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REMARKS:

Hi Serah! — Peter Hickman said that you had asked for some information comparing H.R.
15 (the Thomas prevention bill) to the prevention provisions in the Administration’s bill
-- see attached summary and side-by-side. These documents are currently in clearance in
the Department so these copies should be considered “draft“

As noted in my phonc message, we should have somethxng for you on Monday re: some
proposed dlabetes activities,

- = JOAN

HEALTH CARE FINANCING ADMINISTRATION
200 Independence Ave., SW -
Room 341-H, Humphrey Building
 Washington, DC 20201

)



MEMORANDUM

~ April 1,1997

TO:  Chris Jennings éﬁd'Naney-'_Ann Min .

F R Sarah Bianchi

RE: Background for Diabetes Meeting

Background

Sixteen million Americans have diabetes, but only 8 million are aware of their condition. One
million Americans develop d1abete3 each year. In 1996 alone, diabetes will have this impact:

The leading cause of new blmdness in adults over the age of 3Q Up to 24,000
Americans are bhnded each year from diabetes.

The Ieading cause of kidi;ey failure, caus'ing, Z0,000vAmerieans to develop end-
stage renal‘disea'se from diabetes each year. -

The Ieaa’mg cause of non-traumatic amputations: 54,000 amputatlons are
performed on d1abeucs each year :

Seventh leading cause of death: 400,000 Amencans with diabetes die each year.

Costs: An estimated $92 bllhon in'direct and mdlrect costs were spent on dlabetes in 1994
Contributing substantlally to these costs are the complications from diabetes (see above).

Type I diabetes (juvenile diabetes) or insulin-dependent diabetes accounts for about 5% of all
*diabetes cases. In Type ] diabetes, msulln-secretmg cells are completely destroyed by the body’ s
own immune system and msulm replacement Is requu'ed tolive..

Type XX diabetes:(adult onset) i is charactenzed by both deﬁclent tlssue responSe to inisulin and

. inability to. produce. enough insulin. Type Il usually strikes individuals over- the age of 40 and

usually develops over a period of years. Because of this, many people with type II diabetes are
never diagnosed until they develop complications. ‘Their- elevated blood sugar levels cause '
substantlal long-term damage to the body



Medicare and Diabetes

. Of the 8 million diagnosed with diabetes, 3.2 million are adults aged 65 or older.
In fact, nearly 20% of the elderly population has diabetes.

. One-third of new patlents w1th d1abetes are age 65 or older and covered by -
- Medicare. -
. Medicare also covers people less than 65 wzth end-stage renal dlsease and thus is

a major payor for diabetic care.

-- 20,000 Americans develop end- stage renal dlsease from diabetes each
year.

-- Medicare expenditures per person with diebetes on kidney dielysis
- averages $38,700 annually.

. Twenty-seven percent-of Medlcare expenditures are spent on people with
diabetes. : . .

“The President’s 1998 budget expénds Medicare benefits for diabetes outpatient
self-management training and blood glucose monitoring

. Diabetes outpatient self-management training services: Under current law,
Medicare covers diabetes outpatient self-management training only in
hospital-based programs.

The President’s budget will expand coverage to mclude outpatient training
furnished by phys101ans and other cemﬁed providers.

. ‘Blood glucose monitors and testing strips: “Under current law, Medicare covers -
blood glucose momtors (including testing strips) only for msulm-dependent
diabetics. .

The President’s budget will expand coverage to pay for monitors and testing strips
for all diabetics.
The Premdent wnll invest $1.4 bxlhon between 1998 and 2002 in improved care for
'Medlcare beneficlanes w1th dnabetes (CBO scored this pohcy at $2. 4 bllllon) '

There are clalms that thxs beneﬁt wﬂl save Medlcare money due to reduced mmdenoe of
severe complications for- beneficiaries with diabetes. While the Health Care Financing -
Administration’s Actuaries do not believe that this will occur, the President believes that
these are important policies to improving the quality of beneficiaries’ lives. '



Evidence suggests that diabetes-related blindness, amputations, and other complications
could be substantially reduced with early intervention and disease management.

. :Currently screening and treatment for eye disease among persons wnth dlabctes is
saving the Federal government around $248 million per year.

« " The Diabetes Control and Complications Trial, a ten-year national study
confirmed that good control of blood sugar prevented the onset or delayed
progression of eye, kidney, and nerve damage by at least 50 percent.

" Diabetes Prevention and_Outi‘each'(CDC) V
CDC strives to increase awareness and education about diabetes, support early detection
and treatment of complications, and improve the quality of and access to diabetes care.
They have developed a number of innovative community-based, state, and national
programs to identify high-risk groups, monitor health outcomes and indicators of quality
of health, and provide sound data for sound public health policy decisions. The FY 1998
budget for diabetes is $36 million.

NIH -- NIDDK Research

Many of the therapies developed for diabetes -- insulin pumps, various forms of insulin -- -
conies from research funded by the NIDDK. Even with these therapies, diabetes remains
an exceeding difficult disease to control. Thus, preventmg diabetes and its complications
are major goals of research. ' :

" The recently completed Diabetes Control and Complications Trial (DCCT) demonstrated
conclusively that intensive management of diabetes delays the onset and slows the
progression of complications of diabetes. These standards were subsequently adopted by
a number of medical and health orgamzatlons Addltlonal clmlcal trials 1nclude

. Diabetes Prevention Trial—Type 1 will determine whether insulin-dependent
insulin-dependent diabetes can be delayed or prevented in people who are at risk
for developing this disease. At risk individuals.will be treated with low doses of
insulin to “immunize” them against this disease. Patients will be followed for
four years to determine whether insulin therapy can in fact reduce the risk of
devclopmg diabetes.

o Diabetes Prevention Program (DPP) is testing intervention strategies to prevent .
" or delay the onset of Type 2 diabetes for individuals with glucose intolerance who
- are at high risk for developing the disease. Since Type 2 diabetes affects
. pnmanly minorities, the DPP wﬂl mclude 50% mmonty enrollment.

The NIH is also lookmg,at issues of determmmg genetic Imks to dmbetes;treatmenté to ‘prc\}ent» 3
complications, and causes of insulin resistance. Diabetes funding has grown far more slowly
than some other areas of NIH. For example, while breast cancer research grew 200% between
1991-1994, diabetes funding grew by only 15%.



Participants

NIH
Dr. Varmus -- Director
Dr. Gordon -- Director of National InstItute of Diabetes and Digestive and Kldney Diseases

CDC
Dr. Vinicor -- Dlrector Division of Dlabetes Translation
Don Shriber -- CDC Washington Office

HCFA

Kathy King -- Administrators office .
Nancy DeLew -- Deputy Director, OLIGA
Joan Steiber -- Diabetes Expert .

ASPE
Gary Claxton
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TO: Sarsh Bianchi
Domcstic Policy Council - Whita House

FROM: Frank Vinicor, MD, MPH
Director, Divisian of Disbetes Translation

Centers for Discase Control and Prevention

SUBJECT: Diabetes Mellitus in the United Stares

DATE: 31 March 1997

Dear Sarah;

Enclosed is a 2 page summary of “Disbetes in the United States,” along with & Fact Sheet, and
two explanatory figures. I have tried to provide a broad view of this common and serious health
condition, indicating where possible interventions could be applied to reduce the burden of

diabetes.

[ hope it provides a beginning “big picture.” Clearly, there are many issues that I did not address,
and many possible questions or points that would need clarification end amplification. I would
look forward to discussing this information with you und/or your colleagues in order to insure a

clear and accurate picturs of diabctes mellitus.

Respectfully,
Frank Vinicor, M.D., M.P.H.

Diractor, Division of Diabetes Translation

- Centers for Disease Control and Prevention

The N\n»ﬂ Pruventsgn Asrngy

CDC{S'&]

Comac {or Miios & oatin! ond Brvsrctian

2024565557:% 2/14
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As indicated in the accompanying Fact Sheet, approximately 16 million persons have diabetes in
the United Statas. Only ¥4, or sbout 8§ million people, know that they have diabetes, i e. it has not
been diagnosed in $0% of persons, even though the disease is present. Diabetes is thus a
common, but elso a catastrophic and costly discase. The data in the Fact Sheet provide some
specific infarmation. To provide & more “visceral” sense of the scope and magnitude of the

~ problem, two particular ficts are noteworthy: 1) diabetes mellitus is the leading cause of
blindness among working aged adults, and the leading cause of all end atage kidney failure cares
a8 well as non-traumatic lower extremity amputations in the U.S,; and 2) in any 24 hour period,
e.g. between when one wakes up this morming and will wake up tomorrow, 1700 persons will be
diagnosed with diabetes. 150 amputations will occur; 55 persons will go blind; and 55 people with
diabetes will experience kidney failure. Unfortunately, because of a growing population which is
2ging, less active and more overweight, esp. in those very communities et risk for diabetes, e.g.
erhnic and racial miroritics, the burden of diabetes is likely to mcrease during the next 5-10 years

~ before it is begun to be brought under control.

To understand where interventions could be directed to reduce this burden, consider Figure 1.

The natural history of diabetes is such that ¢ “Transition Points” characterize ths life cycle of a

person with diabetes. As discussed below, conceptually, intervantions at any | or more of the
“ Transition Pomts could reduce the devastatmg burden of diabetes: -

Transition Point #1: Presumab!y, people without clinical diabetes go through a transition
where diabetes is now present. Because 1) there may be few signs or symptoms; or 2) symptoms
are non-specific, often people do not know that diabetes is present. In fact, studies indicate that
Type I diabetes ( “adult onset diaberes™) is present for between 8-12 years before dlagnosm

Transition Point #2: Because of symptoms, or as pert of routine blood tests, diabetes is
disgnosed by a heaith care provider. While it would seem loglcal that immediate care would be
provided. in fact, for any one of geveral reasons - denial; absent or inadequate health insurance;
suggestions from the provider that diabetes is “mild” and nothing to worry about - evaluation and
care is not automatically quickly directed to percons with a new diagnosis of disbetes.

Transition Point #3: Eventually, individuals with diebetes do come in contact with the
health care system, and persons transition ftom No Care 10 Initial Care. However, diabetesis a
complex and demanding disease, and education/ time is needed to accomplish many preventative
‘and treatment goals.

Transition Point #4; Over time, persons with diabetes will (hopefully) experience this 4th,
transition, and receive qualxty care, with decreased development/progression of diabetes
complications.

Each of these Transition Points cen serve as & potential target for intervention with the following -
programs (see Figure 2). #1 - Primary Prevention; #2 - Screening and Early Diagnosis; #3 -
Access; and #4 - Quality of Care (Secondary and Tertiary Prevention). Decisions about where it

- place resources depends upon the Ievcl of resources; the nature of the cms’ung infrastructure; and
the strength of the science.
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Working in reverse (Transition Paint #4 - Quality of Care), relieble and strong science indicates
that both glucose contral (“secondary prevention™) and complication detection and carly
treatment (“tertiary prevention™) are both effective in reducing the development and extent of
devastating diabetes complications. These intcrventions are also cost-cffective. Unforturately,
studies also indicate that the standards of diabetas care presently utilized are not satisfactory, ne
matter what the nature of the health care system, e.g. fec for service, managed care organizations,

- Veterans Administration Health System; Medicare; etc. While several reasons may account for
the lack of quality care, efforts directed to improvements in type, patterns and effectivenass of the

 parterns of secondary and tertiary preventive disbetes care can substantially consrol the burden of
diabetes. Behavioral and health services research would also be beneficial at this point in
con;unctmn with translation programs at Transition Point #4

Transition Point #3 - “Access” represents anozher “site” at whlch improvements in the diabetes
burden would be noted, if properly implemented. Given the changing health carc systems, esp.
managed care programs, and given 1) the substantial number of disbetic individuals without heaith
insurance; and 2) correcting the perception among health providers that diabetes is not a serious
discase, earlier contact with diabetes care programs would likely docrease tha davelopment and
extent of disbetes complications.

Because 8-12 years elapse between onset and dmgnosu of Type IT diabetes; and given that .
‘accurate and simple diagnostic tests for diabetes exist, Screening or Earlier Disgnoscs (Transition

Paint #2) would scem both logical arid clinically beneficial to persons with digbetes. This question

is actual!y complex, and is now heing systematically studied by the CDC. At least it is known that

certain characteristics, e.g. overweight; underactive. over 45 years of age; an ethnic/racial

minority. diabetes in the family; etc.. increase the likelihood that diabetes could be present and

not yet diagnosed. In general, then, should diabetes symptoms - excessive thirst, urination or

hunger, etc. - be present; or if one is in the “high-risk” catcgory as described above, screening is
_ probably both reasonable and appropriate. :

If the onset of diabetes could be stopped before it develapment of the disease, i.e. Primary
Prevention (Transition Point #1), than there would be no burden sssociated with the condition.
At present, 2 primary prevention trials - Diabetes Prevention Trial I (DPT 1) for IDDM; and
. Diabetes Prevention Program I (DPP If) for NIDDM, have been initiated. The primary sponsor
of these trials is the National Institutes of Health. Each investigation, however, is co-sponsored
by other federal agencies such as the CDC. as well a5 voluntary health associatiens and the private
sector. It is likely that within 3-S5 years, more information will be available to determine IF
primary preventlon {s efffcacious; what are the most powerful interventions; and the amount of
benefit that would be expected by these programs .

In sumunary, during the last decade, we have learned a great deal about diabetes, both regarding
-basic and clinical research perspectives, but also in terms of the size of the diabetes problems and
what programs could be effective in controlling this disease. Diabetes remains a common,
catastrophic and costly disease, i.e. both a clinical AND a public health challenge. Continued
research is needed, whils improved cfforts in “translation,” i.e. programs to effectively convert
science into daily clinical and public health practice, are needed. :
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Prevalence of Dlabetés in the United States

Total (dlagnosed « and undlagnoaed] ]
16 million (1995 estimate) , : ;

¢ Diagnosed: 8 miiiion
~e Undiagnosed: 8 million

* 4 Insulin-dependant diabetes (IDDM); Estimates ran ge up to 800,000 (No natxom! registry
for diabetes exists. These estimates are extrapolated from several regional registries.)

¢ Non-insulin-dependent diabetes (NIDDM): About 7 to 7.5 millioh diagnosed cases
{ 993 esrimare) » /
Total (direct and indirect): A
$92 billion (United States, 1992) -/
¢. Direct medical costs: $45 bllhon (The figure for direct' medical costs includes only those

. costdirectly attributable to diabetes. This Is in contrast to figures cited elsewhere that

estimate all health care costs incurred by people wnth dnahetes. including costs not related
to dlabetes.)

o Indirect costs: $47 billien (disabvhty, work loss, premature mortallty)
‘Deaths AR s . v
¢ In 1993, about 400,000 deaths from all causas arn estimated to have occurred among
persons aged 25 years and older who have dlabetes This flgure represents 5 percent of all
persons known to have diabetes and 18 percent of all doaths in the Unl!ed States in
persons aged 2S5 years and older.

¢ Based on death certificate data, diabetes contributed to the deaths of more than 169,000
persons In 1992 It is well knswn that death cenificate data underrepresent diabetes
deaths.

¢ Diabetes was the seventh Ieadlng 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.

Incidence

Total new cases dla.gnosed every day:
About 1,700 (1990-1992 averaged)
- Total new cases dlagnosed every year:
625,000 (1990-1992 averaged) |
¢ NIDDM: About 595,000 new cases per year
* IDDM: About 30,000 new cases per year

k@ u.l. mm 'iiﬁ‘“&mu: :::wc:a gm
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Prevalence by Population Groups

Number of people dlagnosed with dlabetes |
(1993 estimates)

¢ Women: 4.2 million

¢ Men: 3.6 million

¢ Children age 19 years or younger: About 100,000
¢ Adults age 63 years or older: 3.2 millien

Percentage of Aduits with Diabetes by Race and Ethnldty

(estimates of the prevalence of diagnosed and undiagnosed diabetes
from various national surveys and special studies)

Afrlcan Americans: 9.6 percent

Mexican Americans: 9.6 percent

Cuban Americans: 9.1 percent

Puerto Rican Americans: 10.9 percent

Whiie Americans: 6.2 percent

American Indians: Ranges from 5 to 50 percent

japanese Amerlcans: Among second-generation Japa nese 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.

* & > G <

Treatment for Diabetes

Treatment emphasizes control of blood glucose through blood glucose monitoring, regular
physical activity, 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 ongolng process that Is planned and regularly
reassessed by the health care team, the person with diabetes, and hisher family. Patient and
family education are Important parts of the process. ‘

Long-Term Compllcatlons

Heart Discase
¢ Cardiovascular disease is 2 to 4 times more common in people with diabetes.

¢ Cardlovaseular dissace Is present in 75 percent of diabetes.related deaths.

¢ Middle-aged people with diabetes have death rates twice as high and heart disease
‘death rates about 2 to 4 times as high as middie-aged people withour dlabetes.

Stroke |
¢ The risk of stroke is 2 to 4 times higher among persons with diabetes.

High blood pressure |
& An estimated 60 to 65 percent of persons with diabetes have high blood pressure.
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Blindness | |
¢ Dfxabetes is the Ieadmg cause of new cases of b!mdness among adults 20 o 74 years
-~ of age

¢ Diabetic Retinnpathy causes from 12,000 to 24,000 new cases of blindness per year.

Kidney disease
(rreatment by dialysis or transplantatlon)

. Dnabetes is the leading cause of end-stage renal disease, accounting for 36 percent of
new cases.

* 19,790 riew cases occurred in 1992 among persons with d:abetes

* 56,059 people with diabetes wete undergolng dialysis or transplantation treatmant in
1992. . A

Nerve disease

¢ About 60 to 70 percent of people with diabetes have mild to severa forms of diabetic
rerve damage (with such manifestations as impaired sensation in the feet or hands,
delayed stornach emptying, carpal tunnel syndrome, peripheral neuropathy).

& Severe forms of diabetic nerve disease are a major contributing cause of lower extrémity
amputations.

Amputations |

o More than half of lower limb amputatlons in the Umted Statas occur amon persons
with diabetes; from 1989 to 1992, the average number of amputations peréxrned each
year among persons with diabates was $4,000.

Dental disease

o Studies show that 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 age 19 yoars and older had periodantai disease.

¢ The rate of tooth loss is 15 times higher, and the | incidence of periodontal disease Is 2.6
times higher amang Pima Indians with NIDDM.

Pr egnancy
¢ The rate of major congenltal malformations in babies born to women with praexisting

diabetes varies from 0 to 5 percent among women who recelve preconception care to
10 percent amongwomen who do not recelve preconception care,

¢ Threeto 5 KOK.M of pregnancies among women with diabetes result in death of the
nawborn; this compares to a rate of 1.5 percemt for women who do not have dlabetes.

Gestatlonal Diabetes

¢ Gestational diabetes develops In some pregnant women; the condition disappears when
the pragnancy is over. A history of gestational diabetes, however, is a risk factor fnr even-
tual development of NIDDM.

4 Gestational dlabates ogcurs In 2 1o 5 percent of pregnancies, and at higher rates among
African Americans, HispanicsLatino Americans, and Amerlcan Indians (rates In American
Indlans range from 1 to 14 percent).
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lmpaired Glucose Tolerance

Impaired Glucose Tolerance (IGT) refers to a condition in which biood sugar revels are
higher than normal but not high enaugh to be classified as diabetes (between 140 to 199
msld! in a 2-hour oral glucose tolerance test). IGT is 2 major risk factor NIDDM

¢ This condition Is present in about 11 percent of adults,
¢ About 40 to 45 percent of persons aged 65 years or alder have-elther NIDDM or IGT.
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Diabetes
A Serious Public Health Problem

" ATA-GLANCE
- 1%

'Fanilaﬁng'Sa'm?é Inso Care

Thosr wibo suffor locies due tc dicbetes are nos jusl sravistics on a chars.
They are people whose ralents and wisdom are needed and whose problems deserve our unified cﬁ’om
Togesher we can join to make life more fust and more joyful for generations 1o come.

Diavid Sarcher, MD, PhD. Direcsar, Cantrs for Disasa Control and Praveation

Us BiPAETNENT OF HEALTH AND HUMAN SERVICES
* Public Health Service ' , ‘ ‘ .
Centersfor Disease Controland Prevention T
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Is Diabetes a Serious Public

Health Problem?

In 1995, about 16 million people in the Unired
States had diabetes, but only 8 million had been
diagnosed with the condition. The numberofpersons
with diagnosed dlabetes has increased from 1.6
milliok i 1958 to 8 million in 1995—a fivefold
increage. 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
e blindness
o kidney failure

o lower extremity smputations not related
to injury .

Diabetes and its complications occur among
Americans of all ages and raciel and ethnic groups.
~The burden of this disease is heavler among elderly
Americansand eertainracial and ethnic populations,
including African Americans, Hispantes/Latinos,
and Amerlcan 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 alsoshown increased
races of the disease among cerraln Aslan end Pacific
Islander populations.

What Is Diabetes?

The term diabees describes either & deficiency of

insulin or a decreased ability of the body to use
insulin, which isa hormone sccreted by the pancreas.
Insulin allows glucose (sugar) to enter body cells
and be canverted to energy. [nsulin ls also needed to
synthesize protein and store fats. [n uncontrolled
diabetes, glucose and lipids (fats) remain in the
‘blondstream and, with time, damage the body's vital
organs and cantribute to heart disease.

Diabetes is classified Into two main types: non-
insulin-dependent diabecee metllitus (NJDDM) and
insulin-dependent diabetes mellicus (IDDM). The
most common type is NIJDDM. It affects 90% of
those with diabetes snd usually eppears 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
diaberes can occur at any age, it most often appears’
in chlldhood or the teen years. The primary focus of
the Centers for Disease Control and Prevention
{CDC) is to translate scientific Information about
disbetes into strategic plans that help people pre-
vent the complications of diabetes.

‘What Are the Economic Costs

of Diabetes?

Diabetes imposas a heavy economic burden upon

the nation each year. In 1992, an estimared $92
billion in direcr and Indirect coscs wete spent on
diabetes. Contributing substantially to these costs
are the complications of diabetes. For example, in
1992, the cost of weating kidney failure for 56,000

- Ametleans with diabetes exceeded $2.1 billion.

This figure did not include the coats associated with

disabilities and premature death. In this same year,

Medicare expenditures per person with diabetes on
kidney dialysis everaged $38,700. Because kidney
failure ls Increasing at an alarming rate, these costs
are expected to rise. .

4
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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 ate
about $600 million annually.

" The full burden of dirbetes in terms of death,
complications, and coats is not easy to measurc. In
fact, many hidden costsare associated with diaberes.
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 communirties, the loss of human
lives and abilitles transcends numerical measures.

What Are the Benefits of
Prevention?

The Increasing burden of dizbetes is ala:ming. but
the good news is that much of the burden of this
major public health problemn can be prevented with

early detection, improved delivery of care, and

diabetes self-management education. For example,

¢ Currently, screening and treatment for eye
disease amongpersonswithdiabetes issaving

the federsl government about $248 million

annually. Ifall personswithdiabetes received

recommended screening and trestment, the

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

» Women with preexisting diabetes deliver
mote than 18,000 babies each yeer. Forevery
$1.00 invested in preconception care for
these mathers, $1.86 can be saved by
preventing birth defects. :

¢ The Diabetes Control and Complica:ions
Trial,  nations] 10-year study thar involved
1,441 volunteers with insulln-dependent
diabetas, confirmed that good control of blood
sugar prevented the onser 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 detectlon and treat-
ment of complications, improve the quality of
diabetes care, and enhance access to diabetes carc
Ly improving and expanding services.

Toadvancea common mission to reduce the burden
of diabetes, CDC joins with state and territorial
hoalth departments in establishing partnerships for
populations at increased risk for diabetes and its
complications. CDC and ics: partniers use the
following approaches:

_ They deﬁno the hur&cn and develop survelllance

systems to—

o identify high-tisk groups -

» monltor health outcomes and indicators of
the quality of health care recommended for
persons with diabetes

ﬁ rovide dara that can be used to formulate

ealth care policy -

o cvaluate progress In disease preventlon and
control

°
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They develop new approaches such as lnmﬂve
community-based programs—

Praject DIRECT—CDC is coliaborating with the
state of Norch Carolina to evaluate the effectiveness
of community-based public healch approaches in
reducing the burden of diabetes.

Disbetes Today~This program provides health

professionals and community leaders with the skills -

to mobilize communitiesand todevelopeppropriate
interventions. One of the outcomes of this course is
a strategic plan thar is community owned and

culturally relevant to the local population.

Latino Diabetes Initiative for Actlon (Latino
D1A)— [n 1995, CDC launched this nltiative to
develap eulturally relevant disbetes prevention
strategles for Latino communities. CDC enlisted
the National Latino Expert Workgroup to
collaborate inplanning, prioritizing, implementing,
promoting, and cvaluating strategic Latino DIA
activities to narrow the disparity of diabetes in the
Latino community. -

. They implement eifective pragrams—

CDC works with state- and territoria!-based diabetes
control programs 1o reduce the complications
associated with dlaberes. The following are just a
faw examples of such activities:

TheMaine Diabotes Contral Program implemented
a diabetes outpatient education program in more
than 30 hospitale and health centers throughout the
state. Ina 3-year period, thisstate education program
resulted in a 32% reduction inhospital admissions—
a savings of $293 per participant.

The Michigan Diabetes Control Program's Upper
Peninsula Diabetes Outreach Network (UPDON)
established & program with hospirals, health
‘departments, and home careagenclesthatimproved
the quality of diabetes care and education. The
~ participants in the progtam cxperlenccd e 45%

: 4:43PM
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lowet rate of hospltalizations, a 31% drop in lower
extremity amputations, and a 27% lowec death rate

~than did nonparticipants, This program has been

replicated infive new outreachnetworks 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 wich diabetes. A cost-benefit analysis by
one of the collaborating partners determined a
break-even point In 2 years with savings to reault

~ thereafter.Other partnersare joining asthey consider

the quality of care issues and realize the cost benefit.

‘National Partnerships

CDC joins with government agencies, voluntary
and professional organizations, acedemic

instleutions, and community groups to

o providedata for sound public healch decisions
» informthe publicaboutthe burden of diabetes

o ensure that curtent research findings are
translated into cffective clinical and public
health stratcgies to reduee the burden of

diabetes

o promote gssurance of optimal diaberes care
and education for sll persons living wich
diabetes in the United States

Diabetes presents both a challenge w end an
apportunity for public palicymakers, health care
providers, community leaders, and Individuals with
diabetes to apply preventlon strategles known ta
make asignificant impact. Recentstudies indiabetes
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

economicallyconcemed about the impact of diabetes

and its compllcations.
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Thesc additional funds will be used for the folloiﬁng major pfogramx: |

Tn FY 1997, all 50 states will have estabhshed minimum, core-capacity level duabetes control
programs; and 5 statcs will have reccived additional funds to expand their core programs into
comprehensive programs, Corc programs focus on huilding expertise, assessing the burden of
diabetcs, and planning diabetes control activities, Comprchensive programs emphasize '
implemecntation of public health strategics and interventions throughout the entire state, with an
expected improvement in access to, and availability and affordability of quality diabetes services
and care. Priority and emphasis is placced on targeting high risk and disadvantaged populations,

~establishing lmkages with managed care organizations, and building pdrtnershlps to influence the
existing health care systein.

CDC and NIIL jomed toru:s in 1995 1o provide lcadership to develop and launch a major new ,
program, the National Diabetes Education Program (NDEP). The NDEP is a colloborative cfiort
to improve the outcome of persons with diabetes, promote early diagnosis, and ultimately, prevent
the onset of this discase. A Strategic Plan will bring together existing and new prevention
strategies as well as early detection and diabetes control efforts to achieve improved intervention
quality, continuity, and effcctiveness, Tt will initia lly address priority target audiences and the
needs of minority and other special populauons CDC will have responsibility for coordinating

the implementation of the public health cumponents ot‘ thc NDEP,

Stren ing Public H surveillan Diabetes {$2 million ~

In order to identify the diabetes burden, monitor trends, and evaluate program. outcomes, basic
infrastructure, especially existing public health surveillance systems for diabetes, needs to be
strengthened, especially at the state level, in order to provide angoing data on this g :,towmg public
health problem.

onducting Applicd Research ($2 million ,
It is vitally important for CDC to understand how to effectively apply clincial diabetes research
findings in today’s health care system. Applicd research focuses on identifying and understanding
the public hcalth implications of the results from clinical trials and scientific studies. Applied
research for diabetes prevention and control is needed in the following arcas: (1) access to and
quality of care of diabetes, with an emphasis on managed carc organizations, (2) early detcction of
undiagnosed diabetes, (3) primary prevention of Type 2 diabetes, and (4) standards of carc for
diabetes. :
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»OUd you

 get didbetes?

1 Does someone in

your family have
diabetes?

0O Are you overweight?

Q Did you get didbetes
when you were
pregnant?

f you answered “yes” to
any of these questions,
you could get diabetes.

Join the Diabetes
Prevention Program and
help find out if diabetes
can be prevented.

&

NATIONAL
INSTITUTES
OF HEALTH

iz

National Institute of ‘
Diabetes and Digestive
and Kidney Diseases
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Almost every one of us knows someone who
has diabetes. An estimated 16 million
people in the United States have diabetes
mellitus—a serious, lifelong condition.
About half of these people do not know they
have diabetes and are not under care for the
disorder. Each.year, about 650,000 people
are diagnosed with diabetes.

Although diabetes occurs most often in older
adults, it is one of the most common chronic
disorders in children in the United States. -
About 127,000 children and teenagers age

19 and younger have diabetes.

What Is Diabetes?

Diabetes is a disorder of metabolism—the
way our bodies use digested food for growth
and energy. Most of the food we eat is broken
down by the digestive juices into a simple
sugar called glucose. Glucose is the main
source of fuel for the body.

After digestion, the glucose passes into our
bloodstream where it is available for body
cells to use for growth and energy. For the
glucose to get into the cells, insulin must be
present. Insulin is a hormone produced by the
pancreas, a large gland behind the stomach.

When we eat, the pancreas is supposed to
automatically produce the right amount of
insulin to move the glucose from our blood
into our cells. In people with diabetes,
however, the pancreas either produces little
or no insulin, or the body cells do not
respond to the insulin that is produced.

As a result, glucose builds up in the blood, -

E

1958 1983 1968 1979 1384 1989 1994

"Mitlions of Persons With Diagnosed Diabetes (Year)
B
|
i

Source: The duta for this chart comes from Diaberes in
Amarica. 2nd Edition {p. 63) by National Institutes of Health,
National Institute of Diabeics and Digestive and Kidney
Discases, 1995, .

overflows into the urine, and passes out of
the body. Thus, the body loses its main
source of fuel even though the blood contains

" large amounts of glucose.

What Are the Different
Types of Diabetes? V
The three main types of diabetes are:

* Insulin-dependent diabetes mellitus
(IDDM) or Type I diabetes

* Noninsulin-dependent diabetes mellitus
(NIDDM) or Type II diabetes

» (Gestational diabetes.

Insulin-Dependent Diabetes
Insulin-dependent diabetes is considered

" an autoimmune disease. An autoimmune

disease results when the body’s system for
fighting infection (the immune system) turns
against a part of the body. In diabetes, the
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REMARKS:

Sarah — Here are several options, as requested, for public relations activities related to
HCFA'’s diabetes initiatives. : : '

JHEALTH CARE FINANCING ADMINISTRATION
‘ 200 Independence Ave., SW
Room 341-H, Humphrey Building
' Washington, DC 20201
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OPTIONS FOR PUBLIC RELATIONS ACTIVITIES RELATED TO HCFA’S )
'INITIATIVES TO IMPROVE DIABETES CARE FOR MEDICARE BENEFICIARIES |
IN MANAGED CARE PLANS

Demonstrated imgr0vgrrient in diabetes care in Arizona HMOs

o

Medicare Manased Care Quality Im révemem Pro'g CQIP

o .

As part of a diabetes initiative guided by the Arizona Peer Review Organization (PRO),
that state’s 7 HMOs have implemented a variety of intervention strategies to improve the
quality of their diabetes care for Medicare beneficiaries. A recent review by the PRO of
care furnished in 1996 showed significant improvement in all 7 HMOs over care furnished
in 1994-95, when many of the services recommended by the American Diabetes
Association (ADA) for Type Il diabetics were provided much less frequently than
necessary. The PRO continues to work with the plans to maintain these initial gains, and
to make further improvements in patient care. HCFA’s new requirement that Medicare
HMOs report their provision of services included in HEDIS 3.0 (standardized measures
developed by the National Committee for Quality Assurance, allowing comparison
between plans) will provide further incentive for plans to improve their diabetes care.

A site visit from the Secretary (or other official) could celebrate this model of improved
patient care, which was accomplished through collaboration by HCFA, the PRO, and all of
the HMOs in a state with a highly competitive managed care market. The visitor could
participate in the PRO’s monthly meeting with the HMOs to discuss their joint projects
(including diabetes care), visit one or more of the clinics where diabetes patients are seen;
and meet with patients who have reaped the benefits of Arizona’s quality improvement
efforts. : :

HCFA (with the PROs) is conducting a major pilot project to assess and improve diabetes
care in 23 managed care plans in § states (CA, FL, MN, NY, and PA), serving roughly
200,000 Medicare beneficiaries with diabetes. An assessment of the plans by the PROs ini’
these states, in conjunction with HCFA, revealed that improvements were needed in
numerous areas of diabetes care. Each participating plan has implemented at least one
intervention to improve diabetes care, the results of which wxll be measured by HCFA in
early 1998. :

Of the 5 states, New York would be a good model to highlight at this point, as each of its -
plans has developed its own strategy for improving diabetes care targeted to its particular -
patient population. One innovative strategy includes a patient education tool developed by
NYLCare Health Plans of New York, in which patients are mailed a card showing 8

clinical services with a “prize” offered to those who obtain all 8 services by a designated

‘date. The initial results of a pilot sample suggest that this strategy, in combination with

other interventions, has helped to increase utilization of diabetes services.
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Each of the MMCQIP interventions underway will be featured in an upcoming newsletter
issued by the participating PROs. While the newsletter will be directed at HMO physicians
and staff, it could also be distributed to the public and/or used as the basis for a media
event.

Consumer information on managed care plan performance

o .

Several efforts are underway to develop performance measures, which will be critically
important in enabling consumers to make informed choices in selecting a provider or
managed care plan. These measures will allow consumers to compare the type and -
frequency of services furnished by different providers, including both diabetes-specific

~ services (e.g. annual eye exam) and other general services that are pamcularly important
for diabetics (e.g. flu shots).

The ADA, NCQA (developer of HEDIS 3.0), and the Foundation for Accountability
(FACCT) (a public-private partnership in which HCFA participates) recently agreed to
issue a common set of diabetes-related performance measures within the next 3-4 months.

“This collaboration represents a major step toward enabling providers, plans, practitioners,
- researchers, HCFA, and other purchasers to give consumers standardized information --

rather than 3 conflicting sets of guidelines — regarding performance in the provision of
diabetes care. This effort will also reduce the burden on providers of havmg to meet
several dlﬁ‘erent standards in reportlng then' provision of care.

This i qnpoﬂant agreement could be featured in a press conference or other public event,
with representatives of each of the participating organizations (including several major
employers, and the Federal Employee Health Beneﬁts Program, which are paruclpants in
FACCT). .

oy
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Mailing Address

Atlanta, Georgia 30341-3724

To: Saval. Blaveh 1 Date: | 4/ 7 /02
Telephone: - ' From: Frank VINICOR, MD, MPH
[ Faxe 1 opn. ysp~509% Telephone: | (770) 488 - 5000
| subect: | FAX: 770-488-5966
| Total (including this cover sheet)

Transmittal Message

Note to Sarah Bianchi;

I am faxing you the following;
» Budget Ilistory for the Divison of Diabetes Translation (1992-1997)

*  Description of plans for FY98 $10 million increase in President’s Budget

« Description of what it will take to fully fund the Diabetes Control Program ($40M increase)
+ Decscription of the National Diabetes Education Program (NDCP)

By C.0.B. on Monday, we will have a description of what we’re doing with state medicaid
programs (for Gary Claxton).

[{ope this 1s uscful, Please call if you need anything else at all!

Frank Vinicor
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Division of Diabetes Transl
Nanonai Center for Chronic Disease Prevention and Health Promaotion
Centers for Disease Control and Prcventlon
et A ri ', Hist FY92-9
. (Tm Millions)
¥Y 1992 FY_1993 FY 1994 FY 1995 KY_1996 KY 1997

$7.156 $9.50 - $17.910 319.765 - $22.991 - $26.247
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FY 1998 - President’s Budget
10 Millj J Increas

Thesc additional funds will be used for the following major programs:

In FY 1997, all 50 states will have estabhshcd minimum, core-capacity ]evcl dtabetes control
programs; and 5 statcs will have reccived additional funds (o expand their core programs into
comprehensive programs, Corc programs focus on building expertise, assessing the burden of
diabetcs, and planning diabetes control activities. Comprchensive programs emphasize
implementation of public health strategics and interventions throughout the entire state, with an
expected improvement in access to, and availability and affordability of quality diabetes services
and care. Priority and emphasis is placed on targeting high risk and disadvantaged populations,
establishing linkages with managed care organizations, and buxldmg partnerships to influence the
existing health care system.

CDC and NI Jomed !orces in 1995 to provide lcadership to dcvcfop and launch a major new ,
program, the National Diabetes Education Program (NDEP). The NDFEP is a colloborative ctlort
to improve the outcome of persons with diabetes, promote early diagnosis, and ultimately, prevent
the onset of this discase. A Strategic Plan will bring together existing and new prevention
stralegies as well as early detection and diabetes control efforts to achieve improved intervention
quality, continuity, and effcctiveness, It will initially address priority target audiences and the
needs of minority and other special populations. CDC will have responsibility for coordinating

the implementation of the public health components ot the NDEP,

Streng Public H surveillan Diabetes illion

In order to identify the diabetes burden, monitor trends, and evaluate progmm outcomes, basic
infrastructure, especially existing public health surveillance systems for diabetes, needs to be
strengthened, especially at the state level, in order to provide ongoing data on this growing public
health problem.

onducting Applicd Research ($2 million ‘ '
It is vitally important for CDC to understand how to effectively apply clincial diabetes research
findings in today’s health carc system. Applicd research focuses on identifying and understanding
the public hcalth implications of the results from clinical trials and scientitic studies, Applicd
research for diabetes prevention and control is needed in the {ollowing arcas: (1) access to and
quality of care of diabetes, with an emphasis on managed carc organizations, (2) early detcction of
undiagnosed diabetes, (3) primary prevention of Type 2 diabetes, and (4) standards of carc lor
diabetes.



SEx‘;‘JT BY: 4- 7-97 : 6:57AM | CDC~ 12024565557:# 4/ 7

Resnurggg Needcd for National Digbetes Prevention and Control Program
(340 million)

- ln order to fully fund a diabetcs prevention and control prograni, an additional $40 million is
needed. These resources would enable CDC to:

« Establish comprehensive diabetes prevention and control programs in all 50 statcs, with
an emphasis on improving access to, and availability and affordability of quality diabetcs care
throughout the nation. ($25 million)

+ Implement the public health componcnts of the National Diahetes Education Program,
which is a CDC-NIH collaborative cffort, to improve the treatment and outcomes for persons
with diabetcs, promate early diagnosis, and ultimately, to prevent the onset of this diseasc.
($5 million in year |; an additional $5 million would be nceded in ycar 2)

s Devclop and implement public hcalth surveillance systems, nationally and at the state level,
for identifying the diabctes burden and for momtoring trends, (85 million)

+ Conduct applied research in order to understand how to more cfFectively apply scicntific
findings in today's health care system, (35 million)
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THE NATIONAL DIABETES EDUCATION PROGRAM (NDEP)
A VISION FOR THE FUTURE
(April 4, 1997 Update)

Strong scientific evidence exists today to support aggressive intervention to reduce the medical,
social and economic burden of diabetes among all populations especially minority groups who are.
at higher risk for this debilitating disease. Results of the National Institutes of Healtl’s (N1 T)
Diabetes Control and Complications Trial (DCCT) clearly showed that persons with insulin
dependent diabetes who maintain good control of their blood glucose levels can dramatically
reduce their risk for long term medical complications, Other studies suggest that good blood
glucose control has similar benefits for persons with non-insulin dependent diabetes and reduces
the risk for heart attacks, strokes and peripheral vascular diseascs. With so much scientific
evidence to support intensified intervention efforts, the question becomes, “What could and
should be done Lo improve the prognosis for all people with diabetes?”

A task force appointed by the National Institute of Diabetes and Digestive and Kidney Diseases
(NIDDK) made recommendations in 1994 for transtating thc DCCT results into widcspread
practice. These recommendations are contained in the document “Metabolic Control Matters.”
Based on recommendations of the task force and the National Diabetes Advisory Board, the
Centers for Disease Control and Prevention (CDC) and the NIH joined forces in 1995 to provide
natinnal lcadership to develop and launch a major new initiative, the National Diabetes Education
Program (NDEP). Substantial progress was made in planning this program in 1996,

A Steering Committee composed of leading clinical researchers, representatives of national
diabetes organizations and federal agencies guides the planning and development of the NDEP.,
The NDEP provides a framework for the development of effective partnerships at the national,
state and community levels to reduce the burden of diabetes as a public health problem especially
among those at disproportionate risk including the elderly and minority pupulations, ‘I'his
program will invalve collaboration with other Federal agencics; state health departments; multiple
professional, voluntary health, minority, national, academic, and other public sector organizations;
as well as the private sector (e.g., managed carc organizations, corporations and small businesses,
pharmaceutical companies, food and sports industries, nauonal and local media including minority
media, and others). The NDEP will be an “umbrelia pm;,ram " to coor dmdtc national ctforts to
reduce the burden of diabetes.

During 1996, planning meetings with four key constituency groups elicited input on the existing
barriers to good diabetes care (including diabcetes education) and what a national program such as
the NDEP should do. The four groups included:

»  primary care providers (e.g.. physicians, certified diabctes educators, and dietitians).

» payers and purchasers of health care (e.g., insurance industry, managed care organizations,
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‘employer purchasers, and government health programs.).

> consumers and patient-advocates (e.g., organizations representing and that provide health
or social services to target populations such as [Latinos Alrican Americans, Native
Ameri czms, Asians, and the elderly).

> public health prov:dcrs (c.g., stale and territorial diabetes wntrol programs, public health
educatars, and public health nutntionists).

Using input from these planning mcctings with constituents, a mission statement, goal and
objcctives for the NIDEP have been developed by the Steering Committec. The mission states
that, “the NDEP is a collaborative effort to improve the treatment and outcome of people with
diabetes, promotc carly diagnosis, and ultimalely, prevent the onsct ol this disease.” Based on
existing scientific evidence, the NDEP will focus on the implementation of secondary and tertiary
prevention strategics proven eflective in preventing or delaying progression of the debilitating and
costly medical complications related to diabetes.

© Broad target audicnces identified for the NDEP include the gencral public, patients and their
families, health protessionals, and, policymakers and payers. The goal of the NDEP is, “to reduce
the morbidity and mortality of diabetes and its complications.” Four objectives for this goal are:

> “To increase public awareness of the seriousness of diabctes, its risk factors, and potential
strategies [or preventing diabetes and its complications.” ~

»  “To improve understanding of diabetcs and its control among pcople with this diseasc, and
promote effective self-management.”

» “To improve understanding of diabetes and its control among health professionals, and
promote an integrated approach to care.”

» “To promote health care policies that improve quality and access to diabetes care.”

Presently, a strategic plan is being drafted under the leadership of CDC and NIH with guidance
[rom a formal NDEP planning committce and input from the four planning meetings with
constitucnts. Six guiding principles for design of the NDEP were recommended to the Steering
Committee. These principles are that the NDEP should: 1) be a comprchensive, ongoing program
directed to multiplc audiences; 2) be inclusive and establish broad based partnerships; 3) be
flexible to meet diverse population and communily needs; 4) identify and promote effective
interventions; 5) build on the success of other nativnal prograins; and 6) set prioritics and larget
mterventlon efforts for maxamum impact,

The NDEP strategic plan will bring together existing and new prevention, early detection and
diabetes control efforts to achieve improved intcrvention quality, continuity and effectiveness. It

(3%
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will address priority targct audiences and the nceds of minority and other special populations; a
broad array of prevention and public health strategies, and multi-discipline approaches; targeted
educational messages and delivery channels; and suggestions for the full participation of public
and private scctor partners. The following are examplcs of intervention stratc;_.,;es that may be
included in the NDEP strateg:c plan:

> conduct of targeted media and community-based diabetes awarencss campaigns and -
"~ education programs;

»  dissemination of diabctcs research on the efficacy of secondary and tertiary prevention,
and information on the benefits of investing in prevention;

» . promotion of the use of diabetcs care guidelines by physmtans and other health care
‘providers;
» . involvement of community organizations, lay hcalth workers and family members in

diabetes prevention and control programs;

> promotion ol public/private sector partnerships at the national, state and community
levels;

> promotion of the replication of effective diabetes intcrvention approaches or programs;

» improvement of the heaith service delivery systcm including the financing of diabetes care;

’ and, the conduct of behavioral and other intervention research/demonstration projects.

Full implementation of the NDEP strategic plan will be contingent upon the resourccs availahle
from Federal agencies and participating partners in this nationwide endeavor to reduce the burden
of diabetes. The initial overall priority will be to focus on increasing awarcness among the four
target audiences that diabetes is serious, common and costly. Representatives of minority
organizalions and communities are activcly involved in all phaees of the development,
implementation and evaluation of the NDEP to ensure their unique needs are addressed.

CDC will be responsible for coordinating implementation of the public health component of the
NDEP. For cxample, CDC is proposing to develop a special emphasis program called “Business
Responds to Diabetes,” madeled after the highly successful “Business Responds to AIDS™ and
“Labor Responds to AIDS” programs. Additionalfy CDC will have lead responsibility for
addressing the needs of minority populations using a community-bascd and othcr cffective
approachces.

CbCdoc: ndepdésc.44
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THE NATIONAL DIABETES EDUCATION PROGRAM (NDEP)
A VISION FOR THE FUTURE
- (April 4, 1997 Update)

Strong scientific evidence exists taday to support aggressive intervention to reduce the medical,
social and economic burden of diabetes among all populations especially minority groups who are.
at higher risk for this debilitating disease. . Results of the National Institutes of Health’s (NI1T).
Diabetes Control and Comp]ioations Tnal (DCCT) clearly shawed that persons with insulin
dependent diabetes who maintain good control of their blood glucose levels can dramatically
reduce their risk for long term medical complications. Other studies suggest that good blood
glucose control has similar-benefits for persons with non-insulin dependent diabetes and reduces
the risk for heart attacks, strokes and peripheral vascular diseascs. With so much scientific
evidence to support intensified intervention efforts, the question becomes, “What could and
should he done to improve the prognosis for all people with diabetes?” :

A task force appointed by the National Institute of Diabetes and Digestive and Kidney Disedses
(NIDDK) made rccommendations in 1994 for translating thc DCCT results into widcspread
practice. These recommendations are contained in the document “Metabolic Control Matters.”
Based on recommendations of the task force and the Nationa] Diabetes Advisory Board, the
Centers for Disease Control and Prevention (CDC) and the NIH joincd forces in 1995 to provide
national lcadership to develop and launch a major new initiative, the National Diabetes Education
Program (NDEP). Substantial progress was madc in planning this program in 1996,

A Stecring Committee composed of leading clinical researchers, representatives of national
diabetes organizations and federal agencies guides the planning and development of the NDEP.
The NDEP provides a framework [or the development of effective partnerships at the national,
state and community levels to reduce the burden of diabetes.as a public health problem especially
amonyg those at disproportionate risk including the elderly and minority populations. ‘T'his
pragram will involve collaboration with other Federal agencics; state health departmcnts; multiple
profcssional, voluntary health, minority, national, academic, and other public sector organizations;
as well as the private sector (e.g., managed carc organizations, corporations and small businesses,
pharmaceutical companies, food and sports industries, national and local media mcludlng, minority
media, and others). The NDEP will be an umbrella program” to coordinate national cfforts to
reduce the burden of diabetes.

During 1996, planning meetings with four key constituency groups elicited input on the existing
barriers to good diabetes care (including diabetes education) and what a national program such as
the N'DLP should do.” The four youpq included: :

> prunary care providers (e. £. physxclans, certified diabetes educators, and dietitians).

» - payers and purchasers of hcalth care (¢.g., insurance industry, managcd care organizations,
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~ employer purchasers and govemment health programb)

> consumers and patient-advocates (e.g., organizations representing and that provide hcalth
or social services to target populations such as I atinos Afm an Amencans Natlve
Amencdm Asians, and the e}derly)

> public health providers {c. g slate and telTltonal diabetes mntrol programs, public hea th
educatars, and public health nutntlomsts) :

‘Using input from 1hese planmng mcetings with constituents, a mission statement, goal and -
objcctives for the NDEP have been developed by the Steering Committee. The mission states
that, “the NDEP is a collaborative effort to improve the treatment and outcome of people with

- diabetes, promotc carly diagnosis, and ultimately, prevent the onsct ol this disease.” Based on
existing scientific evidence, the NIDEP will fucus on the implementation of secondary and tertiary
prevention strategics proven ellective in preventing or delaying progrcssmn of the debilitating and
costly medical complu,anons related to diabetes. . :

Broad target audicnces identified for the NDEP include the gencral public, patients and their
families, health professionals, and, policymakers and payers. The goal of the NDEP is, “to reduce
the morbidity and mortality of diabetes and its complications.” Lour objectives for this goal are:

» “To increase public awareness of the seriousness of dxabctes its risk factors, and potemml
strategies [or preventing dlabetes and its comphcatlons

» wp 0 improve under‘:landmg of‘ diabetes and its mntrol among pcople with this diseasc, and
promote effective self-management.” .

> “I'o improve understanding of diabetes und its contral among health professionals, and
' promaote an integrated approach 1o care.” :

» . “To promote health care policies that improve quality and access to diabetes care.”

Presently, a strategic plan is being drafted under the leadership of CDC and NIH with guidance
[rom a formal NDEP planning committce and input from the four planning meetings with
constituents. Six guiding principles for design of the NDEP were recommended to the Steering
Committee. These principles are that the NDEP should: 1) be a comprchensive, ONgoINg program
directed to multiple audiences; 2) be inclusive and establish broad based partnerships; 3) be
[lexible to meet diverse population and community needs; 4) identify and promote effective
interventions; 5) build on the success of other national programs; and 6) set prioritics and larget
mterventlon efforts for maximum impact.

- The NDEP strategic plan will bring together existing and new prevention, early detection and
- diabetes control efforts to achiéve improved intervention quality, continuity and effectiveness. It
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