians (IHS)
- Indian Women w/Diabetes 13.2% '
- Indian Men w/Diabetes 11.0%

Genetics - :
-A genetlc marker linked Wlth insulin re31stance has been described in Pimas.
- - Diabetes is higher in Full-blooded Native Americans.
- In Pimas, Diabetes I higher in the offspring of parents who developed Diabetes at a
young age. ‘
- The Pima tribe of Arizona has the highest rate of dlabetes in the world. Approx1mately
50% of Pimas between the ages of 30- 64 have diabetes.
Compllcatmns
Kidney Failure- Native Americans are 2. S 4 txmes at greater risk to enter kldney failure .
~ treatment
.= One-fourth of all End- Stage Renal- Dlsease cases were conmbuted to Diabetes- :
- 1983-86 ESRD ESRD incidence for Native Amer. was 2.8 times the rate of WhltCS
with 55% contributed to Diabetes



US Incidence of Diabetic ESRD
-Out of 1 million new cases between 1987 90
39. is white
149 is black
236 is Native American
Native Americans have a six times hlgher rte of developing ESRD (kldney fallure) than
_the  general population :
Cataracts
Cataract surgery is higher in Pimas compared to the general population
Amputation
-Leg amputations are had by people w/ diabetes 15 to 40 times more often than people
without 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.
CONCLUSION

Diabetes in the Native American population is growing at alarming rates. Statistics have shown
that the Native American has a higher incidence of ESRD and Mortality rate than the general
population. Furthermore, IHS officials claim that the diabetes program was funded at only 75%
of need. These facts are enough to support the Pre51dents recommendation to 1ncrease IHS
diabetes funding to $2.5 million.



: Genéfal’])ia)beiic Statistics |
PREVALENCE

Number of people dlagnosed w/d1abetes ( 1993)
© - Women: 4.2 Million
- Men: 3.6 Million S
- Children 19 and younger; About 100 000
- Adults 65 and older: 3.2 million =~ Lo
“Percent of adults with diabetes by race and ethmcxty
(Diagnosed and undlagnosed) ' ‘
- African American: 9.6 percent
- Mexican American: 9:6 percent
- Cuban American: 9.1 percent ‘
- Puerto Rican American:'10.9 percent
- Wh1te Americans 6.2 percent
- Amerxcan Indians: Ranges from 5 to 50 percent '
- Japanese Americans: Japanese Americans 45-75 years of age in ng County,
' WA 20 percent of the men and 16 percent of the women had diabetes.



African Americans and Diabetes .

Diabetes Mellitus is one of the most challenging health conditions facing 30 million African
Americans. It is the 5th leading cause of death in African Americans between the ages of 45-64
and is the third leading cause of death in African American women of all ages in 1990. In 1993
1.3 million African Americans were known to have dlabetes 3 times the number diagnosed in
1963.

'STA‘TISTICS (1993)

- for every white person who gets Dlabetes 1 6 African Amerxcans get Diabetes
- One in 4 black Women 55years and older has dlabetes
- 25% of blacks between 74-65 has diabetes. v '
- Afr. Amer. Are more likely to dévelop complications and disability from Dlabetes
- At age 45.or older the prevalence of Diabetes is 1.4 to 2.3 times as frequent as in whites.
- In the 65-74 age range 17.4 percent of black Americans had dlagnosed dlabetes
‘ compared to 9.5% of white Americans .
- African American children have lower rates of Type 1 .
- African Americans 40 years of age and older have Type 2 or non-msuhn~dependent
Dlabetes 1

Diabetes and Pregnant Afrlcan Amerlcan Women
- - Afri. Amer women have a 80percent higher gestational dlabeies rate than white women
- These women are 2 times more hkely to develop d1abetes in future pregnancies and type
-2 dlabetes in 20 years ,
Compllcatmns ” :
- Afri. Amer develop ahigher rate of blindness, kldney fallure and amputat1ons from
diabetes in comparlson to Wh1te Americans
Kidney failure
- 2.5-5.5 times more often than whztes
Visual Impairment
- 40 percent higher in Aﬁzcan Amerzcans than whztes
Amputations (1991 study) - ‘ '
- 19 percent hzgher than whzres .

CONCLUSION

Approx1mately 1 3 mllhon Afncan Amencans have been dlagnosed w1th Dlabetes in the Umted s
. States. They are.more likely. to suffer from diabetic related kidney failure, visual impariment,

. and amputations than there white counterparts. -Pregpant African American women have a 80% .

higher gestational d1abetes rate than wh1te women. For these reasons we must increase d1abetes‘ _
funding. - : » o ‘



- Diabetes and the Elderly

The most common form of diabetes among older people is type II, or non-insulin-dependent

diabetes. It accounts for 85% of all cases. More than 40% of individuals 65-74 yr of age and

- 50% of individuals 80-89 yr of age have diabetes. It is the fifth cause of death in'people between

" theages of 65-74. Agmg does not cause dlabetes however diabetes mellitus is now largelya
geriatric disease. : ~ o

DIAGNOSIS® : : ’
- Inaccurate dlagnosmg of the elderly as dlabetlc (NIH Study) based ona natural increase

in glucose level with aging.

~ TREATMENT

- Basic treatment of diabetes i dletary prescnptmn and exercise, however the elderly mos
often must be encouraged to do exercise that w111 not over tax their circulatory
- system. :
- Drug treatment is also risky since it must not cause comphcatwns with other drugs
Examples : : :
_ The oral hypoglycemlc agents used for Type II dlabetes may cause
~ - congestive heart failure in patients with heart disease .
Poor eye51ght and manual dexterlty problems will complicate insulin
o injections ‘
AMPUTATION :
- 65 yr and older 100 per 100,000
- 45-64 yr of age 45 per 100, 000
- below' 44 yr of age 12 per 100,000

CONCLUSION:
: Eldérly diabetics can. expect té have niorc: medications, side effects to medications and difficulty

in following and exercise and dietary regimens, but good survelllance proper dlagnosns can
prevent 1ntensxve d1abetlc treatment, S



Children w/Diabetes

on a daily.basis. They must administer insulin mjectlons 6 times a day, conduct blood glucose
testing 8 times a day, and stick fo a stringent diabetic diet plan. Each stage of chlldhood brings
on different parental concerns for a parent of a child w/diabetes.

( New Statistic About 100,000’ under 19 yrs. of age and 800,000 under 30)
INFANCY CONSIDERATIONS:

~-Finger Sticks and Injections that can cause pain ( AM | Hurtmg my Baby)

-How it will effect their eating and sleeping routine

-Entrusting the care of your diabetic infant to other caretakers

-Marital tension caused by the parents that are commumcated to the child interfering with the
childs developing a sense of trust. ‘

TODDLERHOOD

-Fussy eating hablts and temper tantrums are normal toddler reactions, but these actions can
interfere with the diet of a diabetic toddler. '
Parents should consult a child behavioral psychiatrist on ways to curb this normal behavmr of
independence exhibited by toddlers for the sake of their diet.

PRESCHOOL Years

-Finger Pricking and Injections for Children between the ages of three and five may cause them
to develop a fear of their disease, Injection and blood testing time can become nightmarish
battles for parents and child. Experts suggest giving your child a reward every time they
remain  still for the allotted amount of time during an injection.

SCHOOL Years

~Verbal and Non-verbal peer pressure may cause a child to falter from their dlabetlc schedule.
Eating a candy bar to “fit in” with the crowd or not eating a snack in front of their peers out of
embarrassment are examples of non-verbal peer pressure. A d1abetlc chlld is reminded daily

that they are not like everyone else.

-Parents may become apprehenswe about how well thelr ch1ld will Sthk to their diet when in

school '

-Entrusting that others will monitor your childs blood sugar intake or handle an episode of low

blood glucose affectively may affect a children school attendance and socializing skills.

-Children may experiment with there diabetic rules by skipping insulin shots and not monitoring -

their blood glucose levels, thus putting their lives in jeopardy. Parents must address cheating.

behavior as it occurs.



CHILD DIABETES STATS

-OVER A LIFETIME TYPE I DIABETICS SPEND AN AVERAGE OF 60,000 HOURS
DOING SELF TREATMENT B

-( New Statistic About 100,000 under 19 yrs. Of age and 800,000 under 30)

-A child w/Diabetes life expectancy is 30% less than his peers.
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Attached, as req‘ue‘stcd,: are materials on Medicare coverage of diabetes services, which
were provided to Secretary Shalala in preparation for her meenng 3/11/97 with the
American Diabetes Assomanon They include;

(0

@

€)

@

(%)

(6)

“Diabetic Screenmg in the Premdent s Medicare Plan: Comparison of
Administration and CBO Cost Estimates” (prepared by ASMB)

A companson of HR. 58 (mtroduced by Rep. Furse, D- OR) and prowsmns in the
Administration’s FY” 98 budget proposal for gxpanded diabetes benefits.

A summary of c:bnes;aondcnce to the Sec:retarjr from the American Diabetes
Assoc:atlon and-from Rep. Furse.

A “Q&A” prepa.red for the Secretary last month addressmg whether expanded
diabetes beneﬁts would save a lot of money.

Mote mformanon on diabetes activities by thc Medlcare Peer Rewew

0rgamzauons (PROS)

A memo dated lecember 10, 1996, from Bmce Vladeck to the Secretary re:
spend.mg on diabetes and diabétes education. .;

If you have any furtherfquesnons on this subject, please give mie a call at (202) 690-6884.
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DIABETIC SCREENING IN THE PRES!DENT'S MEDICARE PLAN
Companson of Administration and CBO Cost Estimates

L Foltowmg isa summary of Administration and CBO scoring of the Presndent s diabetes

proposal - ‘ 7
" - : 5-Year Cost Estimate . 6-Year Cost Estimate
| L 1998-2002 1998-2003
(cost in billions) . _({costin billions)

_ Administraton : | $14 N A

... . ¢cBO V| . s24 ,% | 529
* f
) Last year, we scored thee cost of this proposal at $1.1 billion over 5 years (1997-2001)

whereas CBO scored it at only $0.2 billion.

- Also last fal! CBO scored a similar bitl Sponsored by Representative Ehzabeth
Furse (D~OR) as savmg about $40 mrlhon over 5 years and $230 mnhon over 6
‘years, : .

® The biggest cost factor is a projected increase in the use of test strips, both among
current insulin-dependent beneficiaries, as well as non-insulin dependent beneficiaries -
who will have éxpanded access to these test stnps under our proposed pohcy
]

] In addition, more; beneficiaries are expected to purchase blood glucose monitors under
the new policy (about 10% of insulin-dependent :beneficiaries purchase this equipment
today, that percentage may increase to 50%).

C

e These two assumpuOns are very similar to our ai‘;tuaries' assumptions,

. CBOno Ionger assumes sustamed savmgs will result from the preventi ive education
component of our proposal.

- CBO assumes about 20 percent of eligible Medicare beneficiaries will take the ,
eif-management training classes made available under our proposal. This will
result in aishort-térm reduction in hospitalizations as beneficiaries change their
behavior, and consequently, reduced spending. However, CBO assumes that
within six months the majority of ehgnble beneﬁcnanes will revert to old
behaworai pattems.

. i
3 :f-o

° Representative Furse reintroduced her duabetes screemng bill in January CBO has
not officially scored this proposal yet.

; However, CBO has told HHS staff, and hds indicated to Hill staff, that if asked
to rescore:this bill, the cost estimate will be virtually identical to how they
' scored the Presldent‘s proposal, based on the new assumptions described
above. ;
§
A | i

i
!
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' Q & A ON DIABETES SERVICES -PAGE 2

o CDC and’HCF A are exploring a collaborative project to-détérmine the overall cost .
of health’care among Medicare beneficiaries with diabetes, and the cost of care
atznbutable to diabetes among Medicare beneficiaries.

o. ‘-NIHs Nanonal Institute of Diabetes and Digestive and Kidney Diseases (N]DDK) is |
: sponsonng a major diabetes prevennon and treatment initiative, including clinical trials
on diabetés prevention, ongoing follow-up of a clinical trial on diabetes-related heart
disease and stroke, research on new methods to control blood glucose, and evaluation
of the cost and eﬁ‘ectweness of treatment and prevenuon of diabetes complications.

0 NIDDK and CDC are collaborating in.a Nanonal Diabetes Educauon Program to
» inform anents providers, policy makers, and payers about effective preventive
treatments for diabetes

' The President’s budget proposal for FY ‘98 would expa.nd Medicare diabetes benefits by
cgvering dxabetes outpatient self-management training in non-hospital-based programs
(already covered in hospital outpatient settings), and covering blood glucose monitoring and
testing stnps for- all diabetics (already covered for insulin-dependent diabetics). These
acpansxons would ‘enable many more diabetic beneﬁcmnes to utilize services that are crucial

to managing theu' chronic disease.
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Secretary Shalea’s Meeting with the American Diabetes Association (ADA)

Topw Peér Review Orgamzahons’(PROs) Dxabetm Actwntles

P.av

The PROs began perf‘ormmg under their Sth contract cycle in 1996, As a condition of -

their 3 year contracts, each is required to carry out at least one quality improvement
project designed to improve care provided to Medmare beneficiaries with diabetes.
Most of the PROs have already commenced diabetes related activity, focused on such
key aspects of care as increasing the use of appropriate medication (ACE inhibitors),
raising the rate of e eye care examinations and monitoring feet to decrease amputations.

HCr A has worked ‘with several PROs on «wo pilot prejects with the goai of : 1)
assessing thequainyofcareprovxdedtoMedmrebeneﬁmmmthdmbetmmboth

themanagedcareandfeeformcesystems and 2) designing, mplemenungand

- evaluiting i lmpmvement strategl&s targeting xdcnnﬁed deficiencies in care.

Medicare Managed Care Quality ImprovementsPrmect (MMCQIP)
This project involves 23 volunteer HMOs in § states:(CA, FL, MN, NY and PA) and

thieir PROs in a quality improvement effort begun ins1994. Ambu]atory care data, both

demographic and clinical, reflecting the provision of:diabetes services were abstracted
from the records of 300 Medicare enrollées from each of the HMOs and analyzed to
identify specific opportunities to improve care. Each HMO then worked with its PRO
to initiate an improvement strategy which targe‘ted at least ore area of deficient care.
Many of the efforts'were targeted at improving foot exam rates, some at improving
annusl dilated eye exam rates, and some at improving the frequency of glycosylated
hemoglobin testing to monjtor disbetes control. Our plan is to remeasure each HMO’s
performance in early 1998 to reassess diabetes care for Medicare beneficiaries
following the intervention effort, and to identify which of the specific interventions
weére most successful and should be shared thr0ughout the PRO community.

Ambulsatory Quallty Improveinent Project (ACQIP)
This project includés 3 PROs and 300 volunteer primary care physicians from 3 states
(ALIAandhﬂ))wbotrwsxgmﬁcamMOfMedxcaredmheucsaspmt of their

practices. The PROs abstracted clinical data from the charts of roughly 25 patients =~

&omeachofthevolunwa'phymmansto assess diabetes care being provided. A
oumber of opportusities for improvement were identified. All participating physicians
recavedmformauonahoutthmrperfomance, and as compared with state peers
participating in the project. In addition, approximately haif of the physicians in each
state received toolkits containing additional information and materials for improving
dubetapracmepanm Again the PROs will reassess diabetes care for these
Medicare beneficiaries in early 1998 to document changes in performance and the
impact of two types of interventions (feedback alone versus feedback plus toolhts) on
diabetes practice patterns _

S R mv
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e  The ADA, pnmanly through the participation of Dr Richard Kahn, has been a very
welcome and i mi%onant collaborator at several key junctures of this set of pro}ecrs

. HCFA has also mmated collaborative efforts with the Centers for Disease Control and
Prevention in seakmg ways to maximize the interaction between our
contractors/grantees, the PROs and the Diabetes Control Programs in each state, as all

strive to mprove ‘diabetes care.
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COMPARISON BETWEEN H.R. 58 (FURSE BILL) AND ADMINISTRATION
PROPOSALS FOR EXPANDED DIABETES BENEFITS

i
On January 7, 1997, Representatwe Elizabeth Furse (D- OR) and 69 bipartisan co-sponsors
introduced the “Med:care Diabetes Education and Supplies Amendments of 1997" (H.R. 58).
(The same legislation mtroduced in the 104th Congress had 250 bipartisan co-sponsors.) H.R. 58
is substantially the same as the diabetes provision in the President’s FY ‘98 budget proposal, as
surmmarized below. X N

d tay
¢ w

PROPOSALS r'Nc'LUD’ED IN BOTH H.R. 58 AND T?i'f{E ADMiNISTRATION’S BILL

o Diabetes outgatxent self-management training services:, Under current law, Medicare
covers diabetes outpatxent self-management training only in hospital-based programs. The
proposals would expand coverage to mclude outpatient training furnished by other
certified prowders

0 Both proposals direct the Secretary to consult w1th the American Diabetes
Assomauon (ADA) and other orgamzatlons in establishing payment amounts for
daabetes cutpatxent seif-mana.gement trammg provided by physicians.

. Blood glucose mohitofs and testing strips: Under current law, Medicare covers blood
* glucose monitors (including testing strips) only for- msulmﬁdependent diabetics. The
proposals would expand coverage to pay for monitors and testing strips for all diabetics.

o While H.R! 58 refers to “testing strips”, we assume it intends to expand coverage
for blood glucose monitors as well as strips. In contrast, the Administration’s bill
refers to “f’;Iood glucose monitors”, which automatically includes coverage of
strips whié}] are used as a supply in conjunction with the monitors.

DIFFERENCES BETWEEN HR. 15 AND THE ADMINISTRATION'S BILL

. Reduction in gayment for testing strips: The Admmlstratmn s b]ll includes a 10 percent
reduction in payment for testing strips based on ewdence of overpayrnent for these items.
HR. 58 mcludes no such reduction.
® Parameters on timin&and providers of outpatient sélf-management training: H.R. 58 sets
no boundaries on the duration or frequency of the outpatient self-management training
benefit, and would allow any type of Medicare provider to furnish such services. The
Administration’s bjill would cover training services according to timeframes set by the
~ Secretary, and deﬁnes an eligible provider as a physician or other entity de51gnated by the -
Secretary.
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CORRESPONDENCE FROM THE AMERICAN DIABETES ASSOCIATION AND
REPRESENTATIVE ELIZABETH FURSE V

» . OnDecember 5, 1997, Michael Mawby, ADA che President for Government Affairs,
wrote to the Secretary requesting a meeting to discuss the ADA’s |egislative proposals.
The letter referred to:

o the shared goals of HHS and the ADA to improve semces for dlabencs and
' reduce Medlcare costs;

0 recent artennon to diabetes from President Clinton and House Speaker Gingrich;

o legmlanon introduced by Rep. Furse (D- OR) and Congressxonal support for
“drabetes Medncare reforms™; and :
H ) ’E‘,
o cost savings attributed to diabetes preventive care,
) ! 3'" ‘
o The mieeting ‘withithe ADA on March 11, 1997, is scheduled in lieu of a written reponse.
- Representative Furse: ,
° On December 13, 1997 Representatwe Firse wrote to the Secretary urging that 1mproved
coverage for diabetes services (as reflected in her proposed legislation) be included in the
Administration’s FY ‘98 budget proposal. (A sumlar provision is included in our FY’ 98
budget.) : .
l} .
* . Rep. Furse’s Ietter refers to. studies indicating that “27% of the Medicare budget is spent
on treating diabetés”. This represents a common mlsunderstandmg of information -
‘supplied last year by the CDC, which suggested that 27% of Medicare costs are spent on
treatment of all types for persons with diabetes -- not on treatment of diabetes itself,

e Rep. Furse’s 1etter also refers to prior CBO scoring that suggested that coverage changes
madé by her bill would “save $223 million over six years.” However, CBO’s latest
scoring of the dmbetes provision in the Administration’s FY ‘98 budget proposal (which is
essentially the sarne as Rep. Furse’s bill) estlrnates a cost of $2.9 billion over six years.

’ A response to Rep Furse’s letter is bemg prepared by HHS.
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/ ‘/é DEPARTME‘JT OF HEALTH & HUMAN smvxcss

The Administrator

DEC 10 1206
TO: .+ The Secretary ‘ 5' ‘
Thru: DS___ | g
VES ;
FROM: Bruce C. Viadeck .

Administritor

SUBJECT: Spéniiing on Diabetes and Diabetes Education

You asked us to look at an N[H study claiming that 27 percent of all Medicare spending is for
people with diabetes. ‘We are concerned about the methods used in the survey and the conclusions
it draws. The NTH study was focused on a small subset of young, insulin-dependent diabetics,
while Medicare beneﬁc:anes with diabetes are much older and tend to have non-insulin dependent
diabetes. Because of the differencas in age and type of diabetes, we do nat think the results of this
study are generalizabl¢ to Medicare.

. Second, most Medicare beneficiaries with diabetes are diagnosed prior to becoming eligible for
Medicare and may have already developed complications before they enrolled in Medicare, We
are not aware of any information that leads us to believe that complications from diabetes are:
reversible. The study also assumied a higher prevalence of diabetes in both the general population
and the elderly papulation than any other study. This assumption raises both their estimates of
current spending for diabetes and estimates of how much could be saved if diabetes education
were covered by 1 msumnce i
Although we take issue thh the spendmg and sa.vmgs estimates in the NIH study, we agree that
improving health careifor diabetics is vitally important.; Under current law, Medicare covers blood
glucose monitoring (including testing strips) for insulin:dependent diabetics. Medicare also
covérs outpatient diabetic self-managément training in hospital-based programs. The President’s
FY 97 budget would have expanded coverage of outpatient self-management training to aca-
hospital-based programs, and coverage of blood glucose monitoring (including testing strips) to
all diabetics. Similar proposals are under consideration for FY 98. While we do not believe claims
that expanded benefits will save the program money, we believe they are important to improving
beneficiaries’ quality of life. HCFA also has a number of quality improvement initiatives for
diabetics underway, dxscussed in more detail below.
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Page 2 - The Secretary :

- Estimates of Health Care Spending for Diabetics
You also asked whether we have any Medicare data on spending for diabetics. We don’t have
Medicare data, but the National Center for Health Statistics (NCHS) has estimates. They estimate -
spending for disease categon% from national health expenditure data for those under age 65 and
65 and older, calibrating their results to national health expenditure data. Preliminary
data regarding diabetesispending for 1995 is listed below. These figures do not currently contain
estimates of all health expenditures for diabetics, but NCHS estimates that the diabetes costs

. would more than double when all health expenditures for diabetics are included.

Total pefsonal health care costs and costs of
treating diabetes—-Calendar Year 1995

. Total under 65 and;older
b o
: [Amount in Billions] iy

Personal healthcare § 7875  § 4623  § 3253 -
Diabetes | 188 59 99

Diabétes as ashare of ; | ,
Personal health care; 2.4% 1.9% . 3.0%

Multiply diabetes costs, by 2.5 to include costs for comorbidities:

Diabetes as a share of | .
Personal health care 6.0% 4.8% v 16%

There are a few cavmts to these data  These dam are prellmm.ary and will undergo internal review
in January. Second, NCHS did not try to allocate all of personal health care spending to disease
categories. About 12 percent of personal health care spendmg is unallocated, and is not attributed
to any disease category Third, expcndltures were counted orxlyi when a primary or comorbidity
diagnosis of diabetes could be found. Therefore, any spending for undiagnosed d:abetes patients
would not be mcluded 5

These data indicate that the estimate of 27 percent in the NIH study is inflated. NCHS estimates
that about 2.4 percent of all health spending is for diabetics. When we inflate NCHS costs by 2.5
to account for comorbxdltxa, spending rises to 6 percent for all ages. For those under age 65, 4.8
percent of personal hmlth expenditures is estimated to be spent on diabetes and its comordxbmes
for those 65 dnd older,’ the esnmate is 7.6 percent of personal health expenditures.
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