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“EVERY 17 SECONDS,
ANOTHER AMERICAN IS
DIAGNOSED WITH DIABETES
AND, IF CURRENT TRENDS
CONTINUE, ONE IN THREE
AMERICANS WILL HAVE

DIABETES BY 2050.” '

1. John Anderson, Meghan Riley & Tekisha Dwan Everette, Ho
DIABETES, no. 2, at 76 (Apr. 2012), available at http://clinical.diab
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The Center for Health Law and Policy
Innovation of Harvard Law School (CHLPI)
advocates for legal, regulatory, and policy
reforms to improve the health of underserved
populations, with a focus on the needs of low-
income people living with chronic illnesses
and disabilities. CHLPI works with consumers,
advocates, community-based organizations,
health and social services professionals,

food providers and producers, government
officials, and others to expand access to
high-quality healthcare and nutritious,
affordable food; to reduce health disparities;
to develop community advocacy capacity;
and to promote more equitable and effective
healthcare and food systems. CHLPI is a
clinical teaching program of Harvard Law
School and mentors students to become
skilled, innovative, and thoughtful practitioners
as well as leaders in health, public health, and
food law and policy.

For the past two years, CHLPI has been deeply
engaged in research and analysis on type 2
diabetes policy. This initiative is known as the
PATHS Project (Providing Access to Healthy

Solutions). Intensive state-based research

and coalition-building culminated in two
comprehensive diabetes policy reports in

New Jersey and North Carolina, released in
2014. In 2015, CHLPI is focused on advocating
for policy reform at the federal level. In 2016,
CHLPI plans to release a report on State Best
Practices with respect to enhancing access to
care and opportunities for healthy lifestyles for
people living with type 2 diabetes.

This work has been generously supported
by the Bristol-Myers Squibb Foundation’s
Together on Diabetes initiative.

Beating Type 2 Diabetes: Recommendations
for Federal Policy Reform is primarily authored
by Sarah Downer, Allison Condra, Krista L.
White, Stephen Shaw, Anup Myneni, Marissa
Leonce, and Kristen Gurley. CHLPI thanks
numerous type 2 diabetes advocates for
providing feedback and critique throughout
the drafting process, and the CHLPI Director
and Associate Director, Robert Greenwald
and Emily Broad Leib, for their wisdom and
guidance.

Providing Access to Healthy Solutions
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ACA = Affordable Care Act
ADA = American Diabetes Association
BMI = Body Mass Index

CDC = Centers for Disease Control &
Prevention

CDFls = Community Development Financial
Institutions

CHLPI = Center for Health Law & Policy
Innovation at Harvard Law School

CMMI = Center for Medicare & Medicaid
Innovation

CMS = Centers for Medicare & Medicaid
Services

DDT = Division of Diabetes Translation
DPP = Diabetes Prevention Program

DSME/T = Diabetes Self-Management
Education/Training

EHBs = Essential Health Benefits

FINI = Food Insecurity Nutrition Incentive
Program

F/RP Meals = Free/Reduced Price Meals
FY = Fiscal Year

HFFI = Healthy Food Financing Initiative

HIP = Healthy Incentives Pilot

HHS = Department of Health & Human
Services

IOM = Institute of Medicine

National DPP = National Diabetes Prevention
Program

NIDDK = National Institute of Diabetes and
Digestive and Kidney Diseases

NIH = National Institute of Health
NSBP = National School Breakfast Program
NSLP = National School Lunch Program

S-FMNP = Senior Farmers Market Nutrition
Program

SNAP = Supplemental Nutrition Assistance
Program

SPA = State Plan Amendment

USDA = United States Department of
Agriculture

WIC = Special Supplemental Nutrition
Program for Women, Infants, & Children

WIC-FMNP = WIC Farmers Market Nutrition
Program

YMCA = Young Men Christians Association
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Diabetes is the 7th leading cause of death

in the United States,? and causes more
deaths per year than breast cancer and AIDS
combined.®* Twenty-nine million Americans
have diabetes (9.3% of the population), while
over one in three have prediabetes (blood
glucose levels that are elevated above normal
but have not reached the threshold for a
diabetes diagnosis).* The American Diabetes
Association estimates that the total cost of the
disease to the United States is $245 billion per
year, including $176 billion in direct medical
costs and $69 billion in indirect costs, which
takes into account reduced productivity,
inability to work due to disability, and lost
productive capacity due to early death.> One
in five overall healthcare dollars are spent
caring for people with diabetes; in Medicare,
one third of the program’s expenses are
“associated with treating diabetes and its
complications.”®

THE FEDERAL GOVERNMENT MUST ACT
NOW TO STEM THE TYPE 2 DIABETES
EPIDEMIC IN THE UNITED STATES.

The Center for Health Law & Policy Innovation
at Harvard Law School, together with the
Bristol-Myers Squibb Foundation’s Together
on Diabetes Initiative, recommends the
following seven actions to reduce incidence
of the disease and promote effective
management of diabetes in those who have
already been diagnosed:

1. Include evidence-based diabetes
and prediabetes services in
Essential Health Benefits to
improve health and reduce costs.

We recommend that Essential Health Benefits
(EHBs) include coverage of both the National
Diabetes Prevention Program (National DPP)
and diabetes self-management education
(DSME). The Affordable Care Act (ACA)
identified certain categories of healthcare
services as EHBs, which must be covered by
individual and small group health insurance
plans as well as Medicaid for newly eligible
individuals in states that expand their Medicaid

programs. The ACA does not specify what
services fall within EHBs, and there is currently
wide variation in coverage of key diabetes
services among plans. However, the ACA
provides that the services included in EHBs
shall be periodically updated.” We agree with
the Institute of Medicine (IOM) that the EHB
package should become “more fully evidence-
based, specific, and value-promoting.”®

By incorporating these crucial diabetes
prevention and management services, EHBs
will become a powerful tool that makes
coverage of evidence-based prediabetes and
diabetes services consistent across states

and helps both public and private insurers to
improve health outcomes and reduce costs.

2. Include the National Diabetes
Prevention Program in standard
Medicare coverage with no
cost-sharing and provide
guidance to state Medicaid
programs on covering this service
through State Plan Amendments.

We recommend coverage of the National DPP
lifestyle intervention for Medicare beneficiaries
diagnosed with prediabetes (elevated blood
glucose levels). Diabetes can be prevented or
postponed. The National DPP has been shown
to reduce the risk of developing diabetes
among those 60 or older by 71%.° Projected
savings from coverage of this diabetes
prevention program for Medicare beneficiaries
with prediabetes are approximately $1.3 billion
over nine years.” To ensure that Medicaid
beneficiaries also benefit from this program
(which can reduce the risk of developing
diabetes by 58% for all adults), we urge
Centers for Medicare & Medicaid Services
(CMS) to provide guidance to state Medicaid
programs wishing to cover this service for
their prediabetic beneficiaries through State
Plan Amendments or other available waivers.

Providing Access to Healthy Solutions
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3. Include coverage in Medicare
of medically-appropriate food
as a cost-effective diabetes
intervention and provide
guidance to state Medicaid
programs on covering this service
through State Plan Amendments.

We recommend coverage of a transitional
period of medically-appropriate meals for
Medicare beneficiaries with diabetes who

are either attempting to make a lifestyle
change or have experienced an acute event
related to diabetes, such as a hypoglycemic
episode. People with diabetes who consume
nutritionally appropriate prepared meals
have been shown to have statistically
significant reductions in blood glucose levels,
which can translate to hundreds of dollars

in healthcare savings per patient per year."
For individuals with serious diagnoses that
impair daily function, including diabetes with
complications, the provision of medically-
appropriate meals has been found to reduce
overall medical costs compared to a control
group, as well as reduce hospitalizations,
decrease the length of hospitalizations, and
increase the likelihood that a patient will

be discharged from a hospital to his home
instead of to an acute care facility.” Medicare
currently offers reimbursement for medically
tailored meals in very limited circumstances.
A transitional period of medically appropriate
meals available to every Medicare beneficiary
who qualifies based on established Medicare
criteria will improve outcomes and reduce
costs for Medicare beneficiaries with diabetes,
especially for those whose disease is most
poorly controlled and therefore most
expensive to treat. To ensure that Medicaid
beneficiaries also benefit from this program,
we urge CMS to provide guidance to state
Medicaid programs wishing to cover this
service for their beneficiaries through State
Plan Amendments or other available waivers.

4. Increase federal funding for
diabetes prevention and research.

We recommend increasing funding to diabetes
prevention and research programs, including
the Centers for Disease Control & Prevention
(CDC)-led National Diabetes Prevention
Program (National DPP), the National Institute
of Diabetes and Digestive and Kidney
Diseases (NIDDK), and the CDC'’s Division of
Diabetes Translation (DDT). In recent years,
appropriations to necessary programs

have been reduced in the face of fiscal
pressures. For example, the National DPP

has not received sufficient funding to enable
it to meet the goal of bringing nationwide
access to CDC-certified Diabetes Prevention
Programs to prediabetics individuals.”® The
NIDDK, which is the leading supporter of
research into diabetes treatment and potential
cures, received $75 million less in funding in
2014 than in 2010.* With healthcare costs
related to diabetes reaching $245 billion in
2012, we cannot afford to reduce investment
in crucial research and prevention efforts.”

5. Encourage states to develop
holistic and coordinated diabetes
care models through diabetes-
specific CMS Innovation Awards.

We recommend that the Center for Medicare
& Medicaid Innovation (CMMI) issue grants to
states for diabetes-focused demonstration
projects. The ACA established CMMI to
promote “broad payment and practice
reform in primary care.”’® CMMI awards
should be used to evaluate promising
innovations on a broad scale for large
segments of the population, with the ultimate
goal of implementing the most effective
interventions and models in Medicare and
Medicaid nationwide. We assert that the
complexity of diabetes from both prevention
and management perspectives requires
awards that focus exclusively on this disease,
and that states with the highest diabetes
burdens be actively encouraged to develop
applications to participate in diabetes-related
demonstration projects.
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6. Increase federal investments to
support healthy food access.

We recommend expanding investment in
federal programs that increase individuals’
access to heathy food, as consumption of
healthy food not only helps prevent the
incidence of type 2 diabetes and other
chronic diseases, but also mitigates the
consequences of type 2 diabetes once
individuals are diagnosed with the disease.
14.3% of U.S. households were food insecure
in 2013, and 23.5 million people nationwide
live in “food deserts,” or areas without ready
access to fresh, healthy, affordable food.”®
Food insecurity has a direct impact on an
individual’s ability to prevent and manage
type 2 diabetes. Federal funding through the
Supplemental Nutrition Assistance Program
(SNAP), the Special Supplemental Nutrition
Assistance Program for Women, Infants &
Children (WIC), and special Farmers Market
Nutrition Programs have been insufficient to
adequately address the need for people living
with or at risk for type 2 diabetes to have
access to healthy food due to low benefit
levels. The reach of a new Food Insecurity
Nutrition Incentive grant program, while a
promising start to providing more healthy-
food dollars to low-income individuals,

is limited in scope. Finally, more funding
should be appropriated for the Healthy Food
Financing Initiative (HFFI), which aims to
increase the number of healthy food retailers
in underserved areas through strategic
distribution of grants and loans.

7. Maintain strong federal nutrition
standards for school lunch
and increase school meal
reimbursement rates.

We recommend that all federal nutrition
regulations for school meals and competitive
foods issued in relation to the Healthy,
Hunger-Free Kids Act of 2010 be fully
implemented and enforced.” Congress must
maintain these rigorous federal nutrition
standards during the Child Nutrition
Reauthorization proceedings in 2015.

Good nutrition at a young age is key to
preventing development of type 2 diabetes
in youth and in preventing obesity, which
significantly increases the risk of developing
type 2 diabetes as an adult. Type 2 diabetes
is becoming increasingly prevalent in
adolescents and today occurs in children as
young as 10 years old.?° Rigorous nutrition
standards for school meal programs can have
a significant impact on prevalence of obesity.”
Currently, schools that serve meals meeting
federal standards only receive an additional
six cents per meal in reimbursement. We
urge that per-meal reimbursement increase
above this level in order to enable schools to
design new recipes and change procedures to
accommodate serving new healthy foods.

Providing Access to Healthy Solutions
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The diabetes epidemic requires urgent
attention from all government entities,

from Congress to federal agencies. The
implementation of these recommendations
will provide the 29 million people with
diabetes and the 86 million people with
prediabetes with access to tools they can use
to live healthier lives free of type 2 diabetes
or its complications. As a nation, we cannot

afford to ignore the toll diabetes is taking on
all segments of society, from our seniors to
our youth. Ensuring access to vital prevention
and treatment services while transforming our
food environment through strategic funding
choices will give our citizens an opportunity
to take informed control of their health, and
ultimately, to beat type 2 diabetes.
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Between 1980 and 2011, the number of
diabetes cases in the United States more

than tripled, imposing enormous costs on
individuals living with the disease and straining
public and private healthcare systems.??
Federal policymakers must take immediate
action to reduce the growing burden of
diabetes. In this report, the Center for Health
Law and Policy Innovation (CHLPI) at Harvard
Law School presents seven recommendations
to the federal government to improve health
outcomes for people with type 2 diabetes,
decrease the incidence of the disease, and
reduce the cost of diabetes care.?® Although
many in the federal government are engaged
in policy reform work, both Congress and
select federal agencies can do more to turn
the tide on this disease. Now is the time to
institute major changes in our nation’s policies.

The Impact of Diabetes

Diabetes is the seventh-leading cause of death
in the United States.?* Over 29 million people
in the United States have diabetes (9.3% of
the population), 95% of whom have type 2
diabetes.?> Over 8 million of these individuals
do not even know they have the disease.?®
People with diabetes suffer at higher-than-
average rates from heart disease, stroke,
blindness, kidney failure, and lower-limb
amputation.?” Diabetes also increases the

risk of depression, pregnancy complications,
non-alcoholic fatty liver disease, erectile
dysfunction, hearing loss, and certain types of
cancer.?® The severity of comorbid diseases
and disability associated with the disease
makes it imperative to address diabetes using
every evidence-based tool at our disposal.

Prediabetes: A Precursor to the
Disease

More than one-third of Americans meet the
criteria for prediabetes.?® Individuals with
prediabetes have higher than normal blood
glucose or hemoglobin A1C levels and have
a 15% to 30% chance of developing type

2 diabetes within five years.*° People with
prediabetes can cut their risk of developing

diabetes by more than half through
participation in evidence-based lifestyle
interventions that aim to reduce body weight
and increase physical activity.®

Disparities in Diabetes

Certain population groups in the United States
have a higher-than-average diabetes burden.
For example, diabetes disproportionately
affects racial and ethnic minorities. In 2014,
every minority group in the U.S. had a higher
incidence of diabetes than non-Hispanic
whites.*?

Incidence of Diabetes Among Ethnic Groups in the
U.S. (2014)
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Source: National Diabetes Statistics Report, 2014, Ctrs. for Disease
Control & Prevention, available at http./www.cdc.gov/diabetes/pubs/
statsreportl4/national-diabetes-report-web.pdf.

Additionally, older adults have a higher risk
of developing type 2 diabetes.?® Over one in
four (25.9%) Americans aged 65 or older has
diabetes, compared to 9.3% of the general
population, and over half (51%) of the same
age group has prediabetes.?* Low-income
populations are also more likely than the
general population to develop diabetes.*®
Significant disparities in the rate of diabetes
exist based on geographic location, ranging
from a low of 6.5% of the adult population

in Colorado to a high of 13.8% in Alabama.?¢
States in the Southeast have the highest rates
of diabetes,* forming a region researchers call
the “diabetes belt.”s®

Providing Access to Healthy Solutions
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Diagnosed Diabetes, Age Adjusted Rate (per 100), Adults - Total, 2012
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The Cost of Diabetes

Caring for diabetes is extremely expensive

on an individual level. In 2012, healthcare
expenditures for a person with diabetes were
on average 2.3 times higher than expenditures
for individuals without diabetes ($13,741 vs.
$5,853).%°

Costs on the national level are staggering

as well, with taxpayers funding a large
percentage of diabetes care through Medicare
and Medicaid. The United States spends a
significant portion of its healthcare dollars

on diabetes: one in five overall healthcare
dollars and one in three Medicare dollars are
used to treat diabetes and its complications.“©
In 2012, the American Diabetes Association
(ADA) estimated the total cost of the disease
at $245 billion.# This figure includes direct
medical costs of $176 billion, which takes into
account hospital inpatient care, prescription
medications, antidiabetic agents and diabetes
supplies, physician office visits, and nursing/
residential facility stays.*? The other $69 billion

represents indirect costs, which include
increased absenteeism, reduced productivity
for working and non-working populations,
inability to work due to disability, and lost
productive capacity due to early mortality.*3
In 2014, researchers put the annual cost of
diabetes even higher at $322 billion, based
on analysis of claims data from commercially
insured individuals and Medicare beneficiaries
($244 billion in excess medical costs and $78
billion in reduced productivity).**

A Call to Action

The federal government must act now to

turn the tide on diabetes. With the right care
and interventions, diabetes can be effectively
managed or entirely prevented. The seven
recommendations below explore steps the
federal government should take to ensure that
people living with or at risk for type 2 diabetes
receive effective, efficient, and cost-effective
healthcare while gaining the resources and
skill they need to manage their own health.
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Table of Federal Policy Recommendations

Include evidence-based diabetes and prediabetes services in

1

essential health benefits to improve health and reduce costs.

Reimburse for the diabetes prevention program (DPP) in
2 Medicare without cost-sharing and provide guidance to state
Medicaid programs on covering the DPP through medicaid.

Expand Medicare coverage of medically-tailored meals and
3 provide guidance to state Medicaid programs regarding meal

coverage.

4 Increase federal funding for diabetes prevention and research.

5 Award diabetes-specific CMS innovation grants.

6 Increase federal investments to support healthy food access.

7

Maintain school nutrition requirements and increase

reimbursement rates to support healthy food at school.

Recommendations for Federal
Policy Reform

1. Include evidence-based diabetes
and prediabetes services in
Essential Health Benefits to
improve health and reduce costs.

We recommend including the National
Diabetes Prevention Program (National DPP)
and diabetes self-management education
(DSME) in the definition of Essential Health
Benefits (EHBs) under the Affordable Care Act
(ACA).

THE NATIONAL DIABETES PREVENTION
PROGRAM AND DIABETES SELF-
MANAGEMENT EDUCATION IMPROVE
HEALTH OUTCOMES FOR INDIVIDUALS
AND REDUCE COSTS FOR PAYERS.

EHBs should explicitly include the National
DPP and DSME because they are impactful
and cost-effective methods to prevent and
manage type 2 diabetes.

An estimated 86 million Americans over

age 20 have prediabetes.*> Without lifestyle
changes, 15-30% of these individuals (12.9-
25.8 million) will develop diabetes by 2019.46
The National DPP is a multi-week lifestyle
intervention that significantly reduces the
risk of developing the disease among those
with prediabetes.#” To ensure uniformity

in the quality of the intervention wherever
offered, it must meet National Standards

set by the Centers for Disease Control &
Prevention (CDC).*® Nationally, average per-
patient healthcare expenditures for people
diagnosed with diabetes are estimated at
$13,741 annually, of which $7,888 is attributed
solely to diabetes-related care.*® At a cost of
approximately $450 per person, *° the National
DPP can avoid tens of thousands of dollars in
costs per patient over the patient’s lifetime.
Over 550 sites nationwide currently offer

the National DPP, and the CDC is working to
significantly expand the number of sites.”

PATHS
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Comparison of Cost of Care for Individuals With
Diabetes vs. Individuals Without Diabetes
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Source: Economic Costs of Diabetes in the United States in 2012, 36
DiaBeTes Care 1033 (2013).

For individuals who have already been
diagnosed with type 2 diabetes, DSME aims
to prepare them to manage their own disease
and prevent its progression. Using a variety of
educational methods, including one-on-one
instructional sessions and group meetings,
DSME teaches patients skills to reduce the
severity of their disease, including how to
properly take medications, safely manage diet
and increase exercise, and reduce the risk

of acute and chronic complications through
appropriate engagement with healthcare
providers.>? The National Standards for
Diabetes Self-Management Education and
Support guide both providers and insurers

in delivering and reimbursing DSME that

is effective and utilizes evidence-based
education and self-management support
techniques.>®* DSME reduces incidence and
severity of diabetes among individuals with
diabetes by lowering blood glucose,> which in
turn is associated with significant reduction in
healthcare costs.>®

ESSENTIAL HEALTH BENEFITS,
HEALTHCARE.GOV, 2014.

Essential Health Benefits: Ten Categories

1. Ambulatory Patient Services

2. Emergency Services

. Hospitalization

. Maternity and Newborn Care

. Mental Health and Substance Use Disorder

Services, Including Behavioral Health Treatment

Prescription Drugs

. Rehabilitative and Habilitative Services
and Devices

8. Laboratory Services

9. Preventive and Wellness Services and

Chronic Disease Management

10. Pediatric Services, Including Oral and
Vision Care

Ul AW

N o

Source: Essential Health Benefits, www.healthcare.gov/glossary/es-
sential-health-benefits/ (last visited Mar. 24, 2015].

KEY DIABETES SERVICES MAY NOT BE
COVERED IN MANY STATES UNDER THE
CURRENT FEDERAL DEFINITION OF
ESSENTIAL HEALTH BENEFITS.

The best and most cost-effective way to
control diabetes is to prevent it. Two key
services, the National DPP and DSME, support
primary and secondary prevention of diabetes.
However, most public and private insurance
plans do not cover preventive services like
the National DPP. Although more insurance
plans tend to cover DSME, important gaps

in coverage remain.*¢ Adding these cost-
effective services to the definition of EHBs,
which must be covered by both private

health plans sold in state marketplaces and
Medicaid expansion benefits packages, would
significantly reduce new cases of type 2
diabetes, improve lives, and ultimately reduce
healthcare costs.

The ACA currently identifies certain broad
categories of healthcare services as EHBs,
which must be covered by individual and
small group health insurance plans as well

as Medicaid (for newly eligible individuals in
states that expand their Medicaid programs).>”
The specific services that fit into the ten
categories of EHBs are defined according

to the services covered by a state’s chosen
representative employer-provided plan, which
serves as a “benchmark” plan.*® However,
services covered by plans sold in the state’s
marketplace do not have to be identical

to those included in the benchmark plan;
plans sold in the state’s marketplace may
substitute benefits within EHB categories so
long as the substitution is of equal value to
the consumer.®® This means that there is no
specific requirement for marketplace plans to
cover the National DPP or DSME. For example,
very few of the marketplace plans available

in 2014-2015 Open Enrollment covered the
National DPP, despite its demonstrated
efficacy in preventing people with prediabetes
from developing the disease.?® Although more
plans cover some amount of DSME, there

are still private insurers and state Medicaid
programs that choose not to cover this critical
service for beneficiaries with diabetes.
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THE SECRETARY OF THE DEPARTMENT
OF HEALTH AND HUMAN SERVICES
(HHS) SHOULD INCLUDE THE NATIONAL
DPP AND DSME IN THE DEFINITION OF
EHBs, AS THEY PROMOTE POSITIVE
HEALTH OUTCOMES AND GOOD VALUE
IN HEALTHCARE.

The ACA provides that the Secretary of Health
and Human Services (HHS) shall periodically
update the services included in the EHBs.®

To prepare for the first update, HHS
commissioned the Institute of Medicine (IOM)
to recommend a process for defining and
updating EHBs to respond to new research in
medicine and healthcare.®?

The Essential Health Benefits package
should become “more fully evidence-based,
specific, and value-promoting.”

Source: INST. OF MED. OF THE NAT’L ACADS., ESSENTIAL HEALTH BENEFITS:
BALANCING COVERAGE AND COST 137 (2012).

In its 2012 report, the IOM recommended

that the Secretary should update the EHB
package “with the goals that it becomes
more fully evidence-based, specific, and
value-promoting.”®® In a list of criteria to
guide EHB content attached to the report,
the IOM advised that added services should
be safe, be medically effective and supported
by a sufficient evidence base, demonstrate
meaningful improvement in outcomes, be

a medical service not serving primarily a
social or educational function, and be cost-
effective.®* These criteria clearly support
inclusion of both the National DPP and DSME
as specific services that should be included

in the definition of EHBs, and we recommend
that the Secretary of HHS explicitly add these
services during the next EHB update. Including
the National DPP and DSME in the definition
of EHBs would ensure that these services are
widely available through all plans offered on
state marketplaces and in expanded Medicaid
programs.

The National DPP is a clinically proven
intervention program that can be delivered
to a distinct subset of individuals with
prediabetes, significantly reducing future
healthcare costs. While the program has
counseling and community-based engagement
components, it is fundamentally a medical
service. It is provided by trained individuals for
the purpose of arresting disease progression in
high-risk patients. Just as a hepatologist

educating a patient with early-stage hepatitis C
that he should no longer drink alcohol is
providing a medical service, so is a certified
National DPP instructor educating people
with prediabetes on how they can reduce the
risk of developing diabetes or prevent it
entirely. As with the National DPP, DSME has
been shown to reduce diabetes severity and
healthcare costs among an identifiable patient
population. As with the National DPP, it is
fundamentally a medical intervention that
may be prescribed by healthcare providers.

As evidence-based interventions that are
deliverable to distinct populations of at-risk
individuals, these two medical services offer
the chance to reduce expensive healthcare
costs associated with diabetes for a low up-
front investment. We recommend that greater
access and uniformity in coverage of the
National DPP and DSME be achieved through
updating the definition of EHBs to explicitly
include them.

2. Include the National Diabetes
Prevention Program in standard
Medicare coverage with no
cost-sharing and provide
guidance to state Medicaid
programs on covering this service
through State Plan Amendments.

We recommend that Congress add the
National DPP to the list of preventive services
covered for Medicare patients without cost-
sharing by passing the Medicare Diabetes
Prevention Act or similar legislation. We also
recommend that the Centers for Medicare &
Medicaid Services (CMS) provide guidance to
state Medicaid programs wishing to cover this
service.

MEDICARE AND MOST MEDICAID
PROGRAMS DO NOT COVER THE
NATIONAL DPP, LEAVING MANY
INDIVIDUALS WITH PREDIABETES
UNABLE TO RECEIVE CRUCIAL
PREVENTIVE CARE.

High rates of both prediabetes and diabetes
among seniors make coverage of preventive
services crucial for this population.®®* More than
one quarter of individuals ages 65 and older
are living with diabetes, and more than half

PATHS
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meet the criteria for prediabetes.®® Prediabetes
and diabetes also disproportionately

affect low-income populations.®” For these
individuals, access to the National DPP offers
the practical skills and knowledge that can
help them change their lifestyle habits and
avoid developing diabetes all together.

Prediabetes And Diabetes Among Adults And
Seniors, 2014

60

50

B Rates Among
Adults Aged 20

& or Older, 2014

B Rates Among
Adults Aged 65
or Older, 2014

2
Diabetes

1
Prediabetes

Source: American Diabetes Association, Statistics About Diabetes,
http:/www.diabetes.org/diabetes-basics/statistics/ (last viewed Mar.
2, 2015); National Diabetes Statistics Report, 2014, CTRS. FOR DIS-
EASE CONTROL & PREVENTION, available at http://www.cdc.gov/
diabetes/pubs/statsreport14/national-diabetes-report-web.pdf.

In 2002, researchers published a
groundbreaking study on an intervention
known as the Diabetes Prevention Program
(DPP) in the New England Journal of
Medicine.®® For the study cohort that
participated in the DPP, the risk of developing
diabetes was reduced by 58%.%° Notably,

the DPP yielded even stronger results for
individuals 60 years and older, with a reduction
of 71% in the incidence of diabetes following
participation the program.”® Subsequent
studies that focused on low-income
populations have found that the DPP led to a
significant reduction in weight and hemoglobin
AI1C levels, thus lowering participants’ likelihood
of developing diabetes.”

Though Medicare covers some key diabetes
services, including diabetes screening
(covered without cost-sharing) and DSME
(known as diabetes self-management training
in Medicare or DSMT) (with cost-sharing),”?

it does not currently cover the National
DPP.”® Lack of Medicare coverage for the
National DPP means that a significant portion
of Medicare recipients cannot access the
service without paying the full cost of the
program (approximately $450 per person),
which puts it out of reach for the majority of
Medicare beneficiaries.”* Additionally, most

state Medicaid programs do not cover the
National DPP.”®> Lack of Medicaid coverage for
the National DPP prevents many low-income
patients from accessing this much-needed
service.’®

COVERING THE NATIONAL DPP
WITH NO COST-SHARING THROUGH
MEDICARE AND MEDICAID WOULD
IMPROVE PATIENT OUTCOMES

AND REDUCE STATE AND FEDERAL
SPENDING OVER THE LONG TERM.

The effectiveness of this intervention in the
aging population, combined with the high
incidence of prediabetes in the same age
group, requires action to increase access to
the National DPP in Medicare. People aged 65
and older have the highest rates of serious and
expensive-to-treat complications related to
diabetes, such as lower-extremity amputation,
heart attacks, visual impairment, and end-
stage renal disease.”” Diabetes in this age
group is also associated with “higher mortality,
reduced functional status, and increased

risk of institutionalization.””® Low-income
populations with type 2 diabetes also suffer
from increased morbidity due to diabetes

and its complications at a higher rate than

the general population with type 2 diabetes.”
Investing in the National DPP is more than

an investment in the prevention of diabetes
alone; it could help to prevent multiple
expensive medical conditions in large portions
of the population.

Covering the National DPP without cost-
sharing is projected to yield substantial

cost savings in Medicare, and many key
stakeholders at the federal level are already
engaged in dialogue about the efficacy of the
National DPP for Medicare beneficiaries. In
February 2013, with funding from the Center
for Medicare & Medicaid Innovation (CMMI),
the YMCA began a demonstration project that
offered the National DPP to 10,000 Medicare
beneficiaries at no cost at 17 locations in
Arizona, Delaware, Florida, Indiana, Minnesota,
New York, Ohio, and Texas.t° The intervention
“is expected to save Medicare an estimated
$4.2 million over 3 years and $53 million over
6 years.”®

States also stand to benefit significantly
from including National DPP coverage in
their Medicaid programs. Some states are
beginning to offer coverage of the National
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DPP for Medicaid beneficiaries, largely through
demonstration grants from the CMM|.82

CONGRESS SHOULD PASS THE
MEDICARE DIABETES PREVENTION
ACT OR SIMILAR LEGISLATION, WHICH
WOULD ADD THE NATIONAL DPP

TO THE DEFINITION OF “MEDICAL
AND OTHER HEALTH SERVICES” AND
REQUIRE MEDICARE TO COMPLETELY
COVER THE COST OF THE NATIONAL
DPP FOR ELIGIBLE INDIVIDUALS. CMS
SHOULD OFFER GUIDANCE TO STATES
WISHING TO COVER THE NATIONAL
DPP IN THEIR MEDICAID PROGRAMS.

The Medicare Diabetes Prevention Act of
2013 (H.R. 962/S. 452) was introduced by
Representative Susan Davis and Senator Al
Franken on March 5, 2013.8% The proposed
legislation seeks to “amend title XVIII of the
Social Security Act to reduce the incidence of
diabetes among Medicare beneficiaries.”®*

The Medicare Diabetes Prevention Act

would add the National DPP to the definition
of “medical and other health services”

in Medicare.®® Specifically, the proposed
legislation would have Medicare cover “items
and services furnished under a diabetes
prevention program...to an eligible diabetes
prevention program individual.”®¢ In order to
be eligible for the National DPP, an individual
must be at risk for diabetes.?” Title XVIII of the
Social Security Act currently provides a fairly
generous definition of an “individual at risk for
diabetes;” the individual need only meet one
of many risk factors for diabetes, including,
among others, elevated impaired fasting
glucose, hypertension, and obesity.?® The
proposed legislation requires Medicare to pay
100% of the cost of the National DPP, which
means that there would be no cost-sharing for
Medicare beneficiaries.®®

The Medicare Diabetes Prevention Act
would reduce federal spending by $1.3
billion over 10 years.

Source: Estimated Federal Impact of H.R. 962/ S. 452 “The Medicare Diabetes
Prevention Act,” AVALERE, AM. DIABETES ASS’N, YMCA, & AMER. MEDICAL
ASS’N, Feb. 2014.

The Medicare Diabetes Prevention Act has
profound implications for federal spending.
Avalere Health, in collaboration with the
American Diabetes Association and the
National Council of the YMCA, analyzed the

projected costs and benefits of implementing
the National DPP for Medicare beneficiaries.®°
The study found that the Medicare Diabetes
Prevention Act “would reduce federal
spending by $1.3 billion over the 2015-2024
federal budget window.”®

Since the proposed legislation’s introduction in
March 2013, neither the House nor the Senate
has taken further action on the Medicare
Diabetes Prevention Act.*? It is critical that
Congress once again consider and pass the
proposed legislation or similar legislation to
add the National DPP to the list of Medicare
services covered without cost-sharing.®®

To expand access to the National DPP for
Medicaid beneficiaries, CMS should also
provide guidance to state Medicaid programs
wishing to cover this service. In contrast to
Medicare, which is a federal program that is
largely administered uniformly throughout the
states, Medicaid is administered by state and
local governments within federal guidelines.
Decisions about coverage of additional
services outside of the mandatory benefits
required by the federal government fall to
individual states, which must submit a State
Plan to CMS detailing how their Medicaid
programs work and what they will cover.®*
These plans must be amended in order for

a state to make changes to its Medicaid
program.®®> CMS can assist states that wish to
cover the National DPP by issuing guidance
which offers model language for a State Plan
Amendment (SPA).

3. Include coverage in Medicare
of medically-appropriate food
as a cost-effective diabetes
intervention and provide
guidance to state Medicaid
programs on covering this service
through State Plan Amendments.

We recommend that Congress pass legislation
to expand Medicare coverage of medically-
tailored meals to all Medicare beneficiaries
who meet established criteria. CMS should
also provide state Medicaid programs wishing
to cover this service with guidance and model
language for SPAs or other waivers.

Providing Access to Healthy Solutions
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MEDICALLY-TAILORED MEALS CAN
IMPROVE HEALTH OUTCOMES AND
REDUCE COSTS BY HELPING PATIENTS
MANAGE THEIR BLOOD GLUCOSE AND
NAVIGATE LIFESTYLE TRANSITIONS.

Food can be used to manage and control
diabetes and reduce associated healthcare
costs. A key part of diabetes management is
the adoption of a balanced diet that allows
for control of blood glucose levels. Although
nutrition interventions can take various
forms, the provision of medically-tailored
meals is a highly effective intervention

that can help people with diabetes control
their blood glucose levels and reduce their
risk for complications associated with
diabetes.?® Medically-tailored meals also
serve as an educational tool to demonstrate
correct portion size and appropriate meal
composition. A randomized study of

302 individuals focused on the effects of
medically-tailored meals on weight loss and
cardiovascular risk factors found that for
participants with diabetes, provision of such
meals led to a statistically significant reduction
in blood glucose levels.”” Lower blood
glucose levels in patients with diabetes means
lower healthcare costs and reduced risk of
experiencing complications from the disease.
A 1% reduction in hemoglobin AIC levels for
someone with diabetes can lead to savings of
between $686 and $950 per patient per year
for insurers.?® It also has a significant impact
on health outcomes, translating to a “21%
decrease in death, a 14% decrease in heart
attack, and a 37% decrease in heart disease
risk.”o?

For people with severe diabetes who cannot
shop or cook for themselves, medically-
tailored home-delivered meals have been
shown to help patients stay in their homes,
avoid hospitalization, and reduce utilization
of high-cost services.”°© Even for those
whose diabetes is not as severe, a period

of medically-tailored meals can be a highly
effective component of a successful lifestyle
transition plan or program.

CURRENT MEDICARE COVERAGE

OF MEDICALLY-TAILORED MEALS

IS EXTREMELY LIMITED DESPITE
EVIDENCE THAT SHOWS THEM TO BE A
KEY COMPONENT OF COST-EFFECTIVE
HEALTHCARE.

In 2010, 28% of Medicare beneficiaries

had diabetes, and one in three Medicare
dollars were spent on diabetes and its
complications.’® Medicare must adopt
innovative solutions to improving health
outcomes among this population, such as
broader access to medically-tailored meals.

While some Medicare programs do reimburse
for medically-tailored meals, access to this
benefit is extremely limited. In general,
Medicare does not cover medically-tailored
meals under Parts A and B, which means that
most Medicare beneficiaries—approximately
44 million individuals—do not receive such
coverage.'0?

Under Medicare Part C (Medicare Advantage),
private insurers who provide Medicare
Advantage plans can choose to offer meals
to beneficiaries who meet eligibility criteria.
Beneficiaries of Medicare Advantage

plans may receive meals if the service is 1)
needed due to an illness; 2) consistent with
established medical treatment of the iliness;
and 3) offered for a short duration”®® and if
one of two circumstances apply: first, meals
may be offered to individuals immediately
following surgery or an inpatient hospital
stay; and second, meals may be covered

for individuals with chronic conditions like
hypertension or diabetes if they are part of a
program intended to “transition the enrollee to
lifestyle modifications.”’04

Meals can also be covered for beneficiaries
enrolled in Medicare Special Needs Plans, a
specialized kind of Medicare Advantage plan,
in which certain categories of beneficiaries
can enroll, including 1) institutionalized
beneficiaries, 2) dual eligible beneficiaries
(patients eligible for both Medicare and
Medicaid), and/or 3) beneficiaries who have
one of a list of severe or disabling chronic
conditions, including diabetes.©> However,
Medicare Special Needs Plans are not available
in all areas.
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Limiting meals as a possible covered benefit
only to Medicare Special Needs Plans and
Medicare Part C beneficiaries means that
the majority of Medicare beneficiaries who
have diabetes and meet the criteria for meal
eligibility outlined in Medicare Part C do not
have access to this service. Even among
Medicare Advantage plans, administrators are
not required to cover meals, meaning those who
have access to Medicare Advantage plans may
not have meals as a covered benefit.”%®

Additionally, most state Medicaid programs
do not cover medically-tailored meals, except
through special waiver programs that focus on
provision of meals for individuals who need a
broad array of support services to avoid being
institutionalized in an acute care facility. Lack
of general Medicaid coverage for medically-
tailored meals prevents many low-income
patients who have diabetes and would meet
the Medicare eligibility criteria from accessing
a much-needed and cost-effective service.”

EXPANSION OF MEDICALLY-
TAILORED MEALS AS A BENEFIT
TO ALL MEDICARE AND MEDICAID
BENEFICIARIES WHO MEET
ESTABLISHED CRITERIA CAN BE
ACHIEVED THROUGH FEDERAL
LEGISLATION (FOR MEDICARE)
OR STATE PLAN AMENDMENTS OR
WAIVERS (FOR MEDICAID).

Including coverage of medically-tailored meals
as a medically necessary service for Medicare
beneficiaries who meet the criteria and making
them a covered service in Medicaid would
extend the benefits of medically-tailored
meals to individuals who sorely need them.
There is significant potential for financial
savings and improvement in health outcomes
associated with prescribing medically-tailored
meals in appropriate circumstances. Access to
this benefit for all beneficiaries who meet the
criteria is vital.

Congress should pass legislation to expand
medically-tailored meals as a covered benefit
to all Medicare beneficiaries. For coverage of
meals to be expanded in Medicaid, states must
draft SPAs or develop and/or amend other
waivers to add meals as a covered benefit.18
To facilitate development of SPAs or waivers,
CMS should provide state Medicaid programs
with guidance and model language.

4. Increase federal funding for
diabetes prevention and research.

We recommend increasing funding to diabetes
prevention and research programs, including
the CDC-led National Diabetes Prevention
Program (National DPP), the National Institute
of Diabetes and Digestive and Kidney Diseases
(NIDDK), and the Division of Diabetes
Translation (DDT), in order to develop and
deliver better treatments and support the
delivery of effective preventive services.

FEDERAL INVESTMENTS IN DIABETES
PREVENTION AND RESEARCH ARE TOO
LOW TO EFFECTIVELY COMBAT THE
DISEASE.

By 2025, the number of those living with
diabetes is projected to rise by 64% to 53.1
million, and the costs of diabetes will rise

to $514 billion, 72% higher than in 2010 and
comparable to the entire present Medicare
budget.'®® With such drastic increases on
the horizon, it will be necessary not only to
treat individuals with diabetes but also to
sufficiently fund research and programs that
help prevent its onset.

However, in recent years appropriations to
research and prevention endeavors have
been reduced in the face of fiscal pressures.
For example, the National DPP, which was
explicitly authorized in the Affordable Care
Act,"® has never been fully funded. Despite
the Senate Committee on Appropriations’
recommendation that the National DPP
receive $20 million in Fiscal Year (FY) 2013, it
received no funding. The program received
$10 million in FY2014, but this falls far short
of what would be necessary to make it a truly
national program."

The NIDDK, part of the National Institute of
Health (NIH) and the leading supporter of
research into diabetes treatment and potential
cures, received $75 million dollars less in
funding in FY2014 than in FY2010."

Even where funding has been stable, as with
the Division of Diabetes Translation within the
CDC, current funding levels are not sufficient.
For instance, when the National DPP was

not fully funded following the passage of the
ACA, DDT nonetheless proceeded to partially
initiate the program by funding program sites
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Providing Access to Healthy Solutions



BEATING TYPE 2 DIABETES: RECOMMENDATIONS FOR FEDERAL POLICY REFORM

at the YMCA.™ DDT was only able to support
the program on a limited basis, reaching 178
sites in 23 states despite the nationwide need
for diabetes preventive services."™

INCREASED FUNDING WOULD SUPPORT
EFFECTIVE INTERVENTIONS AND
PROVIDE THE KNOWLEDGE BASE TO
DEVELOP NEW TREATMENTS.

Increasing allocations to the National DPP,

the NIDDK, and the DDT would facilitate the
development of a truly nationwide response to
the rise of diabetes.

Fully funding the National DPP would enable
the program to expand across the country to
reach a greater number of individuals at risk
of developing diabetes. Increased funding
would allow the CDC to train more providers."®
It would also support education campaigns

to inform individuals at risk of diabetes about
the benefits of the program, and to inform
healthcare providers about how to refer their
patients.”

Increasing funding levels to the NIDDK would
support the fight against diabetes from
prevention to treatment. With additional
funds, the NIDDK could launch a new study to
locate genetic indicators of type 2 diabetes
risk or support a new clinical trial to test

the comparative effectiveness of different
diabetes medications.™ Even beyond initiating
new programs, the NIDDK could use greater
funding to accelerate its existing research
programs,™ such as a cure for diabetes.?°
Supporting the NIDDK would spur diabetes
research broadly and help develop the
knowledge necessary to effectively combat
the disease.

Finally, by bringing together many
stakeholders at every level across the
country, from state and local governments to
healthcare providers to patient organizations,
DDT promotes clinically proven educational
programs and develops best practice
guidelines and research programs.” DDT

is already engaged in these activities, but
increased funding would mean an enhanced
capacity to lead a nationwide response to the
diabetes epidemic.®? By ensuring that cutting-
edge diabetes research is put into practice,
DDT helps to reduce incidence of diabetes,
saving lives and reducing costs.

CONGRESS SHOULD FULLY FUND
THESE PROGRAMS THROUGH THE
APPROPRIATIONS PROCESS.

Congress must increase federal funding

for diabetes prevention and research for

the National DPP, the NIDDK, and the DDT.
Adequately funding these organizations now
can lead to substantial reductions in cost of
healthcare further down the road. Unless the
federal government takes decisive steps in
this moment and invests what is necessary to
truly bend the curve of the disease, we will
see a significantly increased diabetes burden,
with all of the human and financial costs and
heartache this disease entails.

5. Encourage states to develop
holistic and coordinated diabetes
care models through diabetes-
specific CMS Innovation Awards.

We encourage CMMI to direct funding to
demonstration projects that incorporate
and aim to test the efficacy of interventions
and models of care for prevention and
treatment of type 2 diabetes, with the goal
of implementing the most effective of these
interventions and models in the broader
Medicare and Medicaid programs.

CMMI-FUNDED DEMONSTRATION
PROJECTS ARE AN IMPORTANT WAY
TO EVALUATE COST-EFFECTIVENESS
OF CUTTING-EDGE INTERVENTIONS ON
A LARGE SCALE.

The ACA established CMMI to promote “broad
payment and practice reform in primary
care.””?® Since then, CMMI has partnered with
states and providers nationwide to create
new programs designed to combat a wide
array of diseases. Many CMMI awards have
been partially used by states to address
diabetes prevention, care, and treatment.”
However, there is a continued strong need for
CMMI support to test the efficacy of diabetes
interventions and services, such as the impact
of Community Health Workers, intensive

case management, and provision of targeted
food and nutrition education. To that end, we
recommend that CMMI design and administer
a round of funding awards focused exclusively
on preventing and effectively managing type
2 diabetes.
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Diabetes disproportionately affects
individuals of lower socio-economic status
who are more likely to receive Medicaid.*®

It is also responsible for one out of every
three Medicare dollars spent.”® Accordingly,
the government has a strong incentive to
encourage innovation in addressing diabetes
among beneficiaries of public healthcare
programs.'”” Given the scope and complexity
of diabetes, CMMI should focus more attention
and resources on this national epidemic.
CMMI funding that is explicitly earmarked for
diabetes would encourage states to test a
wider array of services and innovative care
models in order to reduce their diabetes
burdens. A round of funding awards focused
on diabetes should be coupled with the
provision of technical assistance in proposal
development to states, especially to those
states with the highest diabetes burdens.

10 States with Highest Diabetes Rates

States With the Highest Type 2 Diabetes Rates, STATEOFOBESITY.ORG,
http://stateofobesity.org/lists/highest-rates-diabetes/ (last viewed
Mar. 27, 2015).

ALTHOUGH CMMI FUNDING HAS

BEEN USED BY STATES TO ADDRESS
DIABETES AS WELL AS OTHER
CHRONIC ILLNESSES, THE COMPLEXITY
AND COST OF DIABETES WARRANTS A
MORE FOCUSED FUNDING STREAM.

Diabetes is a complex disease that touches on
every aspect of an individual’s life. Prevention
and management requires significant lifestyle
change and active engagement with healthcare
providers. Using a CMMI award as a tool to
combat diabetes avoids a one-size-fits-all
approach to diabetes prevention and treatment
while leveraging innovative existing programs
and relationships with commmunity coalitions in
each state. Pilot programs funded through

foundations and other private funds have
yielded promising new interventions that can
successfully target members of certain high-risk,
high-needs populations. For example, programs
have used Companeras de Salud (also known as
Community Health Workers) to engage a
hard-to-reach urban Latino community in their
healthcare?® They have used technology and
intensive care coordination and support to
identify and address the needs of individuals
who frequently visit the emergency room or are
hospitalized due to diabetes.” They use
community-based organizations as sites for
delivering diabetes self-management education
to specific populations, such as seniors, and
couple that education with follow-up support to
ensure compliance with treatment regimens and
lifestyle change for previously non-adherent
individuals.®® In order to demonstrate the
benefits of covering these and other innovative
interventions to private and public insurers,
however, there is a need for broader evaluation
of interventions across a wider segment of the
population. A CMMI award can be used to test
these promising new models of care statewide
and with different populations. It can also help
link together various stakeholders, including
providers, insurers, healthcare centers, and
community groups, in efforts against diabetes.”™
The application process often encourages the
formation of coalitions and extensive
collaboration among potential subgrantees.
With a diabetes-focused CMMI funding stream,
states can serve as innovation labs while
providing valuable data on diabetes best
practices to the national healthcare community.

CMMI FUNDING FOCUSED ON DIABETES
COULD LEAD TO A TRANSFORMATION
IN CARE DELIVERY FOR THIS DIFFICULT
DISEASE.

A diabetes-focused round of new CMMI grants
should encourage projects that look at both
prevention and treatment of the disease and
encourage states with the highest diabetes
burdens to participate.

In leveraging federal funding and expertise
along with state- and community-level
innovation, CMMI grants allows states to

tap into their existing networks and develop
prevention and care coordination initiatives

in unique and innovative ways. Considering
the significance of the diabetes epidemic
nationwide and the state-to-state variations in

Providing Access to Healthy Solutions
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the populations most affected by the disease,
the varied approaches that states take will
help determine best practices in reducing
incidence of diabetes and improving care.
State initiatives will provide valuable insight
into the interventions and services that are
most effective in responding to the disease
both locally and on a broader national level.

6. Increase federal investments to
support healthy food access.

We recommend that the federal government
expand investment in federal programs

that increase access to healthy food, as
consumption of healthy food not only helps
prevent the incidence of type 2 diabetes and
other chronic diseases, but also mitigates
the consequences of type 2 diabetes once
individuals are diagnosed with the disease.

MANY AMERICANS LACK ACCESS TO
HEALTHY FOOD.

For many low-income individuals and families
in the United States, reliable access to healthy
food is not guaranteed, due to the inability to
afford healthy food (economic access) and/
or the lack of geographic access to retail food
establishments that sell healthy foods.

In 2013, approximately 14.3% of United States
households were food insecure,? which means
that individuals in these households faced
“limited or uncertain availability of nutritionally
adequate and safe foods or limited or
uncertain ability to acquire acceptable foods
in socially acceptable ways.”’3

STATES WITH

HIGHEST FOOD RATE OF FOOD

INSECURITY RATES Xkt ey
United States 14.6%
1. Arkansas 21.2%
2. Mississippi 21.1%
3. Texas 18%
4. Tennessee 17.4%
5. North Carolina 17.3%
6. Missouri 16.9%
7. Alabama 16.7%
8. Georgia 16.6%
9. Louisiana 16.5%
10. Nevada 16.2%

Source: U.S. Der’T oF AGRIC., ECON. RESEARCH SERV., HouseHOLD Foop
SECURITY IN THE UNITED STATES IN 2013 15 (Sept. 2014), available at
http://www.ers.usda.gov/media/1565415/err173.pdf.

Individuals in the United States struggle to
afford enough food to maintain a healthy
lifestyle. In fiscal year 2014, over 46.5 million
individuals relied on the federal government’s
primary nutrition assistance program (the
Supplemental Nutrition Assistance Program,
SNAP [formerly food stamps]).** This means
that 14.7% of people in the United States relied
on SNAP benefits at some point during fiscal
year 2014135

Further, many individuals live in areas with
limited healthy food retail, hampering their
ability to purchase healthy foods even if
they have the economic means.®® The U.S.
Department of Agriculture (USDA) has
determined that 23.5 million individuals (13.5
million of whom come from low-income
households) live in “food deserts,”™” or “urban
neighborhoods and rural towns without
ready access to fresh, healthy, and affordable
food.”1s®

LACK OF ACCESS TO HEALTHY FOOD
IMPACTS THE PREVENTION AND
TREATMENT OF TYPE 2 DIABETES.

Food insecurity has a direct impact on an
individual’s ability to prevent and manage
chronic diseases, such as type 2 diabetes.

A 2010 article in the New England Journal

of Medicine identified a direct correlation
between food insecurity and chronic diseases,
such as type 2 diabetes.*® According to the
article, “adults with the most severe levels of
food insecurity have more than twice the risk
of diabetes of adults who have ready access
to healthful foods. Among adults who already
have diabetes, food insecurity is associated
with poorer glycemic control.”#° Doctors
often recommend that individuals with type 2
diabetes adopt a healthier diet; however, it is
often very difficult for low-income individuals
to shift away from a high-calorie, low-cost
diet to a lower-calorie, nutrient dense—but
sometimes more expensive—diet of fruits,
vegetables, and other whole food products.
“The inability to afford such foods is one likely
mechanism between food insecurity and an
increased incidence of diabetes and poor
glycemic control.” Food insecure individuals
report facing the decision to use the little
money they have to purchase either food or
medication.*?
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FEDERAL INVESTMENTS ARE
CURRENTLY INSUFFICIENT TO ENSURE
INDIVIDUALS AND FAMILIES HAVE
ACCESS TO HEALTHY FOOD.

While there are several federal programs that
aim to address economic and geographic
barriers to healthy food access, federal
funding has been insufficient to adequately
address consumers’ needs and ensure access
to healthy food for people who have or are at
risk for type 2 diabetes.

As mentioned above, the federal government
provides food purchasing assistance to
Americans primarily through SNAP, which
serves nearly 46.5 million low-income
individuals at an annual cost of nearly $75
billion.** SNAP benefits can be spent on

any basic food item,"*4 with the exclusion of
prepared foods, tobacco, and alcohol.> While
$75 billion sounds like a significant amount of
federal funds, in fiscal year 2014 the average
monthly SNAP benefit was only $125.35 per
person and $256.98 per household.“¢ Under
current funding levels, this breaks down

to approximately $31.33 per week for an
individual and approximately $64.25 per week
for a household. Current benefit levels are
inadequate to ensure individuals and families
have the ability to purchase enough food to
reduce their food insecurity and support a
healthy life.*”

If SNAP participants struggle to meet basic
food needs with current benefit levels,
purchasing enough healthy foods—such as
fruits and vegetables—can also be a significant
struggle. Prior to 2014, the federal government
had authorized several programs to provide
additional financial assistance to low-income
individuals in both SNAP and WIC (the Special
Supplemental Nutrition Assistance Program
for Women, Infants, & Children) to purchase
more fruits and vegetables. The WIC Farmers’
Market Nutrition Program (WIC-FMNP)™ 8

and the Senior Farmers’ Market Nutrition
Program (S-FMNP)™° provide additional
benefits between $6 to $50 per year to
eligible participants to purchase fresh fruits
and vegetables. Although these are important
programs, their impact is limited due to their
narrow participant scope and low benefit
levels.

In order to incentivize the use SNAP benefits
for the purchase of healthy food items such

as fruits and vegetables to a broader set of
SNAP participants, Congress authorized the
Food Insecurity and Nutrition Incentive (FINI)
Grant Program in the 2014 Farm Bill."*° This
new federal program is based on innovative
state- and local-level programs that provide
incentives for SNAP participants to purchase
more fruits and vegetables. For example,
since 2009, a public-private partnership
called Michigan’s “Double Bucks” program
has provided a dollar to dollar match for
SNAP beneficiaries”® Since its inception, it
has benefitted over 200,000 families.” For
the first time, innovative programs such as
Michigan’s program will be eligible to receive
federal funding to continue and expand their
important work.>® The first round of grant
applications were due in December 2014.%4

FINI will distribute $100 million over the
course of 5 years to match funds for “projects
that encourage SNAP recipients to purchase
fruits and vegetables by reducing their cost.”’>®
Projects proposed for FINI funding can
include new pilot programs, community-based
incentive programs, and large-scale incentive
programs.’*® Projects must provide a dollar-to-
dollar match, where every $1 provided by the
federal grant must be matched by $1in money
secured by the project.””

Although this is a good start, the funding
allocated for FINI projects is limited and

FINI will only be able to fund a set number

of projects in a set number of areas. Yet, the
potential benefits to SNAP participants justify
increased federal expenditures. According

to the Final Report of the Healthy Incentives
Pilot (a pilot program similar to FINI that
preceded FINI’s inclusion in the 2014 Farm
Bill), which gave SNAP participants a 30-cent
credit for every dollar spent on targeted fruits
and vegetables, this type of incentive can be
successful in increasing fruit and vegetable
consumption among SNAP beneficiaries.>®

Even if individuals and families have the
economic means to purchase healthy food,
they may struggle with finding retail outlets
that sell healthy food. In 2010, to encourage
food retailers to move into food deserts (low-
access areas), the Healthy Food Financing
Initiative (HFFI) was launched as an inter-
agency effort by First Lady Michelle Obama’s
Let’s Move campaign and the Treasury
Department (Treasury), the Department
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of Health and Human Services (HHS), and
USDA.*® HFFI aims to increase access to
healthy food in low- to moderate-income
under-served communities by supporting
the creation and expansion of healthy food
retail outlets such as grocery stores and
farmers markets and to support farmers and
food business entrepreneurs.’®® The Treasury
awarded $22 million in 2014 to Community
Development Financial Institutions (CDFIs)
for healthy food financing projects,'® while
HHS provided over $9 million in grants to
Community Development Corporations for
2015 community economic development-
based healthy food financing projects.'6?

The USDA, however, has not yet provided
any funding for HFFI projects. It was not
until the 2014 Farm Bill that Congress, for
the first time, created an HFFI program by
statute within USDA and authorized federal
funding for the USDA’s HFFI program.'s3
Although the 2014 Farm Bill authorizes $125
million to USDA’s HFFI program, no funds
have been appropriated.’®* The President
requests $13 million in his FY2016 budget for
HFF1.%> Combined with the HFFI funding that
the Treasury and HHS have routinely been
allocated, the money requested for USDA
represents a 40% increase in money available
for HFFI projects. The Farm Bill’'s authorized
funding level for USDA’s HFFI represents a
significant increase in potential funding and
has the potential to support a wide range of
projects aimed at increasing access to healthy
food in low-access areas.

THE FEDERAL GOVERNMENT MUST
INCREASE ITS INVESTMENTS TO
IMPROVE ACCESS TO HEALTHY FOOD.

Federal dollars invested in SNAP, FINI, and
HFFI (as well as the other fruit and vegetable
benefit programs discussed above [WIC FMNP
and S-FMNP]) work to increase access to
healthy food for all consumers, particularly for
those who are food insecure and therefore at
increased risk of developing type 2 diabetes.
By incentivizing the purchase of healthy food
and expanding access to healthy food retail,
the federal government plays a pivotal role
through these programs in addressing the
diabetes epidemic in the United States.

The government can and must do more.
It should provide more funding for SNAP
participants to purchase food. It should also
increase funding for the WIC and SNAP fruit

and vegetable programs (WIC-FMNP and
S-FMNP) that increase eligible participants’
ability to purchase healthy fresh fruits and
vegetables. The federal government should
also increase mandatory and/or discretionary
funding for FINI in the next Farm Bill to help
the program expand to more communities
across the United States. Further, Congress
should appropriate funds to USDA authorized
under the 2014 Farm Bill for their HFFI
program, which has yet to be launched and
which is key to establishing healthy food
retailers and improving healthy food supply
chains in areas with limited healthy food
access. Congress should also allocate more
money to Treasury and HHS to increase the
number of grants they can award in their HFFI
programs. Because risk for diabetes is tied to
food insecurity and lack of access to healthy
food, these federal-level interventions can
serve as a lever for change in the diabetes
epidemic across the United States.

7. Maintain strong federal nutrition
standards for school lunch
and increase school meal
reimbursement rates.

We recommend that the federal government
maintain and enforce its nutrition requirements
for the National School Lunch and Breakfast
Programs (NSLP and NSBP) and increase
reimbursement rates for school meals in order
to support the provision of healthy food at
school and fight rising rates of type 2 diabetes
in children.

TYPE 2 DIABETES IS A GROWING
EPIDEMIC AMONG CHILDREN, AND
SCHOOL NUTRITION PROGRAMS MUST
MAINTAIN RIGOROUS NUTRITION
STANDARDS TO ADDRESS IT.

Although type 2 diabetes used to occur mainly
in adults, the disease has become increasingly
prevalent in adolescents and today occurs

in children as young as 10 years old.'®® The
National Diabetes Education Program asserts
that the rise in youth type 2 diabetes is “a first
conseqguence of the obesity epidemic among
young people, and [a] significant and growing
public health problem.”®” Type 2 diabetes

is more aggressive in children than adults,
progressing to serious complications only a
few years after diagnosis.'®®




BEATING TYPE 2 DIABETES: RECOMMENDATIONS FOR FEDERAL POLICY REFORM

Consumption of healthy food is an important
determinant of children’s health and their
likelihood of developing diabetes.’®® The
American Diabetes Association notes that
“[cIhildren and teens may be able to prevent
diabetes or delay its onset for many years”
through interventions such as improved
diets and physical activity.”® However, less
than 25% of high school students consume
enough fruits and vegetables each day, and
nearly 30% of children do not exercise more
than three times per week, falling far short of
engaging in the recommended 60 minutes of
daily physical activity."”

School nutrition programs can play a
significant role in reducing children’s lifetime
risk of developing type 2 diabetes, as children
consume half or more of their daily calories
at school.”?2 More than 32 million children
participate in the federally funded NSLP,
and 12 million participate in the NSBP.73

The Healthy, Hunger-Free Kids Act of 2010
strengthened nutrition standards for school
meals. The federal government should
maintain those strong nutritional standards
for these programs and increase funding for
school meals in order to reduce the rates of
childhood obesity and diabetes across the
United States.

MAINTAINING NUTRITION GUIDELINES
AND INCREASING FUNDS FOR HEALTHY
FOOD IN SCHOOL WOULD AID IN THE
PREVENTION AND TREATMENT OF
CHILDHOOD DIABETES.

Ensuring that food served in school complies
with rigorous nutritional standards helps

to develop lifelong healthy eating habits in
children and creates a school environment
that fosters wellness and fights diet-related
chronic disease. Federal school meal programs
like the NSLP and NSBP allow low-income
children to receive either free or reduced-price
meals (F/RP meals) at school. Reauthorized
by Congress every 5 years as part of the Child
Nutrition Act (and up for reauthorization again
in 2015),7 these programs are administered

by the U.S. Department of Agriculture (USDA),
which issues regulations that dictate the
nutritional composition of school meals.””®
Pursuant to Congressional authority under

the Healthy, Hunger-Free Kids Act of 2010,76
in 2012 the USDA promulgated national
nutritional standards that, among other

changes, required higher amounts of fresh
fruits and vegetables in school lunches and
breakfasts.”” Schools that met the new
requirements received a six-cent per meal
increase in the federal reimbursement rate
for serving meals that complied with the
new standards.”® This meant that instead of
receiving $2.93 for each free lunch, $2.53 for
each reduced-price lunch, and $0.28 for each
paid lunch provided to children, schools that
met the new standards would receive, $2.99,
$2.59, and $0.35, respectively.”®

Research shows that rigorous nutrition
standards for school meals have a statistically
significant impact on Body Mass Index (BMI),
a factor that influences risk for obesity and
diabetes. One recent study measuring the
correlation between childhood obesity and
state nutrition requirements found that, “[iln
states that exceeded the [pre-2012, less
rigorous] USDA standards, the difference in
obesity prevalence between students who
obtained free/reduced-price lunches and
students who did not obtain school lunches
was 12.3% points [in favor of school lunch
recipients] ... compared with states

that did not exceed USDA standards.”8®

In spite of the health benefits of the new
nutritional guidelines, critics have pushed to
delay implementation of some requirements
or permit “hardship waivers,” as some schools
assert that the new requirements have adverse
effects on both school budgets and student
participation in meal programs.’®! Several
members of Congress have advocated for
weakening the 2012 nutrition requirements.'®2
However, efforts to delay or weaken the new
federal nutrition standards are short-sighted
and undermine the long-term health of a
generation of school children. Congress should
maintain the strong nutritional requirements in
the reauthorization of the Child Nutrition Act
in 2015.

Congress should also provide additional
support for the new nutritional requirements
by increasing per-meal reimbursement rates
for the NSLP and NSBP. In 2010, Congress
increased its school lunch reimbursements by
just six cents for a total of $2.99 per meal for
each free meal and $2.59 for each reduced
price meal (for meals that could be certified
as meeting increased nutrition standards).'®3
Thus, many school districts struggle to provide
school meals at the federally-authorized
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reimbursement rates, especially with
heightened requirements for more fresh and
healthy ingredients as well as recent training
and certification requirements.’® The National
School Boards Association reports that,
“[ulsing the USDA’s conservative estimate,
the reimbursement increase per free and
reduced lunch provides less than half the cost
of implementing the standards over the next
5 years.””® In the upcoming reauthorization,
Congress should authorize increased meal
reimbursement rates in order to address

this shortfall.

Finally, the ability to purchase food in schools
outside of the federal meal programs (known
as “competitive foods”) may undercut benefits
from improved nutritional quality of school
meals. Because these competitive foods tend
to be less healthy than meals served as part
of the NSLP, they may have an impact on

the health of students who elect to purchase
them instead of eating the school meal that
meets the nutritional guidelines,'®® as well as
students who consume snacks as part of their
daily habits.'®” This impact can be significant:
“half of secondary school students consume
at least one snack food a day at school, an
average of 273 to 336 calories per day, [when]
an excess of [only] 110 to 165 calories per

day may be responsible for rising rates of
childhood obesity.”® Pursuant to authority
under the Healthy, Hunger-Free Kids Act of
2010,'8° in 2013 the USDA set guidelines for
competitive foods for the first time, including
maximum allowances for sugar and saturated
fat.®® As with the nutritional guidelines,

critics of the competitive food guidelines
have urged reconsideration, claiming that

the new guidelines reduce school budgets by
limiting the additional revenue schools would

otherwise receive from offering competitive
foods on campus.””' However, the cost of
undermining children’s immediate and long-
term health with sugary snacks and drinks far
outweighs the loss of revenue from vending
machines and a la carte pizza. Congress
should maintain its support of competitive
food regulations by protecting the new
standards in its upcoming Child Nutrition Act
reauthorization.

CONGRESS SHOULD MAINTAIN SCHOOL
NUTRITION REQUIREMENTS AND
PROVIDE INCREASED FUNDING FOR
CHILD NUTRITION PROGRAMS.

The Healthy, Hunger-Free Kids Act of 2010
required the USDA to update nutrition
guidelines for the NSLP and NSBP and
granted authority to promulgate nutrition
guidelines for competitive foods.®? For its
2015 reauthorization of school meal programs,
Congress should not call for any scale back of
the current nutrition standards. Additionally,
Congress should increase reimbursement rates
for both the NSLP and the NSBP to enable
schools to adopt the new standards. Finally,
the USDA should enforce its restrictions on
competitive foods to ensure unhealthy foods
are kept out of schools. These regulations
ensure that the school food environment
promotes optimal nutrition and wellness for
all students, including those who participate
in meal programs and those who supplement
food from home with cafeteria, vending
machine, or other snack purchases. Strong
nutrition standards and the early adoption

of healthy dietary practices help to prevent
obesity and the onset of type 2 diabetes in
youth or further down the road in adulthood.
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The diabetes epidemic requires urgent
attention from all government entities, from
Congress to federal agencies. States also have
an important role to play, and the Center for
Health Law & Policy Innovation will address
that role in an upcoming 2016 report on State
Best Practices. These recommendations focus
on key federal policy actions that would yield
significant results for people living with or at
risk for type 2 diabetes. The implementation
of these recommendations will provide the 29
million people with diabetes and the 86 million

people with prediabetes with access to tools
they can use to live healthier lives free of type
2 diabetes or its complications. As a nation,
we cannot afford to ignore the toll diabetes

is taking on all segments of society, from

our seniors to our youth. Ensuring access to
vital prevention and treatment services while
transforming our food environment through
strategic funding choices will give our citizens
the opportunity to take informed control of
their health, and ultimately, to beat type 2
diabetes.
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33 THe DiaBeTES EpucaTOR, 503, 507 (2007); See, e.g.,

Ira S. Ockene et al., Outcomes of a Latino Community-
Based Intervention for the Prevention of Diabetes: The
Lawrence Latino Diabetes Prevention Project, 102 Am. J.
oF Pus. HEALTH, no. 2, 336, 336 (Feb. 2012).

The Affordable Care Act & Medicare, Mepicare, http:/
www.medicare.gov/about-us/affordable-care-act/
affordable-care-act.html (last visited December 3, 2014).

Preventive & screening services, Mepicare, http:/www.
medicare.gov/coverage/preventive-and-screening-
services.html (last visited December 3, 2014).

Ann Albright, Ph.D, R.D., Director, Div. oF DIABETES
TRANSLATION, CTRs. FOR Disease CONTROL & PREVENTION,
Together on Diabetes Summit 2015, Feb. 24, 2015.

Preventing Type 2 Diabetes: Health Insurance Coverage,
NATL Ass’N oF CHRoNIC Disease DIRECTORS, http:/www.
chronicdisease.org/?NDPP_insure (last visited
December 3, 2014).

Sanjat Kanjilal et al., Socioeconomic Status and Trends
in Disparities in 4 Major Risk Factors for Cardiovascular
Disease Among US Adults, 1971-2002, 166 ARCHIVES OF
INTERNAL MED., 2348, 2351-52 (Nov. 2006).

M. Sue Kirkman et al., Diabetes in Older Adults, 35
DiaBeTes CAre, December 2012, 2650, 2650.

Id.

Linda Ciofu Baumann, Mei-Wei Chang, & Roberta
Hoebeke, Clinical Outcomes for Low-Income Adults With
Hypertension and Diabetes, 51 NURSING RESEARCH, NO. 3,
191, 191 (May/June 2002).

The Y Launches Project to Test Cost Effectiveness of the
YMCA'’s Diabetes Prevention Program Among Qualifying
Medicare Enrollees, YMCA, Feb. 21, 2013, http:/www.
ymca.net/news-releases/y-launches-project-to-test-
cost-effectiveness-of-ymcas-diabetes-prevention-
program-among-qualifying-medicare-enrollees (last
visited Dec. 3, 2014).
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Id.

Montana covers the DPP through its Medicaid

program. Pennsylvania will test coverage through a
CMMI State Innovation Model grant. Minnesota will

also use CMMI funds to offer the DPP to its Medicaid
beneficiaries. Preventing Type 2 Diabetes, NAT'L Ass'N OF
CHronic Disease DIrRecTors, http:/www.chronicdisease.
org/?NDPP_insure (last viewed Mar. 2, 2015); State
Innovation Models, Pennsylvania Plan, 10, http:/www.
health.pa.gov/Your-Department-of-Health/Offices%20
and%20Bureaus/Center%20for%20Medicare%20
and%20Medicaid%20innovation%20(CMMI)/Pages/
default.aspx#VPTBV3zF98E (last viewed Mar. 2, 2015);
We Can Prevent Diabetes MN, MN Dep’T oF PuBLIC HEALTH,
Oct. 2011, available at http:/mn.gov/health-reform/
images/We-Can-Prevent-Diabetes-MN.pdf.

H.R. 962, 113th Cong. (2013); S. 452, 113th Cong. (2013).
Id.

Id.

Id.

Id.

42 U.S.C. §1395x(yy) (2014).

H.R. 962, 113th Cong. (2013); S. 452, 113th Cong. (2013).

Estimated Federal Impact of H.R. 962/ S. 452 “The
Medlicare Diabetes Prevention Act,” AVALERE, AM. DIABETES
Ass’N, YMCA, & AMER. MepicaL Ass'N, Feb. 2014, available
at http://www.diabetes.org/assets/pdfs/advocacy/
estimated-federal-impact-of.pdf.

Id.

All Actions: H.R.962 — T113th Congress (2013-2014),
CONGRESS.GOV, https://www.congress.gov/bill/113th-
congress/house-bill/962/all-actions (last visited
December 3, 2014); All Actions: S.452 — 113th Congress
(2013-2014), conGRESs.Gov, https://www.congress.gov/
bill/113th-congress/senate-bill/452/all-actions (last
visited December 3, 2014).

CMS likely cannot institute a policy change to cover
the National DPP without legislation. Diabetes Self-
Management Training (used interchangeably here with
Diabetes Self-Management Education, was added as

a service to Medicare through legislation. 42 U.S.C.A.

§ 1395x(yy) (2014); Balanced Budget Act of 1997, H.R.
2015, 105th Congress § 4105 (1997).

Benefits and Medicaid State Plan Amendments, Mebicaip,
http:/www.medicaid.gov/medicaid-chip-program-
information/by-topics/benefits/medicaid-benefits.html
(last viewed Mar. 2, 2015).

Id.

Food as Medicine: Medically-tailored, Home-Delivered
Meals Can Improve Health Outcomes for People

with Critical and Chronic Disease (2013), www.
COMMUNITYSERVINGS.ORG, available at http://servings.
org/assets/documents/Community%20Servings%20
Food%20as%20Medicine%202.2013.pdf.

Jill A. Metz et al., A Randomized Trial of Improved
Weight Loss with a Prepared Meal Plan in Overweight
and Obese Patients: Impact on Cardiovascular Risk
Reduction, 160 ARrcHIVES INTERNAL MepicINE 2150 (2000).
Edward H. Wagner et al., Effect of Improved Glycemic
Control on Health Care Costs and Utilization 285 J. Am.
Meb. Ass’N. 182 (2001).
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Food as Medicine: Medically-tailored, Home-

Delivered Meals Can Improve Health Outcomes

for People with Critical and Chronic Disease,
WWW,COMMUNITYSERVINGS.ORG, (citing Irene

M. Stratton et al, Association of Glycaemia with
Macrovascular and Microvascular complication of type 2
diabetes (UKPDS 35): prospective observational study),
available at http://servings.org/assets/documents/
Community%20Servings%20Food%20as%20
Medicine%202.2013.pdf.

Jill Gurvey et al., Examining Health Care Costs
Among Manna Clients and a Comparison Group, 4
J. PrRiMARY CARE & CommuNiTy HeaLTH 311, 314 (2013),
available at http:/www.mannapa.org/wp-content/
uploads/2014/07/MANNA-Study.pdf.

Chronic Conditions Among Medlicare Beneficiaries,
CTRs. FOrR MEDICARE & MEDICAID SERVS & Dep’'T OF
HeaLTH & HuMAN SERvs., available at http:/www.
cms.gov/Research-Statistics-Data-and-Systems/
Statistics-Trends-and-Reports/Chronic-Conditions/
Downloads/2012Chartbook.pdf

CMS Manual System, Subject: Chapter 4, “Benefits and
Beneficiary Protections” Ctrs. FOrR MEeDICARE & MEDICAID
Servs & Dep’T OF HEALTH & HUMAN SERvs., available at
http:/www.cms.gov/Regulations-and-Guidance/
Guidance/Transmittals/downloads/R97MCM.pdf; The
Medicare Beneficiary Population: Fact Sheet, AARP
PoLicy InsT., available at http:/assets.aarp.org/rgcenter/
health/fs149_medicare.pdf.

Medicare Managed Care Manual 35-37 MEDICARE,
http:/cms.gov/Regulations-and-Guidance/Guidance/
Manuals/Downloads/mc86c04.pdf

Id.

Your Guide to Special Needs Plans (SNPs) CTrs. FOR
Mebicare & Mebicaib SERvs. available at http:/www.
medicare.gov/Pubs/pdf/11302.pdf.

CMS Manual System, Subject: Chapter 4, “Benefits and
Beneficiary Protections” CTRs. FOR MEDICARE & MEDICAID
Servs & Der'T oF HEALTH & HuMAN SERvs., available at
http:/www.cms.gov/Regulations-and-Guidance/
Guidance/Transmittals/downloads/R97MCM.pdf.

Jill Gurvey et al., Examining Health Care Costs
Among Manna Clients and a Comparison Group, 4
J. PrRiIMARY CARE & CoMMUNITY HEALTH, 311-317 (2013),
available at http:/www.mannapa.org/wp-content/
uploads/2014/07/MANNA-Study.pdf.

States can use Section 1115 Demonstration Waivers,
Home and Community-Based Services 1915(c) Waivers,
or Home and Community Services 1915(i) State Plan
Amendments to broaden coverage of home-delivered
meals. They can also use more general State Plan
Amendments.. For more information on using these
waiver programs to cover meals in Medicaid, see
Food is Medicine, Opportunities in Public and Private
Health Care for Supporting Nutritional Counseling and
Medically-tailored, Home-Delivered Meals, 12-16 (2013),
CTR. FOR HEALTH LAW & PoLicy INNOVATION AT HARVARD LAw
ScHooL available at http://www.chlpi.org/wp-content/
uploads/2013/12/6.5.2014-Food-is-Medicine-Report-
FINAL.pdf.

Diabetes 2025, (describing research conducted

by the Institute for Alternative Futures, funded

by Novo Nordisk), Novo Norbisk, http:/www.
changingdiabetesbarometer.com/us-initiative/research-
and-data/diabetes-2025.aspx (last visited Nov. 6, 2014) .

Patient Protection and Affordable Care Act, 42 US.C. §
280g-14 (2012).
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Letters of Support, Commentary, and Testimony,
DiaBeTes Abvocacy ALLIANCE, http:/www.
diabetesadvocacyalliance.org/html/activities_letters.
html (last visited Nov. 6, 2014).

Fiscal Year 2015 Justification of Estimates for
Appropriation Committee: Centers for Disease Control
154, Dept. oF HeALTH AND HuMm. Servs., available at http://
www.cdc.gov/fmo/topic/Budget%20Iinformation/
appropriations_budget_form_pdf/FY2015_CJ_CDC_
FINAL.pdf

See NIDDK, NIDDK BubceT REQuEsT For FY 2015, 14
(2014), available at http://www.niddk.nih.gov/about-
niddk/budget-legislative-information/Documents/
NIDDK%20t0%201C%203%204%202014%20FINAL.
PDF.pdf. Note that, although NIDDK'’s direct allocations
have generally increased over this period, rescission and
sequester funding cuts have resulted in net reductions in
funding.

See John Anderson et al., How Proven Primary
Prevention Can Stop Diabetes, 30 CLiNnicaL DiABeTES 76
(2012).

Id.

AM.DIABETES Ass’N, QUESTIONS AND ANSWERS ON FEDERAL
DiaBETES PrROGRAMS 4, available at http:/www.diabetes.
org/assets/pdfs/advocacy/ga-about-federal-diabetes.
pdf (last visited Nov. 20, 2014).

Id.
Id.

For an overview of the NIDDK'’s research programs,
see NAT'L INsT. oF DIABETES & DIGESTIVE & KIDNEY DISEASES,
Diabetes, http://www.niddk.nih.gov/about-niddk/
research-areas/diabetes/Pages/diabetes.aspx (last
visited Nov. 20, 2014).

AM. DiaBETES Ass’N, QUESTIONS AND ANSWERS ON FEDERAL
DiaBeTES PrROGRAMS 2, available at http://www.diabetes.
org/assets/pdfs/advocacy/qga-about-federal-diabetes.
pdf.

About CDC'’s Division of Diabetes Translation, CTrs.
For Disease ConTROL & PREVENTION, http:/www.cdc.gov/
diabetes/about/index.html (last updated Oct. 20, 2014).

AM. DIABETES Ass’N, QUESTIONS AND ANSWERS ON FEDERAL
DiaBETES PrROGRAMS 2, available at http:/www.diabetes.
org/assets/pdfs/advocacy/ga-about-federal-diabetes.
pdf.

Patient Protection and Affordable Care Act, 42 U.S.C.
§1315(a) (2010).

Kathleen Sebelius, /nitial Report to Congress Medlicaid
Incentives for Prevention of Chronic Diseases Evaluation
at 2, CTrs. FOR MebpicaRE & Mebicaip Servs.(Nov. 2013),
http://innovation.cms.gov/Files/reports/MIPCD_RTC.
pdf.

National Diabetes Surveillance System. CTrs. FOR DISEASE
ConTroOL & PrevenTIoN (2010), http:/www.cdc.gov/
diabetes/statistics/index.htm (last visited Dec. 24, 2015).

Medicare Fact Sheet: Medlicare health support to
improve care of beneficiaries with chronic illnesses, CTrs.
FOR MepicaRe & MEeDicaID, available at http://www.cms.
gov/Medicare/Medicare-General-Information/CCIP/
downloads/overview_ketchum_71006.pdf.

John Anderson, Meghan Riley, and Tekisha Dwan
Everette, How Primary Prevention Can Stop Diabetes,
CuiNnicAL DiaBeTes, vol. 30, no. 2, at 76 (Apr. 2012),
available at http://clinical.diabetesjournals.org/
content/30/2/76.full.pdf.
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Together on Diabetes: American Academy of Family
Physicians Foundation, BristoL-MYERs Sauise FOUND.,
http:/www.bms.com/togetherondiabetes/partners/
Pages/american-academy-family-physicians.aspx (last
viewed Mar. 2, 2105).

Together on Diabetes: Camden Coalition of Healthcare
Providers, BrisToL-MyErs Sauies Founp., http:/www.bms.
com/togetherondiabetes/partners/Pages/camden-
coalition-healthcare-providers.aspx (last viewed Mar. 2,
2015).

Together on Diabetes: National Council on Aging,
BrisToL-MvERs Sauiss Founp., http:/www.bms.com/
togetherondiabetes/partners/Pages/national-council-
on-aging.aspx (last viewed Mar. 2, 2015).

Fact Sheets: Medicaid Incentives for Prevention of
Chronic Diseases Grants, CTrs. FOR MEeDICARE & MEDICAID
Servs. Sept. 2011, http:/www.cms.gov/Newsroom/
MediaReleaseDatabase/Fact-sheets/2011-Fact-sheets-
items/2011-09-13.html (last viewed Mar. 1, 2015).

Household Food Security in the United States in 2013,
U.S. DeP’T oF AGRIC., ECON. RESEARCH SERV., http://www.ers.
usda.gov/publications/err-economic-research-report/
err173.aspx# VEqT2It4poE (last visited Mar. 19, 2015).

Measurement, U.S. Der’'T oF AGRIC., ECON. RESEARCH
Serv., http://www.ers.usda.gov/topics/food-nutrition-
assistance/food-security-in-the-us/measurement.
aspx#insecurity (last visited Mar. 11, 2015).

Supplemental Nutrition Assistance Program Participation
and Costs (Data as of February 6, 2015), U.S. Dep'T oF
AcRic., Foop & NuTRITION SERv., http:/www.fns.usda.gov/
sites/default/files/pd/SNAPsummary.pdf (last visited
Mar. 16, 2015).

There were 46,536,000 individuals enrolled in SNAP

in fiscal year 2014, and the United States population

was estimated to be 316,497,531 individuals in 2013.
Supplemental Nutrition Assistance Program Participation
and Costs (Data as of February 6, 2015), U.S. Dep'T oF
AcRic., Foop & NUTRITIoN SERv., http:/www.fns.usda.
gov/sites/default/files/pd/SNAPsummary.pdf.; State &
County QuickFacts, U.S. Census Bureau, http://quickfacts.
census.gov/qgfd/states/00000.html (last visited Mar. 16,
2015).

About the Atlas, U.S. DEP’T oF AGRIC., ECON. RESEARCH SERV.,
http://ers.usda.gov/data-products/food-environment-
atlas/about-the-atlas.aspx#VD8RDSIAVZS (last visited
Mar. 16, 2015).

Food Deserts, U.S. DEP’'T oF AGRIC., AGRIC. MKTG. SERV.,
http:/apps.ams.usda.gov/fooddeserts/fooddeserts.
aspx (last visited Mar. 16, 2015).

Id.

Hilary K. Seligman & Dean Schilinger, Hunger and
Socioeconomic Disparities in Chronic Disease, N. ENGL.
J. Meb. 363;1 (July 2010), http:/www.nejm.org/doi/
pdf/10.1056/NEJMp1000072 (last visited Mar. 11, 2015).
/d.

/d.

/d.

This data is for fiscal year 2014. Supplemental Nutrition
Assistance Program Participation and Costs (Data as of
February 6, 2015), U.S. Der'T oF AGRIc., Foob & NUTRITION

Serv., available at http://www.fns.usda.gov/sites/
default/files/pd/SNAPsummary.pdf.

Eligible Food Items, U.S. Der'T oF AGRIC., Foop & NUTRITION
Serv., http://www.fns.usda.gov/snap/retailers/eligible.
htm (last visited Sep. 30, 2014).

Id.
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Supplemental Nutrition Assistance Program (Data as of
February 6, 2015), U.S. Der'T oF AGRIC., Foop & NUTRITION
SERv., available at http://www.fns.usda.gov/sites/
default/files/pd/34SNAPmonthly.pdf.

“Regular monthly benefits are just too low to stave

off hunger for a full month, much less allow a family

to purchase a healthful diet on a consistent basis.”

Foobp ResearcH & AcTioN CTR., SNAP AND PuBLIC HEALTH: THE
ROLE oF THE SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM IN
IMPROVING THE HEALTH AND WELL-BEING OF AMERICANS 6 (Jan.
2013), available at http://frac.org/pdf/snap_and_public_
health_2013.pdf.

WIC Farmers’ Market Nutrition Program, U.S. Dep’T oF
Acric., Foop & NuTRITION SERvV., http:/www.fns.usda.gov/
fmnp/wic-farmers-market-nutrition-program-fmnp (last
visited Mar. 18, 2015).

Senior Farmers Market Nutrition Program Fact Sheet,
U.S. DerP’T oF AGRIC., Foop & NUTRITION SERV., available
at http:/www.fns.usda.gov/sites/default/files/wic/
SFMNPFactSheet.pdf.

Agricultural Act of 2014, 7 U.S.C. § 7517 (2012).

Double Up Food Bucks 5 Year Report, FAR Foop
NeTtwork (Aug. 2014), available at http:/www.
fairfoodnetwork.org/sites/default/files/FFN_
DoubleUpFoodBucks_5YearReport.pdf . This program
originally awarded spending at farmers markets but
has recently expanded to grocery stores. See Double
Up Food Bucks, Far Foob NETWORK, http:/www.
fairfoodnetwork.org/what-we-do/projects/double-up-
food-bucks (last visited Mar. 16, 2015).

About Us, DousLe Up Foop Bucks, http:/
doubleupfoodbucks.org/about (last visited Mar. 7, 2015).

See Food Insecurity Nutrition Incentive Grant Program: A
Primer, Fair Foop NeTwork, http:/www.fairfoodnetwork.
org/connect/blog/food-insecurity-nutrition-incentive-
grant-program-primer (last visited Mar. 16, 2015).

Food Insecurity Nutrition Incentive (FINI) Grant Program,
U.S. DerP'T oF AGRIC., NATL INsT. OF Foob & Acric., http:/
www.nifa.usda.gov/fo/foodinsecuritynutritionincentive.
cfm (last visited Mar. 7, 2015).

Nutrition: Title IV, U.S. Der’T oF AGRIC., http:/www.
ers.usda.gov/agricultural-act-of-2014-highlights-
and-implications/nutrition.aspx#VD8CXyldVZ8 (last
visited Oct. 6, 2014). In addition to the initial allocation,
Congress has authorized an additional $5 million per
year through fiscal year 2018. /d.

U.S. DeP’T oF AcRric., NATI’L INsT. oF Foobp & AcRric., Foop
INsECURITY NUTRITION INCENTIVE (FINI) GRANT PROGRAM:
2015/2015 ReQuEsT FOrR AppLicaTioNs (RFA) 2 (n.d.), http:/
www.nifa.usda.gov/funding/rfas/pdfs/1415_FINI.pdf
(noting that pilot programs can receive one-year grants,
whereas community-level and large-scale programs can
receive up to four-year grants).

7 U.S.C. § 7517(b)(1)(B) (2012).

See Evaluation of the Healthy Incentives Pilot (HIP):
Final Report, U.S. Der’'t OF AcRIc., Foob & NUTRITION SERV.
(Sept. 2014), available at http:/www.fns.usda.gov/
sites/default/files/HIP-Final.pdf. In the 2008 Farm Bill,
Congress authorized the Healthy Incentives Pilot, a
fourteen-month study which offered recipients a 30 cent
credit on their electronic benefit transfer cards for every
dollar spent on targeted fruits and vegetables. See id. at
11. The final report found that offering SNAP recipients
this benefit increased their purchase of targeted fruits
and vegetables by an average of 11% per month, id.

at 111, with a corresponding increase in daily fruit and
vegetable consumption of nearly a quarter cup, a 26%
increase, id. at 110.
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Press Release, Obama Administration Details

Healthy Food Financing Initiative (Feb. 19,

2010), http:/www.usda.gov/wps/portal/usda/
usdahome?contentid=2010/02/0077.xml (last visited
Mar. 11, 2015); Healthy Food Financing Initiative:
Implementation Plan (May 2010), U.S. Der'T oF AGRIC.,
AGRIC. MkTG. SERV., http:/www.ams.usda.gov/AMSv1.0/
getfile?dDocName=STELPRDC5085689 (last visited
Mar. 11, 2015).

Funding Available for Healthy Food Access Projects,
NATL SustaiNaBLE Acric. CoaL. (May 29, 2014), http:/
sustainableagriculture.net/blog/hffi-funding-
opportunity/ (last visited Mar. 11, 2015); see Dep’T oF
HEALTH & HUMAN SERvs., ADMIN. FOR CHILDREN & FAMILIES,
OFFICE OF CMTY. SERVS., COMMUNITY EconoMIC DEVELOPMENT
HeaLTHY Foop FiNaNciNG ProJects (n.d.), available at http://
www.acf.hhs.gov/grants/open/foa/files/HHS-2014-ACF-
OCS-EE-0819_1.pdf.

Press Release, Treasury Awards Over $172 Million to
Organizations Serving Low-Income Communities (Sept.
24, 2013), http://www.cdfifund.gov/news_events/CDFI-
2013-40-TREASURY_AWARDS_OVER_$172_MILLION_
TO_ORGANIZATIONS_SERVING_LOW-INCOME_
COMMUNITIES.asp (last visited Mar. 16, 2015); Cmty.
Dev. FiN. INsT. FunDp, CoFl PRoGRAM AWARD Book FY 2014
(n.d.), available at http://www.cdfifund.gov/docs/2014/
CDFI1/2014%20CDF1%20Program%20Award%20Book.
pdf (last visited Mar. 18, 2015); see also Financing
Healthy Food Options, U.S. Dep’T oF TREASURY, CMTY. DEV.
FiN. INsT. Funp, http:/www.cdfifund.gov/what_we_do/
FinancingHealthyFoodOptions.asp?programID=13 (last
visited Mar. 16, 2015).

HHS Released CED-HFFI Funds to Improve Access

to Healthy Foods & Create Jobs in Low-Income
Communities, U.S. Dep’T oF HEALTH & HUMAN SERvs., OFFICE
ofF CMmTY. SERvs., http://www.acf.hhs.gov/programs/
ocs/news/hhs-releases-ced-hffi-funds-to-improve-
access-to-healthy-foods-create-jobs-in-low-income-
communities (last visited Mar. 16, 2015); Healthy Food
Financing Initiative, U.S. DepP’T oF HEALTH & HUMAN SERvVs.,
OFFice oF CMmTY. SERvs., available at http:/www.acf.hhs.
gov/programs/ocs/programs/community-economic-
development/healthy-food-financing (last visited Mar. 16,
2015).

7 U.S.C. § 6953 (2012).
See House and Senate Fail to Fund Critical Healthy Food

Financing Initiative, THe REINVESTMENT Funp (May 23, 2014),

http:/www.trfund.com/house-and-senate-fail-to-fund-
critical-healthy-food-financing-initiative/ (last visited
Mar. 11, 2015).

U.S. Der’'t OF AGRric,, FY 2016 BUDGET SUMMARY AND ANNUAL
PerFORMANCE PLAN 43 (n.d.), available at http://www.
obpa.usda.gov/budsum/fy16budsum.pdf.

Overview of Diabetes in Children and Adolescents, NATL
DiaBeTes Epu. Proc. 3 (July 2014), http:/www.ndep.nih.
gov/media/Overview-of-Diabetes-Children-508_2014.
pdf (last visited Nov. 10, 2014).

Id.; See also Preventing Type 2 in Children, Am. Diabetes
Ass’n, http://www.diabetes.org/living-with-diabetes/
parents-and-kids/children-and-type-2/preventing-type-
2-in-children.html (last visited Nov. 12, 2014) (noting
being overweight is the number one risk factor for
adolescents diagnosed with prediabetes and diabetes).

Ebe D’Adamo and Sonia Caprio, Type 2 Diabetes in
Youth: Epidemiology and Pathophysiology, DiaBeTes CARE
May 2011, vol. 34, at Supplement 161-165.

Preventing Type 2 in Children, Am. DiaBETES Ass'N, http:/
www.diabetes.org/living-with-diabetes/parents-and-
kids/children-and-type-2/preventing-type-2-in-children.
html (last visited Nov. 12, 2014).
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Id.

Childhood Obesity and Trends, NAT'L CONF. oF STATE
Lec., http://www.ncsl.org/research/health/childhood-
obesity-trends-state-rates.aspx (last visited Nov. 11,
2014).

Joanne Guthrie and Constance Newman, Eating Better
at School: Can New Policies Improve Children’s Food
Choices, (Sep. 3, 2013), U.s. Der't oF AcRric. http:/
www.ers.usda.gov/amber-waves/2013-september/
eating-better-at-school-can-new-policies-improve-
children%E2%80%99s-food-choices.aspx#.
VHOI7dLF98E (last visited Dec. 2015).

The School Breakfast Program: Program Fact Sheet,
U.s. DeP’'T oF AGRICULTURE. available at http:/www.fns.
usda.gov/sites/default/files/SBPfactsheet.pdf; Schoo/
Lunch Program Fact Sheet, U.s. DEP'T OF AGRICULTURE
available at http://www.fns.usda.gov/sites/default/files/
NSLPFactSheet.pdf.

The most recent reauthorization was the Healthy,
Hunger-Free Kids Act of 2010. Pub. L. 111-296, 124 Stat.
3183 (2010).

Nutrition Standards for School Meals, U.S. DErP’'T oF AGRIC.,
Foob & NuTrITION SERV., http:/www.fns.usda.gov/school-
meals/nutrition-standards-school-meals (last visited
Nov. 7, 2014).

Healthy, Hunger-Free Kids Act, Pub. L. No. 111-296, 124
Stat. 3183 (2010) § 208; Highlights: Healthy, Hunger
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