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lllinois Diabetes Action Plan Executive Summary

The U.S. Centers for Disease Control and Prevention (CDC) estimates two out of five people will develop
diabetes in their lifetime.' Diabetes can cause serious health complications and has significant social and
economic impacts. An estimated 33.9% of U.S. adults aged 18 years or older (84.1 million people) had
prediabetes in 2015; nearly half of those (48.3%) are aged 65 years or older." Nationally, the prevalence
of diabetes is projected to increase by 54% to more than 54.9 million between 2015 and 2030; with
estimated annual health care and lost productivity costs climbing to $622 billion.™

The toll of diabetes on lllinoisans is staggering. Approximately 1.34 million (12.8%) adults have diabetes
and 3.6 million (37.5%) have prediabetes. Prediabetes and Diabetes cost lllinois an estimated $12.2
billion each year. Diabetes affects some communities moredhan others. For example, African American,
Latino, and American Indian/Alaska Native people are twd to three times more likely to have diabetes.”
According to the lllinois Behavioral Risk Factor Surveillance System<(BRFSS), among lllinoisans with
Diabetes, about:

e 4in 5 reported being overweight;

e 2in 3 reported high cholesterol;

e 3in4reported high blood pressture;

e 1in 2reported smoking cigarettes; and

e 2in5reported no physical activity within the last 30 days.

Unfortunately, prediabetes.and,diabetes has continually increased in the U.S. and in lllinois. Although
overall management and control of diabetes has seenftremendous progress, there are still numerous
gaps in care and awareness among individuals at'risk:

Vision: lllinoisans will lead healthier lives with reduced
diabetes burdens and disparities.

The lllinois Diabetes Action Plan is the result of a comprehensive, collaborative effort to prioritize
diabetes prevention and control in the state of lllinois.

The plan focuses on ‘efforts in three strategic priority areas with five overarching goals and seven
strategies. The priority areas are:

1. Data and Health Information Technology (IT), which includes leveraging existing and new
statewide systems to support data, health IT, and quality improvement;

2. Finance and Reimbursement, which includes finance and reimbursement for accredited
diabetes programs to increase access and reduce barriers (cultural, economic, social, physical,
etc.); and

3. Community — Clinical Linkages, which includes strengthening care coordination mechanisms
and integrating screening tools and referral mechanisms that incorporate health equity in
clinical and community settings.

'Gregg, E. W., Zhuo, X., Cheng, Y. J., Albright, A. L., Narayan, K. M., & Thompson, T. J. (2014). Trends in lifetime risk and years of life lost due to diabetes in the USA, 1985-2011: a modelling study. The 1
Lancet Diabetes & Endocrinology, 2(11), 867-874. doi:10.1016/s2213-8587(14)70161-5.

"'Centers for Disease Control and Prevention. (2017, October). National diabetes statistics report, 2017: Estimates of diabetes and its burden in the United States. Retrieved from Centers for Disease Control
and Prevention: https://www.cdc.gov/diabetes/pdfs/data/statistics/national-diabetes-statistics-report.pdf.

'Rowley, W. R., Bezold, C., Arikan, Y., Byrne, E., & Krohe, S. (2017). Diabetes 2030: Insights from yesterday, today, and future trends. Population Health Management, 20(1), 6-12.
doi:10.1089/pop.2015.0181.
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In an effort to reduce the social and economic impacts of diabetes in lllinois, the Illinois Department of
Public Health (IDPH) convened both private and public sector partners from all areas of lllinois, between
December 2016 and July 2017 to collaborate, share ideas, and create buy-in for the development and
future implementation of a statewide diabetes plan.

2018 — 2020 Diabetes State Plan Development Timeline

Identified All Stakehold
akeholders
M .
s:lakehnl der:s:: Workgroup Meetings meeting to
Isseminate Initial framewark for Diabetes Action Plan develap
survey presented across workgroups strategies

Convened stakeholder Share fimal drafts of
meeting & Diabetes Action Plan
identified workgroup
team leads

sing a large stakeholder engagement approach is

period, more than 80 stakeholder groups were engaged in
nievable, Realistic, and Time-based (SMART) — objectives,

IDPH will oversee the img
leadership, and expertise. IDF

ation of the Diabetes Action Plan by providing technical assistance,
taff will work with all diabetes stakeholders throughout the state to:

e Share data, resources, best practices, and lessons learned;

e Evaluate progress toward achieving the plan’s goals and strategies and adjust or modify
accordingly;

e Continue to seek funding opportunities to complete the implementation of the plan;

e Encourage stakeholder participation and collaboration; and

e Provide guidance and support for planned pilot projects.
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Priorities

I Data and Health Information Technology
Finance and Reimbursement

Goals

I Community — Clinical Linkages

Strategies

Drive policy and funding efforts

Increase knowledge, education and awareness

Establish mechanisms for referral, recruitment and retention
Test innowvative care delivery and reimbursement models
Enhance quality of care

Assess social determinants of health and readiness to change

_
_
_

Strengthen funding opportunities

Increase sharing of best practice guidelines

Develop a multi-component communication strategy
Increase access to care
Enhance education efforts on care standards and quality
Improve care coordination

Vision: lllinoisans will lead healthier lives with reduced diabetes burdens and disparities

Increase Knowledge,
Education and
Awareness

1. Develop a multi-
component
communication strategy
across various
stakeholder groups to
increase awareness of
the burden of
prediabetes and
diabetes on vulnerable
and underserved
populations.

Establish Mechanisms
for Referral,
Recruitment and

Retention

1. Develop and pilot a
process to assess SDOH
and readiness/barriers
to change for people
with diabetes /
prediabetes that would
benefit from access to
community resources
(transportation,
financial, childcare, etc.,
as well as Diabetes
management and
prevention programs).

2. Improve point of care
service and follow-up
through distribution

and sharing of best
practice guidelines on
workflow/patient
screening, testing,
referral, and
reimbursement models.

Test Effectiveness of
Innovative Care
Delivery and
Reimbursement
Models

1. Increase access to
community based
diabetes prevention and
treatment programs
through traditional and
non-traditional delivery
models.

Enhance Care
Coordination and

Quality

1. Improve care
coordination through
the development of
data sharing or practice
agreements, diabetes
program/fresource
database, and public-
private partnerships.

2. Educate health
systems and providers
on the importance of
developing and / or
implementing policies,
processes, and tools

that support alignment
with diabetes standards

of care and improved
quality.

Drive Policy and
Funding Efforts

1. Strengthen funding
opportunities: Drive
policy to fund and
sustain diabetes efforts
by advocating for
reimbursement by all
payers and promoting
employer and insurer-
based incentives to
participate in diabetes
prevention and self-
management programs.

Core Support Functions: Partnerships and Collaboration, Routine Surveillance/Monitoring, and Stakeholder Engagement
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Introduction

In December 2016, the Illinois Department of Public Health (IDPH) set out to develop a Diabetes
Action Plan to cover the period of 2018 through 2020. The process was funded by a grant from
the Association of State and Territorial Health Officials (ASTHO) and facilitated by the consulting
firm Leading Healthy Futures (LHF). The project brought together diverse stakeholders from
various sectors and from across lllinois (the complete participant list is provided in Appendix A).

Stakeholders were invited to a kickoff meeting held in Bloomington, Illinois on January 31,
2017; more than 70 stakeholders attended. At the meeting, IDPH delivered introductory
presentations to orient participants to the project, discuss existing diabetes prevention and
self-management program information, and describe the, burden of diabetes in lllinois.
Subsequently, attendees were split into three workgroups to identify and prioritize goal areas
around three strategies:

1) Finance/Reimbursement
2) Community-Clinical Linkages
3) Data/Health IT

The three workgroups met monthly during February, March, and April 2017. During these
meetings, the workgroups confirmed, refined, and combinedithe goals identified at the January
31 meeting, and developed SMART objectives for, _each of the goals. In May 2017, IDHP
convened an all-stakeholderavirtual meeting to allownthe co-chairs of each workgroup to
present the workingdraft of theirigoals and objectives tothexfull stakeholder group and solicit
feedback. Following thejall-stakeholder session in"May, each workgroup held one more virtual
meeting in June 2017 during which they developed context around each goal, and developed
strategies undéreach objectives Finally, on,July 20, 2017, all stakeholders returned for another
in-person meeting in Bloomington, lllinois, where the group finalized goals, objectives, and
strategies, and provided structured)opportunities for feedback across the workgroups. The
resulting ‘Diabetes Action Plan was finalized by IDPH leadership in August 2017, for planned
implementation,from 2018 through 2020.

The Importance of Diabetes Prevention and Control

Diabetes is a disease in which blood glucose levels are above normal. When someone has
diabetes, the body either does not make enough insulin or is unable to use its own insulin as
well as it should. This causes the glucose levels to rise higher than normal in the blood.?

The U.S. Centers for Disease Control and Prevention (CDC) estimates two out of five people will
develop diabetes in their lifetime.? Diabetes can cause serious health complications and have
social and economic impacts.
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Prediabetes

A person with prediabetes has a blood sugar level higher than normal, but not high enough for
a diagnosis of diabetes. People with prediabetes are at higher risk for developing Type 2
diabetes and other serious health problems, including heart disease and stroke.!

An estimated 33.9% of U.S. adults aged 18 years or older (84.1 million people) had prediabetes
in 2015, based on their fasting glucose or Alc level. Nearly half (48.3%) of adults aged 65 years
or older had prediabetes. Almost 90% of people with prediabetes are unaware of it.

A person with certain risk factors is more likely to develop prediabetes and type 2 diabetes.
These risk factors include: age, especially after 45 years of age; being overweight or obese; a
family history of diabetes; having an African American, Hispanic/Latino, American Indian, Asian
American, or Pacific Islander racial or ethnic background; a histery of diabetes while pregnant
(gestational diabetes) or having given birth to adaby weighing nine pounds or more; having
high blood pressure; and being physically activefless than three times per week.*

Type 2 Diabetes

Type 2 diabetes, which was previously called non-insulin-dependent diabetes mellitus (NIDDM)
or adult-onset diabetes, is the most common type of diabetes accounting for 90% to 95% of all
diagnosed cases of diabetes. In Type'2 diabéetes, the body dees not sufficiently produce insulin,
use insulin, or both. Type 2 diabetes can develop at any age, even during childhood. This type of
diabetes occurs most often.in people over 40 years of'age.

An estimated 30.3 million people of all ages—0r9.4% of theyU.S. population—had diabetes in
2015. This total included 30.2 million adults aged 18 years or older (12.2% of all U.S. adults), of
which 23.8% (7.2 million) were not aware of ordid not report having diabetes. The percentage
of adults withsdiabetes increased with age, reachinga high of 25.2% among those aged 65 years
or older.?

Risk factors for Type 2 diabetes“include: being 45 years of age or older, family history of
diabetes, ‘overweight/obesity,, physicalinactivity, certain ethnic groups, personal history of
prediabetes or gestational diabetes, and'certain health problems such as high blood pressure.*

Type 1 Diabetes

Type 1 diabetes, which was previously called insulin-dependent diabetes mellitus (IDDM) or
juvenile-onset diabetes, may account for about 5% of all diagnosed cases of diabetes. The
causes of Type 1 diabetes appear to be much different than those for Type 2 diabetes, though
the exact mechanisms for developing both diseases remains unknown. The appearance of Type
1 diabetes is suspected to follow exposure to an "environmental trigger," such as an
unidentified virus, stimulating an immune attack against the beta cells of the pancreas (that
produce insulin) in some genetically predisposed people. People with Type 1 diabetes need to
take insulin every day to stay alive. Type 1 diabetes is usually diagnosed in children and young
adults, although it can appear at any age.%?*
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Gestational Diabetes

Gestational diabetes is a type of diabetes that develops only during pregnancy.

Managing gestational diabetes is very important in order to protect the baby. Babies born to
mothers with uncontrolled gestational diabetes can be overly large at birth (greater than 9
pounds), making delivery more dangerous. These babies can also have breathing problems.
Children exposed to diabetes in utero are more likely to become obese during childhood and
adolescence, and develop Type 2 diabetes later in life.%24

Usually, gestational diabetes goes away after the birth of the baby. However, women who have
had gestational diabetes are at higher risk for developing Iype 2 diabetes later in life. Healthy
eating, physical activity, and weight maintenance are important steps to prevention of Type 2
diabetes in this population.>4

Complications

People with diabetes have an increased risk of developing a number of'serious health problems.
Consistently high blood glucose levels can lead to serious diseases affecting the heart and blood
vessels, eyes, kidneys, nerves, and teeth. In addition,)people with diabetes alse have a higher
risk of developing infections. In the U.Sy, diabetes is a leading cause of cardiovascular disease,
blindness, kidney failure, and lower limbamputation. People living with diabetes have a higher

prevalence of depression and anxiety. Diabetesiis the seventh leading cause of death in the
U.S.1’2’4’5’6

Treatment and Prevehtion

For most people with'diabetes, a combination of diabetes self-management and preventive
care can prevent or delay.complications. For people with Type 1 diabetes, near-constant self-
management (or management by a parent or, caregiver) of glucose levels is essential to prevent
life-threatening short-term complications.*

The American Diabetes Association’s, Standards of Medical Care in Diabetes- 2017, provides the
evidence base, to recommend assessment, provision, and adjustment of Diabetes Self-
Management Edueation/Support (DSME/S), nutrition education, and emotional health needs at
four critical times: \at diagnosis, annually, when new complicating factors influence self-
management, and during trangitions of care.”®

DSME/S has been shown effective in improving health outcomes in people living with diabetes.
DSME/S programs are designed to address the health beliefs, cultural needs, current
knowledge, physical limitations, emotional concerns, family support, financial status, medical
history, health literacy, numeracy, and other factors that influence each person’s ability to meet
the challenges of self-management. The overall objectives of DSME/S are to support informed
decision making, self-care behaviors, problem solving, and active collaboration with the health
care team and to improve clinical outcomes, health status, and quality of life.”2

People with diabetes require regular preventive treatment to delay the natural progression of
the disease. Much of the treatment, such as routine blood sugar monitoring, must be self-
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managed by the patient or a caregiver. In Type 1 diabetes, daily insulin is required. Type 2
diabetes can often be controlled through lifestyle change, oral medications, and/or insulin.
People with all forms of diabetes need annual eye, foot, kidney function, and dental exams,
among other treatments. Evaluations of blood pressure and feet for sores are recommended at
each medical visit.*

Many cases of Type 2 diabetes can be prevented or delayed. Regular screening for prediabetes
and Type 2 diabetes through an informal assessment of risk factors or with an assessment tool,
such as the American Diabetes Association (ADA) risk test, is recommended to guide whether
performing a diagnostic test for prediabetes and previouslysundiagnosed Type 2 diabetes is
appropriate. Those determined to be at high risk for Type 2ddiabetes, including people with Alc
5.7-6.4%, impaired glucose tolerance, or impaired fasting glucose, are ideal candidates for
diabetes prevention efforts.*°

At a minimum, annual monitoring for the development of diabetes in those with prediabetes is
suggested. For people who have been diagnosed with prediabetes, Type 2 diabetes can be
prevented or delayed by adopting a lifestyle different from their current norm — one that
includes at least 150 minutes of physical activity. per week/€ating a balanced diet, and, if the
patient is overweight or obese, losing 5-10 % of theirbody weight. Evidence-based lifestyle
change programs, such as the Diabetes. Prevention' Program (DPP), provide support and
education to people with prediabetes\wanting to make these changes. Healthy eating and
regular physical activity are crucial to successfully managing prediabetes and diabetes.*?

DIABETES BURDEN IN ILLINOIS

In Illinois, the number of‘adults diagnosed with'diabetes has more than doubled in the past 15
years, reaching approximately1,002,134 in,2015 (9.9 % of the adult population) and it was the
seventhdeading cause of death inilllinois in'2024.1* Approximately 3.7 million adults in Illinois
have prediabetes.. Without, intervention, 15% -“30% of people with prediabetes will develop
Type 2 diabetes within 5years.” CDC,and the Institute for Alternative Futures (IAF) have
estimated that nationally diabetes will rise'by 64 % from 2010 to 2025.13

Diabetes, by Demographics

Diabetes prevalence varies significantly by demographic characteristics to include age, race,
ethnicity, and gender. Research has shown the risk of diabetes increases significantly with age
and in lllinois, adults 65-74 and 75+ had the highest percentage at 13.3 and 10.0, respectively.
In addition, research has also demonstrated differences in gender. In lllinois, the percentage of
adult males with diabetes was 10.3 and females was 8.1. However, research has shown that
women experience higher comorbidities and mortality rates attributed to the disease.'”
Further, racial and ethnic minorities have a higher prevalence of Type 2 diabetes and different
studies have found that African Americans are from 1.4 to 2.2 times more likely to have
diabetes than Caucasian persons.'® In lllinois, the percentage for African Americans (14.8%) was
higher than it was for Caucasian (9.4%) and other races (8.5%). Nationally, percentages among

7
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ethnic groups were highest among Cuban (10.8%) and Mexican/Mexican American (10.2%)
followed by Hispanic (8.8%) and Puerto Rican (7.4%).

Socioeconomic and Geographic Variation
Figure 1: Percent of Adults with Diabetes, by County

The prevalence of diabetes has been associated
with level of income and education. As education
and income levels increase, the prevalence of
diabetes decreases, indicating that people with
the lowest socioeconomic status have the highest
prevalence of diabetes. According to the 2015
BRFSS, the prevalence of diabetes is twice as high
among adults with a household income of less
than $15,000 (14.8%) compared to the greaten
than $50,000 income bracket (7.3%). In addition,
when looking at education level, adultswith
college degrees have a significantly lower
percentage of diabetes (6.0) when compared to
high school graduates (13.0).

Furthermore, the geographic variation of diabetes
in lllinois is significant. In some" counties
percentages are less than 8.0 and in otherareas, it
is more than 13.4 (see Figure 1). Additionally,

{ Percent of Adults with Diabetes
when we look at “percentage \of adults ‘with™ —.; ;<
diabetes in areas with high concentrated, [7s1-103

. . q 10.31-132
disadvantage;tmsthere is @) startling “eontrast; =,13_3

percentages are as high.as 37.0 in. some areas.

Diabetes Costs

Chronic diseases are eostly and people with diabetes have medical expenses approximately 2.3
times higher than these,whoddo not have diabetes.’” Emergency Department (ED) visits and
hospitalizations due to diabétes are particularly expensive for the lllinois health care system. In
2015, the average length of'stay for a diabetes hospitalization was 4.4 days and the median cost
was $23,707. Length of time and expense is greater for males who are hospitalized than
females and for adults aged 35 years and older compared to those younger than age 35. By
2012 the total cost of diabetes had increased to $245 billion, meaning that the disease’s toll on
the economy has increased by more than 40 percent since 2007.%7

1concentrated disadvantage provides a broad, community-level look at the impact of poverty and its associated conditions. It is often used
when discussing educational attainment and safety, and it is used to evaluate measures of population health such as diabetes and other chronic
diseases. It is a calculation of the percentage of households located in census tracts with a high level of concentrated disadvantage, calculated
using five census variables (percentage below poverty line, receiving public assistance, female-headed households, unemployed, less than aged
18 years).
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According to the Chronic Disease Costs Calculator, a tool that estimates the financial burden of
chronic disease, in 2010 the average cost of treating a person with diabetes was $6,490, or S5
billion for all persons with diabetes in lllinois.'® The average employed person with diabetes in
lllinois missed two days of work due to diabetes, totaling 753,000 days of work and $183 million
in lost productivity and wages annually. The Chronic Disease Cost Calculator estimates a 60.3%
increase in medical costs, excluding absenteeism, from 2010 to 2020. The projections do not
account for inflation, assume no changes in policy or technology, and exclude changes due to
the Affordable Care Act.

CURRENT PROGRAMS

IDPH’s Division of Chronic Disease has increased thefnumber of opportunities to provide
diabetes prevention and control education by building upon partnerships with internal and
external stakeholders. In Fiscal Year 17 (FY17), IDPHyoffered several diabetes-focused webinars
on: recruitment and retention for diabetes education programs, diabetes referral mechanisms,
and reimbursement for diabetes services; including medical nutritien therapy, nutrition
counseling, and diabetes self-management programs. Further, IDPH offered the National DPP
Training — a research-based lifestyle change program, forsoreventing Type 2 diabetes - by the
American Association of Diabetes Educators (AADE) to more than 30 health care professionals
from across the state, at no charge,"and.is'currently evaluating its efficacy and reach. In June
2017, the second annual Diabetes Symposium was held in“Naperville, lllinois and simulcast to
two other locations (central and southern Illinois). Nearly 100 healthcare professionals
attended presentations'from several partner organizations, including the ADA, the American
Medical Association{AMA), the'lllinois Public Health Institute (IPHI), the YMCA, and AgeOptions
(Stanford Program).“The symposium agenda also included a 90-minute session on the
mechanics of reimbursement. Throughout the Fall of 2017, Stanford DSMP Training will be
offered at_four locations in‘thedstate at no,charge to participants. IDPH is completing targeted
outreach to encourage participation in those areas of the state with a high burden of diabetes.
Funding for these activities was made available through the DP1305-Chronic Disease and
School Health Grant (CDASH).
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ILLINOIS DIABETES ACTION PLAN

Mission

To work collectively with key stakeholders to identify, implement and coordinate systems, policies,
and practice approaches to improve diabetes prevention, management, and associated outcomes to
reduce the burden of Type 2 diabetes in lllinois.

Target Populations

Illinoisans at greatest risk for developing Type 2 diabetes, which includes populations with the
highest burden of Type 2 diabetes, populations with the greatest health disparities, and populations
with the greatest concentration of low-income residents.

The lllinois Diabetes Action Plan, 2018-2020 provides a guide for the IDPH Diabetes Prevention
and Control Program (ILDPCP) and its partners to support and sustain diabetes education and
prevention programs; cost-effective, evidence — based lifestyle change programs for preventing and
managing Type 2 diabetes. Specifically, this plan provides a roadmap that lllinois diabetes
stakeholders can use to accomplish five goals:

1. Increase knowledge, education and awareness;

2. Establish mechanisms for referral, recruitment and retention;

3. Test effectiveness of innovative care delivery and reimbursement models;
4. Enhance care coordination and quality; and

5. Drive policy and funding efforts.

These goals align with the CDC’s Four Domains of Chronic Disease Prevention — Working Toward
Healthy People in Healthy Communities:

o Epidemiology and surveillance — Provide data and conduct research to guide, prioritize,
deliver, and monitor programs and population health.

o Environmental approaches — Make healthy behaviors easier and more convenient for more
people

e Health care system interventions — Improve delivery and use of quality clinical services to
prevent disease, detect diseases early, and manage risk factors

e Community programs linked to clinical services — Ensure that people with or at high risk of
chronic diseases have access to quality community resources to best manage their
conditions.

11



Strategic areas of focus

Beginning with this fundamental framework, Illinois Diabetes stakeholders worked together to
identify priorities and recommendations that would help drive diabetes prevention and control
forward in the state.

1. Data and Health Information Technology (IT), which includes leveraging existing and new
statewide systems to support data, health IT, and quality improvement;

2. Finance and Reimbursement, which includes finance and reimbursement for accredited
diabetes programs to increase access and reduce barriers (cultural, economic, social,
physical, etc.); and

3. Community — Clinical Linkages, which includes strengthening care coordination mechanisms
and integrating screening tools and referral mechanisms that incorporate health equity in

clinical and community settings.

12



COLLABORATION IS KEY

IDPH collaborates with the Centers for Medicare & Medicaid Services (CMS) Diabetes Affinity
Group to improve diabetes prevention and control in lllinois. The group’s activities represent a
range of experience in improving access to and quality of preventive services, in both managed
care and fee-for-service environments. Staff have also partnered with the IPHI to assist with
activities related to their Managed Care Organization (MCO) Diabetes Project. A pilot project to
develop MCO reimbursement for DPP programs is planned fof later in 2017 with two managed
care organizations participating. Both the lllinois Health and Hospital Association (IHA) and the
Illinois Primary Healthcare Association (IPHCA) have assisted IDPH in developing and promoting
diabetes educational programs for healthcare professionals throughout the state. Internally,
IDPH’s Division of Chronic Disease has partnered with the IDPH),School Health Program to
provide school nurses with information on thedcare of students with diabetes, and the Division
of Minority Health and the Chicago Hispanic Coalition to encourage,and support efforts
involving community health workers (CHWs) andythe social determinantshof health (SDOH).
More recent collaborations have occurred with the Officé of Women’s Health, WISEWOMAN
program, to cross-promote programs and to integrate strategies toward more vulnerable or at-
risk populations across lllinois.

Guiding Principles for Plan Implementation

1. All diabetes stakeholders—including insurers, healthcare providers, community-based
organizations)'health care systems, local health departments, and persons with diabetes—will
work indconcert to effectively. and efficientlyraddress the prediabetes/diabetes epidemic in
Illinois.

2. Stakeholder, engagement in all focus areas and from all sectors is vital to increasing
knowledge, education, and awareness; improving referral, recruitment, and retention, as well
as attaining reimbursement for DSMP; enhancing the quality of care; and driving policy and
funding efforts.

3. Strategy implementation for data and health information technology, finance and
reimbursement, and clinical-community linkages will be comprehensive, with an appropriate
focus on the needs of local communities, regions, and the state as a whole, depending upon the
audience and the desired outcome.

4. Implementation of the plan will focus on reaching populations with the greatest health
disparities.

13



- INCREASE KNOWLEDGE, EDUCATION AND AWARENESS

Strategy 1. Develop a multi-component communication strategy across various
stakeholder groups to increase awareness of the burden of diabetes and
prediabetes on vulnerable and underserved populations.

Objective #1 | By December 31, 2018, establish a snapshot of diabetes among high-risk
populations, using standardized methods'and multiple data sources.

Action Steps | #1. Define populations at risk or advetrsely affected by
diabetes using standardized criteria (e.g. diagnosed\DM,
obesity, demographics, and SDOH).

#2. Identify key data sources, specific to high risk
populations.

#3. Perform a gap analysis,to identify missing data and the
need for additional data, collection methods or modeling.

#4. Develop methods or recommendations (e.g. predictive
analysis, infographics, and'GIS - mapping) that can
contribute to a diabetes snapshat among high risk
populations.

Objective #2 | By 2018, plan and implement'a statewide public awareness and resource-
specific campaign around, diabetes, diabetes risk factors, and diabetes
prevention using, a targeted, approach (e.g. demographics, geographic
regions).

Action Steps | #1. Bring awareness of diabetes to the public and other
diabetes stakeholders by promoting World Diabetes Day
and\Diabetes Awareness Month (November), developing
provider — based tools, and mapping diabetes burden and
resources:

#2. Tailor messaging to five distinct regions based on SDOH
and other risk factors. Focus on diabetes awareness and
prevention, diagnosis, complications, treatment, and
health outcomes.

Objective #3 | By December 31, 2020, create and disseminate a state-wide summary report
that highlights changes/trends comparing the burden of diabetes over time.

Action Steps | #1. Develop a communication strategy for diabetes
awareness (recommendations for data informed policies

14



and programs) using the diabetes snapshot as the
foundation.

#2. Target communication to a broad group of
stakeholders (e.g. health systems, provider groups,
legislators, and high risk populations).

#3. Monitor data trends, at least annually, to update
snapshot and toolkit communication strategy.

Objective #4

By 2020, identify and share evidence-based approaches for diabetes
prevention education among youth and adolescents in non-traditional

settings using alternative delivery models.

Action Steps

#1. Review outcomes from existing pilotfprograms that are
geared towards youth and adolescents.

#2. Highlight and disseminate best practices from
evidence-based programs.

#3. Provide education to participants of the program as
well as their family units and communities.

GOAL 2: ESTABLISH.MECHANISMS FOR REFERRAL,
RECRUITMENT AND RETENTION

Strategy 4% Develop and pilot a process to‘assess SDOH and readiness/barriers to
changé for people with prediabetes / diabetes that would benefit from access to
community resources (i.extransportation, financial, childcare, diabetes management
and prevention programs, etc.).

Objective #1

By December/ 2018, identify existing data sources (e.g electronic health
records) \and tools on individual SDOH that affect program referral,

recruitment, retention, and completion.

Action Steps

Collaborate with partners to:

#1. Identify barriers to recruitment and retention using
multiple modalities (e.g. literature search, surveys, focus
groups, key informants, and existing pilot programs).

#2. Establish a standard data set to be collected, to address
SDOH (e.g. education, zip code) and identify barriers.

#3. Test the feasibility of data sharing across various
organizations.
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#4. Establish a data use agreement template to delineate
which data will be shared and how that data will be used
and protected.

Objective #2

By December 2019, identify evidence-based tools and processes that
categorize readiness/barriers to change; implement a pilot in at least three
community and/or clinical settings.

Action Steps

#1. Explore which evidence-based tools/models are
already being used by stakeholders and other chronic
disease programs that assess health risk, readiness and
barriers to change.

#2. Identify three or more settings (e.gt hospitals, clinics,
urgent care centers, pharmacies) to,pilot evidence-based
tools/models.

#3. Expand implementation of tools/models based on
effectiveness of use across different settings.

Objective #3

By December 2020, develop recommendations for use of processes and tools
that support identification of SDOH and readiness/barriers to change among
patients with prediabetes/diabetes.

Action Steps

#1. Convene a group of stakeholders to review data and
develop recommendationsithat take funding, feasibility,
efficaey, and sustainability‘into account.

#2. Establish health.equity governance to validate and
disseminate the recommendations.

Strategy 2: Improveypoint of, care service and follow-up through distribution and
sharing of best practicesguidelines on workflow/patient screening, testing referral,
and reimbursement models.

Objective #1

By December 2018, develop and disseminate a business case to employers
and “insurers{ on the benefits of incentivizing evidence-based diabetes
preventionand self-management programs.

Action Steps

#1. Convene an advisory group of business/human
resource professionals and insurers to identify
organizations that are already incentivizing in lllinois and
other states.

#2. Develop and disseminate a business case, across
stakeholder groups which includes a cost benefit analysis
and a description of the IL marketplace.
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#3. Develop a recognition program for employers and
insurers who participate in an incentive program.

Objective #2

By December 2019, convene a minimum of five employers or insurers to pilot
evidence-based diabetes prevention and self-management incentive
programs for their members.

Action Steps

#1. Identify funding source(s) and establish participation
criteria for the pilots (e.g. size, region, organization type, or
sector).

#2. Ildentify, recruit, and educate employers/insurers on
the value of participation.

#3. Implement and monitor the pilot projects.

#4. Evaluate results and modify the incentive program as
appropriate (e.g., adjust # of participants, completion rate,
and weight loss).

Objective #3

By December 2020, implement an incentive pilot program that measures
participation and completion of diabetes’ prevention programs and diabetes
self — management andieducation programs for Medicaid recipients.

Action Steps

#1. Using the modified businessicase and withyinput from
the advisory group, review, CMS poliey on incentive
programs for Medicaid recipients.

#2. Following evidence base from above, implement pilot
program, evaluate results, and modify as appropriate.

#3. Disseminate Medicaid business case and expand to
large Medicaid population.

Objective #4

By 2019, recommend a set of systems, processes, and tools for diabetes
referral (e.g. patient engagement, provider reminders, and program
navigation).

Action Steps

#1. Assess existing referral’'systems, processes, and tools
andidentify gaps and best practices.

#2.'Educate both providers and patients on the
recommended referral systems, processes, and tools.

#3. Gather data on real or perceived barriers regarding
implementation of recommendations.

Objective #5

By 2020, develop a referral system framework and pilot the framework
within at least one region.

Action Steps

#1. Outline different referral models that are adaptable to
the system type and ensure alignment with industry
standards and legal requirements.

#2. Test referral model(s) with various stakeholders and
modify framework (as appropriate).
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#3. Using the results of the pilot project, develop and
distribute a standardized framework that can be utilized
across different setting types.

GOAL 3: TEST EFFECTIVNESS OF INNOVATIVE CARE DELIVERY
AND REIMBURSEMENT MODELS

Strategy 1 — Increase access to community-basedy diabetes prevention and
treatment programs through traditional and non-traditional delivery models.

Objective #1

By 2018, identify evidence-based models and practices that show improved
reach, participation, outcomeés, access to care and reduction in health
disparities.

Action Steps

#1. Identify existing diabetes care'delivery models (e.g.
CHWs), and best prattices.

#2. Conduct environmentahscans to identify the need for
non-traditional delivery models:

#3. Increase physician andymid-levebprovider knowledge of
diabetes'prevention and self-management programs.

#4. |dentify funding sourcesto.implement pilot,programs.

Objective #2

By 2019, conduct a pilot program that will test various delivery and
reimbursement‘models for diabetes prevention and self-management.

ActionsSteps

#1. Assessieffectiveness of innovative delivery and
reimbursement maodels in other states or systems.

#2. Define number, type, and location to test delivery
and reimbursement models.

#3.'Evaluate and communicate results from pilot(s); align
measures,with ADA/AADE and CMS standards.

GOAL 4: ENHANCE CARE COORDINATION AND QUALITY

STRATEGY 1 - Improve care coordination through the development of data sharing or
practice agreements, diabetes program/resource database, and public-private partnerships.
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Objective #1

By December 31, 2018, engage at least five multi-sector partners to establish
a comprehensive data sharing framework that meets industry standards and
legal requirements.

Action Steps

#1. Review existing frameworks by conducting an
environmental scan of existing data sharing agreements.

#2.Determine initial data elements, share with employers
and insurers, and modify based on identified need(s).

#3. Develop a comprehensive framework for data sharing
including, but not be limited to, standard datafelements,
infrastructure, governance, and management.

Objective #2

By December 31, 2019, conduct a pilotjproject and disseminate results across
sectors.

Action Steps

#1. Select at least two partners to support the pilot
project with a focus on expansion and sustainability.

#2. Develop a business case and cemmunicate findings to
public/private health care organizations and other
stakeholders.

STRATEGY 2 - Educate health systems and providers on the importance of developing and/or
implementing policies, processes, and tools that support alignment with diabetes standards
of care and improved quality.

Objective #1

By December 31, 2018, identify diabetes quality measures, tools, and
processes used to meet national reporting requirements in at least five multi-
sector organizations.

Action Steps

#1. Establish a quality workgroup inclusive of multi-sector
stakeholders'(e.g. payers, hospitals and provider groups,
diabetes educators, and professional organizations).

#2. Identify existing quality standards and develop an
evaluation toolto support quality measure selection.

Objective #2

By 2019, improve diabetes quality of care by utilizing and promoting
ADA/AADEstandards of care to clinical providers and health care teams.

Action Steps

#1. Engage provider stakeholder organizations
(professional organizations, AMA, etc.), identify
champions, and utilize existing evidence-based diabetes
resources.

#2. Develop a provider-focused diabetes education toolkit.

#3. Educate providers on the ADA/AADE standards of care.

Objective #3

By December 31, 2019, develop and communicate recommendations for
diabetes quality standards, tools and processes to stakeholders.
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Action Steps

#1. Use a quality measure evaluation tool to identify
priority measures and ensure alignment with national
quality measures (e.g. National Committee for Quality
Assurance, (NCQA), Healthcare effectiveness Data and
Information Set (HEDIS), National Quality Forum (NQF)).

#2. Select priority measures to submit to external
reviewers for approval.

#3. Communicate quality measure recommendations to
stakeholders.

Objective #4

By December 31, 2020, complete a feasibility assessment for a state-wide

diabetes quality collaborative.

Action Steps

#1. Convene a workgroup to assess'the feasibility of
establishing a state-wide quality collaborative.

#2. Develop a proposal that includes priority.measures,
and identifies conveners, data'stewards, and data
workflows.

#3. Share the proposal with potential funders,and
stakeholders.

GOAL 5: DRIVE POLICY AND FUNDING EFFORTS

STRATEGY 1= Strengthen funding opportunities: Drive policy to fund and sustain diabetes
efforts by advocating for reimbursement by all payers and promoting employer and insurer-

based'incentives to participate in diabetes prevention and self-management programs.

Objective #1

By, December 31, 2018, create and disseminate to payers a business case,
tools;evidence, and resources for reimbursement of diabetes prevention and

self-management programs.

Action Steps

#1. Convene an expert stakeholder advisory group to help
IDPH create the business case.
a. Review existing evidence, best practices, existing

business cases, and conduct a cost benefit analysis.

b. Share business case and with payers.

#2. Develop and implement a comprehensive plan that
includes the business case, tools, and resources and
distribute to payers and employers.
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Objective #2

By December 31, 2020, establish a policy for reimbursement of diabetes
prevention and self-management programs among all lllinois Medicaid
programs and at least five private insurers.

Action Steps

#1. Identify and work with commercial insurers and self-insured
employers to identify facilitators and barriers to implementation
(e.g. billing, sustainability, and quality measures).

#2. Expand MCO (DSME) pilot program to include coverage in
Medicaid Fee For Service (FFS) and establish coverage for DPP.

#3. Support legislative initiatives to include diabetes prevention
and self-management as Medicaid/MCO covered'benefits.

Objective #3

By December 2019, annually assess public and private funding opportunities
available to clinical and community/providers that focus on reducing the
burden of diabetes.

Action Steps

#1. Determine who is currentlyfunded either by publicior
private funds, and share information with stakeholders.

#2. Assess funding opportunitiesavailable threugh
public/private organizations for implementing diabetes
interventions.

Objective #4

By December 2019, ‘educate,policymakersion evidence-based approaches to
reduce the burden of diabetes inylllinois and the need to provide sustainable
funding for.those efforts.

Action Steps

#1. Support advocacy efforts andpolicies thatiaddress
diabetes,prevention and control.

#2. Pursuesustainable funding forevidence-based diabetes
education programs serving adults, youth, and children.

#3. Develop data maps/reportsion the burden of diabetes,
and the'locations'of DPSME/DPPs.in’lllinois, and disseminate
to key stakeholders and\policymakers.

#4. Continuously evaluate mechanisms to sustain funding
for. diabetes prevention and control.

Objective #5

By December 2020, identify and share funding sources for evidence-based
approaches to educate youth on skills that ensure a healthy lifestyle and
reduce the burden of disease.

Action Steps

#1. Identify and promote evidence-based approaches to
diabetes prevention (including obesity) for youth or other
at-risk populations.

#2. Assess availability of funding for diabetes prevention
education for youth.

#3. Share funding best practices to promote and ensure
interventions and access to programs and resources are
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consistent across geographic areas.
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Appendix A: State Plan Contributors

First Name Last Name Credentials Company

Sameena Aghi* MPH IIIinqis Department of Healthcare and Family
Services

Chinyere Alu MPH Illinois Department of Public Health

Rebecca Antonacci* MBA, MS, RD, CDE Illinois Prairie Diabetes Alliance

Angie Bailey MPH, MSEd, CHES Southern lllinois Healthcare

Jennifer Baralli MSN, APN-GNP, ACNP-BC | Northwestern Medicine: Lake Forest Hospital

Cara Barnett IIIinois' Department of Public Health, Division of

MPH Chronic Disease

Elissa Bassler* MEA Illinois Public Health Institute

Jill Beechler Humana

Lisa Behounek* Greater Joliet Area YMCA

Pam Cairns* MHA Leading Healthy Futures

Erin Callahan BA American Diabetes Association

Bredina Coald MPH, MPA IIIinois' Department of Public Health, Division of
Chronic Disease

Craig Conover D, MPH Mgdical Research Analytics and Informatics
Alliance

Lizz Cooley MPH, CHES Egyptian Health Department

Cathy Coversioq RN, SM, BSN, BA McLean County Public Health Department

Anderson
Bill Cox RN HSHS Medical Group
Anne Daly SIU S.chool of Medicine Center for Family
MS, RDN, BC-ADM, CDE Medicine

Anthony Davis MPH Molina Healthcare

Vanessa Davis MD, FAAP John H. Stroger, Jr. Hospital of Cook County

Stacey DeFilippo MS, MBA, RD, CDE Certified Diabetes Educator

Chuck Dennis MD OSF Healthcare

Pankaja Desai PhD, MPH, MSW AllianceChicago

Suzanne Elder * American Cancer Society

Mary Elsner D Illinois Chapter, American Academy of Pediatrics

Barbara Fischer RN IIIin'ois Department of P'ublic Health, Division of
Patient Safety and Quality

Judith Gethner MA Illinois Partners for Human Service

Aida Luz Giachello* PhD Northwestern Medicine
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Blue Cross Blue Shield of lllinois, Montana, New

Elaine Gold MBA, BSN Mexico, Oklahoma, & Texas

Arvind Goyal* MD, MPH, MBA IIIinqis Department of Healthcare and Family
Services

Cathy Grossi BSN, JD, CPHQ, Illinois Health and Hospital Association

Veronica Halloway* MA IIIi.nois. Department of Public Health, Center for
Minority Health Services

Andrew Hamilton RN, BSN, MS AllianceChicago

Tony Hampton MD, MBA, CPE Advocate Health Care

Lilah Handler* MSW, BA EverThrive lllinois

Starlin :?Z:'cc')c?r;g* l;/IASP,thPharm, DM, Illinois Pharmacists Association

Judy Hearn MBA, CEBS Midwest Business Group on Health

Bev Helkey Tri-State Health Care Purchasing Coalition

Jennifer Herd MHLP Chicago Department of Public Health

Stacey Herman* MBA IIIinois' Department of Public Health, Division of
Chronic Disease

Cheri Hoots RN, BSN [llinois Primary Health Care Association

Stacy Ignoffo MSW,BS Sinai Urban Health Institute

Lisa James RN,"MSN, CDE Alton Memorial Hospital

Ocheng Jany Community Member

Paula Jimenez* RN, BS lllinois‘Department of Public Health

Phillip Jimehez BS West Cook YMCA

Jasmina Kadric RN, BSN, BFA Fami.ly Health Network/Community Care Alliance
of lllinois

Kimberlee Kainz Humana

Assiafou Kama s Ass.o.ciation of State and Territorial Health
Officials

Kaitlyn Keen MPH HSHS Medical Group

Vincent Keenan MSPH Illinois Academy of Family Physicians

Lauren Knap* MS Leading Healthy Futures

Jenny Kraak MPH West Cook YMCA

Jonathan Lavin* AgeOptions

Brian Layden MD, PhD University of Illinois at Chicago

Danielle Leonard MBA Johnson & Johnson

Kathy Levin* RDN, CDE, LDN ﬂ_igHE Nutrition Consultants & Health Educators,

Deanna Lohman RN, BSN, CDE, CPT Joslin Diabetes Center

Pam Lowry APN Washington County Hospital

Karen Malamut DO Merck & Co., Inc.

Grace Martos RN, BS Cigna-HealthSpring

Gina Massuda Barnett MPH Cook County Department of Public Health
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Martin Matthews Merck & Co., Inc.

Barb Maxwell Livingston County Public Health Department

Cristina McKay MPH Illinois Primary Health Care Association

Robert V. Menichino CDM, CFPP Alton Memorial Hospital

Susan Menninger Krause | MS Greater Joliet Area YMCA

Cheryl Miles* MA IIIinois. Department of Public Health, Division of
Chronic Disease

Conny Moody MBA Illinois Departn_*nent of Public Health, Office of
Health Promotion

Vivian Murphy RN, BSN Carle Physician Group

Lisa Nation BSN, RN Southern lllinois Healthcare

Malik Nevels* D llineis African American Coalition for Prevention

Nicole Niwa MPA IIIinpis Housg of Representatives, Illinois
Legislative\Diabetes Caucus

Nancy O'Boyle BS, CCP Health Alliance

Laura Olszewski BASc West Cook YMCA

Maria g)cth;er::g; AgeOptions

Tim Oyer PharmD [llinois Pharmacists Association

Rajesh Parikh MD; MPH Illinois Primary Health Care Association

Brenda Patton BBA Joslin'Diabetes Center

Robin Pratts MHA Rush University Medical Center

Tiffanie Pressley MA IIIinois' Department of Public Health, Division of
Chronic Disease

Janae Price* MPH CDC,. Field Assignee to Illinois Department of
Public Health

James Reed Illinois Department of Public Health

James Reimer PharmD (candidate) Illinois Pharmacist Association

Linda Rhodes BS, CHES Livingston County Public Health Department

Michele Rice-Spann MSN, RN, CMCN, CCM Health Care Service Corporation (BCBSIL)

Dedra Ries MPH Cook County Public Health Department

Anh-Thu Runez MPH lllinois Department of Public Health

Rachel Sacks* MPH Leading Healthy Futures

Mary Sajdak MS, BSN Cook County Health & Hospitals System

Talyah Sands MPH Ass.o.ciation of State and Territorial Health
Officials

Dee Ann Schippert RN, BSN Iroquois County Public Health Department

Esther Sciammarella MS Chicago Hispanic Health Coalition

Kimberly Scott-Pilkington BS Egyptian Public and Mental Health Department

Merle Shapera MS, RD, CDE, LDN Telligen

Cheri Smith CDE, BA Springfield Clinic

Marla Solomon RD, LD/N, CDE Children's Hospital of University of lllinois
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Amy Stout MSN, BC-ADM, CDE Southern lllinois Healthcare

Laura Sztuba MSN, RN, PHNA-BC Kankakee County Health Department

Bettina Tahsin RD, LDN, CDE Cook County Health & Hospitals System

Megan Toth M(?dical Research Analytics and Informatics
Alliance

Michael Townsend Ed.D Telligen

Martha Trenkamp BS, RD, LDN, CDE Carle Physician Group

Mona Van Kanegan DDS, MS, MPH Illinois Department of Public Health, Division of
Oral Health

Maria Villagomez MPH unity Health Partnership of lllinois

Naomi Ward RD, LDN ton Memorial Hospital

Stephen Welty RN, CDE County Hospital

Lindsay Wilson MPH e County Health Department

Lauren Wiseman MSN, RN- s of lllinois Health Information

*Denotes Core Team
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Appendix B: Glossary of Terms and Acronyms

Alc Common blood test used to diagnose type 1 and type 2 diabetes, and gauge how well
they are managed

AADE American Association of Diabetes Educators

ADA American Diabetes Association

AMA American Medical Association

ASTHO Association of State and Territorial Officials

BRFSS (Hllinois) Behavioral Risk Factor Surveillance System

CDASH Chronic Disease and School Health

CDC Centers for Disease Control and Prevention

CMS Centers for Medicare & Medicaid Services

CHW Community Health Workers

DPP Diabetes Prevention Program

DPRP Diabetes Prevention Recognition Program

DSME/S Diabetes Self-Management Education/Support

DSMP Diabetes Self-Management Program

ED Emergency Department

EHR Electronic Health records

FFS Fee For Service

GIS Geographical_Information System

HDL High Density Lipoprotein

HEDIS Healthcare Effectiveness, Data Information Set

HFS Healthcare and Family Services

HR Human Resources

IAF Institute for Alternative Futures

IDDM Insulin‘Dependent Diabetes Mellitus

IDPH lllinois Department of Public Health

IHA lllinois Health and\Hospital Association

IPHCA Illinois Primary Healthcare Association

IPHI Illinois Public Health Institute

IT Information Technology

LHD Local Health Department

LHF Leading Health, Futures

MCO Managed Care Organization

NCQA National Committee for Quality Assurance

NIDDM Non-Insulin Dependent Diabetes Mellitus

Ql Quality Improvement

RTI Independent, nonprofit research institute dedicated to improving the human condition

SDOH Social Determinants of Health

SMART Specific, Measurable, Achievable (Attainable), realistic (Relevant), Time Based

Objectives

SSB Sugar-Sweetened Beverages

YMCA Young Men’s Christian Association

27



Appendix C: Diabetes in lllinois Infographic

Diabetes In lllinois

..‘ 1,342,070

The number of adults in lllinois
who have diabetes. Over 3.5
million adults may have
prediabetes.

Persons with diabetes are 2 to 4 times more
likely to have heart disease or a stroke.

Certain risk factors can worsen diabetes and diabetes-
related complications, and contribute to the
development of other chronic diseases including
heart disease and stroke.

Among lllinoisans with diabetes, about

ﬂﬂﬂ-- 4 in 5 reported being overweight.
= s 2 in 3 reported high cholesterol.

& 3 in 4 reported high blood pressure.
@ 1 in 2 reported smoking cigarettes.

12.2 billion

The cost of diabetes in Illinois
each year due to health care
costs and reduced productivity.

Diabetes affects some communities
more than others.

Adults with less
than a high school
education are:

2X

More likely to have
diabetes.

2 in 5 reported no physical activity (within the last 30 days).

African American,
American Indian,
Alaska Native and
Latino people are:

2 to 3Xx

More likely to have
diabetes.
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