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Working toward a world
where everyone can attain
their highest level of health.



OBJECTIVE

* Review Health Outcomes & Diabetes Disparities

* Define Health Equity & Tools to Inform Strategy

* Identify Strategies to Improve Health Equity




DIABETES
DISPARITIES




Mortality

from conditions that
are treatable with
timely access to high-
quality health care

EXHIBIT 2
In most states where data are available, Black people and AIAN people are more

likely than white people to die early in life from conditions that are treatable
with timely access to high-quality health care.

Mortality amenable to health care, deaths per 100,000 population, by state and race/ethnicity
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MNotes: States arranged in rank crder based on highest rate in each state. Missing dots for a particular group indicate that there are insufficient data for that state. AANHPI = Asian American,
Native Hawaiian, and Pacific Islander; AIAN = American Indian/Alaska Native.

Data: CDC, 2018 and 2019 Mational Vital Statistics System (NVSS), All-County Micro Data, Restricted Use Files.

Source: David C. Radley et al., Achieving Racial and Ethnic Equity in LS. Heaith Care: A Scorecard of State Performance (Commonwealth Fund, Nov. 2021).



DIABETES BY RACE & ETHNICITY

Percentage of US Adults 18 or Older With Diagnosed Diabetes, by Race and Ethnicity,

2018-2019

wesagmay e
American Indian or Alaska Native 14.5
Asian, non-Hispanic 9.5
Black, non-Hispanic 12.1
Hispanic, overall 11.8
White, non-Hispanic 7.4

Data sources: 2018-2019 National Health Interview Survey, except the American Indian and
Alaska Native data, which are from the Indian Health Service Mational Data Warehouse (2019

data only).



Mortality

from complications of

Diabetes

In Kansas Black (40.9) and
Latinx/Hispanic people
(34.4) are move likely to
die from complication of
diabetes than white people

(21.9)

EXHIBIT 3

In nearly all the states where data are available, Black people and AIAN people
are more likely than AANHPI, Latinx/Hispanic, and white people to die from
complications of diabetes.

Diabetes-related age-adjusted deaths per 100,000 population, by state and race/ethnicity
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MNote: Dots represent states. Missing dots for a particular group indicate that there are insufficient data for that state. AANHPI = Asian American, Native Hawaiian, and Pacific Islander; AIAN =
American IndiansAlaska Native.

Data: CDC, 2018 and 2019 Mational Vital Statistics System (NVSS).

Source: David C. Radley et al., Achieving Racial and Ethnic Equity in ULS. Health Carer A Scorecard of State Performance (Commonwealth Fund, Mow. 2027).



WHAT HAS THE GREATEST IMPACT
ON HEALTH OUTCOMES?
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Use

 Sexual Activity
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WHAT HAS THE GREATEST IMPACT
ON HEALTH OUTCOMES?

e Education
2 Employment 300/0

* Income 40%

* Family & Social
Support
« Community Safety
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DIABETES BY EDUCATION &

INCOME LEVEL

* Those who earn less than $30,000 per year are three
times as likely to have diabetes than those who make
over $80,000

 Approximately 20% of Americans with diabetes do
not have adequate access to healthy foods

 Walkable neighborhoods are associated with lower
diabetes incidence & prevalence

* People in low-income communities living with
diabetes face higher rates of diabetes complications
such as kidney disease, vision loss, and amputations

Percentage of US Adults 18 or Older With Diagnosed Diabetes, by Education Level,
2018-2019

Education Level Percentage
Less than high school 13.4
High school 9.2
More than high school 7.1

Data source: 2018-2019 National Health Interview Survey.

By Income Level

Adults with a family income below the federal poverty level (FPL) have the highest
prevalence of diabetes.

US Adults 18 or Older With Diagnosed Diabetes, by Family Income Level, 2018-2019

Family Income Level Percentage
Less than 100% FPL 14.1
100%-299% FPL 10.8
300%-499% FPL 7.8
500% FPL or more 5.6

Data source: 2018-2019 National Health Interview Survey.



HEALTH EQUITY




WORLD HEALTH
ORGANIZATION

« Equity is the absence of unfair, avoidable or Unequal access o
remediable differences among groups of 1
people, whether those groups are defined
socially, economically, demographically, or
geographically or by other dimension of
inequality (e.g. sex, gender, ethnicity,
disability, or sexual orientation).

* Social Determinants of Health are the
circumstances in which people are born,
grow up, live, work and age, and the systems
put in place to deal with illness

Health equity is achieved when everyone can
attain their full potential for health & well-being
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A View of Kansas:

County Health Ranking &
CDC/ATSDR Social Vulnerability
Index (SVI)

* County Health Ranking
* 10% of adults in Kansas have a diagnosis of

diabetes compared to 9% in the United
States
* Wyandotte county Has the highest
prevalence of Diabetes at 14% | - |
» Ranked #103 out of 104 counties ’ | “
* Social Vulnerability Index

* Socloeconomic status

* Household Characteristics
 Racial & Ethnic Minority Status
* Housing Type/ Transportation

Wichita

hetps:/www.countvhealthrankings.ore/explore-health-rankines/kansas?year=202
httnsy/fwemw.atsdr cdc.eaviolatean el el ddladh i



https://www.countyhealthrankings.org/explore-health-rankings/kansas?year=2023
https://www.atsdr.cdc.gov/placeandhealth/svi/index.html

CDC/ATSDR Social Vulnerability Index 2020

SEDGWICK COUNTY, KANSAS
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STRATEGIES TO
IMPROVE
HEALTH EQUITY
IN DIABETES
PREVENTION &
MANAGEMENT




PAVING THE ROAD TO
HEALTH EQUITY Health Etim
e opportunity

is when everyone has
to be as healtl't]r as possible

l"-.

Policy
Laws, regulations, and

rules to improve
population health

Measurement
Data pmcti::es to support

the advancement of
health equity

Programs
Buccessful health

equity strategies

Intrastructure

Organizational structures and functions that support health equity




MEASUREMENT

Leverage Needs Assessments & Various tools

Screen for Social Determinants of Health
|dentify & Prioritize Meaningful Outcomes for the Practice & Community

Screening Rates
Program Participation Rates

Clinical Target Rates

Obesity (%)

Diagnosed Diabetes (%)

liap cormtasns 3as s GG cu cramaty

Dingrased Diabedns and Qbosily estimadas are percentage; nafural bromks wans psad io oroale cofegonies wsing of dals
from 2004-201%; Mlagnosed Dudotes (%) <71, 7.1-8.6 BE-105 >10.5 Obesily (%) <212, 312205 2883005 2305 . o e o omsee

Maps of diabetes and obesity, by county, in 2004, 2009, 2014, and 2019: PPTX [E [1 MB], PDE &



XXX PROGRAMS: PREVENTING TYPE 2 DIABETES T

1in5 CDC’s Division of Diabetes Translation (DDT) is working to reduce and one day

373 million Americans eliminate health disparities for all Americans living with or at risk for type 2 diabetes
have diabetes, and 1in 5
don’t know it.

TO JOIN CDC’S NATIONAL DPP* LIFESTYLE CHANGE PROGRAM:

Meet ALL of these

National Diabetes Prevention Program (National DPP)- partnership
of public and private organizations to deliver an affordable, .
evidence-based lifestyle change program to help people with
prediabetes prevent or delay type 2 diabetes
* Trained Lifestyle Coach- better food choices, more physical
activities, & skills to cope with problems & stress

* Cut risk of developing diabetes by up to 58% P ———
* Nationwide availability but enroliment is low among some e
groups at higher risk of type 2 diabetes ~
+ Telehealth holds promise to expand access and engage more
o e
at-risk individuals. b 1 8

Jerica
Wichita

Wellness 4 Prevention, LLC

nnnnnnnn

- BRnar ;

List of all CDC Recognized Organizations

https://www.cdc.gov/diabetes/pdfs/programs/E Telehealth translation product 508.pdf
https://www.cdc.gov/diabetes/pdfs/programs/E Telehealth translation product 508.pdfN



https://www.cdc.gov/diabetes/pdfs/programs/E_Telehealth_translation_product_508.pdf
https://www.cdc.gov/diabetes/pdfs/programs/E_Telehealth_translation_product_508.pdfN

PROGRAMS: PREVENTING COMPLICATION OF 21
TYPE 2 DIABETES

Diabetes Self-Management Education and Support (DSMES) Programs for Underserved
Populations/Communities
 DSMES improves outcomes and quality life, however utilization is low

* Alcimprovement is additive to lifestyle & drug therapy

* Average Alc reduction of 0.45 - 0.57% when compared to usual care

* Reduction in onset and/or worsening of diabetes-related complications and

reduction of all-cause mortality

* Increasing access to DSMES programs

* Pharmacy-based DSMES '@
*  Community Health Workers- can help find resources such as DMES and, also,

address other social conditions affecting people’s overall health
* Leverage Telehealth

https://www.cdc.gov/diabetes/pdfs/evaluation-resources/CDC-DSMES-Rapid-Evaluation-Practice-Based-Guide-508.pdf

Diabetes Self-Management Education and Support (DSMES) Toolkit | Diabetes | CDC

Diabetes Self-management Education and Support in Adults With Type 2 Diabetes: A Consensus Report of the American Diabetes Association, the Association of Diabetes Care &
Education Specialists, the Academy of Nutrition and Dietetics, the American Academy of Family Physicians, the American Academy of PAs, the American Association of Nurse
Practitioners, and the American Pharmacists Association | Diabetes Care | American Diabetes Association (diabetesjournals.org)

'WHEN TRANSITIONS IN LIFE AND CARE OCCUR



https://www.cdc.gov/diabetes/pdfs/evaluation-resources/CDC-DSMES-Rapid-Evaluation-Practice-Based-Guide-508.pdf
https://www.cdc.gov/diabetes/dsmes-toolkit/
https://diabetesjournals.org/care/article/43/7/1636/35565/Diabetes-Self-management-Education-and-Support-in
https://diabetesjournals.org/care/article/43/7/1636/35565/Diabetes-Self-management-Education-and-Support-in
https://diabetesjournals.org/care/article/43/7/1636/35565/Diabetes-Self-management-Education-and-Support-in

ADA Standards of Care

PERSON-CENTERED DIABETES CARE

* System Level:
*  Care Teams
» Telehealth
*  Behaviors & Well-Being

e Individual Level

*  Tailoring Treatment for Social Context

*  Food insecurity, housing
insecurity/homelessness, financial barriers, and
social support with referral to appropriate local
community resources

*  Ensure access to DSMES
*  Personal Preferences
¢ Language Matters
*  Barriers to Care
* It’snot gf a patient is non-adherent, but wh y?
*  Use Motivational Interviewing

22

DECISION CYCLE FOR PERSON-CENTERED GLYCEMIC MANAGEMENT IN TYPE 2 DIABETES

ASSESS KEY PERSDN CHARACTERISTICS
REVIEW AND AGREE ON MANAGEMENT FLAN The isdhituals pritilies
«  Review managemen! plan = Carveed lilestyte and health behavian
+  Mulually ajree onchanges +  [omeebidities (1e., OV, CE0. HF)

= Erdute dgteed madific st ol thitdiy i inplemented
in 3 Bimaly faghion B aveid therpeul iserlla
+  Undertake decision cycle regularty [at leas! oacetwice a year]

Dzl characleriatics (e age. 1€, weight]
+  Issues such a5 molivation, depression. cogaition
Sacial determinants of health

= Cperste in a8 ileygrabed syslem ol care

PROVIDE DNGOING SUPPORT AND
MONITORING OF:
Errraligtusl well-beng
Lifestyte and health behaviors
Telerability o Sedicalisn
binleedback incleding BEMITEM,
weight. siep coenl, AL, BP. lipids

OF CARE :

* Prevent complications
» Oplimize quality of life

CONSIDER SPECIFIC FACTORS THAT IMPACT CHOICE

EnALs OF TREATMENT

Iedvidualized ghcemic and weighl goals

Imspant o wighi, ryppoelytermea, and cardhoreaal probecion
Undderlying phrpsintagical Factars

Sacde wlfect profiles of medicalions

Commabeceity of regamen [Le., freguency. moske of admantsiration]
Regimen choice 1o aplimine medication use

ind paduce realmen] deconlnedbon

Aoowss, cosl and wvailability of medication

IMPLEMENT MANAGEMENT PLAN

+  Ensuon thave i megular e
rroaie request conladd initially
5 afte desiralble for DSMES

UTILIZE SHARED DECISMIN-MAKING TO
CREATE A MANAGEMENT PLAN

+  Ensere access o (IEMES
Iewvobve b3 educabed and informed perios
[zad the ingiwidual s lamilyicanegiver|
Exploee personal preferesces
Lasvguiage maltess [include petson-Tesl,
streagibs-hased. empawering Language)
Iflupdie Fativalisnl inlerviewiog. gl
seting, and shansd decisian-making




PREVENTING DIABETES
COMPLICATIONS

0%
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-90%

-100%

Blood sugar management reduction
in risk of eye disease, kidney disease,

and nerve disease

-40%

Blood pressure management

reduction in risk of heart disease

-33%

Risk Reduction/Prevention

Blood pressure management Regular eye exams and timely
reduction in risk of stroke treatment prevention of diabetes-

related blindness

-50%

-90%

Health care services including regular Detection and treating early diabetic

foot exam prevention of diabetes- kidney disease reduction in kidney
related amptations function decline
-33%
-850




Emgrit%an The ADA Health Equity Bill of Rights envisions Americans living with diabetes and prediabetes — no
) Alsasuilasﬂnn@ matter their race, income, ZIP Code, age, education, or gender — get equal access to the most basic of

Connected for Life. | human rights: their health.

1. The right to access insulin and other
drugs affordably.

One in four insulin-dependent people with diabetes say they
ration their insulin. People with diabetes should be able to
get the medication they need without having to choose
between filling their prescription, paying rent, or putting
food on the table

2. The right to healthy food.

The poorer you are in America, the less likely you are to have
a grocery store within walking distance of your home.
Diabetes rates are inversely related to income level, and
nutrition is critical to diabetes prevention and management.

9. The right to the latest medical
advances.

Medical technologies like continuous glucose
monitors, insulin pumps, and artificial
pancreases can be instrumental in treating and
managing diabetes. Still, many people with
diabetes in the lowest income brackets do not
have the same access to these life-saving
technologies as do higher income peers.

3. The right to insurance that covers
diabetes management and future cures.

Diabetes is the most expensive chronic condition in the U.S.,
and people with diabetes incur medical costs nearly two and
a half times higher than others. Costs skyrocket for
Americans who have diabetes but who do not have insurance
— they are hospitalized nearly 170% as often, compounding
their risk for complications and leaving them medically
worse off than if they sought care earlier.

10. The right to have your
voice heard.

Every community should have a
say in how their needs can best be

addressed everywhere from the
doctor’s office to the ballot box.
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HELPING PATIENTS GET

INSULIN

Find resources for diabetes care. Talk to your doctor or diabetes educator
about your situation. They may be able to prescribe lower-cost
medications or refer you to programs designed to help with prescription
costs. And if you need help affording your prescriptions, visit
InsulinHelp.org or call 1-800-DIABETES (800-342-2383).

Community Connection

Easily find the diabetes program or resources in your area you've been
looking for. Search for almost anything from medical care to education,
to nutrition and health. Find resources in every zip code so you can get
the help you need wherever you are.

e Describes what information is

needed to get assistance

e Providers number to customer

service department of insulin
manufacturers

* Describes programs available

to those without insurance
and updates

* Also provide numbers for

manufacturers of devices

INSULIN HELP | ADA (DIABETES.ORG)



https://diabetes.org/insulinhelp

““.....- _______ \

THANK YOU

Katherine Friedebach
kfriedebach@gmail.com



mailto:kfriedebach@gmail.com
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Goal: Cardiorenal Risk Reduction in High-Risk Patients with Type 2 Diabetes (in addition to comprehensive CV risk management) * Goal: Achievement and Maintenance of Glycemic and Weight Management Goals
Defined differently across While definitians vary, most Current or prior eGFR <60 mLimin per 1.73 m* OR approaches that provide the Weight Management Goals:
CVOTs but all included comprise 255 years of age symptoms albuminuria (ACR 23.0 mg/mmal efficacy to achieve goals: o ,
individuals with established with two or more additional of HF with [30 mgigl). These measurements Metformin OR Agests) ncacing [ Set individualized weight management goals ]
CVD (e.g.. ML, stroke, any risk factors (including obesity. documented may vary over lime: thus. a repeat COMBINATION therapy that provide ]
revascularization procedure). hypertension, smoking, HFrEF or HFEF measure is required to document CKD. adequate EFFICACY to achieve General lifestyle advice: Intensive evidence-
Variably included: conditions dyslipidemia, or albuminuria) and maintain treatment goals Mlll'liﬁll'l.ﬁill hmd mlt
such as transient ischemic py/eating patterns/ weight manageme
attack, unstable angina, ) Consider avaidance of hypaglycemia a physical activity program
amputation, symplomatic +CKD (on maximally tolerated dose priority in high-risk individuals
; of ACEi/ARB
o “TT‘ — ) 1 Consider medication Consider metabolic
Ty flsease. SET2 PREFERAELY In general, higher efficacy approaches for weight loss surgery
) P ) have greater likelihood of achieving
with proven 55'-::: "'"“" l;m"“"!' “"“_““‘* glycemic goals When choosing glucose-lowering therapies:
- e HF benefit ucing CKD progression .
+ASCVD/Indicators of High Risk in this s SELTZ in people with an o67R Efficacy for glucose lowering Consider regimen with high-to-very-high dual
population =20 mLimin per 1.73 m’; once initiated Very High: glucose and weight efficacy
GLP-1 RA* with proven should be continued until initiation Dulaglutide (high dose), T
CVD benefit of ‘“'ﬁﬁ";';“““'““" Semaglutide, Tirzepatide
"""""" Insulin Efficacy for weight loss
GLP-1 RA with proven CVD benefit if - . 2
SGLT2i not tolerated or eontraindicated Combination éral, Combination e
Injectable (GLP-1 RA/Insulin) Semaglutide, Tirzepatide
High: High:
If A1C above target. for patients on 6LP-1 ?EE-T;F l;:td le-:_nfmil- Dulaglutide, Liraglutide
. . . . SGLT2i, consider incorporating a . Sulfenylurea, Intermediate:
« For patients on a ELP-I.RA. consider adding SGLT2i with GLP-1 RA or vice versa Intermediate: GLP-1 RA {not listed above), SGELTZi
proven CVD benefit or vice versa DPP-6i Neutral:
- T l DPP-&i, Metformin
v v
If additional cardiorenal risk reduction or glycemic lowering needed If A1C above target I
* In people with HF, CKD, establishad CYD or multiple risk factors for OV, the decision ta use & GLP-1 RA or SGLT2 with proven benefit should be independent of background use of metharmin; A strong Identify barriers to goals:
mmmdaltinn meh{lfmlpt«n!ieﬁm CV0 and a weaker rmmmdafnn tnltlmeﬂﬂ indicators of high CV risk. I'hrm a higher absolute risk reduction and lhuls lw!rnunlnllrs needed fo tulat « Consider DSMES referral to support self-efficacy in achievement of goals
are seen 2 higher levels of baseline risk and should be facored into the shared decision-making process. See tex! for details: ® Low-dose TZD may be better lolerated and similarly effective: § For SETZL IV | o Consider technology fe.g., diagnostic CGM) to identify therapeutic gaps and tailor therapy
renal outcomes trials demonstrate their efficacy in reducing the risk of composite MACE, CV death, all-cause mortality, ML, HHE and renal outcomes in individuals with T20 with established high risk of CVI; « Identify and address SDOH that impact achievement of goals



https://diabetesjournals.org/clinical/article/41/1/4/148029/Standards-of-Care-in-Diabetes-2023-Abridged-for
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