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AN EPIDEMIC UNCHECKED

According to the Centers for Disease Control (CDC), diabetes
endangers nearly 81 million Americans, including 23.6 million people
who currently live with the condition (both diagnosed and
undiagnosed)’ as well as 57 million with pre-diabetes." This number is
certain to grow appreciably as the nation’s population gets older,
heavier and more diverse. Diabetes is more prevalent among minority
populations, which currently comprise nearly one-third of the U.S.
population and are expected to become the majority in 2042."

These are chilling prospects for the near future, but more concerning is the fact that type
2 diabetes — although still rare in younger people — is being diagnosed more frequently
in children and adolescents."” The American Diabetes Association (ADA) estimates that
two million adolescents — or one in six overweight adolescents’ — have pre-diabetes.
According to the CDC, diabetes is the seventh leading cause of death in this country"

and is a leading cause of heart disease, stroke, amputations, pregnancy complications,
high blood pressure, blindness, kidney disease and nervous system disease.

Not only is nearly one-third of our

IT’S TIME TO ADDRESS THE population suffering — or in danger of

suffering — from this disease but the ADA
PHYSICAL AND FISCAL estimated the cost of diabetes to be $174
CONSEQUENCES OF THE billion in 2007,\/” an amount that could

bankrupt our healthcare system. These

DIABETES EPIDEMIC. IF WE CAN costs include $116 billion in medical
expenditures and $58 billion in reduced

GET THIS DISEASE UNDER national productivity.™ The ADA calculates
that one out of every five healthcare dollars

CONTROL, WE MAY BEGIN TO is spent caring for someone with diabetes,
while one in 10 healthcare dollars is

UNDERSTAND HOW TO attributed specifically to diabetes.” The

indirect costs of diabetes include increased
EFFECTIVELY MANAGE OTHER absenteeism from work ($2.6 billion)

reduced productivity ($20 billion) and
CHRONIC DISEASES. unemployment from disease-related

disability (nearly $8 billion).*
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DIABETES NATION:

AMERICA AT RISK LISTENING TOUR

The urgency to relieve the human loss and suffering — and check the
financial bleeding — caused by this epidemic shaped the concept for
the Diabetes Nation: America At Risk Listening Tour. The tour visited
four communities affected by diabetes and mined the personal
experiences and real-life wisdom gained in these communities to
learn how to help define a new model to better serve the millions of

people impacted and threatened by the disease.

With support from sanofi-aventis U.S., Taking Control of Your Diabetes (TCOYD) and
the National Minority Quality Forum (NMQF) worked together to host the listening tour.
TCOYD is dedicated to providing information and education for people with diabetes to
encourage them to manage their disease and become actively involved in their own
healthcare. The NMQF was launched in 1998 to help eliminate the disproportionate
burden of premature death and preventable illness suffered by racial and ethnic
minorities and other special populations across the United States.

The tour visited Dover, Delaware; Kansas City, Kansas and Missouri; Denver, Colorado
and Houston, Texas. Each destination was selected for its unique population, which
provided insight on what is being accomplished to combat diabetes in diverse
environments.

The National Conference on Diabetes

The lessons learned during the Listening Tour will help inform and shape discussions at
a National Conference on Diabetes in 2010. The goal of the National Conference will be
to integrate the care continuum, linking disease prevention, treatment and management
built largely on what is learned at the grassroots level. The purpose will be to:

e Define how best to coordinate with lawmakers for support of programs that will
improve health outcomes and save money;

e Identify strategies and tools for healthcare professionals to drive earlier treatment
and better disease management, aligning with evidence-based medicine; and

e Raise awareness of the importance of disease management to patients and their
families and define practical steps to gain control of the disease, showcasing
best practices.
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DOVER LISTENING TOUR

SATURDAY, OCTOBER 3, 2009

Bayhealth Medical Center and the ADA, Delmar Region joined
TCOYD and the NMQF as sponsors of the Listening Tour in Dover.

Bayhealth Medical Center, southern Delaware's largest healthcare system, is comprised
of Kent General and Milford Memorial Hospitals, Middletown Medical Center and

numerous satellite facilities.

Dover was selected because of the distinct rural environment of the community (and the
state of Delaware) and because of the growing population of people living with diabetes

within the city and, more broadly, within the state:

e From 1995 to 2007, the number of Delawareans who were known to have

diabetes doubled.”

e By 2004, diabetes represented the primary or secondary diagnosis in16 percent

Xii

of hospitalizations.

e Diabetes-related healthcare expenditures in the state approached a staggering

$857 million from 2001 to 2004.*"

Given the impact of diabetes on Delawareans, it is noteworthy that the state’s only
representative in the U.S. Congress, Rep. Mike Castle, is co-chair of the Congressional

Diabetes Caucus.

Panel Discussion

Dr. Steven Edelman, founder and director of TCOYD,
served as moderator of the event and he put the day’s
activities in context, noting that “there just may be a
silver lining to the current economic crisis and the
escalating healthcare reform debate. These
challenges should inspire each of us to think about
how we can rearrange the priorities in our life and
make long-term, meaningful changes that make a
difference for ourselves, our communities and our
nation.”

He followed by setting the goals for the day’s meeting:

e Discuss what is working in diabetes
prevention, treatment and management as well
as what is not; and

e Brainstorm what can be done — and what can
be done better — to empower patients, improve
health outcomes and positively impact the
healthcare system.

A panel of experts followed with their presentations,

“THAT’S WHAT THIS WHOLE
LISTENING TOUR IS
ABOUT...

IDENTIFYING PROGRAMS
THAT WORK AND THEN
FINDING SOLUTIONS FOR
WHY THERE ARE SO MANY
PEOPLE THAT HAVE POOR
DIABETES CONTROL AND
THE REASONS FOR THAT.”

Steven Edelman, M.D.,
founder and director,
Taking Control of Your Diabetes
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led by Dr. Gary Puckrein, president and chief executive officer of the NMQF. Using the
Diabetes Atlas (D-ATLAS) tool, an online resource that graphically maps the estimated
prevalence of diabetes at the ZIP code level, Dr. Puckrein provided statistics for Dover.
As indicated in the following maps, the estimated prevalence of Caucasians living with
diabetes in Dover grew from between 5.05 and 6.74 percent in 2000 to between 8.45
and 10.14 percent in 2008.*" In some cases, the estimated prevalence among
Caucasians has nearly doubled.
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He pointed out the enormous numbers of people suffering from diabetes and highlighted
the estimated prevalence of diabetes among underserved and ethnically diverse
populations. According to Dr. Puckrein, the nation needs a revolution in healthcare to
check the diabetes epidemic. He pushed a proactive strategy that moves away from the
current healthcare system’s acute care model, which treats patients “after the fact” rather
than acting before acute care is required.

Dr. James Lenhard, president of the Delmar Region of the American Diabetes
Association and medical director of the Christiana Care Healthcare System, outlined the
successes and challenges of various local diabetes programs. He was enthusiastic
about improvements in technology and the development of new medicines, which, he
says, allow him to better treat his patients. That said, Dr. Lenhard cautioned that despite
this progress, “diabetes is a public health threat of the highest order.” He noted that
funding remains a challenge, making it difficult to promote diabetes education, which is
critical to controlling the disease and promoting prevention.

Diagnosed with type 1 diabetes at age 14, panelist Amy Rogers brought a very personal
perspective to the discussion. Her message was to “take control.” She urged all people
living with diabetes to build a close relationship with their doctors by asking questions
and laying out expectations. “When | go to the doctor,” she said, “my expectation...is
that he or she is going to listen to me and going to hear what | say and is going to help
me live my life.”

Darrin Anderson, executive director of Delmar Region of the ADA, and Donald Post
program manager for the Delaware Health and Social Services Division of Public Health
Diabetes Prevention and Control Program, provided insights on how public and private
organizations are marshaling resources — people and funds — to fight diabetes in
Delaware and the surrounding states. “Due to our serious financial constraints,” Post



said, “more than ever, today is the time to understand how collaboration [among]
agencies, organizations and communities is the key to strengthen our ability to reduce
health disparities, healthcare costs associated with the disease, and to improve the
quality of care for those living with diabetes.”

Brainstorming Session

The panel discussion framed the subject matter from a national and local perspective
leading to the centerpiece of the event — the brainstorming session — which, in Dr.
Edelman’s words, “is why we’re here.”

Dr. Puckrein punctuated the importance of the brainstorming session by reminding the
participants that, “you’re extremely important given that the conversation [is] about
where we want to put the emphasis on managing diabetes and where...we want to
spend our dollars.”

A number of dominant themes emerged from the discussions reflecting the interests and
concerns of the majority of attendees who were diabetes patients or family of people
who have the disease.

Access to Medical Professionals: Many came to the event to ask Dr. Lenhard
and other medical professionals questions about the disease, treatment options,
diet and nutrition so that they could be better educated about diabetes. This is
reflective of the access challenges in Dover and there was unanimous and
enthusiastic agreement about the need for more endocrinologists and other medical
professionals to adequately serve the community.

Dr. Lenhard observed that, “there are about...6,000 endocrinologists...in the United
States and there are probably 24 million [people living] with diabetes. | mean do the
math. There’s no way that endocrinologists can treat everybody with diabetes.”

Diabetes patient Kate Salvato who is also director of education for consumers,
patients and staff at the Bayhealth hospital, echoed Dr. Lenhard’s remarks saying,
“we need more accessible professionals, more endocrinologists, more nurse
practitioners, more physician assistants and in particular more [certified diabetes
educators].”

Although there was agreement around the need for more endocrinologists and other
medical professionals who deal with diabetes, a number of attendees credited
hospital education departments and physician assistants with helping them control
their diabetes and learn about the disease. As one man said, “| personally go to a
physician’s assistant who understands diabetes well enough to communicate with
me and he gives me help when | mess up.”

It was suggested that all primary residents, regardless of their area of specialization,
be taught about diabetes, thereby enabling every doctor to have some basic
knowledge of the disease and how to treat it.

Diabetes Education: There was general agreement that diabetes is not well
understood at any level — not by patients, not by doctors, not by hospital staff and
most definitely not by the general public.



Among the major concerns was the need for more education on basic, but vital,
subjects such as diet and nutrition. As one attendee said, “We had a lifestyle of
Southern eating and consequently we got into the habit of eating as such. The

biggest problem right now is breaking away from that type of environment.”

The general sentiment of the discussion was that there has to be better awareness
of the needs of diabetes patients within the medical community. A diabetes
educator in attendance highlighted this, sharing that “we see only a fraction of the
people that we need to see when they are first diagnosed...and it's probably those
first few weeks or months that you need that critical information, but we’re not
getting the referrals from the private area source, the physician, the nurse
practitioner or the physician assistant.”

A number of attendees said that opportunities to attend educational events must be
better communicated within the diabetes community. One said, “My diabetic
educator...told me about this meeting...there [are also] health fairs and they reach a
large target market. So I think you need to get out where the people are...give
people information on where to go to get help.”

Tina Trout, coordinator of diabetes education at Beebee Medical Center and a
member of the Delaware Diabetes Coalition, addressed some of these concerns
noting that a guide exists to serve as an educational and informational resource on
diabetes. Assembled and published by the Delaware Health and Social Services,
The Burden of Diabetes in Delaware Guide provides critical information about the
disease, including prevalence, costs, disparities and complications, as well as
valuable guidance on available services, including prevention outreach programs,
location of resource centers (i.e. local libraries), availability of blood screening
projects that target high-risk populations, support services to help manage diabetes,
location of federally-qualified health centers and education programs.

Trout brought home the importance of diabetes education saying, “I would
encourage government to look at education as a crucial part of the plan to improve
care, because if we look at it, education is the least expensive component of care
for diabetes.”

Costs of Care: Concerns — often expressed as fears — about costs of care were a
priority for most people at the event. Healthcare insurance was the centerpiece of
these discussions.

One attendee described his situation by saying, “What | need is affordable major
medical insurance and when | tell the carriers that | have diabetes and | live in
Delaware, I'm automatically — if | can get a carrier that’s even willing to listen to me
— I’'m automatically facing at least a 50 percent rider increase.”

Diabetes patient Amy Rogers said, “I've lived in...five states and | couldn’t get
insurance in any of them on my own as a diabetic. They see the diagnosis and
that’s it.”

Anxieties about the high cost of medication generated a discussion about programs
that make prescriptions available at no cost or reduced costs. Attendees traded
information about organizations such as the Partnership for Prescription Assistance



and its Web site (www.pparx.com), which provides information on prescription
reduction programs. Participants also mentioned the Total Rx Access program
sponsored by pharmaceutical companies, which makes medication available at
reduced costs, as well as local programs such as the Emergency Medical Diabetes
Fund program. This program is administered by the Delaware State Service
Centers and provides diabetes services, medications and supplies. It also pays up
to $400 for items directly related to emergency diabetes care.

Innovative “scholarship” programs are also available in the Dover area to people
with diabetes. Salvato explained that, “if we have a patient that is indigent or cannot
afford to pay, we will admit [them to the hospital]. We call it a scholarship, it’s just
something that we give if we either cannot charge for insurance or someone does
not have the ability to pay....”

Culture Change: There was also a great deal of discussion about the need to
revolutionize the current healthcare system and turn it away from the prevailing
acute care model that does not promote proactive education and care.

One attendee suggested that those in the healthcare industry must adjust their
thinking and consider that “if | fund it on the front end somehow...l will have less to
pay on the back end of that iliness. It's a chronic disease. Understand what chronic
means. You understand this patient is going to be with you for the long term. If you
don’t help them, they’re going to get sicker, not better.”

Salvato illustrated the need for changes by highlighting those people who fall
through the cracks. “[I] don’t know how to even begin to find the people who are
falling through the cracks. | think one of the ways we find them is when they end up
in our emergency room and we’re paying for that. You're paying for that as tax
payers. So it would be much less expensive for us to pay through preventative
care...”

Dr. Puckrein summed up the sentiments expressed by noting that, “the acute care
model may have been okay for the 20" century...we didn’t have the technology or
the capacity or the infrastructure for change, but we really do [now] and it really is
about putting together a collective will to make that change.”



LESSONS LEARNED IN DOVER

Unless more students going into medicine opt for disciplines like
endocrinology, or pursue the diabetes education field, the diabetes
epidemic will overwhelm our medical profession and bankrupt our
healthcare system.

As Dr. Lenhard said, “One of the biggest problems that we face is the sheer numbers
and volume. There’s a limited number of people who have specialty training in
diabetes....”

It is critical for those diagnosed with the disease to fully understand the
disease so they are better able to control their blood sugar and reduce the
risk of developing diabetes-related complications.

As one attendee observed, “l would encourage government to look at education as a
crucial part of the plan to improve care, because, if we look at it, education is the least
expensive component of care for diabetes.”

There is anxiety about the costs of healthcare preventing patients from
focusing on controlling their disease.

Escalating costs of treatment and medication cause fear and anxiety that complicate
lives already in turmoil. Dr. Puckrein sized up the situation, noting that “in another 40
years, every tax dollar that we collect we're going to put...in healthcare. This is not
sustainable and while there are assistance programs, they will not cover the growing
costs of diabetes care.”

The acute care model is an anachronism.

Waiting for patients to end up in the hospital for surgery or other emergency care is too
expensive, not to mention unfair to the patients. A complete change in approach is
required not only for the treatment of diabetes but for the survival of the nation’s
healthcare system. Proactive care is the way to go for the 21°* century.
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KANSAS CITY LISTENING TOUR

MONDAY, OCTOBER 5, 2009

Truman Medical Centers (TMC) joined with TCOYD and the NMQF
as sponsors of the Listening Tour in Kansas City.

TMC has one of the nation’s preeminent programs committed to finding a solution for
improving uncontrolled diabetes and identifying barriers that prevent patients from
achieving blood sugar control.

Kansas City was selected as a tour stop because diabetes is prevalent across all
population segments and every age group in the metropolitan area. It is also rampant
within the states of Missouri and Kansas, where complications from the disease took
nearly 1,500 lives in Missouri in 2007, and ranked as the seventh leading cause of
death in Kansas in 2006.*"' These numbers and the continuing growth of diabetes,
particularly in the African-American community, made the Kansas City metropolitan area
an ideal stop for the Diabetes Nation: America At Risk Listening Tour.

The full dimensions of the disease in Missouri and Kansas are in stark evidence when
considering that:

e Nearly 400,000 adults in Missouri suffered from diabetes in 2007, while nearly
100,000 were classified as having pre-diabetes.*"

e In Kansas, an estimated 216,000 adults have diabetes: 151,000 adults have
been diagnosed and 65,000 adults have undiagnosed diabetes.”

e African-Americans have higher rates of diabetes (12.9 percent) than any other
ethnic or racial group in Kansas.™

e In both states, the costs of the disease are substantial with direct and indirect
costs at $1.5 billion in Kansas,™ and direct costs exceeding $2.7 billion in
Missouri.”"

Panel Discussion

Dr. Steven Edelman, founder and director of TCOYD, served as moderator of the event
and he put the day’s activities in context, noting that “diabetes is not an easy disease to
manage and it's not an uncommon condition. That’s why this [event in Kansas City] is
so important to try to find out how we can do things better, take what works and leave
out what doesn’t work. We will ...present this [information] in [Washington] D.C. ...and it
may possibly shape our current healthcare reform as it relates to diabetes.”

He followed by setting the goals for the day’s meeting:

e Discuss what is working in diabetes prevention, treatment and management as
well as and what is not; and

e Brainstorm what can be done — and what can be done better — to empower
patients, improve health outcomes and positively impact the healthcare system.
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A panel of experts followed with their presentations, led by Dr. Gary Puckrein, president
and chief executive officer of the NMQF. Using the Diabetes Atlas (D-ATLAS) tool, an
online resource that graphically maps the estimated prevalence of diabetes at the ZIP
code level, Dr. Puckrein provided statistics for the Kansas City region. In Kansas City,
diabetes has most significantly impacted African—Americans as well as elderly
populations (over age 65), regardless of race. In 2008, the prevalence of diabetes grew
to 14.01 percent or greater for both populations.™" The overall prevalence of diabetes in
the city’s African-American community is higher than in that of Caucasians. Note: These
charts include both Kansas City, Kansas and Missouri.

2000 Estimated Prevalence 2008 Estimated Prevalence

M8
B 2 25% or Less
Wl 2. 25% - 3.35%
I 3369 - 5.04%
6,05% - 6.74%
6. 75% - B.44%:
8.45% - 10.14%
I 10.15%: - 11.84%
1185 - 14.00%
I 14.01% or Greater

2.26t0 14.01 percent 2.26t0 14.01 percent

Dr. Puckrein discussed the need for radical changes in the way chronic diseases like
diabetes are treated proposing the adoption of a proactive strategy that gets away from
the acute care model governing the current healthcare system. “We have the capacity,”
he noted, “right now in the 21 century to do the modeling so that we can literally predict
the probability of [a patient having a stroke], and [we can] intervene.”

Dr. Lamont Weide, chief of diabetes and endocrinology at TMC and professor of internal
medicine at the University of Missouri-Kansas City, reviewed the growing numbers of
those living with diabetes and its complications. He reported that improvements in
treatment, such as total medical care plans, patient health monitoring and diabetes
education are helping to counter the challenges brought by diabetes. “We're trying
to...help our patients [by providing] total medical care at Truman Medical Centers, one-
stop care where you get patient visits, diabetes education visits, nutritional counseling.”

Diagnosed with type 2 diabetes three years ago, Marcus Wright delivered the message
of personal responsibility. After being diagnosed, Wright said it took him awhile before
he accepted that he had diabetes and assumed responsibility for his condition. He also
noted that he needed a specialist who would listen to what he was saying and would act
as a partner in treating and controlling his disease. “If you are a diabetic,” Wright said,
“and you're not sure if your general physician is taking care of you, just ask to see a
professional about your diabetes so you can get under control and take control.”

“Education saves lives and money,” emphasized Dr. Lois Book, director of the Diabetes
Center at Providence Medical Center and president-elect of the Kansas City Regional
Association of Diabetes Educators. She reported that commercially-insured patients and
Medicare patients who have received diabetes education have lower costs of care than
those who are not educated. The corollary, Dr. Book said, is that Kansas City needs
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more diabetes educators and better incentives for them. “We have less than 500
diabetes educators who belong to professional associations within our two states.”

Kate Watson, program manager at the Kansas Diabetes Prevention and Control
Program in the Kansas Department of Health and Environment’s Bureau of Health
Promotion, introduced the innovative Chronic Disease Electronic Management System
(CDEMS) developed by the Kansas Diabetes Prevention and Control Program in concert
with the Case School of Medicine. The data collected by the CDEMS includes
information on cholesterol counts, blood pressure readings, A1C numbers and other
information. Watson reported that there are 11,000 patients in the CDEMS diabetes
registry and the information collected is geared to “...have [healthcare providers]
shift...their thinking from an acute care model to a [primary] care model.” She noted that
“with the tools we have provided them, they have networked together to help each other;
they have been able to increase the number of patients getting diabetes education.”

Brainstorming Session

The panel discussion framed the subject from a national and local perspective leading to
the centerpiece of the event — the brainstorming session which, in Dr. Edelman’s words
is “...the most important part of the day.”

Dr. Puckrein reminded participants that, “Your voices today will help to elevate diabetes
as a public health priority that requires urgent attention and action.”

A number of dominant themes emerged from the discussions reflecting the interests and
concerns of healthcare professionals, who comprised a majority of those attending:

Costs of Care: “We'’re viewed as a black hole...,” one attendee said describing
the general perspective on the costs of diabetes held by many in the healthcare
field. On this note, another participant observed that, “There’s more money to be
made for procedures than for management of chronic [disease].”

Diabetes education also costs money, and one diabetes educator told the group
“...i's very hard for diabetes education programs to...break even. Hospitals
actually spend money, they make no profit, they usually lose money to have a
diabetes education program...”

Although there was agreement that costs of diabetes care is viewed as a
“money-losing proposition,” several attendees said this perspective can be
adjusted by fixing the sights of healthcare administrators on the prospects for
“‘downstream revenue.” As one healthcare provider said, “When [diabetes
patients] come into my clinic, what else gets done? They go to the
ophthalmologist. They see the cardiologist. They see surgeons. They see
educators. They get their blood drawn. There is so much other revenue to this
system....”

An adjustment in thinking is important when considering costs for diabetes
education. Participants pointed out that education saves money in the long run.
In fact, it has been shown that when incentives are provided to participate in
education courses, classes can be filled. Better still, a diabetes educator
reported that a program offering incentives in his workplace, including free
diabetes education and free blood glucose strips, resulted in “...over a 2 percent
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reduction in A1C, which shows that there is a return on investment. There is a
business case that if you can lower A1Cs, significant money [can] be saved.”

The value of education, in addition to the intrinsic value of saving a life, was
reinforced by a contributor who said, “I calculated how much money the state can
save if we located [those with pre diabetes] and got them into a lifestyle
modification program. We figured out...we could save $31 million in one year.”

Diabetes Education: There was general agreement that diabetes is not well
understood at any level — not by patients, not by doctors, not by hospital staff and
most definitely not by the general public.

One attendee noted that people lack a basic understanding of the disease, which
is responsible for poor nutrition habits, especially among children and their
parents. This attendee stated “...One out of three children born today will have
diabetes by age 40. We’re killing our kids.”

Another participant suggested starting to educate about diabetes in grade
schools. “Teach basic health in our grade schools. We need to teach them
about the risks of diabetes, about diet and exercise....” These sentiments were
echoed by a number of attendees, one of whom suggested that school lunches
are sorely lacking in nutritional value and physical education is inadequate.

Nutrition education should come from the bottom up, or “...from the grassroots
up,” a pharmacist suggested. “That would be the grocer,” he continued, “the food
manufacturers, that have a vested interest in this too, and local pharmacies and
then the physicians. Can’t go from top down. It’'s got to come from the bottom
up or we'll never get this thing under control.”

Discussion on increasing the number of diabetes educators led to suggestions
for ideal candidates, including home health aides and Meals on Wheels
volunteers. One man suggested “build[ing] a citizen army of people, who, like
me, who are diabetic [and could] convey at least the basic message about
diabetes management, some of the proper things to do.” Dr. Book suggested
educating home healthcare aides “...who go into Medicaid areas, so [it is critical
that] they speak about diabetes correctly.”

Culture Change: Many participants suggested that progressive changes in
diabetes treatment will only come with a shift in perspective on the disease. For
example, Dr. Puckrein made the point that “...a lot of data collection ...being
done by various organizations such as Blue Cross/Blue Shield and the [Veterans
Administration], is focused on physicians; performance measures for physicians
and reimbursement for physicians.” He said the focus should be shifted to
patients, to patient data and to patient consumption patterns.

Dr. Meghan Waltham, a physician with the Kansas University diabetes clinic said
insurance companies have to readjust their thinking. She said companies should
consider incentivizing policyholders by extending rewards or benefits for losing
weight or meeting blood pressure goals. Dr. Waltham said our current
healthcare system is set up to promote paying the consequences instead of
avoiding them, which she described as “a backwards way of doing business.”
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Paul Supchem, who is with the consulting firm Lockton Companies, said human
resource professionals and others in the corporate world must readjust their
thinking and understand that the risks of diabetes have to be addressed before
they manifest.

Others suggested that changes are needed in the way different ethnic groups are
treated and educated as well as the way patients and families are taught about
the disease. According to one woman, “If I'm African-American and you're white
and you're telling me these are the things | need to do, it may not register. You
have to be more in my culture, the things that | eat and the way that | cook.”
Another said, “We have to...teach our [diabetes educators] and our medical
doctors that they have to talk the language that [patients] can understand.”
Participants said it was critical to speak in user-friendly language and in the
native language of the patients and caregivers.

13



LESSONS LEARNED IN KANSAS CITY

The misconception that diabetes drains resources from the healthcare
system must be corrected.

Due to the nature of the disease, patients often make regular visits to multiple
caregivers, including ophthalmologists, podiatrists, surgeons and cardiologists. This
produces “downstream” revenue. As it was characterized by one attendee, “We have
not made a strong enough case and most institutions have not recognized that we do a
service not only to our patients, but we also bring in a significant amount of revenue to
the whole system....”

Diabetes education must come from the bottom up to be fully successful.
Given the dimensions of the disease and the dearth of resources, “educators” must be
found everywhere from grocery stores to pharmacies to healthcare workers. As one
attendee put it, “We have to think outside the box. We don’t have [the number of]
providers that we need to extend care, but we can use systems that are already in place
like Meals on Wheels. These people could be taught basic diabetes care.”

Behavior modification can be and must be included as a tool for diabetes
treatment and disease management.

To successfully treat and control diabetes, an effort must be made to modify, even
change, the behavior of patients, healthcare providers and communities. Diabetes
patients who do not take their medications, or who continue to eat badly and refuse to
exercise, should be approached with incentives and other behavior modification tools.
They should be encouraged to do the right thing for their health. The aim is behavior
modification with the goal of improving the health of individuals and operating a more
effective healthcare system, both of which will benefit the greater public.

The current healthcare system must change its culture if we are going to
get diabetes under control.

Waiting for the disease to manifest complications that often lead to hospitalization is
unfair to the patient and is extravagantly expensive. We can head this off by adopting a
proactive approach and tending to patients more thoroughly on the front end to prevent
deterioration from the disease. Also, given the heavy concentration of the disease within
minority communities, a better understanding of the cultures of those communities will
allow caregivers to better communicate and, thus, more effectively treat patients.
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DENVER LISTENING TOUR

FRIDAY, OCTOBER 30, 2009

The Barbara Davis Center for Childhood Diabetes partnered with
TCOYD and the NMQF as sponsors of the Listening Tour in Denver.

The Barbara Davis Center is one of the world’s largest diabetes programs specializing in
type 1 diabetes research while caring for children and adults with type 1 and type 2
diabetes.

The incidence of diabetes in Denver and across the state of Colorado indicates that
although the disease is a continuing health threat, the numbers of those diagnosed and
undiagnosed are lower than in other parts of the country. Based on its relative success
in managing the disease, Denver made an ideal stop for the Diabetes Nation: America
At Risk Listening Tour.

As reported in The Burden of Diabetes in Colorado:

e The statewide prevalence of the disease, which has increased slightly in recent
years, remains lower than the national rate, which the CDC reported as nearly
eight percent in 2007.°"

e Diabetes affected about one in 19 Colorado adults, or 5.3 percent of the adult
population, in 2007.*"

e The economic costs of diabetes in Colorado totaled more than $2.5 billion in
2006, including excess medical costs of $1.6 billion and lost productivity valued
at more than $900 million.*"

Panel Discussion

Dr. Steven Edelman, founder and director of TCOYD, served as moderator of the event
and he put the day’s activities in context by stating, “The goal for today is...to discuss
some of the successes and challenges in treating people with diabetes — all the way
from prevention, [to] early detection and aggressive management.” The proceedings,

Dr. Edelman told participants, would be transcribed and presented to “...politicians and
policymakers and other important stakeholders...in [Washington] D.C...,” to educate
them about the disease and about the challenges it poses to diabetes patients and to the
millions who will be diagnosed with diabetes, as well as the impact diabetes has on the
nation’s healthcare system.

He also established the agenda for the meeting, which included a panel of experts
presenting various aspects of the disease followed by a brainstorming session.

Dr. Gary Puckrein, president and chief executive officer of the NMQF, kicked off the
presentations. Using the Diabetes Atlas (D-ATLAS), an online resource that graphically
maps the estimated prevalence of diabetes at the ZIP code level, Dr. Puckrein provided
the statistics for Denver. As indicated in the D-ATLAS charts below, the prevalence of
diabetes within the state ranges from about five to 10 percent (depending on the sample
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area).™" This compares favorably with most other major cities across the country.
Dr. Puckrein noted that this city did not look like the rest of the country.

“'m amazed by Denver,” he said about the lower than average numbers of diabetes
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patients, adding that, “We need to fundamentally understand why the diabetes levels are
the way they are...we’ve got to dampen down the number of people who are presenting
with diabetes and...we’ve got to be a lot more aggressive because we’re spending a lot
of money [in treating the disease and its related complications]....”

Dr. Michael McDermott, professor of medicine and clinical pharmacy, endocrinology and
diabetes practice manager at the University of Colorado Denver, picked up on Dr.
Puckrein’s cautionary note by observing at the outset of his presentation that, “...I don'’t
know that we’re making as much progress as we could.” He offered a case-based
approach that touched on the need, among other things, to properly diagnose the
disease. He recalled treating a number of cases in which patients were diagnosed with
type 2 diabetes when they were, in fact, type 1 patients — misdiagnoses that in some
cases caused years of suffering before properly controlling and managing the disease.

Describing diabetes as a “self-management disease,” Dr. McDermott also underscored
the importance of education. “The more you know about diabetes, the more decisions,
the more correct decisions you can make on a day-to-day basis.” Diet and exercise
were also high on his list of “musts” for the patient, and he presented a telling history of
“portion distortion” that leads to obesity diabetes and potential complications. Going out
for a hamburger and fries today, he said, is — in terms of caloric intake — “three times
what it used to be. A cheeseburger 20 years ago was about 330 calories.... It's about
590 calories [today].”

Certified diabetes educator, Christie Beatson, tapped into her experience working at the
Barbara Davis Center and presented a look at the pros and cons of technology. On the
plus side, she praised the “...very important things [that have been developed] to combat
and manage this disease...,” but also called attention to the fact that use of technology
often leads patients to “...move away from record keeping and self management....”

She questioned the increased use of e-mail and text messaging that caused,
“...visits...to get spaced out longer and longer because they've been in contact with us
but they’re not coming in for face-to-face visits.” Beatson also expressed concern about
whether patients were using technology properly, wondering, “Are our patients
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understanding how to use [technology]...? And are they using [the devices] the way
they’re designed to be used? And...are healthcare providers understanding how to use
them and teaching the patients...correctly?” As a counterpoint to the use of technology,
she reviewed some of the successes of “hands-on” programs at the Barbara Davis
Center, including the successful “Biggest Loser” weight management class and
“classes...to help our patients line up their expectations for continuous glucose
management.”

Panelists Charles Zwerdlinger and Julie Rech, both diabetes patients, shared their
experiences, which led each of them to disciplined and ultimately successful regimens
that now control their blood sugar. Diagnosed with type 2 diabetes seven years ago,
Zwerdlinger candidly admitted to being devastated by his diagnosis and being so
dispirited that he was almost beaten by the disease. Zwerdlinger had a history of heart
disease, which was serious enough to require the insertion of stents to open clogged
arteries. Once diagnosed with diabetes, his heart disease became even more serious,
requiring his blood sugar to be in the best control possible. With the support of his
family, friends and doctors, he gained control of his disease. These people he said are
“...the reason I'm able to stand here today....”

Julie Rech was diagnosed with type 1 diabetes 11 years ago. She too credited the
support of her friends and doctors for helping her gain control of her disease. Rech also
brought a refreshing and interesting perspective to her presentation. She bemoaned the
fact that menus in magazines and cookbooks do not include nutritional content saying,
“It really...torques me off that there are a lot of magazines out there — these people who
talk about health all the time — Oprah. Her magazine does not have nutritional content.”
She also talked about the frustrations caused by the disease, including the constant
need to balance the demands of life that are complicated by having diabetes; the
isolation that the disease often imposes; and the perception that type 1 patients take a
backseat to those with type 2 diabetes.

Dr. Marc-Andre-Cornier, Colorado board president of the American Diabetes
Association, discussed the many innovative programs supported by the state ADA. He
explained that the programs educate and advocate on behalf of their constituents, and,
most importantly, he said, they aim to change the faulty public perception of the disease.
“People,” Dr. Cornier said, “...don’t realize that this is a very serious condition that is
deadly. Obviously that tells us that all the work we’ve done isn’t...working.” To correct
this situation, Dr. Cornier introduced what he described as a movement that will educate
the public “to tell everyone how serious [diabetes] is...,” and create a sense of urgency
and inspire people to join the fight against diabetes. The ADA launched the movement —
Stop Diabetes — on November 2, 2009 in Denver.

Diabetes program manager at the Colorado Department of Public Health and the
Environment’s Diabetes Prevention and Control Program, Michelle Hansen, provided a
reality check, noting that the diabetes statistics collected through her organization’s
Behavioral Rick Factor Surveillance System (BRFSS) showed there are regions in the
state with statistically-significant diabetes numbers. In addition to identifying areas of
diabetes prevalence, these numbers allow state agencies to see where resources, such
as diabetes educators, are required. Too often, Hansen said, there are not enough
resources to provide the care and education where it is needed and this has called upon
her and her colleagues in state government to look at “...other sources of education.”
On this note, Hansen said that pharmacy schools offer good prospects for partnership.
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“This is a potential way to get more diabetes self-management out to the state...through
pharmacy-based clinics.” The numbers collected by the BRFSS also show that, “obesity
lines up very closely with the prevalence of diabetes,” as do numbers on the lack of
physical activity.

Brainstorming Session

The panel discussion framed the subject matter from a national and local perspective
leading to the centerpiece of the event — the brainstorming session. Dr. Puckrein
encouraged broad patrticipation, saying, “Your voices today will help to elevate diabetes
as a public health priority that requires urgent attention and action.”

A number of dominant themes emerged from the discussions reflecting the interests and
concerns of healthcare professionals and diabetes patients, who comprised the majority
of the audience.

Diabetes Education: There was general agreement that diabetes is not well
understood at any level—not by patients, not by doctors, not by hospital staff,
and not by the general public.

Obesity in children was identified by one attendee as “...a huge problem in this
state...” She said it was the consequence of a diabetes education deficit, of
“...schools not having...classes in nutrition, home economics, things that might
have [been] taught in the past.”

On this subject, another attendee, a middle school teacher who has taught for 18
years, described children as sponges who are able to soak up knowledge.
Critical of the money being spent on computer games for children, he said, “If we
took...the money that’s spent on that and put it into education...[and taught them
that] if you keep eating fast food, if you keep doing it, this is what’s going to
happen to you.” His blunt assessment of the current direction was, “what good is
that technology going to be if you’re going to die at 40...7”

Certified diabetes educator and patient Mary Voelmle suggested that diabetes
education is also badly needed in most hospitals, where too often medical
personnel are not knowledgeable about the disease. She described her own
misadventures with hospital personnel due to their ignorance about her diabetes
as it related to her pregnancy. “So it's scary as a patient. Even going to a great
hospital...I’d be hesitant [to let] just anybody take care of me.” On this subject,
Dr. McDermott said, “...We spent a lot of time doing [outreach education] with
our ER docs and our inpatient docs and the curve of their knowledge [about
diabetes] and skills [to treat the disease] have really increased significantly, but it
started pretty low.”

A number of participants called attention to the fact that a concerted marketing
effort to raise public awareness of diabetes would be an excellent adjunct to
diabetes education programs. An attendee who works in the healthcare field
suggested that, “The diabetes community could benefit from...taking more of a
marketing approach...on many different levels. You have to market the
treatment to the people who are already affected and market the prevention to
the people who are not yet affected, and also to all the different decision
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makers.” She pointed to the marketing campaigns mounted by HIV/AIDS and
breast cancer as successful models.

According to Hansen, one of the primary messages that must be delivered is that
“it isn’t all about drugs and medication, but it is about intensive lifestyle
[changes]...creating an environment to make it succeed for these individuals in
the higher risk areas.... [I] don’t think that message is out there as much as we
could have it out there that [type 2 diabetes] is preventable.”

Culture Change: Many speakers during the brainstorming session suggested
that progressive and productive changes in managing the disease will come only
when there has been a paradigm shift in how diabetes is treated.

For example, Dr. Puckrein made the point that in today’s healthcare environment,
care is not the focus, cost is the focus, and that approach does not lead to
productive outcomes. According to Dr. Puckrein, the end result is that, “60
percent of what we spend [is for] hospitalization for coronary events, end stage
renal disease, amputations. That's how we’re spending the money. That’'s how
the system works.... And the reason it works that way is because somehow folks
get persuaded that it’s cheaper to do that, it's cheaper to let diabetes patients
[get really sick] and then we’ll take them and give them the best possible care we
can....as opposed to getting a diabetes educator before you've crashed and
burned.”

Dr. Puckrein supported this contention by noting that when Congress asked the
Congressional Budget Office (CBO) to score the healthcare bill, in its letter of
response, the CBO dismissed the prevention approach as too expensive. Dr.
Puckrein noted that the CBO went on to say, “if you keep people alive, we're
going to also count the social services that they consume.” The end result, he
said, is that, “we won’t pay the diabetes educator...we don’t want [the diabetes
patient]...to continue to collect social security, be on Medicare...whatever.”

The “culture of food” was also discussed during the brainstorming session as
was the need to adjust the practice of this culture. To accomplish this, one
participant asked, “Why can’t we nationally have a mandate to post calorie
content — it seems very simple — up on all McDonald’s [menus], any chain with
more than, say, four restaurants?” Others discussed the prospect of taxing
unhealthy foods and drinks as way to encourage better eating habits.

There was also discussion of the need to improve medical services to diabetes
patients in minority communities. A number of the healthcare professionals in
attendance said disease management is often ignored and many patients fail to
seek treatment. Dr. Puckrein identified various causes, several he labeled as
cultural. “Alot of it [has to do with] the way in which people adjust to...the
indigent life they have. You may provide them the best possible care but they’re
still living on the fringes of society and with very, very [few] options. And they're
in the community with everybody else sort of living at the edge.” He also offered
the view that, “On the other side of it, you also have to say we haven't really
invested a lot to figure that out.”
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Access to Care: Attendees agreed that — in the words of one — “There’s a
shortage of every kind of help...financial, supplies, insulin, and also the
healthcare education to help people take care of themselves.”

This discussion looked at disparities in healthcare geographically. Dr.
McDermott recalled a story about a married couple who were graduating from
medical school with $1 million in debt, which would prevent them from practicing
anywhere but in a metropolitan area in a high paying field. Dr. McDermott
suggested the state develop a program, similar to that offered by the National
Institutes of Health, which helps doctors work off their debt by practicing in
underserved areas.

Charles Zwerdlinger commented on the role of individual responsibility in seeking
out healthcare despite the challenges of access, observing that, “If you've got a
problem and you are willing to help yourself, there are resources there.” This
view was reinforced by an attendee who works with a fithess and health
company that partners with Medicare to make access to exercise and education
on nutrition available to the generation most threatened by diabetes. “Still,” she
said, “we can’t get people to fight chronic conditions like diabetes.”

On the other side of the question, Mary Voelmle said, “There are people who do
not get access to anything they want. And we live in the United State of America
and it’s horrid that the basic care [isn’t available] to people who are citizens of
[this] country.”

Yet another perspective was offered by Dr. McDermott who said that, “Part of the
responsibility comes back to providers, that we have to learn...to use the
resources well.” Expanding on his thought, he continued: “We have to be
responsible. Do we always need to order a CAT scan? Do we always need to
have the most expensive medicine? Do we always need to have the person
doing more finger sticks than we can read in a given session? | think we need to
take responsibility ourselves.”
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LESSONS LEARNED IN DENVER

Diabetes education is undervalued; it is not always included in school
curricula. Healthcare professionals — among others — do not receive
adequate training about diabetes, and even diabetes patients often do not
know enough about their disease to manage it successfully.

Diabetes education was identified as a primary need by a vast majority of those in
attendance from medical professionals to diabetes patients to researchers in the field. It
is the critical element in any successful diabetes management program.

The current healthcare system is governed by an acute care model and we
must change the approach to treatment in order to control diabetes.

Waiting for the disease to manifest complications that often lead to hospitalization is not
only cruel to the patient, it is expensive. We can head this off by adopting a proactive
approach and tending to patients more thoroughly on the front end and preventing
deterioration from the disease. Also, given the heavy concentration of the disease within
minority communities, a better understanding of the cultures of those communities will
allow caregivers to better communicate with and thus more effectively treat patients.

Improving access to healthcare has been a subject of debate at all levels of
government and among all stakeholders in the healthcare community.

The impact that healthcare reform will have on access to care is yet to be seen.
However, the one area where influence can be exercised by caregivers and diabetes
patients involves ensuring that patients follow the regimens designed to control the
disease. Patients who do not take their medications, or who continue to eat badly and
refuse to exercise, should be encouraged to do the right thing. The aim is behavior
modification with the goal of improving the health of individuals and operating a more
effective healthcare system, both of which will benefit the larger public.

Interestingly, the subject of Denver and Colorado being examples to follow to
successfully combat diabetes received very little attention during the brainstorming
session. There were occasional references to the culture of “outdoor life” and “clean
living” but no conclusions were drawn on “why” the positive outcomes are unique to the
city and the state.
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HOUSTON LISTENING TOUR

MONDAY, NOVEMBER 2, 2009

Baylor College of Medicine partnered with TCOYD and the NMQF as
sponsors of the Listening Tour in Houston.

Baylor’'s Diabetes and Endocrinology Research Center is one of the nation’s most
respected biomedical research organizations studying diabetes; conducting research on
metabolism and nutrition; basic and translational research into the biology, physiology,
complications and therapy of diabetes; and molecular endocrinology.

Houston was selected as a tour stop because diabetes is prevalent across all segments
of the population and every age group in the metropolitan area, as well as throughout
the state of Texas. In Texas, the dimensions of the disease are alarming:

e Approximately 1.8 million adults have been diagnosed with diabetes, and another
460,000 are estimated to have undiagnosed diabetes.™*

o Diabetes is the sixth leading cause of death in the state. It is the fourth leading
cause of death among African-Americans and Hispanic-Americans/Latinos.”

e The costs of the disease were estimated to be almost $12.5 billion in 2006.**

e The estimated cost for hospitalizations alone was $3.6 billion in 2003.%*"

These numbers and the continuing growth of diabetes made Houston and greater Texas
an ideal stop for the Diabetes Nation: America At Risk Listening Tour.

Panel Discussion

Dr. Steven Edelman, founder and director of TCOYD, served as moderator of the event
and put the ensuing conversation in context: “We’re going to...find out what the needs
of people with diabetes are; what are some of the things that work; what are some of the
things that don’t work; and try to assimilate the information...to go to Washington, D.C.,
to try to get some policymakers to listen...[so that] people with diabetes get what they
need.”

He also established the agenda for the meeting, explaining that a panel of experts would
make presentations on various aspects of the disease followed by a brainstorming
session during which the views of audience members would be solicited.

A panel of experts followed with their presentations, led by Dr. Gary Puckrein, president
and chief executive officer of the NMQF. Using the Diabetes Atlas (D-ATLAS) tool, an
online resource that graphically maps the estimated prevalence of diabetes at the ZIP
code level, Dr. Puckrein provided statistics for Houston. The following maps show the
estimated prevalence of diabetes as well as the estimated prevalence of diabetes in
Houston’s Hispanic-American community. The estimated prevalence increased from
between 2.25 and 8.44 percent in 2000 to between 3.36 and 14 percent in 2008.°"
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He highlighted the enormous numbers of people suffering from diabetes, particularly
within the minority communities. He stated that, “For all of the good intentions and all of
the work that we’ve been doing around diabetes, we're not succeeding.” Dr. Puckrein
suggested that radical changes are needed in the way chronic diseases like diabetes are
treated and proposed the adoption of a proactive strategy in place of the acute care
model that prevails in the current healthcare system.

Diagnosed with type 2 diabetes five years ago, Jose Cardenas shared his experiences,
ranging from an initial denial of his diagnosis to a disciplined, successful regimen that
now helps him manage his diabetes. He attributed his success to three things: his
family’s support, a carefully-crafted treatment plan and his willingness to incorporate a
healthy diet and physical activity into his lifestyle. Looking at the big picture, Cardenas
said that diabetes prevention programs must begin with education at a very young age.
“I believe nutrition education works best when children start learning....” He also
stressed the need for physical activity among the young saying that, “So many children
are obese, under-exercised and given video games instead of soccer balls.” Cardenas
noted that the large and diverse population in Houston presents challenges, such as
language barriers, to educating the population. “Advertising in Spanish [on] TV or radio
more often will help [overcome the language barrier].”

Panelist Dr. Stephen Spann, professor of family and community medicine, senior vice-
president and dean of clinical affairs at the Baylor College of Medicine, discussed the
plight of the uninsured and the safety net that ministers to and protects some in this
population. “[A] particular challenge we face in Houston is that we have one of the
highest proportions of uninsured patients in terms of healthcare insurance in the country.
Some 30 percent of people under age 65 in our area don’t have healthcare insurance.”
Dr. Spann said that although the safety net resources in Houston, including federally-
gualified health centers, community health centers and school-based clinics, do protect
large numbers of those who would otherwise be left without medical attention, “it’s really
not enough because there are still a lot of folks who have [diabetes]...that don’t have
access to care.” Empowering people to self-manage their disease is the “...kind of care
that we would like to see available to our patients in all of our safety net clinics,”
according to Dr. Spann.
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J. Ralston Creswell, senior executive director of the Houston and Southeast Chapter of
the American Diabetes Association, explained his organization’s work within the Houston
community, most particularly within the Hispanic-American community. He described
the novel Feria de Salud program that has reached more than 93,000 Hispanic-
American patients since its launch in 2003. Creswell punctuated his discussion of the
need for such programs with statistics showing that, “if current trends continue, one in
two Hispanic-American children born since the year 2000 will [develop diabetes].”
According to Creswell, these numbers prompted the ADA in Houston to grow the Feria
program, which is expected to reach 50,000 people this year. The Feria program will
provide services that include diabetes education, glucose testing, blood pressure
readings, eye and foot exams and immunizations for children — all conducted in Spanish.
The ADA will market the program and its resources extensively through the local
Spanish media.

Dr. Daniel Corredor, president of the Hispanic American Medical Association of Houston,
closed out the panelists’ presentations with a compelling review of the escalating
numbers of those diagnosed with diabetes who develop complications from the disease,
especially Hispanic-Americans with diabetes. Dr. Corredor identified lack of exercise
and the increasing incidence of obesity within the Hispanic-American community as
primary contributors to the growth of diabetes. “Many Hispanic people don’t exercise.
They have two jobs. They are hard working people, but don’t exercise.” He emphasized
the importance of diet, exercise and education, and the need to reach this population in
its native language. Dr. Corredor underscored the urgency of tending to the Hispanic-
American community by noting that the United States has the largest Hispanic
population in the world—Ilarger than both Brazil and Mexico.

Brainstorming Session

The panel discussion framed the subject matter from a national and local perspective
leading to the centerpiece of the event — the brainstorming session. Dr. Edelman
encouraged participation saying that, “...The most important thing about [the] meeting is
to hear your own concerns, your own problems, your own ideas of what works, what
doesn’t work for you personally or for someone that you know with diabetes.”

A number of dominant themes emerged during the discussions reflecting the interests
and concerns of attendees from many different segments of the community, including
diabetes patients and their families, medical professionals, students, clergy and
community activists, among others.

Control and Prevention: The vast numbers of those suffering from diabetes in
Houston and across Texas, as well as the prospect that these numbers will
escalate appreciably in the near future, prompted an exchange of ideas on how
to better control or prevent this epidemic.

Pastor Carl Matthews asked if the faith-based community, which had “...initiated
a health ministry for ...seniors and youth...,” could “...implement something for
prevention for those who don’t actually have the insurance to...get treated on a
frequent basis....” Dr. Spann suggested that Pastor Matthews and his
colleagues initiate diabetes education programs, establish clinics and encourage
healthcare professionals within their congregations to screen for the disease.

3= DIABETES 24



A number of participants proposed the development of volunteer programs that
would allow medical professionals to donate their time and talents to help those
who do not have insurance or other ways to care for themselves or family
members with diabetes. Creswell noted that, “a provider health network [exists],
with a volunteer pro bono service component that we manage.” He said that
more than 900 physicians donate up to 12 visits each year.

In regard to services available for those in need of assistance, David Arlin from
the Department of Health and Human Services said that care was available
through the federal Medicaid and Children’s Health Insurance Program (CHIP).
“If you have people you know... have diabetes in their family, and there’s a good
chance the children will have it too, they should be signed up for Medicaid or
CHIP. It's one uniform, simple, two-page application and it can be signed and
sent in and then they’re covered...” And most importantly, he said that, “...You
may have people who are undocumented...but if their children were born here,
they are entitled to services with Medicaid and CHIP.”

A corollary to the discussion of control and prevention was “cost of care,” which
some attendees identified as the driver behind the need for better control and
prevention programs. A Harris County Hospital District employee referenced the
continuing problem of insurance coverage, or lack of insurance coverage, for
immigrants. A problem, she said, that will not be solved by the healthcare reform
bills currently under consideration. Another called for the development of generic
insulin due to the high costs of the drug stating, “It's something that you’re going
to take for the rest of your life. And you don’t find a generic medicine....” Dr.
Edelman noted that, “...The pharmaceutical industry...does have patient
assistance programs, which can be quite helpful.”

Diabetes Education: There was overwhelming agreement among participants
that diabetes is not well understood at any level—not by patients, not by doctors,
and not by the general public.

Creswell discussed an innovative ADA diabetes education program that, “...went
into five schools which had large [numbers of] at-risk students and did preventive
tests and did major training of the students and their families.” According to
Creswell, dramatic improvements were noted and his conclusion was that, “it's
probably something major that we need to do to stop diabetes...before it
starts....”

This perspective was reinforced by a student — a junior in high school — who said
she was never taught about diabetes, even during a health course her freshman
year. It was not until her mother was diagnosed with the disease that she
learned it may be genetic. To correct this ignorance about the disease, she
suggested that, “We should...have special educators in diabetes and inform
[teachers]...that they should know about diabetes. And it should be in our
books.”

A pharmaceutical company representative informed the meeting that most
pharmaceutical firms offer to educate doctors on related disease states and on
ways in which their patients can take better care of themselves. The
representative said that doctors rarely make time for these opportunities.
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A dietician made the important point that diabetes patients are often not well
educated about their disease. “Most patients,” she said, “...don’t realize what is
happening to their body. So once we go into that, they understand the reason
they have to eat certain foods at certain times and the importance of exercise.”

Related to this, Dr. Spann pointed out that it is very important for healthcare
professionals to understand how to teach diabetes patients about the disease,
noting that it is critical for both parties to approach the care regimen with an
appreciation of one another’s perspective on how best to treat the disease. On
the responsibility of caregivers, Dr. Spann observed that, “It is really about
understanding their [patient’s] model, having them understand the medical model
and trying to find a way for the two to mesh in order for the patient to get better.”

Cultural Barriers: Many in attendance
identified cultural differences as barriers
to the successful treatment of diabetes.
Although language plays a role,
particularly in the Hispanic-American
community, cultural barriers extend
beyond language.

Jose Cardenas said, “We Hispanics are a
very proud people.” A diabetes educator
picked up on this theme, telling the story
of her mother who ignored her diabetes
diagnosis because “...her doctor was not
Hispanic.” She went on to say that it is
important to “...take the time to remember
that cultural barrier...because it's not just
a language barrier that we have to
overcome.”

Another participant discussed the
difficulties that come when methods of
treatment proposed by doctors or adopted
by patients do not complement one
another. She said, “[Hispanic-American
patients] hear that some of their family
members are taking...these different
alternative treatments [in Mexico],” which
are dismissed by their doctors in the
United States. She advised that these
habits are culturally relevant “...that’s
what we believe in, what we’ve heard our
neighbors saying.”

“[LEGISLATORS] ARE NOT
HEARING FROM THE COMMUNITY.
WE MAPPED DIABETES AND TAKE
THESE BY CONGRESSIONAL
DISTRICTS AND WE TAKE THE
MAPS INTO THEIR OFFICES AND
THEY’RE SHOCKED AND
SURPRISED. BUT WHAT THEY’RE
ALSO SHOCKED AND SURPRISED
ABOUT IS THAT THEIR
CONSTITUENCIES AREN’T
TALKING TO THEM ABOUT THE
DISEASE. WE HAVEN'T RAISED IT
TO THE LEVEL OF A NATIONAL
EMERGENCY. AND IT REALLY IS.
IT IS FUNDAMENTALLY A
NATIONAL EMERGENCY.”

Gary Puckrein, Ph.D.
president and CEO

National Minority Quality Forum

A number of people discussed how to address cultural barriers. One employer
discussed her experience dealing with healthcare costs, particularly those
generated by employees with diabetes. She said, “We realized that diabetes
among [our] employees was very high. And what we did was we eliminated all
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the barriers...we hired our own bilingual disease-management nurse to go to the
employees at the stores and talk to them and educate them. And they're able to
get their testing supplies and their medication at no cost to them.”

Self-inflicted barriers were also discussed, among them the lack of community
action to bring greater awareness of diabetes within hard-hit communities.

An interesting perspective on cultural barriers as it relates to nutrition and diet
came from one participant who discussed the need to overcome the
“conditioning” to eat fried foods or, as he put it “...areas in the African-American
communities or Hispanic communities where grease is on overkill.” He attributed
this conditioning to elements of the food service industry — primarily the fast food
outlets — that market their products aggressively in many minority communities.
Dr. Puckrein suggested that one solution is to tax the offenders in order to limit
access to the unhealthy foods, similarly, he said, to what “we did with tobacco.”
Dr. Puckrein accentuated his reasoning saying, “We can’t do nothing. It’s just not
practical. You're not going to be able to do nothing and let the [diabetes]
population grow.”
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LESSONS LEARNED IN HOUSTON

Although programs promoting control and prevention of diabetes have
enjoyed success and do reach large numbers of people who require
assistance, the growing population threatened by the disease dwarfs the
ability of these programs to stem the tide of this epidemic.

According to Dr. Spann, “The epidemic of diabetes we’re experiencing is directly related
to unhealthy lifestyles, to poor diet, to excessive calorie intake and to sedentary
lifestyles....” He went on to say that, “We have to find incentives that will reward folks
who live healthy lifestyles and disincentives for folks who don’t do that.”

Diabetes education is undervalued. It is not always included in school
curricula and it is too frequently ignored by healthcare professionals. Even
diabetes patients often do not know enough about their disease to manage
it successfully.

Diabetes education was identified as a primary need by a vast majority of those in
attendance from a young woman in high school to all of the medical professionals to
those diagnosed with diabetes. It is the critical element in any successful diabetes
management program.

Cultural barriers often inhibit diabetes patients who are operating in
unfamiliar environments.

A reluctance to seek medical help or assistance due to a fear of the unknown — a fear
often precipitated by a lack of understanding and sensitivity from caregivers and others —
complicates and even prevents treatment and proper disease control.

Behavior modification is a key to the abatement of the diabetes epidemic.
Control and treatment of diabetes along with education about the disease and the
elimination of cultural barriers all require some form of behavior modification. Among
other things, this could come in the form of lifestyle changes by patients themselves or a
greater awareness among medical professionals of the need to consider cultural
differences when treating special populations.
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CONCLUSION




With nearly 24 million Americans living with diabetes, it is time to
align policymakers, healthcare professionals, payers, patients and
other stakeholders to re-energize the national diabetes discussion.
Earlier treatment and better disease management are critical in order
to help reform the healthcare system, saving lives and healthcare
dollars. If we can help reverse the epidemic of diabetes, we may
better be able to apply those learnings to other chronic diseases and

work towards a high-quality, cost-effective healthcare system.

Working to inspire action and greater understanding, the Diabetes Nation: America At
Risk Listening Tour brought this national public health issue to local communities to
provide patients, policymakers and healthcare providers with the opportunity to share
best practices and work together toward better health outcomes. Although each city’s
event resulted in many community-focused insights, several broad themes emerged,
including access to care, cost of care, education and tailored patient communication,
and behavior change, for both the healthcare provider and the patient.

Access to Quality Care

Primary healthcare providers, endocrinologists and diabetes educators all influence
patient decisions about diabetes treatment and their subsequent health outcomes.
However, there are an inadequate number of endocrinologists to treat and manage the
increasing number of diabetes patients in the United States. In Delaware, for example,
there are only six endocrinologists for the entire state, with just one in Dover. In Kansas
City, Dr. Lamont Weide said, “We don’t have enough endocrinologists and that is a
nationwide problem. We’re trying to recruit, but [Kansas City doesn’t] have the ocean or
mountains and the pay is lower. So it's hard to attract [doctors] to the Midwest.”

Because there are not enough endocrinologists, the role of the primary care physician
has become even more important to treating diabetes patients. Although there are plenty
of primary healthcare providers in the United States, they have limited education on
diabetes as well as limited time and resources. Because they are at the front line of
treatment, primary healthcare providers should be empowered with resources to treat
patients appropriately and effectively, according to listening tour participants. They went
on to suggest that aligning primary healthcare providers, specialists, educators, care
givers and families may help better support patients with diabetes.

Rising Healthcare Costs

Rising treatment and medication costs may lead to additional fear and anxiety for people
living with a chronic disease. Participants in all four cities stated that medical and
prescription drug coverage can be challenging for patients living with diabetes. Dr.
Weide explained, “A lot of our diabetes patients also have hypertension, high blood
pressure, and other conditions. [They] commonly take up to 10 medications or more.”
The costs of multiple medications can add up for those who have insurance, so imagine
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the cost of managing the disease and its complications for those who do not have
coverage.

For those who are insured, listening tour participants said it can be difficult to figure out
what is covered by their plans—or if certain medications, devices or services are
covered at all. “[Determining what your plan covers] is a discussion you constantly have
with your insurance companies and your employer. It’s always a battle, always. And |
think it always will be because they are businesses,” said Amy Rogers, a patient who
spoke at the Dover event. Another challenge of living with diabetes, according to
Rogers and other participants, is that many insurance companies consider it a pre-
existing condition, so it can be difficult for patients to get coverage at all.

Although some states have programs to help the uninsured and under-insured, patients
may not be aware of what is available in their areas, as learned in Dover. For example,
innovative scholarship programs for diabetes patients are available in Dover; Kate
Salvato, a Bayhealth representative, explained, “If we have a patient that is indigent or
cannot afford to pay we will admit [them to the hospital]. We call it a scholarship, it’s just
something that we give if we cannot either charge for insurance or someone does not
have the ability to pay....” Participants cited the need for better increased awareness of
these types of services and programs.

A Need for Education and Targeted Communication

People—patients, doctors, hospital staff and the general public—do not fundamentally
understand the disease, and education is key to successfully managing the disease.
Healthcare providers in all four cities indicated that certified diabetes educators are
essential for building awareness among patients, caregivers and communities impacted
by the disease because endocrinologists don’t have enough time to properly educate
their patients and primary care physicians lack training on the disease and also have
time constraints. “The more you know about diabetes, the more [good] decisions you
can make on a day-to-day basis,” said Dr. Michael McDermott in Denver. “Your provider
can’t be there. You need to know about diabetes. And so | think diabetes education is
the number one [factor for success].”

Much like the endocrinology field, however, Dr. Lois Book in Kansas City explained that
fewer nursing students are enrolling in diabetes education. Some participants suggested
that it’s time to think outside the box about diabetes education, focusing on how to use
existing mechanisms to reach patients. During the Kansas City brainstorm, one
participant mentioned leveraging programs like Meals on Wheels.

Not only is education key to successfully managing the disease, the way in which
doctors and educators communicate to specific groups is important. Working toward
changing the way different ethnic groups are educated and how patients and their
families are taught about the disease may improve their health outcomes and save
healthcare dollars. Although language barriers often play a role, as learned in Houston,
the challenges associated with managing the disease extend beyond just verbal and
written communication. “If you don’t present the information through someone who
understands the culture of that ethnic group, it’s just not going to work—whether it’s
Native Americans, African-Americans or Latinos,” said Dr. Edelman. Given the
concentration of diabetes within minority communities, a better understanding of various
cultures may help healthcare providers and educators better communicate and more
effectively treat patients, while supporting caregivers.
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Behavior Modification

Participants in all four cities referenced challenges around treating and controlling
diabetes because patients make poor decisions. They cited poor food choices, avoiding
exercise and not taking medicine as prescribed as some of these decisions. It was
suggested that improved understanding of how people make these types of choices
coupled with an effort to modify these behaviors and effectively communicate healthcare
information may lead to improved patient outcomes and a larger cost savings for our
nation’s healthcare system. One suggestion, for example, was to raise awareness
among medical professionals on the need to consider cultural differences when
communicating with various ethnic groups as a way to improve patient health outcomes
and save money. Participants agreed that there may be opportunities to identify the best
ways to communicate healthcare information to individuals, leveraging an understanding
of how people make choices.

Based on the learning from the Diabetes Nation: America At Risk Listening Tour, there is
no better time to re-energize the national diabetes discussion. Listening tour outcomes
will be presented at a National Conference on Diabetes to private and public
stakeholders in an effort to control one of the most costly diseases and to come to an
understanding that better disease management and awareness may improve quality of
life.

Diabetes Nation: America At Risk is funded by sanofi-aventis U.S.
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