DIABETES

PERCENTAGE OF PERSONS ISSUE |
WITH DIAGNOSED DIABETES American Indians and Alaska Natives have
By Age Group and Race, UI":“' States the highest prevalence of type 2 diabetesin
1996' and 1997 theworld. Diabetesis traditionally a disease
PEwites [Poucks B :'L”A ESRHI:EANIH%DE%MS of older people but, darmingly, diabetesis

being diagnosed at young agesin Indian
communities. Prevention of diabetes has
become an urgent priority.
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surveillance systems for tracking diabetes prevalence and complications. Publications documenting our

ability to improve care with low tech, low cost approaches have been numerous. Unfortunately, the costs

of providing diabetes care are prohibitive. Estimates from managed care organizations suggest that the
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SITUATION I

The Balanced Budget Act of 1997 provided $150 million )

over 5 yearsfor “the prevention and treatment of diabetesin 10 N

American Indians.” With those funds, many tribes ""_=_—-—— _= =1 &%

implemented prevention programs. Two thirds of these T [ BT

grant programs focus at |east part of their efforts on primary

prevention of diabetes. As part of this effort the IHS Sn.{‘llfs DI!H;Iu?;?u?r-mQEIEI:EdI H25-34

established a quantitative and qualitative tracking system to
monitor these efforts, as described in its Y ear 2000 Interim Report to Congress. The implementation of
these grants programs and complicated monitoring and evaluative activities of diabetes prevention and
treatment efforts will necessitate the investment in increased levels of program infrastructure.

OPTIONS/PLANS

Whenever possible, the IHS Diabetes Program will strengthen the IHS diabetes infrastructure at the
Headquarters and Area office levels to maintain and improve diabetes surveillance, technical assistance,
provider networks and clinical monitoring. In addition, the role of the Community Diabetes Advocates will
be expanded to coordinate community-based activities to obtain qualitative data and support prevention and
treatment programs that are culturally sensitive and focused.

ADDITIONAL INFORMATION
For referral to the appropriate spokesperson, contact the IHS Public Affairs Staff at 301-443-3593.
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