
 

CONGRESSIONAL MEETING AGENDA 
 

I. Introduction 

 

II. The Facts about Diabetes 

 Diabetes is now widely recognized as one of the top public health threats facing our 

nation today. 

 Approximately 26 million people in the U.S. are currently living with diabetes. The 

percentage of the population with diagnosed diabetes continues to rise with one study 

projecting that as many as one in three U.S. adults could have diabetes by 2050 if 

current trends continue. The economic cost of diabetes in the U.S. is now at $245 

billion. 

 Diabetes is a complex disease and without proper management serious complications 

can arise including kidney disease, amputations and vision loss. 

 Patients must become experts in managing their weight, fitness, blood sugar and know 

how to detect warning signs of complications. 

 

III. The Role of Credentialed Diabetes Educators 

 Who are the Credentialed Diabetes Educators?  Credentialed Diabetes Educators: are 

licensed and/or registered healthcare professionals with additional national credentials 

in diabetes management as a Certified Diabetes Educator (CDE), board certified in 

advanced management (BC-ADM) or a licensed diabetes educator (LDE). 

 Why is Diabetes Self-Management so Important? Evidence supports the effectiveness 

of self-management training in people with type 2 diabetes. The average Medicare cost 

savings per month/per patient is $135, or 22 billion dollars annually, for those 

beneficiaries who complete Diabetes Self-Management Training (DSMT). 

 

IV. Request for Support in Expanding Access for People with Diabetes to the Services of 

credentialed diabetes educators 

 Congress recognized the importance of DSMT in 1997, by creating a Medicare benefit 

for these services under the Balanced Budget Act. 

 The problem is when Congress created the DSMT benefit they did not recognize 

credentialed diabetes educators as a provider group.  Congress may have assumed that 

the existing diabetes education programs in hospitals would be able provide services to 

all who were in need.  Hospital diabetes self-management training programs have been 

closing at an alarming rate forcing patients to seek other avenues for obtaining diabetes 

self-management training – clinics, stand-alone programs, etc. 

 The result is a lack of access to DSMT.  Because not all credentialed diabetes educators 

are able to bill Medicare, patients have limited options for obtaining the training they 

need to successfully manage their disease and prevent expensive and debilitating 

complications. 

 

HOUSE: Request to Cosponsor H.R. 1726, Access to Quality Diabetes Education Act -- to 

recognize credentialed diabetes educators as Medicare providers for purposes of outpatient 

diabetes self-management training services.  To Cosponsor please call Ed Kim in Congressman 

Whitfield's (R-KY) office at (202) 225-3115. 

 

V. AADE as a Resource for you and your Member 



 

Improve Access to Diabetes Self Management Training (DSMT): 

A Budget Neutral Solution to Address the National Diabetes Crisis 

Enact: H.R. 1726 
 

Issue 

Highly qualified and credentialed diabetes educators, the primary providers of DSMT services, 

are not statutorily recognized as DSMT providers under Medicare. As such, they are unable to 

establish the type of DSMT programs needed to reach individuals and communities in need.  

 

This also means that they are prohibited from providing DSMT via tele-health, despite the fact 

that the Centers for Medicare and Medicaid Services (CMS) has named DSMT as an ‘allowable 

tele-health service’ in order to help facilitate availability and address the serious underutilization 

of DSMT. 

 

Solution  

Legislative efforts to include these state-licensed, highly-qualified healthcare professionals who 

are certified by U.S. Department of Health and Human Services (HHS) as DSMT providers is 

supported on a strong bipartisan basis by the leadership of the House Diabetes Caucus, as well as 

House and Senate Committee Chairs and Minority members.  

 

It also has been supported by major national and state diabetes organizations, the National 

Association of Rural Health Clinics, the National Kidney Foundation, the National Community 

Pharmacists Association, the Endocrine Society and the Family Practitioners, among others. 

 

This approach has already been scored budget neutral and should be enacted. 

 

Role of DSMT in controlling diabetes: CMS adds DSMT to tele-health list 

Teaching patients how to effectively control their diabetes through self-management is 

considered one of the most important and cost effective tools in the arsenal of diabetes treatment 

in order to avoid these deadly diabetes related complications. 

 

In the 2011 Physician Fee Schedule, CMS added DSMT to the list of approved tele-health 

services. In taking this very positive step, CMS noted that DSMT has been ‘significantly 

underutilized’ over the past decade, and the ‘growing evidence base regarding effective DSMT 

services’ made it important to facilitate beneficiary access to the underutilized service. Fed.Reg. 

Vol. 75, No. 228, p. 73313 (November 29, 2010) 

 

However, because qualified and credentialed diabetes educators are not recognized by statute, 

DSMT Medicare tele-health services can only be furnished by a licensed physician or statutorily 

named allied provider – not a qualified and credentialed diabetes educator!  The diabetes 

educators must hire or contract with specified ‘allied providers’ in order to provide DSMT 

services that are reimbursable under Medicare. 



Additional Information 
 

Background: Overview of the diabetes problem 

Diabetes is among the top public health threats today, impacting nearly 29 million individuals 

with diabetes and the 86 million who have pre-diabetes. Uncontrolled diabetes is: 

 The leading cause of blindness in adults; 

 The leading cause of kidney failure; 

 The cause of 60% of non-traumatic lower limb amputations; 

 The cause of 5-10% of birth defects and 15-20% of spontaneous abortions; and 

 The cause of the majority of deaths due to heart failure and stroke. 

 

Diabetes prevalence in Medicare has doubled to 23% over the past 20 years and is the leading 

factor driving up Medicare spending—more than 1 in every 10 health care dollars is attributed to 

diabetes. Without intervention, costs attributed to diabetes are expected to skyrocket to $336 

billion by 2034, according the ADA journal Diabetes Care.  

 

What does DSMT involve? 

DSMT involves techniques for self-monitoring blood glucose levels, medication management 

and glucose injection administration, nutrition geared to diabetes control, appropriate exercise, 

diabetes problem-solving and activities designed to eliminate or reduce diabetes complications, 

and prevent pre-diabetes patients from becoming diabetic. 

 

Cost Effectiveness of DSMT 

Available studies overwhelmingly show that patients who have undergone diabetes self-

management education have lower average costs than patients who do not, e.g.: 

 DSMT reduced pregnancy related health costs by average of $13 thousand per 

pregnancy for high risk mothers with gestational diabetes; 

 3-year retroactive claims analysis of 4 million covered lives, including 250,000 

Medicare beneficiaries, showed an average Medicare cost savings per month/per patient 

of $135 for those beneficiaries who complete DSMT. Cost savings for inpatient 

hospital costs was even greater: savings of $160 per month/per patient; 

 While pharmacy costs may rise modestly as a result of patient adherence to prescribed 

medication regimens, this increase is more than offset by reduced hospitalization and 

lower overall health expenditures; and 

 Patients who undergo a DSMT program have, at a minimum, a 10% higher compliance 

rate with evidence based medical treatments to improve their health outcomes. Blood 

glucose monitoring and cholesterol monitoring are also improved. 



Pre-Diabetes:  

Addressing the DSMT gap for those at risk to prevent diabetes 
 

It is possible to delay the onset of type 2 diabetes or slow its progression with lifestyle 

modifications and behavior changes. This is the primary objective of diabetes self-management 

training (DSMT), when conducted by specially trained diabetes educators: 

 

 A 2009 study published in The Diabetes Educator showed that patients who have 

engaged in a diabetes education program have significantly lower average health costs 

than patients who do not undergo diabetes education. 

 A study by the National Diabetes Prevention Program study examined over 3,200 

overweight or obese pre-diabetes adults and showed that lifestyle interventions such as 

those taught by diabetes educators in diabetes education programs reduced the 

incidence of diabetes by 58% overall, and 71% for older adults. 

 A 2009 study commissioned by the National Changing Diabetes Program, published in 

the peer-reviewed Population Health Management, examined the financial impact of 

the population with pre-diabetes on the American health care system and resources. The 

study authors estimate that people with pre-diabetes cost approximately $25 billion a 

year. 

 

Action requested: AADE recommends that Congress takes steps to include DSMT as a 

Medicare benefit for those who are diagnosed with pre-diabetes, according to medically 

accepted screening guidelines adopted by the Centers for Disease Control (CDC). 

 

DSMT bends the health care cost curve! 



 

New Studies Support DSMT Value and Cost Effectiveness 
 

Summary 

New findings presented at a National Institute of Health (NIH) conference in December 2008, as 

well as a study slated for publication in early 2009, provide additional compelling evidence that 

DSMT programs, involving a health team approach that includes credentialed diabetes educators, 

not only significantly reduce overall health costs but also improve health outcomes.  

Unfortunately, the findings also show that DSMT programs are underutilized by some aspects of 

the population most in need of such services, and that physician awareness of DSMT is limited. 

 

Congressional Action Needed 

These findings support the critical need for Congress to enact legislation to include credentialed 

diabetes educators as Medicare providers of DSMT, in order to enhance access to DSMT care 

that directly impacts diabetes health outcomes and saves money. 

 

Findings 

 In a study of over 32,500 high risk pregnant women with gestational diabetes, DSMT 

reduced overall pregnancy related health costs by an average of $13 thousand per 

pregnancy.i 

 A 3-year retroactive claims analysis of 4 million covered lives, including 250,000 

Medicare beneficiaries, presented at an NIH conference in December 2008, showed an 

average Medicare cost savings per month/per patient of $135 for those beneficiaries 

who complete DSMT. ii 

 Cost savings for inpatient hospital costs, according to the study above, is even more 

profound, showing savings of $160 per month/per patient. ii 

 Pharmacy costs for patients in the study above showed a modest increase, as a result of 

patient adherence to prescribed physician medication regimens.  This increase was 

more than offset by reduced hospitalization and lower overall health expenditures. ii 

 A systematic review of existing literature on DSMT programs found that 70% of all 

relevant studies showed DSMT resulted in decreased health care costs.iii 

 Patients who undergo a DSMT program have, at a minimum, a 10% higher adherence 

and compliance rate with clinically appropriate, evidence based medical treatments to 

improve their health outcomes .i, ii, iii It also includes improvements in risk reduction 

behaviors, such as blood glucose monitoring and cholesterol monitoring. 

 Physician understanding of the role of diabetes education in the treatment of patients 

with diabetes varies greatly. ii This finding supports the ongoing need for Congressional 

support to help educate physicians about DSMT and the need to include credentialed 

diabetes educators as providers, to allow them to work more effectively with physician 

offices to improve patient quality of care. 

 Insured patients who are most likely to undergo a DSMT program are younger, female 

and reside in more affluent areas. ii Unfortunately, this means that older, poorer, and --  

most likely --  sicker Medicare beneficiaries do not have access to the type of cost 

effective, lifesaving benefits afforded by DSMT.  
 
i An Assessment of Patient Education and Self-management in Diabetes Disease Management, Karen Fitzner, PhD; Deborah Greenwood, Med, 
APRN, BCADM, CDE; Hildegarde Payne, RN, MA, CDE; John Thomson, Lana Vukovijak, MA, MS; Amber McCulloch; James Specker, 

Population Health Management, Volume 11, 2008. 
ii Assessing the Value of Diabetes Educators and Diabetes Self-management Education/Training, Ian Duncan FSA FIA FCIA MAAA; Solucia 
Inc.; Christian Birkmeyer, MA, Solucia Inc; Suzanne Austin Boren, PhD, University of Missouri; Karen Fitzner, PhD, American Association of 

Diabetes Educators. Poster NIH Disparities Conference, Dec 16-20, 2008, Washington DC. 
iii Costs and Benefits Associated with Diabetes Education, Suzanne Boren, PhD; Karen Fitzner, PhD; Pallavi Panhalkar; James Specker. 
Publication date: 2009 The Diabetes Educator.  



 

Diabetes and Tele-Health: 

Improve Access to Diabetes Self-Management Training 
 

Overview 

For people with diabetes, telemedicine and tele-health services include remote monitoring, which 

may use devices to remotely collect and send blood glucose or other relevant diabetes care 

information to a monitoring station for interpretation; individual DSMT consultations via 

videoconferencing; and group DSMT classes. 

 

Prior to 1999, Medicare coverage for any tele-health service was limited to services that did not 

require a face to face encounter under the traditional model of medical care (e.g. interpretation of 

an x-ray). Subsequent amendments led to the provision of coverage and payment of consultation 

services delivered via tele-health to beneficiaries residing in rural health professional shortage 

areas (HPSAs), along with other restrictions and specifications, and later expanded Medicare 

tele-health services to include consultations, office visits, office psychiatry services and any 

other service deemed appropriate by HHS.  

 

Effective in 2010, CMS added individual and group DSMT to the list of Medicare tele-health 

services in the Physician Fee Schedule (PFS), along with certain specified requirements for 

beneficiaries who may need training in self administration of injectible drugs. 

 

Tele-health is not intended to replace the need for initial face to face assessment with a diabetes 

educator. However, for ongoing DSMT services with an established patient, tele-health can help 

enhance and support a person with diabetes to meet the goals of their diabetes management plan 

taught in a DSMT program and to maximize adherence to, and progression of, their care in order 

to prevent or avoid both the acute and chronic complications of uncontrolled diabetes.  

 

The Department of Veterans Affairs is arguably leading the nation in its utilization of tele-health 

services to enhance access to care. Medicare should follow suit. 

 

Current tele-health provisions are either out of date, incomplete, or do not reflect the 

delivery of health care services in the 21st century: 

 Medicare tele-health services can only be furnished to an eligible beneficiary in an 

‘originating site’, defined as a physician office, hospital, CAH, RHC, certain dialysis 

centers, SNF, and CMHC. The originating site must also be located in a rural HPSA or a 

county outside of an MSA. Solution: Medicare provisions regarding tele-health 

services for DSMT should allow the use of remote monitoring, video conferencing or 

other mobile-based technologies as deemed appropriate for the patient regardless of 

the patient’s location vis a vis an ‘originating site.’ 

 Practitioners at the distant site for tele-health services are defined as one of the following: 

physician, PA, NP, CNS, Nurse Midwife, clinical psychologist, CSW, RD or nutrition 

professional. Solution: Credentialed Diabetes Educators should be included as tele-

health providers for DSMT. 

 

 

 

 

 



 Approximately 135,000 American women are diagnosed with gestational diabetes 

annually.  It can occur in women who have never had diabetes, but who have high blood 

glucose levels at some point during a pregnancy.  While for the majority of women who 

experience GDM, their glucose returns to a normal level after pregnancy, having GDM 

has been shown to have significant future impacts on both mother and child, including an 

increased risk of Type 2 diabetes. Solution: Establish a pilot of payment and service 

innovations for Medicaid plans to use tele-health to coordinate and improve care for 

Medicaid at-risk pregnancies, including targeting women who are diagnosed with 

gestational diabetes. 

 42 CFR 410 defines “Interactive telecommunications system”, as  ‘multimedia 

communications equipment that includes, at a minimum, audio and video equipment 

permitting two-way, real-time interactive communication between the patient and distant 

site physician or practitioner. Telephones, facsimile machines, and electronic mail 

systems do not meet the definition of an interactive telecommunications system’. 

Ongoing advancements in technology, including the use of mobile ‘smart phones’ and 

home computer systems, have rendered the current definition obsolete in today’s 

environment. Solution: Update the definition of “Interactive telecommunications 

system” to incorporate existing technology and establish a system for incorporating 

new technologies as they become available. 
 

                                                 
 

 

 


