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Foreword 

The Lyndon B. Johnson School of Public Affairs has established interdis
ciplinary research on policy problems as the core of its educational pra
gram. A major part of this program is the nine-month policy research 
project, in the course of which two or three faculty members from dif
ferent disciplines direct the research of ten to twenty graduate students of 
diverse backgrounds on a policy issue of concern to an agency of govern
ment. The "client orientation" brings the students face to face with admin
istrators, legislators, and other officials active in the policy process, and 
demonstrates that research in a policy environment demands special 
talents. It also illuminates the occasional difficulties of relating research 
findings to the world of political realities. 

This report on programs for the control and treatment of diabetes was 
produced by a policy research project conducted in academic year 1979-80 
with funding from the Texas Department of Human Resources, the Henry 
J. Kaiser Family Foundation, and the Lyndon Baines Johnson Foundation. 
The report presents the project's research findings on the programs in 
Austin, data regarding the Medicaid Program in Texas, and a description 
of model programs in other states, all of which were presented by project 
members at a conference held in Austin for health ·planners and 
practitioners. In addition to the student papers, the volume includes 
conference addresses and workshop proceedings. 

It is the intention of the LBJ School both to develop men and women with 
the capacity to perform effectively in public service and to produce 
research that will enlighten and inform those already engaged in the 
policy process. The project which resulted in this report has helped to 
accomplish the former; it is our hope and expectation that the report itself 
will contribute to the latter. 

Elspeth Rostow 
Dean 
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Preface 

Most of the chapters in this volume were prepared as part of a Policy 
Research Project on diabetes and other chronic diseases conducted at the 
LBJ School in academic year 19:79-80. As members of the project studied 
diabetes, we became convinced that it is a disease whose seriousness.is 
often underestimated and whose severity is amenable to substantial 
mitigation with proper control and change in personal habits. In response 
to this concern and recognition, the project organized a conference on 
Programs to Prevent and Control Diabetes. held at UT Austin on April 18, 
1980. The purpose of the conference was to review current knowledge 
concerning diabetes, to present some of our tentative research findings 
regarding current programs to treat and contro l diabetes, and to 
encourage appropriate activities by a number of the persons responsible 
for treating, paying for the treatment of, and educating diabetics. 

In his introductory lecture in the opening section of this volume, Dr. 
Luther Travis presents an overview of current kno.wledge about diabetes, 
its clinical course, and approaches to appropriate therapy. Dr. William 
Flynt's remarks follow those of Dr. Travis, providing an account of the ten 
model state diabetes programs which the Center for Disease Control is 
funding under his direction. These two papers are intended to set the stage 
for the remainder of the volume, which consists primarily of student 
papers on the findings of the Policy Research Project. 

In Part II , Dora McDonald analyzes the programs and expenditures of 
Texas state agencies that are related to screening. treating, and educating 
diabetics. Sara Morris then presents the results of her study of a ll Texas 
Medicaid enrollees in fisca l year 1979 who had a diagnosis of diabetes. 
She examines this population by age, sex, source of eligibility, county of 
residence, and diagnoses in addition to diabetes to provide a number of 
interesting insights. Although a number of aged d iabetics in nursing 
homes were undoubtedly missed in the Morris study the results remain 
useful. 

Part III of the volume is devoted to an analysis of specific issues in 
Austin. Sarah Perkins presents the results of a study of the cost of treating 
diabetics in 1977 arid 1978 at Brackenridge Hospital in Austin. Jonathan 
Ellis discusses the project's survey research on a number of diabetics 
enrolled in the City of Austin's Clinic Card Program. Although these 
studies are somewhat limited in scope, they are indicative of the kinds of 
·analysis local programs and i'nstitutions can perform on a disease-by
disease basis. In particular the relatively small sample size of the survey 
and the high probability that the Brackenridge study missed a number of 
diabetics should inhibit much use of these particular results. 

The fina l section of formal papers is devoted to the design and payoff of 
health education and health promotion programs. James Mikus reviews 
the literature regarding the returns to health education and monitoring 
programs for diabetics. Linda Gibson discusses some of the issues 
involved in developing general health promotion and disease prevention 
programs. Steve Clyburn, an alumnus of the LBJ School now employed by 
Kappa Systems in Maryland. presents the results of his research into the 
characteristics of forty health promotion programs. Finally, Reymundo 
Rodriguez provides a framework for the development of health promotion 
programs in low-income communities. 

The appendix to this book consists of summaries of the fou r workshops 
that comprised the rest of the conference. The first workshop examines 
alternative programs that might be developed for the low-income clinic 
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and diabetic population in Austin. In particular the discussion zeroes in 
on high-cost users of care who do not receive continuous care. In the 
second workshop there is a great deal of interchange regarding the role of 
different providers in health education and health promotion, with 
specific emphasis upon the role of clinical dieticians. The third workshop 
on possible reforms in Medicare and Medicaid focuses on the possiblity of 
Texas's neg otiating a waiver so that an adequate outpatient health 
education program for newly diagnosed diabetics could be reimbursed. In 
the fourth workshop the focus is on identifying statewide diabetes 
problems and potential improvements in existing programs. In particular 
the extremely high incidence of diabetes in certain populations is 
discussed, as is the possiblity of developing a statewide health data 
consortium. 

The success of the Policy Research Project and the conference was due 
in large part to the contributions of a number of persons and organiza
tions. Funding for both the project and the conference came from grants 
from the Texas Department of Human Resources, the Henry J. Kaiser 
Family Foundation, and the Lyndon Baines Johnson Foundation. 

The project benefited from the expertise of many individuals. Steven 
Clyburn served as a participating faculty member and made a number of 
visits to the class and provided backup support in Washington, D.C. Tai 
Jordan of the Texas State Health Planning and Development Agency, 
Jeannine Ramsey of the Texas Epilepsy Planning Commission, and staff 
from the Central Texas Health Systems Agency provided very useful 
material when we were examining chronic illnesses in general. Reuel 
Waldrop shared a lifetime of community health assessment and 
promotion with the class. Martha Katz, of the Office of Health Promotion 
and Disease Prevention at the U.S. Department of Health and Human 
Services, came to Austin and brought the class up to date in the area of 
health promotion. Anelise Unterharnscheit, from the University of Texas 
Health Sciences Center in Houston also came to the class and provided us 
with useful information regarding diabetes epidemiology. Terry Baylor, 
who runs the Adult Cardiovascular Program at UT Austin, and Professor 
Roseann Shorey of the UT Austin Department of Home Economics 
delivered lectures on the impact of exercise and nutrition on diabetics and 
prediabetics. Dr. Albert Randall, Director of the Austin-Travis County 
Health Department , served as a preceptor and as one of the project's 
clients. 

Others who contributed directly to this project include Quentin 
Woomer, Administrator of Health Programs at the Texas Department of 
Human Resources; Dr. Arnold Ashburn, Assistant Commissioner of 
Purchased Health Services at TDHR; and Robert Tyndall, TDHR, who 
devoted many hours to the project in helping prepare and "clean up" the 
data tape of diabetics covered by the Medicaid Program in fiscal year 
1979. 

Also, at the Texas Department of Health, Dr. Hal Harle, Bill Nichols, 
and Rose Manson all provided us with helpful information and data. At 
Brackenridge Hospital. Charlie Trimball, Bob Jacobson, and Chris Vogle, 
as well as the staff of the Medical Records and Computer groups, were all 
very helpful. In addition to Dr. Randall, many persons at the Austin
Travis Country Health Department and the neighborhood clinics assisted 
us in obtaining data, identifying diabetics, scheduling interviews, and 
understanding the system. 
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Mary Lou Gregg and many other members of the Capital Area Chapter 
of the American Diabetes Association were very supportive of our 
activities and a source of a great deal of information, as was Doug 
Addington, Director of the South Texas affiliate of the American Diabetes 
Association. Wendel Mayes, past president of the American Diabetes 
Association and an Austin resident, was extremely generous in assisting 
us with organizing the program for the conference and in making 
suggestions as to potential participants. 

The analysis in this volume only scratches the surface of the problems 
and promise of developing effective programs for diabetes prevention and 
control. We hope that it will at least serve to stimulate further efforts in 
Austin, Texas, and elsewhere. 

David Warner 
Project Director 
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1. Diabetes Mellitus-Circa 1980 

LUTHER TRAVIS, M.o.• 

I appreciate the invitation to address this group and to 
keynote such an important conference. Represented here 
topay are the various health disciplines which can bring 
about major policy decisions concerning health matters 
in this state. It is highly appropriate for such a group to 
address the subject of diabetes mellitus. A number of 
other states are well ahead of us in the development and 
implementation of statewide programs for persons with 
diabetes. A few already have state-supported institutes 
for providing direct services 'to people with this all-too
common illness. This is much in contrast to the absence 
of any coordinated program in the state of Texas. It is not 
only pertinent that we address this subject but it is also 
appropriate that such a meeting and discussion occur in 
the LBJ School of Public Affairs. Health is one of the most 
important public affairs, and diabetes mellitus repre
sents one of the major chronic health problems. 

As we begin to discuss diabetes, the first item that 
needs to be understood is that diabetes is not a single 
disease but a multiplicity of diseases which have a single 
feature in common-an intolerance to carbohydrate or 
sugar. Clearly, there are at least two major varieties of 
this disease, but there may be subdivisions of even these 
two major groups. The first and most common variety of 
diabetes is known as non-insulin dependent diabetes 
mellitus (NIDDM). Synonyms for this form are Type II 
diabetes, maturity-onset diabetes, adult-onset diabetes, · 
ketosis-resistant diabetes, and stable diabetes. Some 
characteristics of this variety are noted in Table 1.1. As 
the various names imply, this is the type of diabetes that 
most commonly begins in the person over forty years of 
age and is not dependent for control of blood glucose on 
the administration of insulin. Most persons with Type II 
diabetes are obese. and when blood levels of insulin are 
measured, they are usually either normal or increased in 
amount. Despite this, the insulin does not appear to work 
effectively and blood sugars are usually elevated above 
normal following meals. T he insulin is effective, how
ever, in preventing fat breakdown and ketone produc
tion. One of the major factors of significance to a confer
ence such as this is the fact that this form of diabetes is 
effectively treated by a program of diet restricted in 
calories but nutritionally sound, aimed at weight reduc-

*Professor and Director, Division of Nephrology and Diabetes. 
The University of Texas Medical Branch at Galveston. 

tion. Of even more significance is the fact that the clinical 
features of this form of disease are potentially prevent
able by public health measures designed to prevent obe
sity. 

The other major form of diabetes is quite different. Its 
most appropriate name is insulin dependent diabetes 
mellitus (IDDM). Synonyms are Type I diabetes, juve
nile diabetes, ketosis-prone diabetes, and childhood dia
betes. Some features are noted iri Table 1.1. The onset 
here is in the younger person, usually prior to age twenty-

TABLE 1.1 
Features of Diabetes Mellitus 

Characteristic 

Synonyms 

Frequency 

Age 

Sex 

Body character 

Inheritance 

Insulin deficiency 

Need for insulin 
administration 

Ketosis 

Role of diet 
therapy 

Complications 

Type I Type II 

Insulin-dependent . Non-insul in dependent 
(I DOM). juvenile (NI DOM), adult onset, 
onset (JODM). maturity-onset 
ketosis-prone (MODM). ketosis· 

resistant 

5-15% 

75% < 25 yrs. 

Equal 

Normal or th in 
(95%) 

Ouestionable
may be related to 
HLA system and 
virus infection 

Absolute, after 
" honeymoon" 
period 

Always 

Common 

Constant so as to 
balance effect of 
insulin 

Microvascular 
disease 
neuropathy 
others 

>85% 

90% >40yrs. 

Female: Male 2-3 : 1 

Obese(> 60%) 

Autosomal recessive 
or dominant 

Relative; insulin secre· 
tion may be normal or 
increased 

Occasionally 

Very unusual 

Weight reduction 

Mostly macrovascular 
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·five, and the disease state is much more profound than in 
the other variety. There is a marked deficiency in the 
manufacture and release of insulin by the pancreas and 
the deficiency ultimately becomes absolute in most pa
tients. Hyperglycemia is marked, and endogenous pro
duction of insulin is so low that lipolysis [fat break
down) is not prevented-ultimately leading to ketone 
production, ketonemia, and symptomatic ketosis. The 
individual is most often thin, rather than obese, and 
management must include daily injections of insulin lo 
replace that which is missing. Although persons with 
Type I diabetes account for less than 10 percent of the 
diabetic population, their "use" of the health dollar is 
inordinately high when compared with the person with 
NIDDM. 

Although this form of the disease (IDDM or juvenile 
onset) is not preventable or treatable with dietary mea
sures alone, as in the other form, recent studies have 
suggested that it may also be preventable by future pub
lic health measures. Type I diabetes appears to be an 
immune disorder in some instances and is probably re
lated to prior infection with certain viral agents. If the 
susceptible individual could be identified and the vari
ety of causative viruses pinpointed, an appropriate and 
successful immunization program might be initiated. 

Magnitude of the Problem 

Incidence/Prevalence: 

As I have already stated, diabetes is a major health 
problem. If one only considers its incidence or preva
lence, it is easy to appreciate this fact. In this country as a 
whole, the disease .is believed to affect between 4 and 6 
percent of the population-thus affecting between ten 
and fifteen million persons. This means that diabetes is 
one of the more common chronic health problems in the 
nation.But these national figures are suspect because it 
is known that Type II diabetes varies in frequency among 
population groups or ethnic categories. Various studies 
have demonstrated an increased frequency in most of the 
North American Indian tribes. Additionally, it has been 
suggested that the adult form of this disease is more 
frequent in Mexican-American and, perhaps, in Black 
populations. However, firm data does not exist for either 
of these population groups. 

It is known that there is a close association between 
the prevalence of adult onset diabetes and the presence 
of exogenous obesity. There is also some suggestion that 
it is associated with diets which are extraordinary high 
in carbohydrates. In Texas, with the marked heteroge
neity of our population, there is every reason to believe 
that the incidence of diabetes will vary with the various 
regions of the state, but here again specific data do not 

exist. Less still is known about juvenile onset diabetes. 
The incidence of this disease is variously reported to be 
from 1:700 to 1:2500. 

Why is it important for us to know about the incidence 
and prevalence of diabetes in our state? The answer 
appears obvious. There is a hope that this state, like 
others, will provide certain services to the diabetic com
munity. But we all have come to recognize that there is a 
limit to the amount of resources that can be expended on 
health. Ultimately, responsible government must set pri
orities, and we will be called on to present plans for 
effective use of this limited health dollar. How can we 
even approach this without knowledge of the magnitude 
of this problem? This, then, is the first and most critical 
area that must be addressed in health planning for diabe
tes in the state of Texas. 

Rate of Increase in Diabetes Prevalence: 

Data compiled by the National Center for Health Statis
tics suggests that Type II diabetes has increased signifi
cantly over the past three decades. Between 1965 and 
1973 the increase in the number of recognized diabetics 
was of the magnitude of forty percent. Many persons feel 
that this may represent a true increase in the incidence of . 
the disease. Others, however, feel that the major increase 
in increment is related to an increased awareness and 
recognition of the disease. Adult onset diabetes is so 
insidious in its onset and may be so mild early in its 
course that its mere presence may be unapparent and 
thus overlooked. Thus the actual rate of increase is not 
known. This once again thwarts future planning. 

The incidence of juvenile onset diabetes mellitus is 
also believed by some to be on the rise, and in this in
stance, any increase would definitely be a true increase. 
IDDM is usually abrupt in its onset and unless insulin 
therapy is soon instituted, the person becomes profound
ly ill-necessitating medical intervention. The differ
ences in onset characteristics between IDDM and NIDDM 
are related to both etiologic and pathophysiologic fac
tors. Whereas NIDDM [adult onset) is inherited along 
lines suggesting autosomal dominant inheritance with 
the presence of obesity as a precipitating factor, IDDM 
(juvenile onset) appears related to a preceding viral ill
ness in a genetically susceptible individual. Pathophysi
ologically, the person with IDDM has markedly decreased 
or even absent insulin production while the person with 
NIDDM has essentially normal but ineffective insulin 
production. 

Is there a rise in the incidence of IDDM? As mentioned, 
data is just not available, but based on referrals of chil
dren to diabetes centers or to diabetes camps, an increase 
seems likely. The reason for a rise might be manifold. It 
might be related to an increase in the diabetic gene pool 
due to better medical care of the diabetic, resulting in 



increased fertility and decreased perinatal mortality. The 
fact that the percentage of new cases of. IDDM in the 
offspring of known persons with IDDM has not increased 
suggests this is not the sole responsible cause. Since 
outbreaks of IDDM are known to follow outbreaks of 
viral illness in a geographic area, it is possible that there 
is only a fluctuating prevalence of the disease and not a 
true increase. Once again, it is impossible to plan appro
priately for the future if the yearly rate of detection of 
new cases in unknown. Although data is inexact for 
!tither of the subsets of diabetes, the estimated annual 
number of new cases of IDDM nationally is around 35,000. 
The rise is nearly cumulative since, as diabetics live longer 
with better health care, the diabetic population increases 
remarkably. 

Severity of the .Problem 

But numbers of new cases or increased survival of 
known diabetics are only small factors to be considered 
in this complex disorder. Diabetes is more than just an 
obese adul.t with a high blood sugar; it is more than just a 
person who must pay daily attention to diet; and it is 
even more than just a well-appearing child who must 
take insulin each day to survive'. Diabetes is not just a 
condition. It is a disease-one with potentially devas
tating consequences. It kills, it maims, it reduces the 
quality of life, it disrupts family interactions, and it 
takes its toll financially-both in payment for medical 
expenses and in reduction of work p_otential. 

Let us consider this more fully. In persons who have 
diabetes for twenty years or longer, somewhere between . 
45 and 80 percent will have significant peripheral vascu-. 
lar disease; between 35 and 60 percent will have hyper
tension; between 30 and 60 percent will have significant 
retinopathy; between 30 and 60 percent w.ill have renal 
involvement manifested by proteinuria, and between 30 
and 60 percent will have peripheral nerve involvement 
which is severe enough to produce paresthesia (pain) or 
anesthesia (loss of sensation). Countless others have 
cataracts or visceral neuropathy or recurrent hospital
izations due to ketoacidosis. Diabetes is a leading contrib
utor to our high national rate of cardiovascular disease 
and is the third leading cause of blindness in this country. 
Prior to discovery and widespread use of insulin, per
sons with diabetes often died of the devastating acute 
effects of diabetes-either ketoacidosis or complicating 
secondary infections. That has all changed, for now early 
recognition and prompt insulin therapy have reduced 
deaths due to these causes. On the other hand, the degen
erative complications alluded to above have increased 
parallel to the increasing life span so that today, patients 
with long-standing diabetes have high rates of heart 
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attacks and strokes, are often hypertensive, and account 
for a significant proportion of those adults in renal dialy
sis and transplant programs. 

The cost of medical care both individually and collec
tively is enormous. As an example, consider for a mo
ment the fifteen-year history of a patient who was re
cently referred to us for our evaluation. This young man 
of twenty-three years had been diagnosed as having dia
betes at age eight. Initially, he spent one month in the 
hospital, and over the next fifteen years had an addition
al 106 hospitalizations varying in duration from six to 
forty-five days. These were mostly for ketoacidosis and 

· for attempted establishment of carbohydrate control. At 
age twenty-one, he was found to have significant retino
pathy and nephropathy manifested by proteinuria. Laser 
therapy has preserved some of his sight, but he is now 
legally blind. He is on antihypertensive therapy and has 
painful cutaneous neuropathy. His nephropathy has pro
gressed to the point where he is currently being evalu
ated for either dialysis or renal transplantation. Conserva
tively speaking, the actual cost for his medical care has 
probably exceeded $250,000, and the largest expenses are 
in the future where renal dialysis and transplantation 
are a certainty. But even these enormous figures to not 
compare to other financial data. His mother and father 
estimate that they have collectively missed at least one 
year of work days, being with him during his hospitali
zations. Because he missed so many days in school, pro
motion was not forthcoming and he ultimately dropped 
out of school at age fifteen with a seventh-grade educa
tion. He has held about ten different jobs during the last 
eight years but none for longer than three months. His 
work potential for the future is questionable. He is on 
Medicaid and State Aid for the Blind. He soon will be 
eligible for Medicare due to his renal complications. He is 
uninsurable. The cost to society in dollars is enormous, 
with no end in sight. 

Certainly, for this example, I have picked a very bad 
patient problem, but the story is not all that unusual, and 
parts of it are common to many of our nation's diabetics. 
Later today you will hear some details of the economic 
burden on the individual and on society-data collected 
from this city and county but which relate to our state 
and nation. Even then, though the figures (lre enormous, 
they will be very incomplete. For they will not include 
the loss of work productivity from such patients. 

Prevention of Complications-Possibility 

The question that must be addressed is simple: Can these 
complications and their costly results be prevented by 

· current available means of therapy? The absolute an
swer to this question is not yet possible, but there are 
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very strong and convincing arguments that such is the 
case. Let us explore this somewhat. The incidence of 
ketoacidosis has been reduced dramatically and total 
eradication of this complication is at least possible, if not 
probable. Absolute eradication of ketoacidosis will re
quire more extensive education of the diabetic concern
ing its causative factors, its prevention, and its early 
management. Even more educational efforts directed to
ward the physician and health professional, concerning 
the use of newer and better means of therapy, will be 
required. 

Prevention of long-term complications are more diffi
cult to assess, but it is believed by many that the long
term complication rate could be reduced by at least 50 
percent with appropriate use of the knowledge and facil
ities we have at our disposal today. Most of the devastat
ing complications occur in non-insulin dependent tissues 
such as the lens of the eye (cataract), the nerve sheath 
(peripheral neuropathy], the mesangium of the kidney 
(nephropathy], and the intima of small blood vessels 
(retinopathy, hypertension). Entry of glucose into these 
tissues is entirely dependent on the level of blood glu
cose. In each tissue, there is an accumulation of glycopro
teins, believed to be in part responsible for the tissue 
injury, that is proportional to the duration and degree of 
elevation of blood glucose. Thus even though there may 
be other contributing factors, such as inheritance, the 
major cause for the development of these complications 
appears to be the elevated blood glucose. This line of 
reasoning suggests that control of blood glucose will 
prevent these complications-or at least delay some of 
them. Although concrete evidence of this premise is 
scanty, there is no evidence to refute it. 

When we speak of control of diabetes, we are actually 
speaking of control of blood glucose. To what extent 
must blood glucose be controlled if complications are to 
be prevented? No one knows the answer to this question, 
but the closer the glucose level approaches that of the 
nondiabetic, the better the likelihood of prevention will 
be. But can diabetes be controlled? Can blood glucose be 
normalized? Certainly it can be in the non-insulin de
pendent patient, but what about in the juvenile diabetic? 
Here, the lack of the fine tuning of carbohydrate metabo
lism as a result of the absence of insulin secretion makes 
attempts at control much more unlikely. But control may 
not need to be absolute to bring about some dramatic 
changes in the complication rate. There are now num-

·-:-erous studies to suggest that the complication rate in 
those of modest control is significantly better than in 
those with poor control. But control must be better than 
is currently achieved in the majority of persons with 
insulin dependent diabetes if a reduction in complication 
rate is to be achieved. 

If better control can be achieved, why is such not being 

accomplished? This is a complex issue and involves at 
least two factors: (1) the fact that diabetes is difficult to 
control even with the best therapy, and (2) inappropriate 
belief-systems among many of our physicians and other 
health professionals. 

Insulin, when introduced into therapy in the 1920s. 
brought about a dramatic change in diabetes. People 
with diabetes lived! And more importantly, people who 
lived were generally well. When insulin was given in 
amounts which exceeded needs, hypoglycemia, some
times profound, was a result. Since patients were found 
to have little in the way of acute symptoms or signs if the 
blood sugar were allowed to be high, hyperglycemia be
came the preferred condition, when contrasted to peri
odic hypoglycemia. With the development of the longer 
acting insulins, it was possible to promote the feeling of 
well-being without undue hypoglycemia by giving a sin
gle injection of insulin daily. Physicians treating persons 
with diabetes did not believe that control was significant 
factor in the development of degenerative complications. 
Supporting their views was a series of studies which 
seemed to indicate that the vascular lesions were inher
ited as a separate factor. Thus a concept of relatively 
loose control was popularized. 

On the other side were proponents of "rigid" control, 
where vigorous attempts were made at controlling blood 
glucose by paying rigid attention to insulin and diet. 
These physicians believed that loose control led to an 
increase in incidence of complications, and they advo
cated two or more insulin injections per day as well as 
rigid dietary adherence. These advocates were accused, 
often rightly so, of being more concerned about the blood 
sugar than about the person in whom the sugar was 
being monitored. 

Physicians in training during these changing times 
were polarized toward one or the other view, but several 
factors tended to influence them more toward the side of 
loose control. These were (1) the long-term effects were 
delayed and therefore not apparent; (2) the ease of ob
taining loose control was attractive in contrast to the 
marked attention necessary to attain rigid control; and 
(3) there was more flexibility for physicians and families 
with loose control. 

Over the years, with the increasing knowledge of the 
pathogenesis of the complications and the recognized 
psychosocial problems attendant to extremely rigid regi
mens, the poles have become less distant and a more mod
erate approach is taken by both sides of the issue. But the 
results of the arguments linger and most patients are 
being managed by physicians who .still advocate loose 
control. Thus, true control of blood glucose is not often 
attempted, partly because of its difficulty and partly 
because of the mistaken belief that it is not necessary. 
Two things are necessary to reverse this policy: (1) bet-



ter means of insulin therapy that are more responsive to 
the body's needs, and (2) more appropriate physician 
and health professional education. 

Goals of Individual Diabetic Therapy 

Prior to planning anything to do collectively for diabetes 
mellitus, we should look at some goals for the individual 
with diabetes. Table 1.2 lists some general goals of ther
apy that we have identified for all children under our 
care, but most will apply to children and adults with 
diabetes. The initial goal of therapy is control of carbo
hydrate metabolism and the clinical manifestations at
tendant to its disarrangement. The first subset here must 
be a feeling of good health. For a diabetic to be in control, 
he or she must feel well. This implies a freedom from all 
symptoms. inch~ding those often felt to be very minor 
irritants, such as nocturia or the feeling of being restric
ted in one's life choices due to the presence of a disease. 
The second is very similar and speaks to one's everyday 
acts or operations: the diabetic must be able to function 
the s~me as one's peers. This means many things-it 
means having gaod enough health so as to insure both 
equal employment opportunities and equal insurability. 
It means a degree of healthiness to the point where the 

TABLE· 1.2 
General Goals of Management- IDDM 

I. ,;Control" of carbohydrate metabolism 

A. Good health (current) 
1. Feels well (similar to nondiabetic peers) 

-freedom from symptoms 
2. Functions normally (similar to nondiabetic peers) 

B. Biochemical and physiologic control as. close to that 
of nondiabetic as possible 
1. Blood and urine glucose levels 
2. Glycosolated hemoglobin concentrations 

11 . Normal development and maturation 

A. Optimum statural growth 
1. Optimum I inear growth 
2. Normal height/weight relationship 
3. Attainment of physical potential 

B. Optimum psychosocial development 
1. Achievement of intellectual and emotional poten· 

ti al 
2 . Attainment of "maturity" 

111 . Deley or prevention of complications (or consequences) 

A. Prevent acute consequences 
B. Prevent or delay chronic consequences 
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child misses no more days in school than would be ap
propriate for his or her nondiabetic peers or, for the 
adult, no more missed workdays than his . or her peers. 

But feeling well and functioning normally are not 
enough. This is what we spoke of earlier-blood sugar 
and other biochemical determinants of diabetes must 
also be addressed. For the person to be under control, 
these biochemical areas should be as close to that of the 
nondiabetic as is possible. This means either that blood 
or urine sugars must be closely monitored or that levels 
of hemoglobin At must be normalized. 

The second goal of therapy, certainly for children, is 
normal development and maturation. Development here 
applies to both statural and emotional growth along nor
mal lines. Normal growth is not always achieved in the 
child with diabetes. Studies have shown that in cases 
where one identical twin has diabetes and the other does 
not, the diabetic twin virtually never achieves the expec
ted height. Additionally, children who develop diabetes 
at a very young age, say less than four years, rarely 
attain the height that would be expected. But normal 
development also includes emotional and psychological 
growth. This is a very important and much overlooked 
area. Persons with insulin dependent diabetes live in a 
"life-or-death" situation every day. Every single day, 
either they or their parent or spouse must make decisions 
about their lives that most of us make about our personal 
lives only very rarely. The tension could be enormous. 
Small wonder then that many children are so seriously 
overprotected that they cannot become responsible 
adults. Also small wonder that because of this potential 
for enormous tension, many diabetics cope by either un
derestimating the severity of the disease or by completely 
ignoring it. 

The third goal of therapy is prevention of complica
tions, or at least a significant delay in their appearance 
and reduction in their severity. This, in the end, has to be 
one of the overriding goals, and as we have already seen, 
it is potentially achievable. 

Problem Areas in Diabetes 

There are, naturally. numerous problem areas within the 
whole spectrum of this disease. but today I would like to 
spend our time on those where: (1) there is a high proba
bility of resolution during this decade, and (2) where we 
by our planned actions can have some impact on the 
future. 

Demography 

I have alluded to this earlier in the presentation, but more 
emphasis is needed here. We need a nationwide data 
collection system to identify the magnitude of the diabe-



8 I Diabetes MeJJitus-Circa 1980 

tes problem. This is even more important locally, for it is 
within the state where priorities for health expenditures 
will need to be established. I see the collection of sound 
and reliable demographic data as the number one prior
ity in our state. There are several means which might be 
utilized to accomplish this goal. One possible method is 
to make diabetes a reportable disease and to provide the 
necessary support services to keep an ongoing account of 
the disease. The necessary facilities and personnel to 
accomplish this task may already be available within 
Texas if such organizations as the State Health Depart
ment, the Department of Human Resources, the LBJ 
School of Public Affairs, The University of Texas School 
of Public Health, and the seven medical schools were to 
pool their resources. What it will require is money and 
direction. The money spent, however, will eventually 
reap huge rewards, for we will be able to spend subse
quent dollars in a coordinated program rather than in a 
harum-scarum method. 

Epidemiologic 

The mere collection of and constant updating of demo
graphic data will give us a tremendous amount of epi
demiologic information if the proper questions are asked 
in the data collection process. A few examples seem 
appropriate. It has been suspected for some time that 
juvenile onset diabetes (IDDM) and adult onset diabetes 
(NIDDM) are different disease processes with only some 
biochemical similarities. Evidence in the past few years 
has supported this by suggesting that NIDDM may be 
inherited by a typical autosomal recessive mode (some 
say perhaps by an autosomal dominant mode). Various 
factors such as obesity, pregnancy, certain medications, 
and, perhaps, environmental factors may play a precipi
tating or facilitating role. Similar studies have suggested 
that IDDM may not be inherited at all, but that certain 
persons may inherit a tendency to acquire certain viral 
illnesses which then invade and destroy the pancreatic 
beta cell. However, there are many unanswered ques
tions-one being the fact that there is a positive family 
history of NIDDM in at least one-third (and maybe one
half) of the cases of IDDM. Familial aspects of these 
diseases could be better approached if we has such data; 
screening for suspects could therefore be more selective 
and cost-effective. 

A few years ago. our group in Galveston became im
pressed with the fact that two neighboring communities 
had a much larger number of Type I diabetics than ap
propriate when compared to our own city despite the fact 
that the combined populations of the two cities were 
smaller than that of Galveston. At least two possibilities 
existed for this discrepancy. One possibility was that the 
two cities had a much higher level of environmental 
pollution (predominantly petrochemical) than did Gal-

veston. Another possiblity was that the two cities ap
peared to have a younger population base than Galves
ton and hence to have a larger group of children at risk. 
Because of the absence of adequate demographic data 
and the expense of an epidemiologic investigator, this 
question still remains unresolved. 

Another example of the great need for epidemiologic 
data occurred this year. Our University Diabetic Clinic 
accepts referrals from all over the state. For the past six 
years the number of new diabetic referrals for any given 
month has remained relatively constant. But this year, . 
between March and August, our new diabetic referrals 
per month was over three times higher. Additionally, we 
found that the number of new diabetics applying to our 
camps almost doubled when compared to previous years. 
And we, in Texas, have an increased rate of IDDM in 
1980? Or, was this just a change in referral lines? If there 
was an increase, why? Did we have a new diabetogenic 
virus within the past year that invaded our state? These 
are all questions that might be approached if our system 
were in order. 

Health Status 

It is appropriate to speak again for a moment about the 
health of the diabetic. Most of us take health as a matter 
of fact without giving much thought to it. With relation to 
our usual energy demands, we consume a given amount 
of food and our bodies make and secrete precisely the 
right amount of insulin to affect optimum metabolism. 
The diabetic, on the other hand, has lost that regulatory 
efficiency. Instead, the insulin must be given by injec
tion, and when given in this fashion, its action curve is 
that which was predetermined by the manufacturer. It is 
not geared to need-sometimes the amount of insulin 
exceeds that needed and at other times the amount is less 
than needed with resultant hyperglycemia. Regardless 
of the number of injections given per day, the glucose
insulin ratio is rarely ideal. Regardless of how hard one 
tries, diabetes can be frustrating. Attempts to normalize 
blood glucose with insulin .alone is analogous to attempt
ing to tune a fine watch with a pitchfork. Consequently, 
the diabetic, if he or she is to be under control, must also 
pay close attention to food intake and to exercise pro
grams. The much sought-after flexibility of life-style is 
threatened and a degree of rigidity in life-style is im
posed. 

One other frustration to the diabetic is the inability to 
monitor conveniently and accurately the day-to-day pro
gress of the carbohydrate metabolism. Urine sugars, al
though they represent the standard method used by most, 
are inexact and do not register a positive level until blood 
sugar has risen to at least twice normal levels. Blood 
sugars. to be reliable indicators of control, must be done 
once or more each day and require either venapunctures 



or fingersticks. Even the new measure of diabetic con
trol. glycoslated hemoglobin or hemoglobin A1, has the 
drawback of delayed feedback. 

Hopefully, within this decade we will have an optical 
sensor for ·measuring blood glucose and we may also 
have an insulin that is released in response to need. Both 
are distinct possibilities, but for the present, the diabetic 
must live with what we have and the fact that we have 
less than optimum tools does not justify our being sloppy 
in our attempts to control diabetes. We must make great
er efforts in teaching our health professionals how to 
make optimum use of what we have. For even with these 
we can aHer the future for most of our diabetics. 

Hea)th Maintenance 

This is, of course, our ultimate goal: to keep the person 
with diabetes in a state of good health. Figure 1.1 demon
strates many complications that are either the direct or 
indirect result of diabetes. We have already discussed 
the fact that many of these appear to be modified by 
attention to carbohydrate control. But our goal is not to 
reduce the incidence of complications or lessen their de
gree....,...it is to prevent them entirely. 

The recent introduction of insulin infusion devices 
("pumps") is a step in the right direction, but these Phase 
I pumps have multiple drawbacks, the greatest being the 
fact that they do not have a glucose sensor and the indi
vidual doses of insulin must still be predetermined. They 
have other problems: they are barely portable, are un
sightly, and have a number of design deficiences. Phase 

FIGURE 1.1 
Complications of Juvenile Diabetes 

ACUTE -
INCREASED INCREASED 

MORBIDITY ONLY MORBIDITY I MORTALITY 

~ Hyperglycemia +- Ketoacidosis 
I svmpt.l 

+- Hypoglycemia ..... Hypoglycemia 
- symptomatic 
- asymptomatic 

..... Ketosis 

~ Resistance to 
infection 

~ Emotional 

~ Others 
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II models will improve the situation, but not until we 
have a miniaturized, implantable model with a reliable 
glucose sensor will we have a truly effective instrument. 

Transplantat'ion of either the pancreas or beta cells is 
still sometimes not a practical method for treating diabe
tes. Until such time as the problems of rejection are 
solved and there is no longer the need to take antirejec
tion agents, this will not be the solution. 

Polymers of insulin, acting as exchange resins, may be 
of the most immediate benefit to the diabetic. Such poly
mers could conceivably release insulin in response to 
blood glucose concentrations, thereby making it some
what similar to an artificial beta cell. Once again, these 
things are in the future and our job today is to teach 
health professionals and patients (with their families) 
how to use the tools that we have.most effectively. I will 

. discuss this more in a subsequent section on education, 
which. I believe is our second biggest priority. 

Quality of Life 

Many diabetologists become enamored with the mechan
ics of diabetes-with the fluctuations in blood glucose, 
the fluctuating hormonal levels, the manipulations of 
insulin/food /exercise. Some even become fascinated with 
the devices that permeate our field, pref erring the opera
tion of these devices to the engagement in the more per
sonal aspects of diabetes. They forget that there is a big 
difference between "the person with diabetes" and "the 
diabetic person." 

Already we have discussed how demanding diabetes 

CHRONIC -
INCREASED INCREASED 

MORBIDITY ONLY MORBID I TY/MORTALITY 

~ Growth Retardation +- Microangiopathy 

~ Psychological 
- Nephropathy 
-Canliomyopathy 

- emotional -Hypertension 
+- Cataracts 
+- Neuropathy +- Macroangiopathy 
+- Microangiopathy 

I certain) 

~ ())esity 

..... Lipoatrophy-
Li pohypertrophy 

+- Resistance to Infection 
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can be and how frustrating. We have seen how it per
meates every aspect of a person's life. There is no disease 
which demands more from the patient that does diabetes. 
Diabetics must take more responsibility for day-to-day 
control, and yet they are often ill-equipped to do so. They 
are told that if they do not keep their blood sugar and 
urine sugar under good control. they will go blind or lose 
an extremity or develop kidney failure. And then, they are 
given the mediocre tools to work with and many must 
learn by self-experience and self-education. Although 
this may be an effective way of learning other things, it is 
not so with diabetes. For diabetics learn to respond pure
ly to their feelings and this almost ensures them of hav
ing constant hyperglycemia. 

Many health professionals, out of their own frustrated 
attempts to gain control and constant compliance, use 
fear as a motivating agent. Now, unfortuntely, for rea
sons that are not altogether altruistic, both of our nation
al diabetes societies have launched public awareness 
campaigns with fear as the message. Can you imagine 
the profound fear that is generated in an eight-year-old 
with diabetes when he sees a television commercial about 
a blind person who says, "They didn't tell me diabetes 
could do this." Or other similar things. Some people are 
transiently motivated by fear, but many of these respond 
differently-they either suppress the thought or assume 
a "what's-the-difference" stance. Compliance lessens and 
control worsens. 

People with diabetes have the same number of psycho
logic stresses that affect all of us nondiabetics- plus one. 
that one stress is diabetes and it is a big one. And it is 
also a vicious cycle. Psychologic stress causes the secre
tion of hormones which antagonize the normal action of 
insulin, thus allowing blood glucose to rise. Diabetes out 
of control causes more concern, more worry, more stress. 
And the cycle is established. Thus, one of the services 
desirable for diabetics is a mechanism for teaching them 
how to cope with their stresses more effectively. 

We have already seen how diabetes, when out of con
trol. has a serious economic impact, but what of the 
person who is in control and who works at doing a good 
job? If this person takes two injections of insulin per day 
and monitors three urines for glucose and ketones, the 
minimum daily expense is about $1.10. With some of the 
urine-test strip methods, the cost would increase to a 
minimum of $1.60 per day. Most patients should also 
have three or four physician visits per year ($75-$100) 
and at least two determinations of hemoglobin A1D ($30). 
Thus the yearly cost ranges from $500 to $730-a not 
insignificant figure. Fingerstick blood glucose values at 
home would add another $.50 per test. 

Education for diabetics is one of the most important 
aspects of their care. Various studies have shown that an 
educational program is very cost effective. Most studies, 

including our own, have shown a reduction in hospital
izations and a reduction in work or school absenteeism. 
Preliminary data from several clinics show better con
trol as a result of a structured educational program. Thu~. 
this may be the currently most effective means of reduc
ing the complication rate-teaching our persons with 
diabetes how to use the tools they have effectively. This 
therefore seems to have a very high priority for all of us. 

Education is much more than just teaching a few facts 
and demonstrating a few skills. It is also helping the 
patient to see the reasons for the goals of therapy and 
helping them to incorporate their strengths into the plan. 
The most important aspects of diabetes education have 
to do with teaching diabetics how to incorporate their 
illness into their everyday lives and how to cope with the 
day-to-day frustrations. 

But who is educating the diabetic? We have already 
seen how many physicians are ill-informed about the 
true values of control, and many may not oe aware of 
some of the methods for achieving control. Nurses and 
dieticians merely complement the physicians in most 
instances, and many of them are also inadequately trained. 
It is encouraging that more nurses and dieticians attend 
the continuing education courses of diabetes than ever 
before. It is discouraging that most physicians do not! In 
addition to the above, physicians are not traditionally 
trained as educators, and many have significant defi
ciencies in this area. Thus once again we must look to 
professional education as one of our highest priorities in 
planning for the needs of the diabetic for the '80s. 

Sir William Osler once said that "The best way to live a 
long life is to contract a chronic disease and to take care 
of it." All fine and good, but Sir William did not have a 
chronic illness. Robert Louis Stevenson did have a crip
pling chronic illness, and he said, "Life is not a matter of 
being dealt a good hand but of playing a poor hand well." 
People with diabetes have been dealt a poor hand. We 
need to help them learn how to play this hand to their 
maximum. They-and we-will be winners. 



2. Developments in the CDC. State Diabetes Dem~nstration Projects 

WILLIAM n. YNT, M.D. • 

I was telling Dora McDonald of my enthusiasm for the 
process and content of this meeting, since the approach 
used here is similar to that we have promoted among the 
s\ates participating in the Center for Disease Control 
(CDC) diabetes program. The point is how to take infor
mation about good care for persons with diabetes and 
translate this information into community programs ben
efiting the person with diabetes. Dr. Travis has eloquent
ly presented the current state of diabetes and our knowl
edge about care. In my remarks, I would like to present 
briefly the background and overview of the CDC state 
diabetes program, dwelling particularly on the process 
we are promoting for translating the information presen
ted by Dr. Travis into a community program. 

Table 2.1 shows the six federal agencies of the Public 
Health Service. The National Institute of Health (NIH) is 
involved in basic research, while the Center for Disease 
Control is a service-oriented, community- or public-health 
arm of the Public Health Service. There are other agencies 
also, with their respective areas of responsibility. Nota
ble is·the Health Services Administration, an important 
source of the federal care delivery funds which support a 
variety of state programs as well as the Indian Health 
Servite Program. These three agencies- the NIH, the 
CDC, and the Health Services Administration-are those 
now principally involved in the diabetes effort. 

As Dr. Travis has said, theNationalDiabetesCommis- · 
sion met in 1975. Its appointment and work occurred at 
time when CDC was becoming increasingly concerned 
and involved with chronic diseases in particular, apply
ing epidemiology to problems related to health care de
livery systems. The Commission wanted also to involve 
other agencies in diabetes. In this setting, CDC proposed 
to the Commission a community health oriented program 
involving state health agencies in a diabet~s control ef
fort. The Commission recommended that Congress fund 
this program, and in fiscal year 1977 the first funds were 
appropriated. 

CDC by contract with the health departments, now 
supports diabetes control projects in twelve states. There 
have been two rounds of contract awards for which a 
total of thirty-five states and the District of Columbia 
have applied. The contracts were awarded competitively 

*Deputy Director, Chronic Dis~ase Division, Bureau of Epide
miology, Center for Disease Control, Atlanta, Georgia. 

on the basis of technical merit. Among the technically 
equivalent applications, we tried to obtain a mix of dem
onstration settings based on rural-urban characteristics, 
size, and distribution of states among the federal!DHHS 
regions. There are not yet states in every region, as we 
try first to maintain the technical quality of the projects. 

The working definition of disease control is that state 
in which death, disability, and illness due to a specific 
disease are held to a minimal possible level according to 
currently available technology and resources. By way of 
extending Dr. Travis's remarks, there are studies by 
Runyan, Miller, Davidson, and others which have report
ed that when patients are properly educated, when phy
sicians are attuned to providing regular care for persons 
with diabetes, and when there is ready access to care, 
without economic, transportation, or other barriers, then 
one can reduce amputations, hospitalizations, and dia
betic ketoacidosis.1 

In this regard, the provision of proper care can reduce 
community levels of diabetes morbidity and mortality. 
These disease outcome indicators could be used to deter
mine how well a community is "controlling" diabetes 
morbidity and mortality among its persons with diabe
tes. For example, a specific indicator might be the num
ber of deaths from diabetic ketoacidosis among young 
persons. Experts agree that with high quality care there 

TABLE 2.1 
Agencies within t he Public Health Services 

U.S. Department of Health and Human Services 
Public Health Service 

Alcohol, Drug Abuse, and 
Mental Health Administration · 

Center for Disease Control 

Food and Drug Administration 

Health Resources Administration 

Health Services Administration 

National Institutes of Health 
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should be no deaths from diabetic ketoacidosis in the 
young. Also by way of example, present knowledge about 
prenatal and postnatal care can reduce perinatal mortal
ity among infants of diabetic mothers to equal that of 
nondiabetic mothers. Widespri;ad application of present 
knowledge also can reduce the number of hospitaliza
tions for diabetic ketoacidosis and amputations. Other 
measurements of diabetes morbidity and mortality would 
include retinopathy or blindness, and nephropathy or 
end-stage renal disease. Published results show that 
we should be able to reduce or postpone significantly 
the oc.currence of blindness among persons with 
diabetes. Similarly it is argued that the frequency of 
end-stage renal disease among persons with diabetes 
could be reduced. 

Based on this line of reasoning, the following national 
program goals were set three years ago at the inception 
of the CDC program: among persons with diabetes who 
are served by the program, reduce hospitalizations by 
50 percent, lower-extremity amputations by 10 
percent, and deaths from diabetic coma by 50 percent. 
Finally, the reported ten-fold excess in perinatal 
mortality among infants of diabetic mothers should be 
eliminated. These are goals to strive fo r and can be used 
by the national and state programs as measures of 
progress. The ~tates presently involved in projects 
have also reviewed these goals and by and large 
adopted them for their programs. At the same time, the 
goals are based on assumptions which should also be 
challenged. As the s tate programs proceed, they will 
obtain further data with which to test some of these 
assumptions. 

The process we are using with the states is the 
problem-oriented. approach to planning and evaluation. 
This approach assists in thinking through the kinds of 
information and desired outcomes discussed in this 
meeting today. A "problem" can be defined in terms of 
excess morbidity and mortality, using the indicators al
ready described. In this manner, one identifies where 
excess hospitalizations, amputations, or other indicators 
of morbidity or mortality are occurring. 

These populations may be defined in terms of geo
graphic (e.g., county, HSA region} selection because of 
Medicaid, Medicare, health maintenance organizations, 
or some other reason for defining a group of patients 
which can be examined in terms of morbidity and mor
tality. Having identified an excess, the next step is to 
determine the reasons for, or contributing factors to, this 
observed excess. 

This illustration provides a partial list of contributing 
factors that could be related to excess deaths from dia
betic ketoacidosis among a population of insulin depen
dent diabetics. Some have been addressed today, includ
inQ lack of oatient education. inadequate physician avail-

ability, inadequate physician training, inaccessibility of 
care, etc. The problem-oriented approach gives a frame 
of reference for distinguishing problems from reasons 
for the problems. The distinction aids in designing inter
ventions that can be directed more narrowly at selected 
areas thought most likely to alleviate specific problems. 
For example, rather than espousing the broader desire 
for patient education, one's efforts can be directed at 
educating patients of physicians about foot care to pre
vent amputations. Education of the newly diagnosed pa
tient with diabetes emphasizes among other things com
pliance in regular insulin administration. 

The CDC diabetes project states were funded in two 
phases. First was a planning phase using the problem
oriented approach and bringing together various organi
zations, professions, and diabetes interests within the 
community. The American Diabetes Association, the Ju
venile Diabetes Foundation, and the American Associa
tion of Diabetes Educators are among volunteer agencies 
with other areas of expertise and interest. At this meet
ing you have brought together some of these principles, 
as the project states have during their Phase I activities. 
You have already initiated these dialogues, important 
events for persons with diabetes in Texas. 

There are other questions that can be suggested in
volving other programs. How does the emergency medi
cal system handle diabetic problems? What happens to 
the diabetic person in prison? Where are other special 
care programs not included in this meeting that also have 
an impact on the quality of the care for the person with 
diabetes? These vary according to state, but by asking 
questions in this manner you may stimulate other people 
and organizations to become involved. Once you have 
information on morbidity and mortality and about how 
it is impacting on the patient with diabetes, the next step 
is to provide a means for using this in conjunction with 
knowledge about good care. This is also a role for the 
advisory board. As we have gained experience with the 
present states, we have become increasingly impressed 
that an advisory committee is a very important part of 
the process of using this in.formation. As noted, the advi
sory board should be chosen from among persons inter
ested in diabetes and involved in activities which may 
impact upon diabetes. It is easier to convince reimburse
ment sources of a need to become involved when they 
have participated in discussions concerning the magni
tude of morbidity and mortality problems. In three states 
[Maine, New York, and Michigan} Blue Cross/Blue Shield 
organizations have now recognized the need for reim
bursing outpatient education of diabetic patients and are 
now devising ways of providing such reimbursement. 
The state projects are in a position to help by determin
ing for these providers what difference such education 
makes, an appropriate question to ask. 



Having gone through this planning process, the states 
then submit plans for their intervention activities. These 
are intended to lower morbidity and mortality among 
patients with diabetes in the community. As part of the 
plan the states prioritize their proposed interventions 
because CDC can fund only a fraction of what is needed. 
Therefore we place upon each state the responsiblity of 
setting its intervention priorities according to the most 
pressing needs. Another advantage of this priority strat
egy is that if a project remains unfunded, but there are 
people or organizations on the advisory board interested 
and involved, then these may serve as an impetus for 
designing ·other means of funding that project. 

One example in this regard is in Colorado, where there 
are three diabetes organizations: the state affiliate of the 
American Diabetes Association, a chapter of the Juvenile 
Diabetes Foundation, and the Children's Diabetes Foun
dation at Denver. Prior to the state diabetes project, 
discussions among the three were infrequent. All were 
represented on the Colorado diabetes advisory board, 
and after we failed to fund an intervention project de
signed to educate public school teachers to recognize the 
signs· and s-ymptoms of diabetic coma, these three organi
zations developed an alternate strategy for conducting 
the project. They are now working together to carry out 
the work in the manner prescribed by the state plan. 

This year the diabetes program at CDC is switching to 
cooperative agreements. This mechanism differs from 
contracts and grants in that it provides more flexibility 
than ·contracts, yet more opportunity to negotiate the 
work to be done than do grants. With cooperative agree
ments, CDC can still provide technical assistance. For 
those of you unfamiliar with CDC this means the assign
ment of a diabetes adviser to work with the state project. · 
With contracts he or she serves as a CDC co-project 
officer, while for cooperative agreements he or she works 
alongside the state staff on the program. The vast major
ity of state health agencies welcome these advisers, al
though states di ff er with regard to their enthusiasm. 
Advisers play an integral part in the diabetes project, 
and for a new program represent a ready avenue of infor
mation exchange among the states and between the states 
and the CDC. They also facilitate communications with 
the NIH and such other segments of the diabetes national 
program effort as the Diabetes Data Group and the Dia
betes Information Clearinghouse. 

This has been a very brief review of CDC's diabetes 
program. However, I hope the similarities are evident 
between the process we encourage state agencies to use 
and that followed by this class in inquiring about diabe
tes control efforts in Texas. 

William Flynt, M.D. I 13 
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3. State Programs in Diabetes Detection and Treatment in Texas 

DORA MCDONALD 

In the state of Texas, programs for diabetes detection 
and control are characterized by a lack of coordination, 
gaps in services, and duplication of efforts. Although 
s'everal state agencies and private organizations are at
tempting to address these problems, care frequently 
comes too late to help the individual patient avoid severe 
complications and unnecessary suffering. Moreover, 
these delays impose alarming costs on taxpayers. 

Most state assistance to diabetic Texans is spent for 
treatment of severe disabling complications of the un
checked advanc·e of diabetes; a screening program is the 
lone prevention/detection initiative among state efforts 
in the field. Since a large number of the treatment pro
grams are federally funded, the diabetes programs in 
Texas reflect the federal emphasis on treatment rather 
than· prevention .. 

This chapter will analyze existing government ser
vices available to diabetic Texans through various state 
agencies . Existing programs and their cost will be dis
cussed and proposals for coordination, future programs, 
and future research will be examined. 

Nature of the Disease 

In order to understand the network of government ser
vices available in Texas state agencies, an understand-. 
ing of diabetes and its complications is essential. Most 
programs within Texas state agencies originated to meet 
the needs of one or more of the severe complications that 
can result from the unbridled advance of diabetes. 

Recent estimates indicate that more than ten million 
Americans suffer from some stage of diabetes, with 80 
percent or more developing the disorder in the middle or 
late years of their lives. Diabetes and its complications 
may be the third leading cause of death in the United 
States. Total direct costs of diabetes treatment are esti
mated to be $297 million. The indirect costs due to com
plications cannot be measured precisely because of the 
lack of adequate data. However, if the estimated cost of 
complications is included, the total economic cost ap
proaches $6 billion.1 

Costs of complications are an important issue in dis
cussing costs of a chronic disease such as diabetes. A 
National Health Interview Survey, conducted in fiscal 
year 1975, found that 80 percent of all the diabetics inter
viewed suffered from at least one other chronic con di-

tion, and 57 percent had three or more chronic conditions. 
With respect to hospital care costs, diabetics with com
plications stayed three days longer per hospital visit at 
an additional cost of $333 than diabetics without com
plications.2 

The extent of diabetes and its complications in the 
state of Texas is difficult to determine. Extrapolating 
from a 1974 survey by the National Center for Health 
Statistics,3 one may estimate that 231,000 Texans suf
fered from diabetes, with only 5,200 under the age of 
seventeen when the disease was diagnosed. These sur
veys indicate that Texas's diabetic population increased 
in 1974 by 34,087. Texas Department of Health estimates, 
on the other hand, indicate that in 1978 there were 263,894 
diagnosed diabetics in Texas with the same number es
timated to be unaware of their disease.4 With more than 
three quarters of the estimated diabetic population in 
Texas being in the age group identified as adult-onset 
diabetes, the resulting costs from treatment and produc
tivity losses total millions of dollars. 

Complete morbidity and mortality information on dia
betic patients in Texas is unattainable. Although the 
Texas Bureau of Vital Statistics receives reports of deaths, 
the reports frequently mistake complications-such as 
cardiovascular conditions-for the primary cause of 
death. Of all deaths reported in Texas during 1977, 1,644 
were attributed to diabetes, representing 1.6 percent of 
all 1977 deaths. The Bureau of Vital Statistics ranks 
diabetes as the ninth leading cause of death in Texas 
based on its primary-cause-of-death reporting system. 
However, some have estimated that diabetes ranks as 
the third leading cause of death, since complications are 
frequently reported as the cause of death.5 Morbidity 
figures are even more difficult to estimate because hospi
tals, public health agencies, and private health care pro
viders have various kinds of reporting systems, making 
it difficult to determine the impact and costs of diabetes 
treatment and control in this state. 

Detection and Treatment Programs in Texas State 
Agencies 

Diabetes detection, treatment, and health promotion pro
grams in the state of Texas are located in various state 

· agencies, including the Texas Department of Health 
(TDH), the Texas Department of Human Resources 
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(TDHR), the Texas Rehabilitation Commission (TRC), 
the Texas State Commission for the Blind (TSCB), and 
the Texas Education Agency (TEA). A discussion of the 
programs relating to diabetes and the costs of these pro
grams will be presented for each of the agencies. (See 
Tables 3.1and3.2 for a breakdown of agency budgets for 
diabetes programs and a program summary.) 

Texas Department of Health 

Several divisions of the Texas Department of Health 
(TDH) have responsibility for the detection or care of 
diabetes. The TDH organization structure is presented in 
Figure 3.1. The most readily identifiable program is the 
diabetes screening program in the Chronic Disease Divi
sion of the Health Maintenance Department. The hyper
tension and multipha.sic screening programs of the Chro
nic Disease Division occasionally detect diabetes, but 
most diagnoses result from the diabetes screening pro
gram alone. 

The diabetes screening program of TDH provides ma
terials and supplies necessary to conduct local screening 
programs, and advises the local health agencies or state 
health department regional offices. Through the screen
ing program, a local public health nurse draws a blood 
specimen and sends it to TDH Laboratory Division for 
analysis. Results of these tests are sent back to the nurse, 
who provides educational and follow-up services to dia-

TABLE 3.1 
State Agency Budgets for Diabetes Programs, 1979 

Diabetes Related Total Budget 

Texas Department of Health 

Chronic Disease Division $529,035 
Kidney Health Care undetermined 
Public Health Nursing undetermined 

Local Health Services 
Regional Administration undetermined 

Texas Department of Human Resources 

Medicaid $31,340,000 

Food Stamps 

Alternate Care 

undetermined 

undetermined 

Texas Rehabilitation Commission 

Vocational Rehabilitation $1,736,442 
Disability Determination undetermined 

Texas State Commission for the Blind 

Services for Blind $498,090 

$153 million 

$960,479 
$7,455,593 
$7.4 million 

$4.7 million 

$1 ,387' 152,667 

$919.8 mill ion 
(med ical ser· 
vices) 
$35.2 million 

$59.4 million 

$83.814,875 
$58,962, 166 
$12,617,275 

$16,555,015 
$16,555,015 

betic clients. Tests to assess effectiveness of diabetes 
control are also conducted for known diabetics at physi
cians' requests. Fifty-eight thousand diabetes screening 
tests were budgeted for 1979. An undetermined number 
of diabetics may also have been detected in the multi
phasic screening program, for which seventy thousand 
tests were budgeted for 1979.e 

The diabetes screening program actually tested fewer 
than the number budgeted for 1979 due to a change in the 
methods used for collecting blood specimens for diabetes 
testing. That year the capillary of finger-prick blood test 
was discontinued in favor of the more accurate but more 
time-consuming venipuncture test. This extra time factor, 
added to the time spent retraining and educating public 
health nurses, delayed the screening program. For the fis
cal year of September 1978 through August 1979, 32,961 
diabetes screening tests identified 2,096 possible cases of 
diabetes. Upon retesting, 576 persons were determined to 
be diabetic, and 960 persons were referred to local physi
cians for further diagnosis and evaluation, where 487 
new cases of diabetes and 99 borderline diabetics were 
identified. In addition, 4,616 control checks were made 
on known diabetics who reported to public health clin
ics.7 The location of diabetes screening programs is pre
sented on Map 3.1. 

In addition to administering the periodic blood sugar 
tests, regional health physicians, nutritionists, and nurs
es counsel diabetics about diet and teach patients about 
the disease and its complications. Patient education is 
the primary responsibility of the public health nurse 
who receives the completed laboratory analysis from 
TDH.8 The diabetes screening program is offered at no 
cost to the clients in all of TD H's sixty-eight participating 
local health departments and the twelve public health re
gions, as well as in several migrant health associations.e 
Educational materials and pamphlets about diabetes are 
also prepared by the Chronic Disease Division in collabora
tion with TDH nutrition specialists from the Bureau of 
Personal Health Services. These materials and free pub
lications from drug companies and other private health 
providers are distributed to diabetics through the re
gional and local health departments. 

The total operating budget of the Chronic Disease Di
vision for fiscal year 1979 was $960,479. The diabetes 
screening program and multiphasic screening program ' 
budgets were set at $529,035: the hypertension screening 
program budget received the remaining $431,444. Most 
of the funds are spent in the local and regional health 
departments for supplies such as needles, storage con
tainers. and other items necessary for taking and trans
porting a blood specimen. Costs for processing the diabe
tes or multiphasic screening tests are incurred by the 
TDH Bureau of Laboratories, but total expenditures for 
diabetes-related tests cannot be determined. Salary sup-
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TABLE 3.2 
State Programs for Detection, Prevention, and Treatment of Diabetes in Texas 

Administrative Agency Program Services Eligibility Source of Funds 

DETECTION/PREVENTION 

Texas Department of Health Chronic Diseases Screening and diabetes Adults age 16 and above State 
Division education in local and public health 

regions 

Texas Department of Human Early Periodic Screen- Screening for medical and Medicaid eligibles, pri- Federal/State 
Resources/Texas Department ing, Diagnosis, and dental problems marily AFDC children 
of Health Tre~tment 

Texas Education Agency Health Education Secondary health Teachers, educators State 
curriculum and materials 

TREATMENT 

Texas Department of Health Kidney Health Care Care up to $9,000 annually Any person diagnosed as State/ Federal 
Program if on Medicare, $20,000 having end-stage renal 

if not; medication, trans· disease 
portation, transplants 

Texas Department of Human Purchased Health Medical health services, Medicaid eligibles State/Federal 
Resources Services/Medicaid long·term and home· 

health care, ambulance 

Social Services Alternate care for aged, Medicaid eligibles State/Federal 
blind, disabled 

Food Stamps Food stamps for food Medicaid eligibles Federal 
purchase 

Texas .Rehabilitation Vocational Rehabilitation Treatment, care rehabilita· Physical disability and State/Federal 
Commission tion, vocational training · plan for reemployability 

Disability Determination Social Security payments Physical disability Federal 

Texas State Commission Services for the Blind Medical care, rehabilitation, Any blind Texas adult State/Federal 
for the Blind vocational training 

port and clinic facilities are funded through TOH in the 
Division of Regional Administration or the Bureau of 
Community Health Services. 

Local and regional health agencies play an important 
role in the state diabetes screening program. TOH oper
ates twelve public health regional offices located in areas 
which do not have city or county health departments in 
operation. (See Map 3.1.) Funds are allocated by TOH 
through its Regional Administration Division for physi
cians, dentists, nurses, administrative staff, and operat
ing budgets for regional clinic operations. In 1979, Re
gional Administration supported all twelve public health 
regions with a total budget of $4. 7 million. All the public 
health regions participated in the diabetes screening pro
gram, but only five regions.are presently operating the 
multiphasic screening program due to limited funding 

allocations by the Texas Legislature. These regional agen
cies facilitate coordination of general operating budgets 
for primary health care with other categorical programs. 
For example, a public health regional clinic receives fund
ing from the Regional Administration for staff and op
erating expenses while also receiving aid from the Chron
ic Disease Division diabetes screening program in the 
form of supplies and blood-test processing. Local and 
regional public health nurses could receive training from 
the Bureau of Community Health Services of the Chronic 
Disease Division. Therefore the regional health agencies 
receive funds for operation by direct budget allocation 
and by categorical or disease-specified programs. This 
type of budget structure makes it difficult to determine 
exactly how much money is budgeted and expended for 
diabetes detection and care. 



FIGURE 3.1 
Organization Chart-Texas Department of Health 
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MAP 3.1 
Diabetes Program- Regional Distribution in Texas 

• Public Healt h Region 
Headqu1rten 

El local Health Departments 
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[ill PH Regions involved in 
new program 
(venipuncture) 
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SOURCE : Texas Department of Health, Bitmnial Report, 1977· 
1979. 
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Local health departments in cities and counties utilize 
the services and programs of TOH through the Bureau of 
Community Health Services in the Health Maintenance 
Department. In fiscal year 1979, $7.1 million was bud
geted for staff and operating expenses of local health 
departments, including 469 employees and 14 directors 
who provide primary care, educational materials, pro
gram guidelines, and training. Disease-specific pro
grams-such as diabetes screening programs-are also 
offered to the local health departments. An undetermined 
amount was expended in services affecting diabetic per
sons through the Bureau of Community Health Ser
vices.10 

The Kidney Health Care Program provides services for 
diabetics who suffer from potentially terminal renal fail
ure. Diabetic patients who qualify are reimbursed for 
dialysis, transplants, and other costs. The maximum re
imbursement amounts to $9,000 annually for diabetics 
eligible for federal Medicare Chronic Renal Disease cov-
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erage, and $20,000 annually for persons not eligible for 
Medicare. 11 Approximately 7,000 persons will be served 
through the Kidney Health Care program during the 
1979-80 biennium. Since the program's origin in 1973, 
799 persons (15.6 percent of the recipients) suffered from 
diabetic neuropathy. This 15.6 percent represented the 
fourth leading primary diagnosis for all kidney health 
care recipients in the TOH program. 12 The total Kidney 
Health Care program budget for 1979 was $7,455,593, 
with an undetermined amount spent for care of Texans 
with diabetic neuropathy. The location of end-stage renal 
disease approved facilities in Texas is presented on Map 
3.2. 

In summary, the TOH budget for fiscal year 1979 was 
$153 million, of which approximately 45 percent were 
federal funds. Budget analysis of programs assisting in 
.diabetes detection and control through the Texas De
partment of Health is difficult because expenditures for 
treatment of specified diseases are inseparable from oth-
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MAP 3.2 
End-Stage Renal Disease Facilities in Texas by Public Health Region-1979 

• Chronic Maintenance Dialysis Centers 

T Transplant and Chronic Maintenance 
Dialysis Centers 

Texas Department of Health Public 
Health Regions 1-12 

Total Approved Facilities-71 

SOURCE: Texas Department of Health, Kidney Health Care 
Program Annual Report, 1979. 

er expenditures of TOH subdivisions. The clearest ex
penditure for diabetics at TOH is $529,035 budget of the 
Chronic Disease Division screening programs. Undeter
mined portions of the following divisions' budgets are 
also expended for detection and treatment of diabetes: 
Kidney Health Care, $7,455,593; Bureau of Community 
Health Services, $7.4 million; Regional Administration 
for Regional Health Service Centers, $4.7 million. Fur
ther analysis and research is suggested to determine 
what percentages of time and resources are expended by 
these programs in the areas of diabetes detection, treat
ment, and care. 

Texas Department of Human Resources 

The Texas Department of Human Resources (TDHR) 
administers some direct services to the diabetic patient 
through the Texas Medical Assistance Program, Medi
caid, and Medicare. Under state guidelines adopted in 
conformance with Title XIX of the Social Security Act, 
participation in Texas's Medicaid program is limited to 
those persons who qualify for cash assistance. Specifi
cally, Medicaid-eligible Texans are the following: 

1. Recipients of Supplemental Security Income (SSI). 
(This group includes aged persons and blind and 



disabled children and adults who receive cash as
sistance under the Federal Supplemental Security 
Income Program.)t3 

2. Recipients of Aid to Families with Dependent Chil
dren. (Coverage is also required to extend for four 
months for families which become ineligible for 
AFDC because of increased income.) 

3. Aged, blind, or totally disabled adults who are in 
nursing homes or intermediate care facilities and 
who meet all eligibility requirements for SSI except 
that their income or assets exceed the prescribed 
level. 

4. Pers~ns who live in nursing homes and who would 
be eligible for SSI if they lived at home. 

5 .. Foster children in financial need whose foster care 
costs are partly paid by TDHR. 

6. Foster children from eligible AFDC families. 14 

Recipients of Medicaid or Medicare benefits are enti
tled to a variety of medical services, including services 
required by Title XIX of the Social Security Act and 
several optional services provided through federal match
ing funds. Mandatory services include the following: 
inpatient hospital services; outpatient hospital services; 
laboratory and X-ray services; skilled nursing services 
for recipients twenty-one years of age or older; screen
ing, diagnosis, and treatment of individuals under twenty
one years of age; physicians' services; family planning 
services; and home health services. Optional services 
offered include the following: services by podiatrists, 
chiropractors, and optometrists; prescribed drugs (Vendor 
Drug Program); provision of dentures, hearing aids, and 
eyeglasses; TB or chest hospital care; Intermediate Care 
Facilities (ICF) and ICF for Mentally Retarded; emer
gency hospital services; supplementary medical insur- · 
ance benefits; and Part A and Part B Medicare deduct
ibles and coinsurance. 

Eligible diabetic clients may receive services under a 
number of these programs. In addition, eligible diabetic 
Texans may receive benefits through other TDHR pro
grams. For example, Alternate Care for Aged, Blind, Dis
abled Adults under the Social Services Programs may 
enable some aged diabetics to remain in private homes as 
an alternative to nursing home care. Similarly, food 
stamp assistance from the Financial Services Division of 
TDHR could provide some benefits for needy diabetic 
Texans. · 

The state offers no comprehensive educational pro
grams through TDHR to advise the diabetic on proper 
management of the disease. The Recipient Health Care 
Education program, instituted as a cost containment 
measure, provides some disease education services, but 
its chief goal is the reduction of excessive utilization by 
Medicaid clients. 
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Of the total Department of Human Resources 1979 
budget of $1,387, 152,667, 66 percent-$919.8 million
was allocated for medical services. Of that amount, 39.3 
percent of the Texas Medicaid budget was designated for 
Purchased Health Services, where most eligible diabetic 
Texans would receive medical assistance. In 1979 Texas 
funded 41.65 percent of all Medicaid expenditures in the 
state, with the federal government funding 58.35 per
cent.15 According to budget specialists for TDHR, feder
al support has been declining in recent years as per 
capita income in Texas has increased relative to national 
averages. Consequently, the state has been compelled to 
bear a larger share of the total cost. According to an 
analysis of TDHR 1979 Medicaid expenditures, costs of 
providing services to eligible diabetics through Medi
caid totaled at least $31,340,000. The chapter by Sara 
Morris presents this analysis in greater detail. However, 
precise determination of the cost of diabetic services 
through other divisions of TDHR-such as the food 
stamp program, Alternate Care for Aged, Blind, and Dis
abled Adults, or agency administration-cannot be made 
since expenditures for these services are not broken down 
by disease. 

Texas Rehabilitation Commission 

The Texas Rehabilitation Commission (TRC) is respon
sible for the rehabilitation of handicapped individuals, 
except those whose disability is sight-related. Its goal is 
to enable such individuals to engage in gainful occupa
tions or achieve maximum personal independence. TRC's 
principal objectives are (1) vocational rehabilitation, and 
(2) disability determination for Social Security disability 
benefits and Supplemental Security Income purposes 
under the federal Social Security Act. Vocational rehabili
tation services include diagnosis; medical treatment; and 
provision of physical as'sistive devices, counseling and 
guidance, training and training supplies, occupational 
licenses, and tools and equipment. Local administration of 
the vocational rehabilitation and disability determination 
programs is conducted through seven regional offices of 
the commission, each under the supervision of a regional 
director. Within each region_.are various offices (as seen on 
Map 3.3) where diabetics can be referred by physicians, 
public health nurses, or by themselves.1e The disability 
determination program does not provide services; it evalu
ates applications to de.termine if the client is eligible ac
cording to federal guidelines to receive disability pay
ments (i;om Soci_al$ecurity. 

A diabetic conditi~n ·in itself does not automatically 
qualify an applicant for TRC services. Diabetes may be 

. considered a substantial disability when it is classified 
as moderate or severe and requires insulin for control. 
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MAP 3.3 
Texas Rehabilitation Commission- Diabetic Case Service, 1979 

Total State Data 

Case Referrals 
Rehab. Plans lnit. 
Phy. Restoration Plans 
Training Plans 
Statewide Caseload 
Clients Rehabilitated 
Rehab. Case Service Expenditures 

Regional Offices 

Region I Lubbock 
Region 11 Fort Worth 
Region 111 Austin 
Region IV Houston 
Region V San Antonio 
Region VI Dallas 
Region VII Sugar Land 

489 
463 
216 
333 
974 
331 

$1 .. 736,442 

SOURCE: Texas Rehabilitation Commission, 1979. 

Diabetics who have developed complications of the ar
teries, kidneys, heart, eyes, or central or peripheral ner
vous system are considered to have substantial disabili
ties. Individuals whose conditions are stabilized and 
controlled with a daily single injection of slow-acting 
insulin are not deemed disabled under TRC guidelines. 
For diabetic applicants with the complication of retin
opathy, rehabilitation services are available from the 
Texas Blind Commission. 

Analysis of computerized data for fiscal year 1979 
reveals interesting figures on diabetic clients receiving 
services from TRC. In 1979, 489 case referrals of diabetic 
persons were made to the TRC. Of that number, 463 
received rehabilitation plans, 216 received medical ser
vices, and 333 received training plans involving voca
tional, technical, and academic training. The total state
wide active caseload for diabetics was 974, and the total 
number of diabetic clients rehabilitated during 1979 was 
331. 17 

• 

Funds for operation of the TRC programs come from 
both federal and state sources. Approximately 80 to 90 
percent of the vocational rehabilitation funds are feder
ally financed, with the state assuming the remaining 
share. 18 When an eligible. client applies to the TRC for 
services, the counselor taps all other sources off unds for 
payment of necessary and immediate services. Private 
insurance policies, veterans' benefits, and Medicaid or 
Medicare benefits are utilized before TRC pays for ser
vices from its budget. If a client becomes eligible for any 
of these benefits at any time, the TRC counselor assists 
in making application. 

In fiscal year 1979, the total TRC budget was 
$83,814,875. 19 The vocational rehabilitation programs 
were budgeted at $58,962,166, with $1,736,442 directly 
attributable to services provided for diabetic clients. 
Appropriations for disability determination programs 
totaled $12,617,275, but a breakdown of that sum by 
disease is presently unavailable.20 



Texas State Commission for the Blind 

The Texas State Commission for the Blind (TSCB) pro
vides services to diabetic Texans who suffer the debilitat
ing complication of retinopathy. The TSCB provides re
habilitative and other services to help individuals achieve 
their highest level of economic and personal indepen
dence. These services, available to all citizens suffering 
visual impairment, include diagnostic and evaluation 
services, medical services, skills training, individual and 
group personal adjustment and vocational counseling, 
vocational training and placement, provision of occupa
tional tools and equipment, and other related services. 
Specialized services are provided to eligible individuals 
in their communities and/or in residential settings at the 
Criss Cole Rehabilitation Center in Austin or the Texas 
Center for the Blind in Kerrville. Vocational training ser
vices are purchased from commercial training facilities 
and from Lighthouses for the Blind.21 
·Federal grants awarded by the U.S. Department of 

Health and Human Services provide 80 percent of the 
funds required to support the vocational rehabilitation 
program, 90 percent of the funds for special projects 
conducted in program areas of selected federal emphasis, 
and 90 percent of the cost of approved training and staff 
development activities for TSCB employees. The re
maining costs are met with appropriations from the state's 
General Revenue Fund, miscellaneous donations, reve
nues of the TSCB, and funds made available by nonprofit 
organizations.22 However, the third-party funding mech
anism previously used to finance the state's share of 
the cooperative programs will be replaced in the 1980-81 
biennium by direct appropriations from the General Rev
enue Fund. Although the Texas Legislature continues to 
increase the total General Revenue appropriation dedi-' 
cated to the TSCB, federal funding may not increase 
proportionately because of an increase in the per capita 
income in Texas.-is . 

The total TSCB budget for 1979 was $16,555,015.24 
Service provided for the 1,634 Texans who suffered from 
diabetic retinopathy totalled $498,090,25 Diabetic retin
opathy is the leading cause of blindness,20 and some 
TSCB staff predict increasing health care costs for ser
vice to its victims. 

Texas Education Agency 

The curriculum and educational materials at the Texas 
Education Agency reflect a limited recognition of the 
high incidence of diabetes and of the need for health 
planning materials for diabetes detection and control. 
Bulletin 691, printed in 1971, is the secondary health 
education guide. This guide mentions diabetes as one of 
the chronic diseases and includes life style information 
on the prevention of obesity, diabetes, and hypertension. 
TEA presently contemplates no increased attention to 
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diabetes in its teaching guides or curriculum. However, 
Bulletin 691 is currently being revised to .include more 
information about diabetes prevention and controI.21 

Model State Programs 

In 1975, the federal government began a concerted effort 
to reduce the human and fiscal costs of diabetes with the 
establishment of a series of state programs under the 
sponsorship of the Center for Disease Control (CDC). 
The National Commission on Diabetes reported to Con
gress on December 10, 1975, that the effectiveness of 
health services provided by divergent care sources is 
often diminished because of inadequate planning, coor
dination, and evaluation of effor.t. The establishment of 
twenty community-based diabetes control demonstra
tion projects represents a response to that concern. Es
sentially, these projects apply current knowledge about 
the disease and its management and coordinate resour
ces already available in the community to maximize the 
effectiveness of diabetes care within target popula
tions.28 

Although Texas did not receive a pilot project from 
CDC, several other states have developed programs that 
could be adapted to the Texas structure. The CDC model 
for planning, implementing, and evaluating diabetes 
control programs suggests that a state diabetes advisory 
group and project staff work to coordinate these func
tio~s with state health departments, consumers, and 
health care industries. 29 Aspect s of the CDC pilot pro
jects could be incorporated into a Texas plan. A compre
hensive explanation ·of the existing state projects is 
available from the Center for Disease Control in Atlanta, 
Georgia. This discussion will be limited to the specific 
elements of selected state projects that appear applicable 
to developme)lt of a Texas plan. 

Goals for all CDC pilot programs were established for 
target populations in the project states. These five-year 
goals were as follows: (1) reduce by 50 percent the excess 
days of hospitalization among persons with diabetes; (2) 
reduce by 50 percent the deaths associated with diabetic 
coma in juvenile diabetics; (3) reduce lower extremity 
amputations among persons with diabetes by 10 percent ; 
and ( 4) eliminate the tenfold excess in prenatal mortality 
associated with diabetes in pregnancy. 

Colorado designed goals and strategies which reflect
ed the general project goals, but the state's program also 
narrowed the scope of its efforts to two health regions. In 
addition, the Colorado plan aspired to reduce the hospi
tal encounter rate per diabetic in one region from 3.17 /100 
hospitalizations to 1.90/100, a reduction of 60 percent 
from the 1977 rate. Special data collection/surveillance 
systems and specialized care resources for juvenile onset 
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diabetics were designed for the two targeted health re
gions. The Colorado project also expanded educational 
programs for extended care facility personnel-such as 
nurses, aides, and nutritionists-to improve the quality 
of care provided to confined diabetics at a reduced long
term cost. 

The Georgia CDC project targeted one county, Lowndes 
County, for data collection efforts focusing on these fac
tors: total hospitalizations due to diabetes and its com
plications; diabetes-related prenatal mortality; demo
graphics on patients with diabetes complications; accu
racy of. death certificate information; and third-party 
payment for diabetes education. Lowndes County was 
also singled out for special self-management training 
efforts directed at newly diagnosed diabetics and their 
families. Demonstration projects were to provide man
agement services to medically indigent diabetic patients 
in the target area and diabetes screening services to 
"high-risk" populations in the demonstration area. 

The Mississippi project adopted, in addition to the 
general CDC project goals, several specific objectives. It 
designed a survey for ketoacidosis and amputation pa
tients admitted to the University of Mississippi Medical 
Center to ascertain the factors that precipitated their 
hospitalization. The Mississippi plan also examined birth 
and death certificates to collect information on the out
comes of diabetic pregnancies at the University Medical 
Center by age, race, sex, etc. Comprehensive diabetes 
demonstration services were established in Chicksaw 
and Calhoun Counties, where a nurse and dietician sup
plied nutrition and nursing care to each area's high-risk 
patients. All patients were eligible for this care from the 
areas' physicians, health departments, and hospitals. In 
addition, the Mississippi plan developed a resource di
rectory by county for distribution to health care profes
sionals and groups who serve the diabetic patient. 

Rhode Island designed a comprehensive state plan for 
diabetes intervention through the joint efforts of the 
Rhode Island Health Department, the Rhode Island Health 
Services Research, Inc. (SEARCH), and a newly formed 
diabetes council composed of representatives from the 
medical community and communities at large. The pro
ject focused attent ion on the epidemiology and causative 
factors of all episodes of diabetic ketoacidosis and diabe
tic coma in a one-year period. Each hospital in the state 
was to be visited weekly to locate new cases. The Rhode 
Island plan also planned to identify juvenile onset diabet
ics and obtain demographic data on each case by weekly 
hospital canvassing and outpatient physician referrals. 
Another significant feature of the Rhode Island plan was 
the emphasis placed on making each diabetic responsi
ble for his or her own health maintenance as a cost 
control measure and a quality health goal. The project 
offered an educational program to at least half of the 

approximately 1,000 diabetic members of the Rhode Is
land Group Health Association. These identified diabet
ics received training sessions, instruction testing, and 
follow-up contact for support purposes. The opportuni
ties for analysis of an educational program's effective
ness and its impact on costs of later diabetes complica
tions are evident. 

The Maine CDC project contracted with Medical Care 
Development, Inc., to design a program for training med
ical and professional health care provider staffs at no cost. 
Trained staff persons would return to their hospitals, 
clinics, medical schools, community centers, etc., and 
train additional staff members, who would then train 
patients and families in the proper control of diabetes. 
Eventually, the best training sites would become perma
nent training bases for development of independent com
munity-based programs. The Maine project also sought 
third-party payment for ambulatory diabetes education 
and follow-up services.30 

Related studies of diabetes care and control efforts are 
u~derway in several states. The Michigan CDC plan 
analyzed data from the Medicaid system. A comparable 
project was completed on Texas Medicaid by Sara Mor
ris and is presented in the next chapter. New York planned 
to conduct special studies on the cost effectiveness of third
party payment for diabetes-related and patient services. 

Projected Texas Plans 

To coordinate diabetes detection, treatment, and health 
promotion efforts in the state of Texas, a plan should be 
developed to (1) recognize the severity of the disease; (2) 
establish data bases for incidence and prevalence rate 
determination; (3) compile morbidity and mortality costs; 
(4) eliminate duplication in current state programs; and 
(5) propose innovative programs for public education, 
services, and follow-up. 

Although the Texas Department of Health regards dia
betes as a major public health problem,31 the majority of 
designated TOH funds are spent on a screening program 
with minimal long-term follow-up. Several factors may 
have a bearing on the decision to emphasize screening, 
such as lack of funds for additional personnel and ser
vices or a failure to recognize diabetes or chronic disease 
control and prevention as a cost-effective measure for 
the futu re. Another possible factor could be the short
term, tangible character of a screening program; a blood 
test and evaluation represent a one-time interaction be
tween patient and doctor or nurse. Si)lce diabetes preven
tion programs stress education, this passive continuing 
involvement by the patient does not yield a measurable 
or audit able change in management or prevention of the 
disease for a long period of time. 



A cost/benefit analysis performed on a sample of the 
screened patients in existing programs might reveal a 
need to reallocate the scarce resources devoted to diabe
tes prevention and control. Dr. Kenneth Warner, profes
sor of public health at the University of Michigan in Ann 
Arbor, discusses cost/benefit analysis for health-related 
activities such as screening programs.32 In addition, 
Warner prescribes selective use of screening procedures 
as the rational approach for allocating scarce prevention 
resources. He also recommends a thorough review of the 
benefits and costs of specific screening procedures to 
determine if, how, and where such procedures are being 
employed throughout the state. Economists Lave and 
Lave point out the difficulties in determining the fre
quency and nature of screening and advocate its restric
tion to high-risk populations.33 

An alternative approach posits a two-year intensive 
screening program for a selected high-risk population, 
combined with educational programs for identified dia
betics and their families. Regular follow-up activities 
could be instituted to discern whether a patient was 
following the health promotion plan taught by the educa
tional team. Targeting high-risk populations for the 40-
56 age group could be simplified by focusing on, for 
example, the work force of a single employer. Private 
business has acknowledged a responsibility for health 
promotion for some time. The number of companies with 
innovative health programs is increasing. The Gates 
Rubber Company of Denver has a primary care clinic on 
its premises. IBM, Johns Mansville, ALCOA, and other 
Fortune 500 companies now provide a variety of health 
services to all employees; an increasing number of firms 
are establishing HMOs for employees and their families. 
Hawaii's Blue Shield provides its subscribers with health. 
examinations, which consist of preventive screening and 
health promotion procedures. Blue Cross of Rhode Island 
offers its members a program designed to generate inter
est in self care. 34 Major businesses, companies, and large 
unions in Texas could be polled to locate the health 
prevention or education programs they offer. Data from 
these programs could be incorporated into the state's 
plan for diabetes detection, treatment, and control. Addi
tional high-risk groups could be identified in the over-65 
age group at senior citizen activity centers, through Med
icaid data exchange, churches, and special clubs and 
organizations. 3s 

Earlier research published by the Lyndon B. Johnson 
School of Public Affairs draws attention to the high 
incidence of female Mexican-American deaths from dia
betes and its complications.36 Screening programs tar
geted toward female Mexican Americans could be oper
ated through work sites, churches, nursery schools, and 
community centers. 

The Texas Department of Health and the Texas Educa-
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tion Agency could collaborate on the design of an educa
tional program for diabetics, their families; and elemen
tary and secondary school children. Materials developed 
for this program should accommodate the bilingual Tex
as audience. These materials might be distributed through 
schools, other interested educational centers, doctors' 
offices, and hospitals. Training workshops could be of
fered for nursing home administrators, dieticians, hospi
tal personnel. and other health care providers through 
the Texas Department of Health, Texas Department of 
Human Resources, and Texas Education Agency. 

With health care costs rapidly escalating, increasing 
attention is being given to efficiency and cost contain
ment through the Medicaid program. 37 Texas imposes no 
limit on the services a patient may receive and no ceiling 
on the amount of expenditures made per patient; some 
other states have both. Other cost containment efforts, 
such as quality control, fraud and abuse detection, and 
utilization review, seem to be having an impact on costs. 38 

TDHR could promote secondary disease prevention if it 
were authorized to divert ambulatory diabetic claimants 
into intensive educational programs provided in collab
oration with TDH in the local public health regions. For 
diabetics without transportation, mobile education vans 
could provide group education services and follow-up 
within the public health regions. Implementation of these 
proposals would necessitate a modification of Privacy 
Act requirements on confidentiality and a redirection of 
funds within TDHR and TDH. Additional funds could be 
solicited from the Texas Legislature. The initiation of an 
intervention and education program beyond existing 
Medicaid service levels may impose a financial strain on 
state health care services, but the savings realized from 
postponing or avoiding complications entirely through 
this program can be viewed as long-term cost contain
ment.39 

A comprehensive state plan for diabetes detection and 
control should involve the Texas Rehabilitation Com
mission and the Texas State Commission for the Blind. 
These agencies can assist in collecting and analyzing 
data on eligible diabetics. More specifically, TRC and 
TSCB can help assess the overall level of expenditures 
for the treatment of complications of diabetes leading to 
disability. such as blindness, amputation, heart disease, 
and other conditions. 

Mass media presentations in targeted areas utilizing 
materials prepared by the state agencies could be coor
dinated with screening and follow-up services. How
ever, some public health experts feel that information 
alone is not sufficient to encourage all diabetics to adopt 
disease management practices. Political, economic, and 

. social institutions must reinforce behavior change that 
results in patient control of the disease.4o 

Finally, the role of the Texas Legislature must be con-
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sidered in any project of statewide diabetes initiatives. 
The importance of the State Legislature as a key partici
pant in an overall cost-containment strategy cannot be 
overemphasized. 41 Legislative action could be significant 
in areas other than cost containment. For example, the 
Legislature could require accurate reporting of diabetes 
on all death certificates as direct cause of death or as 
contributory cause, which would improve data collec
tion on mortality rates. Alternatively, the Legislature 
could pass a joint resolution creating a Statewide Advi
sory Board for Diabetes Detection and Health Promo
tion. 'J:he board could mobilize resources in the public 
and private sectors and assist in drafting a state plan for 
coordination of diabetes programs. Frequently, the ad
vocacy of such advisory boards aids in securing funding 
for new or expanded services . The creation of a board 
would draw significant attention to the severity of the 
problem of diabetes and provide a planning and funding 
mechanism as well. 

Funds for existing diabetes programs and services 
could be increased. In addition, the Legislature could use 
the opportunities afforded ·them through the process of 
Sunset Review of state agencies to analyze the effective
ness of current programs. Program evaluations are rou
tinely performed in Texas state agencies, but overall 
policy evaluations might be considered by the Legisla
ture as part of · its oversight powers. Suggestions for 
policy redirections into funding new or different pro
grams could be made during the Sunset Review process. 

The Legislature could also fund badly needed empiri
cal research in the area of diabetes morbidity and mortal
ity. Such research could be performed by a university, 
private health specialists, or a state agency, such as the 
TDH. Insightful r:esearch should result in more effective 
planning and funds allocations. 

The potential for a comprehensive state diabetes pre
vention and control program exists within various Tex
as agencies. A principal conclusion drawn from this re
search is that something is being done in Texas about 
diabetes. It could be called a beginning. 
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4. Diabetes and the Texas ~edicaid Population 

SARA MORRIS 

The students in the Policy Research Project chose to 
investigate the disease of diabetes because it represents 
a.chronic disease, because its economic and social costs 
are high, and because there may be opportunities for 
prevention and treatment that can mitigate the unchecked 
advance of diabetes in the individual patient so as to 
avoi<i the severe complications that frequently accom
pany the disease. Furthermore, the project participants 
were interested in examining the costs of chronic illness 
for a particular income group, the poor. Therefore, we 
studied diabetics in the Austin Clinic Card Program1 and 
in the Texas Medicaid Program. The purpose of this part 
of the study is to present a profile of diabetics in the 
Texas Medicaid population and to document their Medi
caid expenditures. 

Because the nature of the disease has been addressed 
in other parts of the study, it will not be repeated in detail 
here. Nor will the incidence and prevalence of diabetes in 
the state of Texas be specifically addressed. However, 
the reader is reminded of the following basic facts about 
diabetes, diabetics, and costs. 

Four out of five diabetics develop the disease during 
middle age or later in life.2 Whereas juvenile onset dia
betics are usually insulin dependent, adult onset dia
betics are usually insulin independent. The disease 
typically manifests itself in obese people, after age . 
forty. 

Complications drive up the costs of diabetes, in terms 
of both the monetary costs of medical treatment and 
human suffering. In a 1965 National Institutes of Health 
(NIH) survey, 80 percent of the diabetics interviewed 
had at least one other chronic condition and almost 60 
percent had three or more.J The most common complica
tions of adult onset diabetes are hypertension, kidney 
disease, blindness, and amputations. Insulin dependent 
patients, most of whom are children and adolescents, are 
likely to suffer acidosis, or "diabetic coma." 

Insulin independent diabetes is much easier to control 
in its early stages than juvenile onset, insulin dependent 
diabetes. Proper nutrition, weight loss for the majority of 
patients who are obese, and regular exercise have been 
shown to significantly improve health and prevent com
plications for insulin independent patients.• Unfortu
nately, insulin dependent diabetes is much harder to 
control. · It requires vigilant. monitoring and treatment 
and active management of the disease by the patient to 

prevent frequent coma and emergency hospitalizations. 
According to the National Institutes of Health (NIH), 

diabetes and the resulting complications may rank as 
high as third as a cause of death in the United States.5 

Diabetes is ranked as the ninth leading cause of death in 
Texas by the Texas Bureau of Vital Statistics. This rank
ing may be misleading, however, because so many dia
betics die from the complications of the disease and 
their deaths are not attributed to diabetes in the records. 

More than ten million Americans are diabetic, accord
ing to NIH estimates, with annual expenditures of about 
$300 million in total direct costs and nearly $6 billion in 
indirect costs due to complications.8 Conservative esti
mates by both the National Center for Health Statistics7 

and the Texas Department of Healthaplace the number of 
diagnosed diabetics in Texas at somewhere over 200,000. 

Medicaid in Texas 
Our purpose here is to study diabetics in the Texas Medi
caid population. Medicaid is the Texas Medical Assis
tance Program, begun in 1967 under provisions of Title 
XIX of the Social Security Act. o The program is adminis
tered by the Texas Department of Human Resources 
(TDHR) and should not be confused withMedicare, which 
is a federal medical program for the aged. Medicaid cli
ents do not receive cash assistance, with which they 
might purchase medical services; instead, payments are 
made by the Department of Human Resources directly to 
physicians, ho.spitals, pharmacies, and other providers 
for services rendered to Medicaid patients. 10 

In order to qualify for Medicaid in Texas, the individu
al must meet certain eligibility requirements. The Tex
ans who are eligible for Medicaid are the following: 

1. recipients of Aid to Families with Dependent Chil
dren (AFDC-for children who lack the support of 
one or both parents due to death, continued ab
sence; or physical or mental disability; they must 
be under eighteen years old, or under twenty-one if 
attending school); 

2. children who are between eighteen and twenty-one 
years old, who are not in school, and who are mem
bers of AFDC families; 

3. aged, blind, or disabled adults who qualify for Sup
plemental Security Income (SS I-a federal program 
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which provides cash assistance to financially 
needy adults who are blind, disabled, or at least 
sixty-five years old; SSI is not the same as Social 
Security-an individual may qualify for both); 

4. nursing home residents who would be eligible for 
SSI if they lived at home; 

5. foster children whose foster care is subsidized by 
the Department of Human Resources because of 
financial need; and 

6. foster children from eligible AFDC families. 11 

In general, then, Texas Medicaid recipients can be cate
gorized into four groups: aged persons, the blind, dis
abled adults, and members of AFDC families. 

There are eight typ.es of services available to Medicaid 
recipients through the Department of Human Resources
purchased health services, long-term care; medical as
sistance in state institutions; vendor drugs; early and 
periodic screening, diagnosis, and treatment; medical 
transportation; hearing aids; and recipient health care 
education. These services and their costs in fiscal year 
1979 are described below. 12 

Purchased health services include hospital inpatient 
and outpatient services, the services of physicians, lab
oratory work, X-rays, podiatry services, optometric ser
vices and eyeglasses, home health care, and ambulance 
services. TDHR pays health care premiums on behalf of 
Medicaid clients to National Heritage Insurance Com
pany, which then pays providers for services rendered. 
Premiums amounted to over $300 million in fiscal 1979. 
The monthly average number of recipients exceeded 
650,000. 

The long-term . care program pays for nursing home 
care for SSI clients and for financially needy mentally 
retarded people. These nursing home services cost over 
$400 million in fiscal 1979 and served about 65,000 cli
ents monthly. 

Medical assistance in state institutions goes to the 
mentally retarded in state schools who are eligible for 
Medicaid and to eligible inpatients at state chest hospi
tals. State schools for the retarded are run by the Depart
ment of Mental Health and Mental Retardation, and chest 
hospitals for patients who suffer from respiratory 
diseases are run by the Department of Health. Medical 
assistance went to nearly 8,000 residents of state 

: institutions and cost over $100 million in fiscal 1979. 
· The vendor drug program pays for prescriptions and 

pharmaceutical services for Medicaid recipients. As with 
other Medicaid services, TDHR pays the pharmacist di
rectly. There were 6.4 million claims for prescription 
drugs in fiscal 1979, at a totaI cost slightly under $60 mil
lion. 

EPSDT. Early Periodic Screening, Diagnosis, and 

Treatment, is a program for children contracted with the 
Texas Department of Health. EPSDT is a preventive 
program that attempts to detect and treat diseases before 
they become chronic or irreversible for the victim. In 
fiscal 1979, health screenings reached almost 100,000 
Medicaid eligible children at a cost of $2.5 million, and 
dental services reached over 75,000 children at a cost of 
over $11 million. 

The medical transportation program provides non
emergency, but medically necessary, transportation to 
Texas Medicaid recipients. In fiscal 1979, the service 
provided about 825,000 trips for $3.8 million. 

The hearing aid service is available to recipients aged 
twenty-one or older. Nearly 2,000 individuals were served 
in fiscal 1979, at a cost of over $600,000. 

The recipient health care education program is an at
tempt to control Medicaid costs in five urban counties. 
Health care education counseling is given to AFDC fami
lies who heavily utilize medical services. 

Medical services provided by Medicaid in fiscal 1979 
are summarized in Table 4.1. 

The Data Base 

The data for the current study was obtained from the 
Texas Department of Human Resources, which has re
cently developed the data processing capability of iden
tifying patients and their medical costs by diagnosis. 
TDHR activated the new procedure in the winter of 1980, 
and this policy research project is one of the first uses of 
the data. 

TABLE 4.1 
Medical Services Provided by the Texas Medical Assistance 
Program, Medicaid, in Fiscal 1979 

Program Units of Service Expenditures 
(millions) 

Purchased health services 651,745 recipients $315.3 
(monthly average) 

Long·term care 65, 125 reci pients $414.7 
(monthly average) 

Medical assistance in 
state institutions 7 ,863 residents $104.5 

Vendor drugs 6,400,000 claims $57.3 
EPSDT - health screening 98,213 children $2.5 
EPSDT -dental services 76,276 children $11.6 
Medical transportation 823,600 trips $3.8 
Hearing aids 1,980 recipients $0.63 

SOURCE: Texas Department of Human Resources, Annual Report, 1979. 



A set of computer tapes was created by TDHR for use 
as a data base in this study. The computer tapes consist 
of information on each Texas Medicaid recipient with a 
diagnosis of diabetes in fiscal 1979. Specifically, the tapes 
contain the following pieces of raw data, among other 
data elements, on each identifiable diabetic: 

- the type of aid received (Categories are Old Age 
Assistance, AFDC, Aid to the Blind, and Aid to the 
Disabled); 

. - county of residence; 

- birthdate (from which age has been derived for the 
ana!ysis); 

~sex; 

- total Medicaid expenditures; 

- primary diagnoses and their frequency of occur-
rence for this recipient; 
[The primary diagnosis was obtained for e?ch ~o~
pitalization, outpatient service. doctor office v1s1t, 
anti certain other services. 

Five different diagnoses could be recorded for 
·each type of service (hospitalization, outpatient 
service, doctor office visit, and other services). In 
addition, the number of occurrences of a particular 
type of service was tabulated. 

Thus, a total of twenty primary diagnoses could 
be recorded for each recipient as fallows: 

Up to five different primary diagnoses could be, 
retained from different hospitalizations . The 
number of times the recipient was hospitalized 
with each of these diagnoses as the primary 
diagnosis was also tabulated. _ 

Up to five different primary diagnoses could be 
retained from different doctor office visits. The 
number of visits the recipient made with each of 
these diagnoses as the primary diagnosis was also 
tabulated. 

Similarly, primary diagnoses and their frequency 
of occurence were calculated for outpatient ser
vices and other services.] 

- some information on Title XVIII services; 

- Title XVIII costs paid by Medicaid; 

- dialysis costs; 

- number of doctor office visits; 

- total expenditures for doctor office visits; 

- surgical procedures; 

- number of surgeries; 

- total surgical expendit_ures; 

- number of outpatient services utilized; 
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- total expenditures for outpatient services; 

- number of hospital days; 

- number of. hospital stays; 

- total expenditures for inpatient hospitalizations; · 

- number of drugs prescribed; 

- total expenditures for prescription drugs; and 

- similar information on utilization of and expendi-
tures for eyeglasses, ambulance services, podia
trist services, home health care, rural health care, 
services in state institutions and chest hospitals, 
EPSDT screenings and dental services, hearing 
aids, and long-term health care. 

For purposes of this study, a diabetic was defined as 
someone who received a diagnosis of diabetes as any one 
of the twenty primary diagnoses recorded. There is still 
reason to believe that some Medicaid recipients who are, 
in fact, diabetics would not be detected in this manner. 
Because diabetes can lead to so many serious complica
tions, diabetes is commonly recorded as the secondary 
diagnosis and one of its complications is noted as the 
primary diagnosis. This may include many residents of 
nursing homes in particular who. although they are un
der treatment for diabetes, did not have a diagnosis of 
diabetes recorded in fiscal 1979. 

Findings 

SPSS, the Statistical Package for the Social Sciences,13 

was used to analyze the data. SPSS is a system of com
puter programs commonly used for statistical analysis 
of social science data, such as the data in the current 
study. Most of the results presented in the report were 
generated from three particular SPSS subprograms: 
subprogram FREQUENCIES, subprogram CROSST ABS, 
and subprogram BREAKDOWN. 

Six -different types of analysis were done. The findings 
will be presented in this order. First, a general descrip
tion of the data base was generated. This profiles the 
Texas Medicaid recipients who exhibited at least one 
primary diagnosis of diabetes during fiscal 1979. The 
description includes demographic characteristics, ser
vices used, and Medicaid expenditures. Second, a com
parison was made of Medicaid recipients with and 
without a diagnosis of diabetes. Then, the recipients 
diagnosed as diabetic were grouped by category of aid
Old Age Assistance, AFDC, blind, and disabled-so that 
comparisons among groups could be made. Fourth, re
cipients with high total expenditures were described. 
'Anyone whose total Medicaid expenditures exceeded 
$6,000 in fiscal 1979 was considered a patient with high 
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FIGURE 4.1 
Texas Medicaid Recipients with Diagnosis of Diabetes
Age Pyramid in 10·Year Cohorts 

Ages 

over 70 

Percentages Cumulat ive 
% 

100.0 

61-70 20.8 

51·60 32.9 

41-50 17.8 

3140 

21 -30 

11-20 

0·10 

FIGURE 4.2 
Texas Medicaid Recipients with Diagnosis of Diabetes
Age by Sex 

over 65 

41 -65 

2140 

under 21 

Males Females 
n=2,372 n=10,871 

95.1 

74.3 

41.4 

23.6 

13.9 

7.6 

2.9 

costs. Fifth, the most common diagnoses in the data base 
other than diabetes were tabulated in order to identify 
the types of illnesses that most commonly occur for 
Texas Medicaid recipients who are diabetic. And last, 
we looked at the diabetics in South Texas counties. It has 
been hypothesized that Mexican Americans have a great
er incidence of diabetes than other ethnic groups. Our 
data base does not contain a variable for ethnicity so that 
this hypothesis could be tested directly. Therefore, we 
tried to capture ethnicity indirectly by looking at the 
geographic area where most Mexican Americans reside. 

Description of Diabetics on Medicaid 

Nearly 15,000 Texas Medicaid recipients were identified 
as diabetics, according to the above definition. The exact 
number is 14,980 recipients, with at least one primary 
diagnosis of diabetes in fiscal 1979. Their total Medicaid 
expenditures during that year were $31,340,000. Over 
half of the total expenditures, $17,343.000. went for in
patient hospital services. 

The age distribution of Texas Medicaid recipients with 
a diagnosis of diabetes is graphically represented in Fig
ure 4.1. The figure shows that the age distribution of 
diabetics in the Medicaid population parallels that of 
diabetics in the general population. where 80 percent of 
diabetics develop the disease aft er age 40. Less than one 
quarter of the Medicaid recipients diagnosed as diabet
ics were under 40 years old in fiscal 1979. It is interesting 
to note that less than 5 percent of the diabetics on Medi
caid were over age 70, even though over 14 percent of the 
recipients in the data base were receiving Old Age Assis
tapce. (Figure 4.6 shows the number of recipients in each 
category of aid.) At the other extreme of the age continu
um, less than 8 percent of the diabetics identified were 
under 21, although over 30 percent of the recipients were 
members of AFDC families. The largest age grouping is 
that of patients 51-60 years old. 

Figure 4.2 shows recipients' ages by sex. The most 
noteworthy fact in this figure concerns children and ado
lescents. For diabetics under age 21, the prevalence of the 
disease among males is more than three times the rate 
among females. 

The number of females in the data base is more than 
quadruple the number of males, as r.an be seen in Figure 
4.3a. However, total Medicaid expenditures and expen
ditures for inpatient hospitalizations, the most expen
sive cost item, do not vary with sex. Female diabetics 
utilize service in proportion to their representation in the 
data base. This is shown in Figures 4.3b and 4.3c. 

Figure 4.4 shows expenditures per patient during the 
year. Over 40 percent of the recipients with diabetes 
spent as little at $500 for medical services. Only one in 
ten patients spent over $6,000 for Medicaid services in 
fiscal 1979. However, these few "high-spending" patients 
accounted for about half of all expenditures by diabetics 
on Medicaid in Texas. Therefore, a later section of this 
chapter will be devoted to an analysis of these patients 
with high costs. Figure 4.5 shows expenditures per pa
tient according to sex. 

Slightly more than half of the Texas Medicaid recip
ients diagnosed as diabetics are disabled persons. They 
accounted for $20 million, or 65 percent, of the $31 mil
lion expended to treat diabetics on Medicaid. Two other 
observations about the recipients are interesting. First, 
only 369 blind persons were identified in the data base. 



FIGURE 4.3 
Texas Medicaid Recipients with Diagnosis of Diabetes
Expenditures by Sex 

a. Persons whose sex was coded · 

Females 
11 ,663 
(82%) 

b. Total expenditures 

Females 
$25,286,160 
(82%) 

c. Inpatient hospital expenditures 

Females 
$14,109,641 
(83%) 
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FIGURE 4.4 
Texas Medicaid Recipients with Diagnosis of Diatsetes
Expenditures per Patient 

Expenditures per Patient Percentage of Total Patients 

over $6,000 

$2,001 ·6,000 19% 

$501 -2,000 ' 28% 

under$500 43% 

Total Expenditures: $31 ,340,000 

FIGURE 4.5 
Texas Medicaid Recipients with Diagnosis of Diabetes
Expenditures per Patient by Sex 

over $6,000 

$2,001 -$6,000 17% 20% 

$501-$2,000 25% 30% 

under $500 47% 40% 

Males Females 
n• 2,514 n=11,558 

And second, although over 30 percent of the data base 
consists of persons in AFDC families , they spent less 
than 20 percent of the total expenditures. The informa
tion on recipients and their categories of aid may be 
found in Figures 4.6 and 4. 7. 

Table 4.2 displays information on diabetics in the Medi
caid population by county of residence. The counties 
with the largest number of diabetics and the highest 
Medicaid expenditures are Bexar, Cameron, Dallas, El 
Paso, Harris, Hidalgo, Nueces, and Tarrant. The counties 
with the highest average expenditure per diabetic are 
Armstrong, *Blanco, Brazoria, *Coleman, *Crockett 
·Dickens, *Fayette, *Freestone, *Hardeman, *Hood, *Jack, 
Jefferson, *Johnson, *Kaufman, Kerr, *Llano, Medina, 
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FIGURE 4.6 
Texas Medicaid Recipients with Di~gnosis of Diabetes
Composition by Category of Aid 

Persons in 
AFDC Families 
4,677 
(31.2%) 

Penons 
2,133 
(14.2%) 

Total : 14,980 Diabetics 

FIGURE 4.7 

Disabled 
Persons 
7,801 
(52.1%) 

Texas Medicaid Recipients with Diagnosis of Diabetes
Expenditures (in thousands of dollars) by Category of Aid 

Total: $31,340 

Aged 
Persons 
$4,379 
(14%) 

Disabled 
Persons 
$20,321 
(65%) 

*Mills, *Mitchell, *Montague, Nacogdoches, *Nolan, Or
ange, Parmer, *Schleicher, *Throckmorton, *Tom Green, 
Waller, Winkley. *Wise, and Yoakum, all with average 
expenditures of $3,000 or more. TDHR administers its 
programs in twelve regions throughout the state. These 
may be seen in Map 4.1. All of the counties with asterisks 
above occur in three of the regions-Region 4, Region 5, 
and Region 6. Higher expenditures per diabetic may 
correlate with a smaller number of lower-cost adult 
onset diabetics. 

The total expenditures by diabetics on Medicaid were 
over $31 million. Table 4.3 shows expenditures by type 
of service. The figures in the table do not sum to $31 
million; the total exceeds $31 million because some ser
vices are counted in more than one service category. For 
example, surgery is a subset of inpatient hospitaliza
tions, some of the Title XVIII services appear under 
inpatient hospitalizations, some of them are under nurs
ing home care, and so forth. 

The expenditures for some services-dialysis, eye
glasses, ambulances, podiatrists, home health care, rural 
health care, services in s tate institutions and chest hos
pitals, dentures, EPSDT screenings and dental services, 
and hearing aids-are low, relative to the total expendi
tures and the expenditures for other services. The expen
ditures for dialysis, for home health care, and for den
tures are the only ones of these which exceed 1 percent of 
the total. Because the expenditures for these twelve 
services are so low, they will not be discussed further. 

Three other services, namely surgery, Title XVIII ser
vices paid l?y Medicaid, and nursing home care, will be 
excluded from the analysis. Surgery will not be consid
ered as a separate item because its costs are included in 
inpatient hospitalizations. TDHR cautioned us against 
considering Title XVIII and nursing home expenditures 
in the analysis due to the nature of Titles XVIII and XIX. 
Medicaid, Title XIX, typically pays only a small propor
tion of the costs for patients who are eligible for Title 
XVIII, Medicare. Therefore, our figures on Medicaid 
expenditures for these services are likely to grossly 
underestimate the medical costs of diabetics who are 
over sixty-five years old and of those who are living in 
nursing homes. 

Expenditures for the remaining services-inpatient 
care, outpatient services. drugs, and doctor office vis
its-will be discussed subsequently. A general disclaim
er is in order before proceeding. In most cases, both the 
number of services utilized and the amount of expendi
tures for services are shown in the figures that follow. 
The reader may detect that the number of patients with 
no expenditures for a particular service does not equal 
the number of patients recording no utilization of that 
service. The data on utilization and expenditures were 
collected separately, and discrepancies arose. 
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TABLE 4.2 TABLE 4.2 (continued) 
Texas Medicaid Recipients with Diagnosis of Diabet ics- Texas Medicaid Recipients with Diagnosis of Diabetes-
by County of Residence by County of Residence 

Number of Total Medicaid Mean Number of Total Medicaid Mean 
County Diabetics Expenditures Expend iture County Diabetics Expenditures Expenditure 

Anderson 44 $ 84,300 $ 1,900 Coryell 28 58,300 2,100 
Andrews 0 Cottle 10 13,600 1,400 
Angelina 52 97,200 1,900 Crane 3 2,400 800 
Aransas 9 6,800 800 Crockett 8 27,900 3,500 
Archer 3 5,300 1,800 Crosby 8 4,800 600 
Armstrong 3 9,000 3,000 Culberson 2 2,200 1,100 
Atascosa 64 85,900 1,300 Dallam 0 

· Austin 20 18,600 900 Dallas 1,060 2,630,000 2,500 
Bailey 7 20,100 2,900 Dawson 23 32,900 1,400 
Bandera 3 5,800 1,900 Deaf Smith 20 28,000 1,400 
Bastrop 38 66,500 1,700 Delta · 8 14,700 1,800 
Baylor 4 7,300 1,800 Denton 35 72,800 2,100 
Bee 59 83,1 00 1,400 DeWitt 46 99,000 2,200 
Bell 70 146,000 2,100 Dickens 9 27,300 3,000 
Bexar 1,849 4,130,000 2,200 Dimmit 63 92,400 1,500 
Blanco 4 27,600 6,900 Donley 3 7,600 2,500 
Borden 0 Duval 58 164,000 2,800 
Bosque 10 20,300 2,000 Eastland 15 24,200 1,600 
Bowie 110 175,000 1,600 Ector 34 81,700 2,400 
Brazoria 76 229,000 3,000 Edwards 2 1,300 700 
Brazos 58 102,000 1,800 Ellis 38 68,800 1,800 
Brewster 6 3,100 500 El Paso 495 1,100,000 2,200 
Briscoe 4 6,900 1,700 Erath 20 41 ,300 2,100 
Brooks. 49 83,800 1,700 Falls 46 85,300 1,900 
Brown 26 42,000 1,600 Fannin 53 126,000 2,400 
Burleson 22 35,100 1,600 Fayette 16 50,600 3,200 
Burnet 9 14,400 1,600 Fisher 4 2,600 600 
Caldwell 72 143,000 2,000 Floyd 11 13,100 1,200 
Calhoun 22 22,500 1,000 Foard 3 5,000 1,700 
Callahan 8 10,100 1,300 Fort Bend 45 107,000 2,400 
Cameron 593 960,000 1,600 Franklin 2 2,000 1,000 
Camp 10 19,900 2,000 Freestone 20 59,100 3,000 
Carson 0 Frio 65 96,000 1,500 
Cass 39 82,700 2,100 Gaines 7 19,000 2,700 
Castro 13 10,400 800 Galveston 138 315,000 2,300 
Chambers 21 34,800 1,700 Garza 7 8,500 1,200 
Cherokee 51 88,800 1,700 Gillespie 3 5,500 1,700 
Childress 7 12,800 1,800 Glasscock 0 
Clay 7 15,500 2,200 Goliad 13 18,000 1,400 
Cochran 9 18,500 2,100 Gonzales 34 40,800 1,200 
Coke 4 5,600 1,400 Gray 21 61,200 2,900 
Coleman 25 74,300 3,000 Grayson 58 115,000 2,000 
Collin 53 103,000 2,000 Gregg 68 110,000 1,600 
Collingsworth 11 30,300 2,800 Grimes 50 99,100 2,000 
Colorado 41 79,000 1,900 Guadalupe 47 99,400 2,100 
Comal 20 33,300 1,700 Hale 44 87,900 2,000 
Comanche 4 4,700 1,200 Hall 9 25,300 2,800 
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TABLE 4.2 (continued) TABLE 4.2 (continued) 

Texas Medicaid Recipients with Diagnosis of Diabetes- Texas Medicaid Recipients with D iagnosis of Diabetes-

by County of Residence by County of Residence 

Number of Total Medicaid Mean Number of Total Medicaid Mean 

County Diabetics Expenditures Expenditure County Diabetics Expenditures Expenditure 

Hamilton 9 25,000 2,800 Lee 19 21,600 1,100 
Hansford 3 1,300 400 Leon 31 49,700 1,600 
Hardeman 10 31,400 3,100 Liberty 45 118,000 2,600 
Hard in 52 106,000 2,000 Limestone 21 32,000 1,500 
Harris 1,499 3,450,000 2,300 Lipscomb 0 
Harrison 102 172,000 1,700 Live Oak 7 10,300 1,500 
Hartley 0 Llano 5 22,100 4,400 
Haskell 12 17,200 1,400 Loving 0 
Hays 40 50,000 1,300 Lubbock 159 317,000 2,000 
Hemphill O· Lynn 19 46,100 2,400 
Henderson 40 73,500 1,800 Madison 10 14,500 1,400 
Hidalgo 835 1,090,000 1,300 Marion 25 33,700 1,300 
Hill 47 136,000 2,900 Martin 9 18 ,900 2,100 
Hockley 21 27,300 1,300 Mason 5 1,800 400 
Hood 9 43,600 4,800 Matagorda 35 41 ,100 1,200 
Hopkins 34 55,500 1,600 Maverick 113 220,000 1,900 
Houston 38 53,000 1,400 McCulloch 9 11,600 1,300 
Howard 33 81,100 2,500 Mclennan 144 263,000 1,800 
Hudspeth 1 3,600 3,600 McMullen 1 300 300 
Hunt 52 91,600 1,800 Medina 42 138,000 3,300 
Hutchinson 15 19,900 1,300 Menard 4 5,100 1,300 
Irion 0 Midland 27 57,800 2,100 
Jack 5 20,800 4,200 Milam 45 86,600 1,900 
Jackson 29 56,300 1,900 Mills 9 37,600 4,200 
Jasper 58 104,000 1,800 Mitchel l 7 29,400 4,200 
Jeff Davis 0 Montague 16 49,700 3,100 
Jefferson 270 809,000 3,000 Montgomery 66 171 ,000 2,600 
Jim Hogg 16 34,200 2,100 Moore 7 15, 100 2,200 
Jim Wells 130 322,000 2,500 Morris 23 48,100 2,100 
Johnson 42 130,000 3,100 Motley 2 2,800 1,400 
Jones 38 106,000 2,800 Nacogdoches 46 138,000 3,000 
Karnes 54 122,000 2,300 Navarro 62 157,000 2,500 
Kaufman 37 120,000 3,200 Newton 28 60,800 2,200 
Kendall 5 7,500 1,500 Nolan 16 48,600 3,000 
Kenedy 0 Nueces 562 1,400,000 2,500 
Kent 200 200 Ochiltree 300 300 
Kerr 14 43,600 3,100 Oldham 2,000 2,000 
Kimble 4 1,700 400 Orange 71 242,000 3,400 
King 0 Palo Pinto 21 40,400 1,900 
Kinney 4 2,400 600 Panola 39 90,500 2,300 
Kleberg 43 68,300 1,600 Parker 14 24,600 1,800 
Knox 18 42,100 2,300 Parmer 3 10,000 3,300 
Lamar 60 130,000 2,200 Pecos 7 3,400 500 
Lamb 28 61,900 2,200 Polk 37 69,800 1,900 
Lampasas 8 12,600 1,600 Potter 53 83,500 1,600 
La Salle 35 33,900 1,000 Presidio 5 1,600 300 
Lavaca 23 34,900 1,500 Raines 4 3,800 900 



TABLE 4.2 (continu8d) 
Texas Medicaid Recipients with Diagnosis of Diabetes
by County of Residence 

County 

Randall 
Reagan 
Real 
Red River 
Reeves 
Refugio 
Roberts 
Robertson 
Rockwall 
Runnels 
Rusk 
Sabine 
San Augustine 
San Jacinto 
San Patricio 
San Saba 
Schle.icher 

Scurry 
Shackelford 
Shelby 
Sherman 
Smith 
Somervell 
Starr 
Stephens 
Sterling 
Stonewall 
Sutton 
Swisher 
Tarrant 
Taylor 
Terrell 
Terry 
Throckmorton 
Titus 
Tom Green 
Travis 
Trinity 
Tyler 
Upshur 
Upton 
Uvalde 
Val Verde 
Van Zandt 
Victoria 
Walker 
Waller 

Number of Total Medicaid 
Diabetics Expenditures 

4 
1 
3 

45 
25 
20 

0 
47 
10 
12 
73 

8 
14 
16 

114 
6 
4 

20 
5 

63 
0 

106 
1 

96 
9 
2 
3 
6 
3 

481 
61 

3 
26 

24 
73 

312 
21 
20 
38 

0 
58 
56 
30 
88 
35 
22 

8,200 
2,600 

800 
85,400 
59,100 
23,700 

70,100 
9,600 

27,200 
104,000 
16,300 
38,300 
31,400 

263,000 
10,800 
16,600 
38,000 
14,000 

131 ,000 

189,000 
1,000 

132,000 
18,100 

2,600 
1,200 

15,600 
500 

1, 170,000 
120,000 

1,200 
75,600 
10,800 
74,300 

181 ,000 
601 ,000 

10,700 
45,200 
60,800 

106,000 
64,600 
69,200 

231 ,000 
70,700 
67,700 

Mean 
Expenditure 

2,000 
2,600 

300 
1,900 
2,400 
1,200 

1,500 
1,000 
2,300 
1,400 
2,000 
2,700 
2,000 
2,300 
1,800 
4,100 
1,900 
2,800 
2,100 

1,800 
1,000 
1,400 
2,000 
1,300 

400 
2,600 

200 
2,500 
2,000 

400 
2,900 

10,800 
3,100 
2,500 
1,900 

500 
2,300 
1,600 

1,800 
1,200 
2,300 
2,600 
2,000 
3,100 
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TABLE 4.2 (continued) 
Texas Medicaid Recipients with Diagnosis of Dilbetet
by County of Residence 

County 

Ward 
Washington 
Webb 
Wharton 
Wheeler 
Wichita 
Wilbarger • 

_Willacy 
Will iamson 
Wilson 
Winkler 
Wise 
Wood 
Yoakum 
Young 
Zapata 
Zavala 

Totals 

MAP 4.1 
TDHR Regions 

Number of Total Medicaid 
Diabetics Expenditures 

6 
45 

336 
63 
14 
70 
23 
54 
62 
45 

6 
14 
30 
2 

20 
21 
76 

14,980 

11 ,800 
119,000 
492,000 
108,000 
28,300 

114,000 
59,800 
79,000 

107,000 
8'1 ,400 
21,800 
42,700 
78,800 
10,000 
56,500 
26,900 

110,000 

$31,340,000 

Mean 
Expenditure 

2,000 
2,700 
1,500 
1,700 
2,000 
1,600 
2,600 
1,500 
1,700 
1,800 
3,600 
3,100 
2,600 
5,000 
2,800 
1,300 
1,700 

$ 2,100 



40 l Diabetes and the Medicaid Population 

TABLE 4 .3 
Texas Medicaid Recipients with Diagnosis of Diabetes
Expenditures by Type of Service 

Service 

Title XVI II services paid 

by Medicaid 
Dialysis 
Doctor office visits 
Surgery 
Outpatrent services 
Inpatient hospitalizations 
Eyeglasses 
Ambulance services 
Podiatrist services 
Home health services 
Rural health services 
Nursing home care 
State institutions 
Chest hospitals 
Prescription drugs 
Dentures 
EPSDT screenings 
EPSDT dental services 
Hearing aids 

Expenditures 
(thousands) 

$ 1,078 
444 

2,287 
1,582 
1,184 

17,343 
151 

51 
47 

329 
9 

6,559 
10 
0 

2,473 
427 

8 
44 
10 

Figures 4.8. 4.9, and 4.10 demonstrate the heavy utili
zation of inpatient hospital services by Texas Medicaid 
recipients with diagnoses of diabetes. Over 6,000 diabet
ics were hospitalized during 10.500 stays for a total of 
85,500 days. Over 500 diabetics were hospitalized more 
than three times; over 3,500 were hospitalized longer 
than a week: and nearly 2,000 spent over 15 days in the 
hos pit al during the fiscal year. Of those patients who 
were hospitalized in 1979, more than half had only one 
stay. but about one third spent over 15 days. Total 
expenditures were $17.3 million. 

The diabetics on Medicaid filled a quarter of a million 
prescript ions for about $2.5 million. Figures 4.11 and 
4.12 show the expenditures and the number of prescrip
tion drugs. Notice that 6, 100 patients, or41 percent of the 
data base, filled over 20 prescriptions each and nearly 
two thirds of all diabetics on Medicaid used over 10 
prescriptions apiece. 

Figures 4.13 and 4.14 show that the diabetics in the 
data base spent over $1.5 million on 91,000 doctor office 
v isits. About three quarters of the diabetics in the Medi
caid population spent between $1 and $500 for office 
visits. Most patients had five or fewer visits. 

Because of the way in which the data base was defined, 
units of service are harder to interpret for outpatient 
hospital services than for prescriptions. office visits, or 

hospitalizations. Multiple services that are rendered dur
ing a single outpatient encounter are each counted as one 
unit of outpatient services. Thus, the number of services 
is misleading and will not be presented here. Figure 4.15 
shows that total expenditures for outpatient services 
were $1.2 million. The majority of Medicaid recipients 
diagnosed as diabetics did not use any outpatient ser
vices. 

Comparison of Diabetics to 
Other Medicaid Recipient s 

The Texas Department of Human Resources tracks the 
monthly average number of active Medicaid eligibles. In 
fiscal 1979, the number was 617,349 and their total Medi
caid expenditures were $ 751. 36 million. 14 This compares 
to 14, 980 Medicaid recipients with diagnoses of diabetes, 
who spent $31.34 million. Thus, the average expenditure 
per Medicaid recipient was $1,217, while the average 
expenditure per diabetic on Medicaid was considerably 
higher at $2,092. Table 4.4 shows the number of recip
ients and their expenditures by county for the two groups, 
a11 Medicaid recipients and those with diabetes. 

By using standardized planning data, it is possible to 
compare the Medicaid recipients with diabetes to all 
Medicaid recipients in Texas in terms of inpatient hospi
talizations and utilization of doctor office visits. The 
results are shown in Figures 4.16 and 4.17. Children and 
adolescent diabetics use more hospital days than other 
recipients in this age group do, but adult diabetics use 
about the same number of hospital days as other adults 
on Medicaid use. With regard to doctor office visits, the 
most obvious deviation of diabetics from other recip
ients is in the old age group. Perhaps most diabetics aged 
six ty-five and over live in nursing homes and so do not 
visit doctors' offices. 

FIGURE 4.8 
Texas Medicaid Recipients with Diagnosis of Diabetes
Utilization of Inpatient Hospital Services (Expenditures) 

Expenditures per patient Number of patients 

over $5,000 

$2,501 ·5,000 

$1 ,001·2,500 

$1-1 ,000 

none 

Total Expenditures 

for Inpatient Hospital Services: $17,343,000 
Total Expenditures for All Services: $31,340,000 

946 

1,294 

2,000 

2,086 

8,654 



FIGURE 4.9 
Texas Medicaid Recipients with Diagnosis of Diabetes
Utilization of Inpatient Hospital Services (Length of Stays) 

Number of h.ospital days per patient Number of patients 

over 15 1,938 

8·15 1,646 

4.7 1,368 

1·3 71 3 

none 9,31 

Total Number of Days: 85,500 

FIGURE 4.10 
Texas Medicaid Recipients with Diagnosis of Diabetes
Utilization of Inpatient Hospital Services (Number of Stays) 

Number of '1ospital stays per patient Number of patients 

over 3 559 

3 612 

2 1,388 

3,123 

none 9,29 

Total Number of Stays: 10,500 

FIGURE 4.11 
Texas Medicaid Recipients with Diagnosis of Diabetes
Utilization of Services for Prescription Drugs 
(Expenditures per Patient! 

Expenditures per patient Number of patients 

3,549 

$101·250 5,517 

$51·100 2.376 

$1·50 2,747 

none 792 

Total Expenditures: $2,473,000" 
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FIGURE 4.12 
Texas Medicaid Recipients with Diagnosis of Diabetes
Utilization of Services for Prescription Drugs 
(Number of Prescriptions Filled) 

Number of prescriptions filled per patient Number of patients 

over 20 6,100 

11·20 3,776 

6· 10 2,228 

1-5 2,215 

none 661 

Total number of prescriptions filled: ·259,200 

FIGURE 4.13 
Texas Medicaid Recipients with Diagnosis of Diabetes
Utilization of Doctor Office Visits 
(Expenditures) 

Expenditures per patient Number of patients 

over $500 667 

$101·500 6,416 

$1-100 5,160 

none 2,737 

Total Expenditures: $1,582,000 

FIGURE 4.14 . 
Texas Medicaid Recipients with Diagnosis of Diabetes
Utilization of Doctor Office Visits 
(Number of Visits) 

Number of visits per patient Number of patients 

over 20 519 

11-20 2,513 

6-10 3,316 

1·5 5,342 

none 3,240 

Total number of visits: 91,100 
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FIGURE 4.15 
Texas Medicaid Recipients with Diagnosis of Diabetes
Utilization of Outpatient Hospital Services (Expenditures) 

Expenditures per patient Number of patients 

over $500 442 

.$101-500 2,475 

$1-100 3,718 

noae 8, 45 

Total Expenditures: $1,184,000 

FIGURE 4.16 
Texas Medicaid Recipients- Comparison 9f Diabetic Recipients 
to All Recipients by Average Number of Hospital Days 

D All Medicaid 

~ Diabetics 

Cl) 

> 
< 
c 

AGE 

3.0 

ti 
0-21 

5.1 

Cl 
22-64 65 and over 

•Source : Texas Department of Human Resources, Standard Planning 
Data, March 1980, pp, ll .L .4-6. 

FIGURE 4.17 
Texas Medicaid Recipients-Comparison of Diabetic Recipients 
to All Recipients by Average Number of Doctor Office Visits 

D All Medicaid 

~Diabetics 

Cl) 

.... 

> 

AGE 

4.9 

cl 
0-21 

10.8· 

7.1 1.1 • 

0.3 

22·64 65 and over 

•source : Texas Departmen t o f Human Res.ources, Standard Planning 
Data, March 1980, pp. II .L.4-6. 

TABLE 4.4 
Texas Medicaid Recipients-
Comparison of Diabetic Recipients to All Recipients 
by County of Residence 

County 

Anderson 
Andrews 
Angelina 
Aransas 
Archer 
Armstrong 
Atascosa 
Austin 
Bailey 
Bandera 
Bastrop 
Baylor 
Bee 
Bell 
Bexar 
Blanco 
Borden 
Bosque 
Bowie 
Brazoria 
Brazos 
Brewster 
Briscoe 
Brooks 
Brown 
Burleson 
Burnet 
Caldwell 
Calhoun · 
Callahan 
Cameron 
Camp 
Carson 
Cass 
Castro 
Chambers 
Cherokee 
Childress 
Clay 
Cochran 
Coke 
Coleman 
Collin 
Collingsworth 
Colorado 

Diabetics All Recipients* 

Number Expenditures Numbert Expenditures 

44 $ 
0 

52 
9 
3 
3 

64 
20 

7 
3 

38 
4 

59 
70 

1,849 
4 
0 

10 
110 
76 
58 

6 
4 

49 
26 
22 

9 
72 
22 

8 
593 

10 
0 

39 
13 
21 
51 

7 
7 
9 
4 

25 
53 
11 
41 

84,300 

97,200 
6,800 
5,300 
9,000 

85,900 
18,600 
20,100 

5,800 
66,500 

7,300 
83,100 

146,000 
4,130,000 

27,600 

20,300 
175,000 
229,000 
102,000 

3,100 
6,900 

83,800 
42,000 
35,100 
14.400 

143,000 
22,500 
10,100 

960,000 
' 19,900 

82,700 
10.400 
34,800 
88,800 
12,800 
15,500 
18,500 

5,600 
74,300 

103,000 
30,300 
79,000 

2,310 $ 3.475,000 
223 

3,292 
349 
123 
38 

2,021 
910 
248 
195 

1,560 
253 

1,827 
4,956 

61, 107 
135 

5 
653 

5,730 
2,980 
2.721 

330 
119 

1, 103 
1,544 
1,163 

688 
1,675 

897 
435 

17,828 
895 

86 
2,363 

243 
608 

2.444 
370 
280 
215 
137 
810 

2,904 
299 

1,377 

474,000 
3.478,000 

205,000 
243,000 
151,000 

2,238,000 
1,295,000 

299,000 
370,000 

1,632,000 
367,000 

1,966,000 
6,953,000 

66,937,000 
447,000 

1,000 
1,819,000 
5,232,000 
5,954,000 
3,322,000 

383,000 
80,000 

707,000 
3,872,000 
1, 177,000 

911,000 
2.429,000 

940,000 
916,000 

12,864,000 
999,000 
131,000 

2,764,000 
166,000 
717,000 

4,600,000 
714,000 
652,000 
306,000 
407,000 

1,327,000 
4,742,000 

410,000 
1,998,000 
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TABLE 4.4 (continued) TABLE 4.4 (continued) 

Diabetics All Recipients• Diabetics All Recipients• 

County Number Expenditures Numbert Expenditures County Number Expenditures Numberf Expenditures 

Comal 20 33,300 1,039 2,307,000 Guadalupe 47 99,400 1,996 2,702,000 
Comanche 4 4)00 785 1,626,000 Hale 44 87,900 1,606 1,918,000 
Concho 5 10,200 161 256,000 Hall 9 25,300 354 388,000 
Cooke 13 21,900 791 1,433,000 Ham ilton 9 25,000 538 1,519,000 
Coryell 28 58,300 953 1,812,000 Hansford 3 1,300 62 27,000 
Cottle 10 13,600 214 318,000 Hardeman 10 31,400 402 685,000 
Crane 3 2,400 99 185,000 Hardin 52 106,000 1,787 2,377,000 
Crockett 8 27,900 144 199,000 Harris 1,499 3,450,000 67,051 75,475,000 
Crosby 8 4 ,800 408 736,000 Harrison 102 172,000 4,594 4,216,000 
Culberson 2 2,200 75 68,000 Hartley 0 31 102,000 
Dallam 0 151 167,000 Haskell 12 17,20(). 585 886,000 
Dallas 1,060 2,630,000 49,939 59,065,000 Hays 40 50,000 1,577 1,839,000 
Dawson 23 32,900 923 780,000 Hemphill 0 45 125,000 
Deaf Smith 20 28,000 829 498,000 Henderson 40 73,500 2,167 3,181,000 
Delta 8 14,700 611 853,000 Hidalgo 835 1,090,000 25,642 16,054,000 
Denton 35 72,800 2,701 3,804,000 Hill 47 136,000 1,946 3,615,000 
De Witt 46 99,000 1,649 2,729,000 Hockley 21 27,300 873 1,340,000 
Dickens 9 27,300 242 224,000 Hood 9 43,600 442 1,306,000 
Dimmit 63 92,400 1,340 1,101,000 Hopkins 34 55,500 1,486 2,480,000 
Donley 3 7,600 196 354,000 Houston 38 53,000 2,290 2,559,000 
Duval 58 164,000 1,743 1,560,000 Howard 33 81,100 1,427 1,791,000 
Eastland 15 24,200 1,176 2,941 ,000 Hudspeth 3,600 68 50,000 
Ector 34 81,700 2,161 2,593,000 Hunt 52 91,600 2,941 3,918,000 
Edwards 2 1,300 121 54,000 Hutchinson 15 19,900 480 854,000 
Ellis 38 68,800 3,074 3,983,000 Irion 0 31 11,000 
El Paso 495 1,100,000 18,741 15,616,000 Jack 5 20,800 238 609,000 
Erath 20 41,300 976 2,645,000 Jackson 29 56,300 918 1,016,000 
Falls 46 85,300 1,848 i,321,000 Jasper 58 104,000 2,141 2,403,000 
Fannin 53 126,000 2,156 3,523,000 . Jeff Davis 0 81 38,000 
Fayette 16 50,600 1,267 1,638,000 Jefferson 270 809,000 10,487 13,764,000 
Fisher 4 2,600 372 . 698,000 J im Hogg 16 34,200 519 296,000 
Floyd 11 13, 100 462 443,000 J im Wells 130 322,000 3,459 4,498,000 
Foard 3 5,000 182 240,000 Johnson 42 130,000 2,296 4,880,000 
Fort Bend 45 107,000 3,708 3,490,000 Jones 38 106,000 1,180 2,559,000 
Franklin 2 2,000 289 836,000 Karnes 54 122,000 1,454 1,725,000 
Freestone 20 59,100 1,146 2,016,000 Kaufman 37 120,000 2,494 4,558,000 
Frio 65 96,000 1,569 1,476,000 Kendall 5 7,500 351 905,000 
Gaines 7 19,000 378 319,000 Kenedy 0 16 5,000 
Galveston 138 315,000 6,426 7,139,000 Kent 200 44 111,000 
Garza 7 8,500 286 227,000 Kerr 14 43,600 947 1,666,000 
Gillespie 3 5,000 450 1,607,000 Kimble 4 1,700 230 529,000 
Glasscock 0 17 4,000 King 0 5 3,000 
Goliad 13 18,000 397 472,000 Kinney 4 2,400 176 90,000 
Gonzales 34 40,800 1,622 1,951,000 Kleberg 43 68,300 2,084 1,466,000 
Gray 21 61,200 642 1,035,000 Knox 18 42,100 547 815,000 
Grayson 58 11 5,000 4,054 8,496,000 Lamar 60 130,000 4,262 5,110,000 
Gregg 68 110,000 4,700 5,889,000 ·Lamb 28 61,900 943 1,339,000 
Grimes 60 99,100 1,537 1,594,000 Lampasas 8 12,600 557 868,000 
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TABLE 4.4 (continued) TABLE 4.4 (continued) 

Diabetics All Recipients• Diabetics All Recipients• 

County Number Expenditures Numbert ·expenditures County Number Expenditures Numbert Expenditures 

La Salle 35 33,900 715 593,000 Raines 4 3,800 224 157,000 
Lavaca 23 34,900 1,652 2,725,000 Randal l 4 8,200 245 840,000 
Lee 19 21,600 652 1,010,000 Reagan 2,600 49 23,000 
Leon 31 49,700 1,265 1,345,000 Real 3 800 177 117,000 
Liberty 45 118,000 2,457 3,1 14,000 Red River 45 85,400 1,970 2,502,000 
Limestone 21 32,000 2,777 2,263,000 Reeves 25 59,100 774 850,000 
Lipscomb 0 30 9,000 Refugio 20 23,700 604 575,000 
Live Oak 7 10,300 333 363,000 Roberts 0 9 6,000 
Llano 5 22,100 343 1, 198,000 Robertson 47 70,100 2,154 1,811,000 
Loving 0 0 Rockwall 10 9,600 404 834,000 
Lubbock 159 317,000 5,753 7,300,000 Runnels 12 27,200 2,668 1,047,000 
Lynn 19 46,100 432 421,000 Rusk 73 104,000 2,723 3,529,000 
Madison 10 14,500 700 733,000 Sabine 8 16,300 687 645,000 
Marion 25 33,700 1,089 928,000 San Augustine 14 38,300 1,089 1,631,000 
Martin 9 18,900 235 377,000 San Jacinto 16 31,400 896 578,000 
Mason 5 . 1,800 189 408,000 San Patricio 114 263,000 3,746 3,318,000 
Matagorda 35 41,100 1,546 1,589,000 San Saba 6 10,800 450 736,000 
Maverick 113 220,000 2,535 1,818,000 Schleicher 4 16,600 89 157,000 
McCulloch 9 11 ,600 659 1,242,000 Scurry 20 38,000 696 1,068,000 
Mcl ennan 144 263,000 9,522 12,532,000 Shackelford 5 14,000 127 285,000 
McMullen 300 31 26,000 Shelby 63 131,000 2,446 2,500,000 
Medina 42 138,000 1.4 17 2,021,000 Sherman 0 37 87,000 
Menard 4 5,100 184 305,000 Smith 106 189,000 6,216 7,882,000 
Midland 27 57,800 2,056 2,105,000 Somervell 1 1,000 142 265,000 
Milam 45 86,600 1,870 2,106,000 Starr 96 132,000 2,842 1,483,000 
Mills 9 37,600 412 855,000 Stephens 9 18,100 420 787,000 
Mitchell 7 29,400 562 1,134,000 Sterling 2 2,600 34 77,000 
Montague 16 49,700 943 2,586,000 Stonewall 3 1,200 139 378,000 
Montgomery 66 171,000 2,870 3,842,000 Sutton 6 15,600 127 185,000 
Moore 7 15,100 212 271,000 Swisher 3 500 272 141,000 
Morris 23 48,100 1,227 1,756,000 Tarrant 481 1, 170,000 24,874 40,028,000 
Motley 2 2,800 84 63,000 Taylor 61 120,000 4,332 5,690,000 
Nacogdoches 46 138,000 2,476 3,625,000 Terrell 3 1,200 55 31,000 
Navarro 62 157,000 2,801 3,786,000 Terry 26 75,600 935 1,043,000 
Newton 28 60,800 1,082 979,000 Throckmorton 1 10,800 135 290,000 
Nolan 16 48,600 8 18 1,365,000 T itus 24 74,300 1,231 2,417,000 
Nueces 562 1.400,000 16,814 18,678,000 Tom Green 73 181,000 3,852 4,858,000 
Ochiltree 1 300 130 288,000 Travis 312 601,000 14,045 20,936,000 
Oldham 1 2,000 21 7,000 T rinity 21 10,700 1,004 821,000 
Orange 71 242,000 2,606 4.487,000 Tyler 20 45,200 946 1,437,000 
Palo Pinto 21 40,400 1,017 1,626,000 Upshur 38 60,800 1,771 1,786,000 
Panola 39 90,500 1,254 1,493,000 Upton 0 97 61,000 
Parker 14 24,600 1,070 2,336,000 Uvalde 58 106,000 1,745 1,669,000 
Parmer 3 10,000 163 123,000 Val Verde 56 64,600 2,049 1,562,000 
Pecos 7 3,400 437 460,000 Van Zandt 30 69,200 . 1,671 3,530,000 
Polk 37 69,800 1,579 1,497,000 Victoria 88 231,000 3,319 4,158,000 
Potter 53 83,500 3,032 3,893,000 Walker 35 70,100 1,836 1,764,000 
Presidio 5 1,600 396 122,000 Waller 22 67,700 1,146 1,289,000 



TABLE 4.4 (continued) 

Diabetics All Recipients• 

County Number Expenditures Numbert Expenditures 

Ward 6 11 ,800 335 186,000 
Washington 45 119,000 2,245 2,228,000 
Webb 336 492,000 8,382 6,466,000 
Wharton 63 108,000 2,393 2,986,000 
Wheeler 14 28,300 274 409,000 
Wichita 70 114,000 4,326 8,178,000 
Wilbarger 23 59,800 936 1,726,000 
Willacy 54 79,000 1,759 1,024,000 
Williamson 62 107,000 2,710 4,321,000 
Wilson 45 81,400 1,183 1,406,000 
Winkler 6 21,800 259 527,000 
Wise 14 42.700 786 1,703,000 
Wood 30 78,800 1,570 3,627,000 
Yoakum 2 10,000 171 325,000 
Young 20 56,500 824 2,414,000 
Zapata 21 26,900 633 295,000 
Zavala 76 110,000 1,582 823,000 

Totals 14,980 $31,340,000 617,349 $751,364,000 

"SOURCE: Texas Department of Human Resources, Annual Report, 1979. 

tAccording to TDHR, th is number estimates active Medicaid eligibles, 
monthly average. 

Categories of Aid 

Tables 4.5-4.19 resume our treatment of only those Medi
caid recipients with diagnosis of diabetes. Here they will · 
be grouped by category of aid. The categories are Old Age 
Assistance, AFDC, Aid to the Blind, and Aid to the Dis
abled. Table 4.5 shows that the majority of diabetics on 
Medicaid are disabled persons and that they accounted 
for approximately two-thirds of the total Medicaid ex
penditures by patients who are diabetic. Moreover, near
ly three-quarters of the patients who spent over $6,000 
during the year are disabled. On the other hand, less than 
10 percent of the high-spending patients were AFDC 
recipients, even though over 30 percent of the data base 
was classified as AFDC. The majority of AFDC recip
ients spent under $500. 

Expenditures by category of aid by sex are displayed 
in Table 4.6-4.8. Most diabetics are female in each cate
gory of aid. The pattern of expenditures in Table 4. 7 and 
4.8 parallels that in Table 4.5, which exhibits expendi
tures by category of aid without regard to sex. 

The most costly type of service covered by Medicaid is 
inpatient hospitalizations. Tables 4.9 -4.11 show utiliza-
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TABLE 4.5 
Texas Medicaid Recipients with Diagnosis of Dial:>etes-
Expenditures by Category of Aid 

Category of Aid 

Expenditures 
per Patient Old Age 
(in dollars) Asst. AFDC Blind Disabled Total 

Under 500 1,015 2,464 137 2,776 6,392 
42.7% 

501-2,000 450 1,345 110 2,317 4,222 
28.2% 

2,001-6,000 423 728 73 1,579 2,803 
18.7% 

Over 6,000 244 138 49 1,126 1,557 
10.4% 

2,132 4,675 369 7,798 14,974 
14.2% 31.2% 2.5% 52.1% 100.0% 

Number of missing observations = 6 

Total expenditures: 
Old Age Assistance $ 4,379,000 
AFDC 5,731,000 
Blind 910,000 
Disabled 20,321,000 

All categories $31,340,000 

TABLE 4.6 
Texas Medicaid Recipients with Diagnosis of Diabetes
Expenditures by Category of Aid by Sex 

Females Males 

Category of Aid n $ n $ 

Old age 
assistance 1,710 3,637,400 361 691,200 
AFDC 3,628 4,710,100 660 835,400 
Blind 258 603,700 100 295,000 
Disabled 5,967 16,335,000 1,394 3,656,000 

n=Number of patients 
$=Total expenditures 
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TABLE 4.7 
Texas Medicaid Recipients with Diagnosis of Diabetes-
Expenditures by Category of Aid by Sex 
(Females) 

Expenditures 
Category of Aid 

per Pat ient Old Age 
(in dollars) Asst. AFDC Blind Disabled Total 

Under 500 797 1,775 95 1,897 4,564 
39.5% 

501-2,000 359 1, 112 79 1,885 3,435 
29.7% 

2,001-6,000 343 635 53 1,278 2,309 
20.0% 

Over 6,000 210 105 31 904 1,250 
10.8% 

1,709 3,627 258 5,964 11 ,558 
14.8% 31.4% 2.2% 51.6% 100.0% 

lion of inpatient services by ca tegory of aid. The highest 
utilization. measured by number of days, number of stays, 
expenditures, or proportion of clien ts in the aid category 
who were hospitalized, was by the disabled. Nearly half 
the disabled recipients identified as diabetic were hospi
talized a t least once during fiscal 1979. By way of con
trast. only slightly more than one quarter of the old age 
di abetics w ere hospitalized; the proportions of AFDC 
clients and blind persons in the data base who spent time 
in the hospital were about 40 and 45 percent, respec
tively. 

Of the roughly 6,000 Texas Medicaid recipients with 
d iagnosis of diabetes who used in patient services, over a 
third spent more than 15 days in the hospital during the 
fiscal year. This can be seen in the bott om row of Table 
4.9. Not ice the bottom right corner of the cross-tabulation 
table. Almost one quarter of the diabetics on Medicaid 
who were hospitalized were disabled persons who stayed 
over 15 days. 

Table 4.10 demonstrates that 4 out of 5 diabetics who 
were hospitalized had only 1 or 2 stays during the fiscal 
year. 

About half of the blind and disabled persons in the 
data base filled more than 20 prescriptions during fiscal 
1979. Abou t 60 percent of the diabetics on Old Age As
sistance filled over 20 prescriptions. The average num
ber of prescription drugs purchased by Medicaid for a 
diabetic on Old Age Assistance was 22, whereas the 
average number for an AFDC client with diabetes was 
11. The utilization of Medica id services for prescription 
drugs is depicted in Table 4.12 and 4.13. 

TABLE 4.8 
Texas Medicaid Recipients with Diagnosis of Diabetes-
Expenditures by Category of Aid b y Sex 
(Males) 

Expenditu res 
Category of Aid 

per Patient Old Age 
(in dollars) Asst. AFDC Blind Disabled Total 

Under 500 185 382 34 567 1,168 
46.5% 

501-2,000 69 173 30 355 627 
24.9% 

2,001-6,000 73 73 19 257 422 
16.8% 

Over 6,000 34 31 17 215 297 
11 .8% 

361 659 100 1,394 2,514 
14.4% 26.2% 4.0% 55.4% 100.0% 

TABLE 4.9 
Texas Medicaid Recipients with Diagnosis of Diabetes
Utilization of Inpatient Hospital Services by Category of Aid 
(Length of Stays) 

Number of 
Category of Aid 

Hospitals Days Old Age 
per Patient Asst. AFDC Blind Disabled Total 

1-3 41 305 18 349 713 
12.6% 

4-7 105 521 37 705 1,368 
24.1% 

8-15 159 499 41 947 1,646 
29.1% 

Over 15 220 355 56 1,307 1,938 
34.2% 

525 1,680 152 3,308 5,665 
9.3% 29.7% 2 .7% 58.4% 100.0% 

Number of missing observations = 9,315 

Total number of hospital days: 
Old Age Assistance $ 9 ,340 
AFDC 18.413 
Blind 2.450 
Disabled 55,263 
All categories $85,466 



TABLE 4.10 
Texas Medicaid Recipients with Diagnosis of Diabetes-
Utilization of Inpatient Hospital Services by Category of Aid 
(Number of Stays) 

Number of 
Category of Aid 

Hospital Stays Old Age 
per Patient Asst. AFDC Blind Disabled Total 

1 263 1,036 82 1,742 3,123 
55.0% 

2 146 397 41 804 1,388 
24 .4% 

3 63 150 15 384 612 
10.8% 

4 36 60 10 190 296 
5.2% 

6 or more ·22 41 4 196 263 
4.6% 

530 1,684 152 3,316 5,682 
9.3% 29.6% 2.7% 58.4% 100.0% 

Num1'er of fr!issing observations = 9,298 

Total number of hospital stays: 
Old Age Assistance $ 1,018 
AFDC 2,761 
Blind 277 
Disabled 6,440 

All categories $10,496 

TABLE 4.11 
Texas Medicaid Recipients with Diagnosis of i;>iabetes-
Utilization of Inpatient Hospital Services by Category of Aid 
(Expenditures) 

Expenditures 
Category of Aid 

per Patient Old Age 
(in dollars) Asst. AFDC Blind Disabled .Total 

1·1,000 228 741 48 1,069 2,086 
33.0% 

1,001·2.SOO 173 672 51 1,104 2,000 
31.6% 

2.501·5,000 101 355 37 801 1,294 
20.5% 

Over 5,000 64 149 32 701 946 
15.0% 

566 1,917 168 3,675 6,326 
8.9% 30.3% 2.7% 58.1% 100.0% 

Number of missing observations = 8,654 

TABLE 4.11 (continued) 

Total expenditures: 

TABLE 4.12 

Old Age Assistance 
AFDC 
Blind 
Disabled 

All categories 
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$ 1,242,000 
3,933,000 

531 ,000 
11,637,000 

$17 ,343,000 

Texas Medicaid Recipients with Diagnosis of Diabetes
Utilization of Services for Prescription Dru~gs 
by Category of Aid 
(Number of Prescriptions Filled) 

Number of 
Prescriptions 
Filled per 
Patient 

1·5 

6·10 

11-20 

Over 20 

Old Age 
Asst. 

124 

194 

501 

1,264 

2,083 
14.5% 

Category of Aid 

AFDC Blind 

1,238 42 

999 53 

1,279 85 

879 172 

4,395 352 
30.7% 2.5% 

Number of missing observations = 661 

Total expenditures: 
Old Age Assistance 
AFDC 

· Blind 
Disabled 

All categories 

Disabled 

811 

982 

1,911 

3,785 

7,489 
52.3% 

Total 

2,215 
15.5% 

2,228 
15.6% 

3,776 
26.4% 

6,100 
42.6% 

14,319 
100.0% 

$ 47,100 
54,300 

7,000 
150,900 

$259,200 
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TABLE 4.13 
Texas Medicaid Recipients with Diagnosis of Diabetes-
Utilization of Services for Prescription Drugs 
by Category of Aid 
(Expenditures) 

Expendit ures 
Category of Aid 

per Patient Old Age 
(in dollars) Asst. AFDC Blind Disabled 

1·50 139 1,582 53 972 

51-100 245 1,005 52 1,074 

101-250 904 1,386 144 3,083 

251·500 733 357 98 2,119 

Total 

2,746 
19.4% 
2,376 
16.7% 
5,517 
38.9% 
3,307 
23.3% 

TABLE 4.14 
Texas Medicaid Recipients with Diagnosis of Diabetes-
Utilization of Doctor Office Visits by Category of Aid 

Number of 
Visits per 
Patient 

1-5 

6-10 

11-20 

Over 20 

Old Age 
Asst. 

167 

104 

66 

6 

343 
2.9% 

Category of Aid 

AFDC Blind 

2,209 142 

1,275 80 

828 60 

129 10 

4,441 292 
37.8% 2.5% 

Disabled 

2,824 

1,907 

1,559 

374 

6,664 
56.8% 

Total 

5,342 
45.5% 
3,366 
28.7% 
2,513 
21.4% 

519 
4.4% 

11,740 
100.0% 

Over 500 47 6 3 186 242 Number of missing observations= 3,240 

2,086 
14.6% 

4,336 350 
30.6% 2.5% 

Number of missing observations = 792 

Total expenditures: 
Old Age Assistance 
AFDC 
Blind 
Disabled 

All categories 

7,434 
52.4% 

1.7% 

14,188 
100.0% 

$ 461,200 
463,000 

64.400 
1,484,800 

$2,473,400 

Tables 4.14 and 4.15 reveal that patients on Old Age 
Assistance in the data base made very few doctor office 
visits during the fiscal year. Most visits were made by 
the disabled. followed by members of AFDC families. 

One might expect a higher utilization of outpatient 
hospital services by AFDC clients than by others in the 
data base. More AFDC clients would be expected to have 
insulin dependent diabetes and, thus, a higher incidence 
of coma. causing emergency hospitalizations. However, 
both AFDC clients and the disabled used outpatient ser
vices heavily. Table 4.16 shows that half of the disabled 
and half of the AFDC clients used outpatient services at 
least once. 

Tables 4.17-4.19 report the ages and sex of recipients 
in each aid category. It is interesting to note that over 80 
percent of the recipients in the AFDC category are aged 
21 and over. It is the parents who are diabetic, more so 
than the children. and accordingly it is generally female 
adult onset diabetics who are listed in the AFDC cate
gory. 

Total number of visits: 

TABLE 4.15 

Old Age Assistance 
AFDC 
Blind 
Disabled 

All categories 

2,300 
31,462 

2,107 
55,231 

91,100 

Texas Medicaid Recipients with Diagnosis of Diabetes
Utilization of Doctor Office Visits by Category of Aid 
(Expenditures) 

Expenditures 
Category of Aid 

per Patient Old Age 
(in dollars) Asst. AFDC Blind 

1·100 306 1,975 130 

101·500 174 2,368 170 

Over 500 18 143 16 

498 4,486 316 
4.1% 36.6% 2.6% 

Number of missing observations= 2,737 

Total expenditures: 

Old Age Assistance 
AFDC 
Blind 
Disabled 

All categories 

Disabled Total 

2,749 

3,704 

490 

6,943 
56 .7% 

5,160 
42.1% 
6,416 
52.4% 

667 
5.4% 

12,243 
100.0% 

$ 56,200 
717,500 

59,800 
1,453,600 

$2,287,100 
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TABLE 4.16 TABLE 4.18 
Texas Medicaid Recipients with Diagnosis of Diabetes- Texas Medicaid Recipients wit h Diagnosis of Die.tes-
Ut ilization of Outpatient Hospital Services by Category of Aid Age by Category of Aid by Sex 
(Expenditures) (Females) 

Expenditures 
Category of Aid Category of Aid 

per Patient Old Age Old Age 
(in dollars) Asst. AFDC Blind Disabled Total Age Asst. AFDC Blind Disabled Total 

1-100 99 1,465 9 1 2,063 3,718 Under 21 2 446 3 69 520 
56.0% 4.8% 

101·500 58 857 48 1,512 2,476 21-40 1,390 16 375 1,782 
37.3% 16.4% 

Over 500 8 81 16 337 442 41-65 296 1,670 225 5,463 7,654 
6 .7% 70.4% 

165 2,403 155 3,912 6 ,635 66-75 745 7 5 758 
2.5% 36.2% 2.3% 59.0% 100.0% 7.0% 

Number of missing'observations = 8,345 Over 75 156 0 0 157 

Total expenditures: 1.4% 

Old Age Assistance $ 23,800 1,200 3,507 251 5,913 10,871 
AFDC 305,700 11.0% 32.3% 2.3% 54.4% 100.0% 
Blind 50,500 
Disabled 804,000 

All categories $1,184,000 
TABLE 4.19 
Texas Medicaid Recipients with Diagnosis of Diabetes-
Age by Category of Aid by Sex 
(Males) 

TABLE 4.17 
Texas Medicaid Recipients with Diagnosis of Diabetes- Category of Aid 

Age by Category of Aid Old Age 

Category of Aid Age Asst. AFDC Blind Disabled Total 

Old Age Under 21 0 332 74 407 

Age Asst. AFDC Blind Disabled Total 17.2% 

21-40 0 66 9 177 252 
Under 21 2 867 4 153 1,026 

10.6% 
7 .3% 

21-40 1 1,579 26 580 2,186 
41·65 48 239 72 1,125 1,484 

15.6% 
62.6% 

41-65 344 2,077 306 6,91 4 9 ,641 
66-75 162 0 9 172 

68.7% 
7.3% 

66-75 928 17 6 952 
Over75 57 0 0 0 57 

6.8% 
2.4% 

Over 75 224 0 0 225 167 637 91 1,377 2,372 
1.6% 11 .3% .26.9% 3.8% 58.1% 100.0% 

1,499 4,524 353 7 ,654 14,030 
10.7% 32.2% 2.5% 54.6% 100.0% 

Number of missing observations= 950 
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TABLE 4.20 
Texas Medicaid Recipients with Diagnosis of Diabetes
Patients with High Expenditures 

Category of Aid Total Expenditures Number of Patients 

Old Age $ 1,991 ,600 244 
AFDC 1,284,700 138 

Blind 521 ,600 49 

Disabled 11,488,000 1, 126 

All categories $15,285,000 1,557 

Patients with High Expenditures 

The mean expenditure by a Medicaid recipient diag-
nosed as diabetic was $2,092 in fiscal 1979. with a stan-
dard deviation of $3,255. Persons in the data base with 
expenditures over $6,000 are defined as patients with 
high expenditures. About 10 percent of the recipients 
with diabetes, 1,557 people exceeded $6.000 in expendi-
tures. Their total expenditures were $15,285,000, nearly 
half the Medicaid expenditures of all diabetics. 

Table 4.20 shows expenditures by category of aid. 
Notice how few patients with high expenditures are 
AFDC clients. Another interesting finding is that well 
over a third of the total expenditures by the data base 
were made by the disabled patients with high expendi-
tures. Table 4.21 reports the geographic distribution of 
high-spending patients. 

Most of the patients with high expenditures spent over 
$5,000 on inpatient hospitalizations and stayed in the 
hospital more than 15 days. Table 4.22-4.24 show utiliza-
tion of inpatient hospital services by aid category. Util-
ization of other types of services-prescription drugs, 
doctor office visits, and outpatient services-was also 
higher for patients with high expenditures than for other 
patients. Utilization figures can be seen in Tables 4.25-
4.29. 

Most Common Diagnoses 

The primary diagnosis was obtained for each hospital-
ization, outpatient service, doctor office visit, and cer-
tain other services. Tables 4.30-4.33 list the most common 
primary diagnoses for these services. 

Over 4,000 Medicaid recipients used nearly 5,000 hos-
pital stays specifically for their diabetes. This is by far 
the most common primary diagnosis for inpatient hospi-
talizations, the most expensive type of service covered 
by Medicaid. Among the other frequent diagnoses were 
hypertension and diseases of the heart, all of which are 
complications of diabetes. 

Proportion of Aid Category with 
Average Expenditure High Expenditures 

$ 8,162 11 .4% 
9,309 3.0% 

10,645 13.3% 

10,203 14.4% 

$ 9,818 10.4% 

TABLE 4 .21 
Texas Medicaid Recipients with Diagnosis of Diabetes-
Patients with Total Expenditures over $6,000 by County 
of Residence 

Those Spending Over All Diabetics on 
$6,000 Medicaid 

County Number Expenditures Number Expenditures 

Anderson 5 $ 44,200 44 $ 84,300 
Andrews 0 
Angelina 4 28,400 52 97,200 
Aransas 9 6,800 
Archer 3 5,300 
Armstrong 1 8,200 3 9,000 
Atascosa 3 20,900 64 85,900 
Austin 20 18,600 
Bailey 15,400 7 20,100 
Bandera 3 5,800 
Bastrop 3 25,600 38 66,500 
Baylor 4 7,300 
Bee 2 22,700 59 83,100 
Bell 6 52,100 70 146,000 
Bexar 205 2,070,000 1,849 4,130,000 
Blanco 2 18,1 00 4 27,600 
Borden 0 
Bosque 2 14,500 10 20,300 
Bowie 5 41 ,200 110 175,000 
Brazoria 14 130,000 76 229,000 
Brazos 5 42,700 58 102,000 
Brewster 6 3,100 
Briscoe 4 6,900 
Brooks 6 50,200 49 83,800 
Brown 2 16,600 26 42,000 
Burleson 3 24,200 22 35,100 
Burnet 1 8,700 9 14,400 
Caldwell 9 78,400 72 143,000 
Calhoun 22 22,500 
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TABLE 4.21 (continued) TABLE 4.21 (continued) 

Those Spending Over All Diabetics on Those Spending Over All Diabetics on 
$6,000 Medicaid $6,000 Medicaid 

County Number Expenditures Number Expenditures County Number Expenditures Number Expenditures 

Callahan 8 10,100 Floyd 11 13,100 
Cameron 45 438,000 593 960,000 Foard 3 5,000 
Camp 2 16,300 10 19,900 Fort Bend 6 56,600 45 107,000 
Carson 0 Franklin 2 2,000 
Cass 4 49,000 39 82,700 Freestone 5 38,4d0 20 59,100 
Castro 13 10,400 Frio 3 25,500 65 96,000 
Chambers 8,200 21 34,000 Gaines 2 15,000 7 19,000 
Cherokee 4 42,100 51 88,800 Galveston 16 160,000 138 315,000 
Childress 6,200 7 12,800 Garza 7 8,500 
Clay 7 15,500 Gillespie 3 5,000 
Cochran 7,800 9 18,500 Glasscock 0 
Coke 4 5,600 Goliad 13 18,000 
Coleman 5 39,100 25 74,300 Gonzales 2 15,500 34 40,800 
Collin 7 56,800 53 103,000 Gray 4 31,600 21 61,200 
Collingsworth 1 6,500 11 30,300 Grayson 7 55,200 58 115,000 
Colorado 6 42,900 41 79,000 Gregg 6 47,400 68 110,000 
Comal 2 12.400 20 33,300 Grimes 6 41 , 100 50 99,100 
Comanche 4 4,700 Guadalupe 8 64,600 47 99,400 
Concho 1 6,600 5 10,200 Hale 5 42,300 44 87,900 
Cooke 13 21 ,900 Hall 9 25,300 
Coryell 3 29,100 28 58,300 Hamilton 2 14,700 9 25,000 
Cottle 10 13,600 Hansford 3 1,300 

Crane 3 2,400 Hardeman 3 23,200 10 31,400 
Crockett 3 24,100 8 27,900 Hardin 3 24,300 52 106,000 
Crosby 8 4,800 Harris 162 1,810,000 1,499 3,450,000 
Culberson 2 2,200 Harrison 8 74,200 102 172,000 
Dallam 0 Hartley 0 
Dallas 138 1,430,000 1,060 2,630,000 Haskell 8,300 12 17,200 

· Dawson 8,600 23 32,900 Hays 6,700 40 50,000 
Deaf Smith 10,100 20 28,000 Hemphill 0 
Delta 8,600 8 14,700 Henderson 4 30,600 40 73,500 
Denton 3 22,300 35 72,800 Hidalgo 37 389,000 835 1,090,000 
De Witt 5 41 ,000 46 99,000 Hill 11 93,000 47 136,000 
Dickens 2 18,300 9 27,300 Hockley 21 27,300 
Dimmit 4 31,200 63 92,400 Hood 3 33,800 9 43,600 
Donley 1 7,000 3 7,600 Hopkins 4 32,100 34 55,500 
Duval 7 100,000 58 164,000 Houston 2 13,600 38 53,000 
Eastland 1 8,100 15 24,200 Howard 4 38,400 33 81.100 
Ector 3 24,000 34 81,700 Hudspeth 1 3,600 
Edwards 2 1,300 Hunt 4 35,900 52 91 ,600 
Ellis 4 28.400 38 68,800 Hutchinson 7,500 15 19,900 
El Paso 50 530,000 495 1,100,000 Irion 0 
Erath 2 22,100 20 41,300 Jack 14,300 5 20,800 
Falls 4 38.400 46 85,300 Jackson 4 30,400 29 56,300 
Fann in 12 86,800 53 126,000 Jasper 3 29,100 58 104,00(' 
Fayette 3 ~7.300 16 50,600 ·Jeff Davis 0 
Fisher 4 2,600 Jefferson 51 515,000 270 809,000 
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TABLE 4.21 (continued) TABLE 4.21 (continued) 

Those Spending Over All Diabetics on Those Spending Over All Diabetics on 
$6,000 Medicaid $6,000 Medicaid 

County Number Expenditures Number Expenditures County Number Expenditures Number Expenditures 

Jim Hogg 2 23,100 16 34,200 Moore 7 15, 100 
Jim Wells 16 164,000 130 322,000 Morris 2 15,600 23 48,100 
Johnson 10 88,800 42 130,000 Motley 2 2,800 
Jones 7 62,700 38 106,000 Nacogdoches 7 76,800 46 138,000 
Karnes 9 74,200 54 122,000 Navarro 9 77,600 62 157,000 
Kaufman 9 85,700 37 120,000 Newton 3 21,500 28 60,800 
Kendall 5 7,500 Nolan 3 31,600 16 48,600 
Kenedy 0 Nueces 71 732,000 562 1,400,000 
Kent 200 Ochiltree 300 
Kerr 3 22,200 14 43,600 Oldham 1 2,000 
Kimble 4 1,700 Orange 12 134,000 71 242,000 
King 0 Palo Pinto 2 15,800 21 40,400 
Kinney 4 2,400 Panola 5 47,900 39 90,500 
Kleberg 3 26,400 43 68,300 Parker 14 24,600 
Knox 2 25,200 18 42,100 Parmer 7,900 3 10,000 
Lamar 8 63,000 60 130,000 Pecos 7 3,400 
Lamb 3 28,800 28 61,900 Polk 3 24,700 37 69,800 
Lampasas 8 12,600 Potter 3 27,300 53 83,500 
La Salle 1 8,800 35 33,900 Presidio 5 1,600 
Lavaca 1 9,500 23 34,900 Raines 4 3,800 
Lee 1 8,200 19 21,600 Randall 4 8,200 
Leon 3 25,800 31 49,700 Reagan 1 2,600 
Liberty 5 64,000 45 118,000 Real 3 800 

.Limestone 21 32,000 Red River 3 27,900 45 85,400 
Lipscomb 0 Reeves 4 33,400 25 59, 100 
Live Oak 7 10,300 Refugio 6,700 20 23,700 
Llano 2 16,900 5 22,100 Roberts 0 
Loving 0 Robertson 3 32,700 47 70,100 
Lubbock 13 138,000 159 317,000 Rockwall 10 9,600 
Lynn 2 21,400 19 46,100 Runnels 1 15,600 12 27,200 
Madison 10 14,500 Rusk 5 39,500 73 104.ooo 
Marion 9,300 25 33,700 Sabine 13,100 8 16,300 
Martin 9 18,900 San Augustine 2 16,700 14 38,300 
Mason 5 1,800 San Jacinto 2 15,000 16 31,400 
Matagorda 35 41,100 San Patricio 11 141,000 114 263,000 
Maverick 8 93,600 113 220,000 San Saba 6,500 6 10,800 
McCulloch 9 11,600 Schleicher 6,500 4 16,600 
McLennan 11 113,000 114 263,000 Scurry 6,100 20 38,000 
McMullen 1 300 Shackelford 11 ,400 5 14,000 
Medina 8 78,000 42 138,000 Shelby 7 64,800 63 131 ,000 
Menard 4 5,100 Sherman 0 
Midland 3 26,400 27 57,800 Smith 8 63,800 106 189,000 
Milam 6 42,200 45 86,600 Somervell 1 1,000 
Mills 3 29,700 9 37,600 Starr 7 57.700 96 132,000 
Mitchell 1 8,500 7 29,400 Stephens 9 18,100 
Montague 3 27,600 16 49,700 Sterling 2 2,600 
Montgomery 7 92,100 66 171,000 Stonewall 3 1,200 
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TABLE 4.21 (continued) TABLE 4.22 
Texas Medicaid Recipients with Diagnosis of Diabetes-

Those Spending Over All Diabetics on Patients with Total Expenditures over $6,000: 
$6,000 Medicaid Utilization of Inpatient Hospital Services by Category of Aid 

County Number Expenditures Number Expenditures Category of Aid 
Expenditures 

Sutton 8,600 6 15,600 per Patient Old Age 

Swisher 3 500 (in dollars) Asst. AFDC Blind Disabled Total 

Tarrant 62 638,000 481 1,170,000 1·1,000 12 0 50 63 
Taylor 5 52,200 61 120,000 5.6% 
Terrell 3 1,200 

1,001 ·2,500 18 o . 3 58 79 
Terry 5 51,200 26 75,600 7.0% 
Throckmorton 1 10,800 1 10,800 

129 
Titus 6 46,100 24 74,300 2,500·5,000 13 8 4 104 

Tom Green 11 105,000 73 181,000 11.4% 

Travis 35 318,000 312 601,000 Over 5,000 51 130 30 653 864 

Trinity 21 10,700 76.1% 

Tyler 2 19,400 20 45,200 94 138 38 865 1,135 
U¢lur 4 29,900 38 60,800 8.3% 12.2% 3.3% 76.2% 100.0% 
Upton 0 Number of missing observations= 422 
Uvalde 4 33,000 58 106,000 

Total expenditures: 
Val V!!rde 3 21,200 56 64,600 Those over $6,000 All Diabetics 
Van Zandt 4 39,700 30 69,200 
Victoria 11 120,000 88 231,000 Old Age Assistance $ 505,600 $ 1,242,000 
Walker 5 40,200 35 70,700 AFDC 1,162,400 3,933,000 
Waller 6 56,000 22 67,700 Blind 305,600 531,000 
Ward 1 8,000 6 11,800 Disabled 6.703,400 11,637,000 
Washington 8 78,900 45 119,000 All categories $8,677,000 $17 ,343,000 
Webb 21 183,000 336 492,000 
Wharton 6 61,000 63 108,000 
Wheeler 7,700 14 28,300 
Wichita 4 46,500 70 114,000 TABLE 4.23 
Wilbarger 4 37,000 23 59,800 . Texas Medicaid Recipients with Diagnosis of Diabetes-
Willacy 3 20,600 . 54 79,000 Patients with Total Expenditures over $6,000: 
Williamson 6 49,900 62 107,000 Utilization of Inpatient Hospital Services by Category of Aid 
Wilson 3 42,200 45 81,400 (Length of Stay) 
Winkler 1 6,500 6 21,800 
Wise 2 16,800 14 42,700 Number of 

Category of Aid 

Wood 7 53,800 30 78,800 Hospital Days Old Age 
Yoakum 1 7,900 2 10,000 per Patient Asst. AFDC Blind Disabled Total 
Young 3 29,100 20 56,500 
Zapata 1 6,500 21 26,900 1·3 3 0 0 16 19 
Zavala 3 20,100 76 110,000 1.7% 

4.7 6 0 0 23 29 
Totals 1,557 $15,200,000 14,980 $31,340,000 2.6% 

8-15 13 7 4 82 106 
9.5% 

Over 15 70 131 32 725 958 
86.2% 

92 138 36 846 1,112 
·8.3% 12.4% 3.2% 76.1% 100.0% 

Number of missing observations= 445 
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TABLE 4.23 (continued) 

Total Number of Hospital Days: 

Old Age Assistance 
AFDC 
Blind 
Disabled 

All categories 

TABLE 4.24 

Those over $6,0QO 

2,975 
4,789 

. 1,292 
28,205 

37,261 

All Diabetics 

9,340 
18,413 
2,450 

55,263 

85,466 

Texas Medicaid Recipients with Diagnosis of Diabetes
Patients with Total Expenditures over $6,000: 
Utilization of Inpatient Hospital Services by Category of Aid 
(Number of Stays) 

Number of 
Category of Aid 

Hospital Stays Old Age 
per Patient Asst. AFDC Blind Disabled Total 

1 26 16 7 170 219 
19.7% 

2 28 31 10 223 292 
26.3% 

3 13 37 8 168 226 
20.3% 

4 14 24 7 129 174 
15.6% 

5 or more 11 30 4 156 201 
18.1% 

92 138 36 846 1,112 
8.3% 12.4% 3.2% 76.1% 100.0% 

Number of missing observations= 445 

Total Number of Hospital Stays: 
Those over $6,000 All Diabetics 

Old Age Assistance 247 1,018 
AFDC 465 2,761 
Blind 107 277 
Disabled 2,584 6440 

All categories 3,403 10,496 

Diabetes was also the most common primary diagno
sis for outpatient services, doctor office visits, and other 
services, with essential benign hypertension the second 
most frequently recorded diagnosis. 

South Texas Counties 

It is suspected that Mexican Americans have a greater 
incidence of diabetes than other ethnic groups. Unfortu
nately our data base does not contain a variable for 
ethnicity. Therefore, in order to get a reading on the costs 
of diabetes for Mexican Americans on Medicaid, we tried 
to capture ethnicity indirec"tly by looking at the geo
graphic area where most Mexican Americans reside, 
South Texas. The forty counties of the Greater South 
Texas Cultural Basin were isolated. The region stretches 
from the Gulf of Mexico on the east to the Republic of 
Mexico on the west and south. The counties are Aransas, 
Atascosa, Bandera, Bee, Bexar, Brooks, Cameron, Comal, 
Dimmit, Duval, Edwards, Frio, Gillespie, Guadalupe, 
Hidalgo, Jim Hogg, Jim Wells, Karnes, Kendall, Kenedy, 
Kerr, Kinney, Kleberg, La Salle, Live Oak, Maverick, 
McMullen, Medina, Nueces, Real, Refugio, San Patricio, 
Starr, Uvalde, Val Verde, Webb, Willacy, Wilson, Zapata, 
and Zavala. 

Table 4.34 gives the findings. In general, we can say 
that whereas 2.1 percent of the Medicaid recipients are 
diabetics in the rest of the state, 3.2 percent of the recip
ients in South Texas counties are diagnosed as diabetic. 
Diabetics account for 3.5 percent of Medicaid expendi
tures in the rest of the state, but they spend 6.5 percent of 
the Medicaid monies in South Texas. Diabetics in South 
Texas counties comprise three-eighths of the Texas 
Medicaid recipients with diagnosis of diabetes, and are 
responsible for over one-third of the total expenditures 
of the data base in fiscal 1979. 
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TABLE 4.25 
Texas Medicaid Recipients with Diagnosis of Diabetes-
Patients with Total Expenditures over $6,000: 
Utilization of Services for Prescription Drugs 
(Number of Prescriptions Filled) 

Number of Category of Aid 
Prescriptions 
Filled per Old Age 
Patient Asst. AFDC Blind 

1-5 4 18 4 

6-10 7 13 5 

11-20 40 43 10 

Over 20 192 59 28 

243 133 47 
15.9% 8.7% 3.1% 

Number of missing observations= 29 

Total Number of Prescriptions Filled: 

Old Age Assistance 
AFDC 
Blind 
Disabled 

All categories 

Those over $6,000 

6,421 
2,504 
1,026 

26,289 

36,240 

Disabled 

57 

80 

242 

726 

1,105 
72.3% 

Total 

83 
5.4% 

105 
6.9% 

335 
21.9% 

1,005 
65.8% 

1,528 
100.0% 

All Diabetics 

47,100 
54,300 

7,000 
150,900 

259,200 
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TABLE 4.26 
Texas Medicaid Recipients with Diagnosis of Diabetes-
Patients with Total Expenditures over $6,000: Utilization of 
Services for Prescription Drugs by Category of Aid 
(Expenditures) 

Expenditures 
Category of Aid 

per Patient Old Age 
(in dollars) Asst. AFDC Blind 

1-50 7 20 5 

51-100 12 16 5 

101-250 87 69 22 

251 -500 124 28 14 

Over 500 12 0 

242 133 47 
15.9% 8.8% 3.1% 

Number of missing observations = 38 

Total Expenditures: Those over $6,000 

Old Age Assistance 
AFDC 
Blind 
Disabled 

All categories 

TABLE 4.27 

$ 66,800 
23,200 
10,100 

282,900 

$383,100 

Disabled Total 

65 97 
6.4% 

93 126 
8.3% 

434 612 
40.3% 

442 608 
40.0% 

63 76 
5.0% 

1,097 1,519 
72.2% 100.0% 

All Diabetics 

$ 461,200 
463,000 

64,400 
1,484,800 

$2,473,400 

Texas Medicaid Recipients with Diagnosis of Diabetes
Patients with Total Expenditures over $6,000: Utilization of 
Doctor Office Visits by Category of Aid (Number of Visits) 

Number of 
Visits per 
Patient 

1-5 

6-10 

11-20 

21-50 

Over 50 

Category of Aid 

Old Age 
Asst. AFDC Blind Disabled 

8 

12 

7 

0 

28 
2.7% 

23 

36 

52 

23 

0 

134 
13.1% 

17 332 

8 193 

7 207 

2 91 

0 5 

34 828 
3.3% 80.9% 

Total 

380 
37.1% 

249 
24.3% 

273 
26.7% 

117 
11.4% 

5 
.5% 

1,024 
100.0% 
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TABLE 4.27 (continued) 

Number of missing observations= 533 

Total Number of Visits: 
Those over $6,000 

Old Age Assistance 225 
AFDC 1,737 
Bl ind 241 
Disabled 8,159 

All categories 10,362 

TABLE 4.28 

All Diabetics 

2,300 
31,462 

2,107 
55,231 

91,100 

Texas Medicaid Recipients with Diagnosis of Diabetes-
Patients with Total Expenditures over $6,000: 
Utilization of Doctor Office Visits by Category of Aid 
(Expenditures) 

Expenditures 
Category of Aid 

per patient Old Age 
(in dollars) Asst. AFDC Blind 

1-100 22 24 15 

101-500 21 85 19 

Over 500 3 26 6 

46 135 40 
4.0% 11.6% 3.4% 

Number of missing observations= 394 

Total Expenditures: 

Old Age Assistance 
AFDC 
Blind 
Disabled 

All categories 

Those over $6,000 

$ 7,100 
44,500 
12,000 

338.JOO 

$402,300 

Disabled Total 

328 389 
33.4% 

457 582 
50.0% 

157 192 
16.5% 

942 1,163 
81 .0% 100.0% 

All Diabetics 

$ 56,200 
717,500 

59,800 
1,453,600 

$2,287,100 

TABLE 4.29 
Texas Medicaid Recipients with Diagnosis of Diabetes
Patients with Total Expenditures over $6,000: 
Utilization of Outpatient Hospital Services by Category of Aid 
(Expenditures) 

Expenditures 
Category of Aid 

per Patient Old Age 
(in dollars) Asst. AFDC Blind Disabled Total 

1-100 11 41 13 306 371 
42.3% 

101-500 9 48 10 298 365 
41 .6% 

Over 500 3 18 5 116 142 
16.2% 

23 107 28 720 878 
2.6% 12.2% 3.2% 82.0% 100.0% 

Number of missing observations = 679 

Total Expenditures : 
Those over $6,000 All Diabetics 

Old Age Assistance $ 5,500 $ 23,800 
AFDC 31,000 305.700 
Blind 30,000 50,500 
Disabled 271,500 804,000 

All categories $338,000 $1,184,000 

TABLE 4.30 
Texas Medicaid Recipients with Diagnosis of Diabetes-
Most Common Primary Diagnoses for Inpatient Hospitalizations 

ICDA 
Code 

009 

250 

401 

412 

427 

599 

650 

783 

785 

796 

Disease 

Diarrheal disease 

Diabetes mellitus 

Essential benign hypertension 

Chronic ischemic heart disease 

Symptomatic heart disease 

Other d iseases of urinary tract 

Delivery without mention 
of complication 

n,patients n)lospitalizations 

182 195 

4,064 4.838 

225 242 

231 274 

239 287 

154 

140 

168 

147 

Symptoms and ill-defined 
conditions, referable to respiratory 

163 180 

system 

Symptoms and ill-defined condi· 208 220 
tions, referable to abdomen and 
lower gastro-intestinal tract 

Symptoms and ill-defined condi- 430 444 
tions, ill-defined and unknown 
causes of morbidity and mortality 
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TABLE 4.31 TABLE 4.33 
Texas Medicaid Recipients with Diagnosis of Diabetes- Texas Medicaid Recipients with Diagnosis of Diabetes-
Most Common Primary Diagnoses for Outpatient Services Most Common Primary Diagnoses for " Other" Services 

ICDA n,outpatient ICDA 
Code Dile- n.patlents episodes Code Dile- n.patients npccurrences 

009 Diarrheal disease 216 352 009 Diarrheal disease 541 934 

250 Diabetes mellitus 2,890 6,205 250 Diabetes mellitus 11,309 32,502 

401 Essential benign hypertension 601 976 370 Refractive errors (diseases and 1,904 2,961 

466 Acute upper respiratory infection 199 273 conditions of the eye) 

of multiple or unspecified sites 401 Essential benign hypertension 2,282 5,302 

599 Other diseases of urinary tract 249 425 412 Chronic lschemic heart disease 916 2,061 

783 Symptoms and ill-defined condi· 386 627 427 Symptomatic heart disease 415 1,031 
tions, referable to respiratory 462 Acute pharyngitis (sore throat) 534 834 
system 465 Acute upper respiratory infection 1,137 1,832 

786 Symptoms and ill-defined condi· 308 506 of multiple or unspecified sites 
tlons, referable to abdomen and 
lower gastro-lntestinal tract 

791 Symptoms and ill-defined condi· 195 352 
tions, headache 

799 224 291 

490 Bronchitis, unqualified 590 978 
599 Other diseases of urninary tract 839 1,655 
622 Infective d iseases of uterus 416 681 

(except cervix), vagina, and vulva 

692 Other eczema and dermatit is 398 613 
996 Injury 191 282 715 Arthritis, unspecified (chronic) 755 1,434 

783 Symptoms and ill-defined condi- 829 1,588 
t lons, referable to respiratory system 

785 Symptoms and ill-defined condi· 568 1,098 

TABLE 4.32 
Texas Medicaid Recipients with Diagnosis of Diabetes-
Most Common Primary Diagnoses for Doctor Office Visits 

tions referable to abdomen and 
lower gastro-intestinal tract 

791 Symptoms and ill-defined condi· 343 598 
tions, headache 

799 3,442 9,064 
ICDA 
Code Di•- n.patients n, visits 

009 Diarrheal disease 337 381 
260 Diabetes mellitus 3,801 6,705 
401 Essential ~enlgn hypertension 841 1,128 
412 Chronic lschemic heart disease 212 247 
427 Symptomatic heart disease 106 128 
482 Acute phtryngltis (sore throat) 376 439 
466 Acute upper respiratory infec· 776 945 

·tion of multiple or unspecified 
sites 

490 Bronchitis, unqualified 328 371 
699 Other diseases of urinary tract 366 430 
622 Infective diseases of uterus 295 327 

(except cervix) , vagina, and 
vulva 

692 Other eczema and dermatitis 291 316 
716 Arthritis, unspecified (chronic) 361 426 
783 Symptoms and ill-defined condi· 255 276 

tions, referable to respiratory 
system 

786 Symptoms and ill-defined condi· 217 246 
tions, referable to abdomen and 
lower gastro-intestinal tract 

791 Symptoms and ill-defined condi· 169 179 
tlons, headache 
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TABLE 4.34 
Medicaid Recipients in South Texas Counties-
Comparison of Recipients with Diagnosis of Diabetes with All Recipients 

Number of Diabetics Expenditures by Diabetics All Medicaid 

County Old Age Asst. AFDC Blind Disabled Total Number Expenditures 

Aransas 3 5 9 $ 6,800 249 $ 205,500 
At ascosa 17 18 28 64 85,900 2,021 2,237,800 
Bandera 1 2 3 5,800 195 369,800 
Bee 10 22 2 25 59 83, 100 1,827 1,965,800 
Bexar 194 798 34 823 1,849 4,130,000 61, 107 66,936,600 
Brooks 7 16 26 49 83,800 1, 103 707,000 
Cameron 50 214 13 3 16 593 960,000 17,828 12,863,600 
Comal 6 6 7 20 33,300 1,039 2,306,800 
Dimmit 8 30 25 63 92,400 1,340 1, 100,800 
Duval 9 16 32 58 164,000 1,743 1,560,200 
Edwards 1 1 2 1,300 121 53,600 
Frio 16 29 20 65 96,000 1,569 1,475,800 
Gillespie .1 2 3 5,000 450 1,607,200 
Guadalupe 8 10 29 47 99,400 1,996 2,702,000 
Hidalgo 89 345 25 376 835 1,090,000 25,642 16,054, 100 
Jim Hogg 4 12 16 34,200 519 295,600 
Jim Wells 14 35 5 76 130 322,000 3,459 4,497,800 
Karnes 15 18 20 54 122,000 1,454 1,724,700 
Kendall 2 2 5 7,500 351 904,600 
Kenedy 0 0 16 5,000 
Kerr 3 6 5 14 43,600 947 1,666,300 
Kinney 3 1 4 2,400 176 89,600 
Kleberg 5 18 20 43 68,300 2,084 1.466,300 
La Salle 4 11 20 35 33,900 715 592,500 
Live Oak 2 5 7 10,300 333 363,500 
Maverick 15 34 3 61 113 220,000 2,535 1,817,900 
McMullen 1 300 31 25,800 
Medina 8 12 2 20 42 138,000 1,417 2,021 ,300 
Nueces 83 180 15 284 562 1,400,000 16,814 18,677,700 
Real 1 1 3 800 177 117,000 
Refugio 2 7 1 10 20 23,700 604 574,600 
San Patricio 23 35 3 53 114 263,000 3,746 3,318,300 
Starr 17 25 6 48 96 132,000 2,842 1,482,500 
Uvalde 7 26 2 23 58 106,000 1,745 1,669,400 
Val Verde 8 20 3 25 56 64,600 2,049 1,562,100 
Webb 48 100 7 181 336 492,000 8,382 6,466,000 
Willacy 13 2 39 54 79,000 1,759 1,024,400 
Wilson 8 13 24 45 81,400 1,183 1,405,800 
Zapata 2 7 12 21 26,900 633 295,400 
Zavala 6 35 4 31 76 110,000 1,582 823,400 

40 South Texas counties 693 2,113 131 2,687 5,624 $10,718,700 173,783 $165,034,100 

Rest of Texas 1,440 2,564 238 5,114 9,356 $20,621 ,300 443,566 $586,329,900 

Total 2,133 4,677 369 7,801 14,980 $31,340,000 617,349 $752,364,000 
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5. Analysis of Costs of Diabetes at Brackenridge Hospifal in 1977 
and 1978 

SARAH PERKINS with JOHN CASTANEDA, MICHAEL MCNEESE, and FORTUNADO PAREDES* 

Introduction 

Diabetes is one of the most serious chronic diseases today; 
however, its full impact is often masked by the complica
tions that accompany adult onset diabetes-hypertension, 
kidney disease, blindness, and amputations. Many of the 
episodes arising from diabetes and its complications re
quire hospitalization. Persons with diabetes ha~e be.en 
classified into two categories: insulin dependent diabetics 
and insulin independent diabetics. Insulin-dependent 
diabetes often shows up early in life (juvenile onset) and 
requires insulin treatment. The diabetics who are insulin 
independent are often obese and generally develop dia
betes after age forty (adult onset). Recent studies such as 
that done by Davidson et al. indicate that improved nu
trition and weight loss can quite effectively control dia
betes and prevent its complications for many insulin in
dependent diabetics. 1 Other studies like that done by 
Brouhard and others have clearly shown that the serious
ness of the complications from juvenile onset diabetes 
can be attenuated with appropriate education, monitor
ing, and treatment.2 

Insofar as these health promotion activities will keep 
people out of the hospital or shorten the duration of their 
stays, they can be cost effective. The added benefits of 
improving people's health, increasing their effective wo.rk 
days, and enhancing their lives cannot be computed easily 
but nevertheless should not be ignored. We need a better 
grasp, however, of what these hospital costs really are 
before we can attempt to deal with diminishing them. 

It was this task-displaying the costs of diabetes and 
the characteristics of those accruing them-that the LBJ 
School Policy Research Project undertook in 1979-80. 
The project documented the costs of hospitalization at 
Brackenridge Hospital for inpatients identified as dia
betics by the hospital's disease index during the calendar 
years 1977 and 1978. Data from the patient billing ac
count records of the stays made by 974 individuals in
cluded demographic information such as age, race, sex. 

"This research was initially done during the 1979-80 academic 
year by Sarah Perkins using data compiled by most members of 
the project. When attempting to check the data it became clear 
that the group had been working .with information that was .not 
entirely accurate. As part of their work on the 1980-81 pro1ect 
John Castaneda, Michael McNeese, and Fortunado Paredes re
worked the data. 

zip code, and financia l payment class, as well as total 
hospital charges incurred. 

The novelty of this approach of looking at the costs of 
treatment of a single diagnosis over time for groups of 
patients of different identifiable races, incomes, ages, 
and sexes is that it takes a number of existing approaches 
to the next level of analysis. A number of analysts, for 
instance, are interested in looking at the cost of treating 
diagnosis-related groups in different hospitals so as to 
take account of the difference in severity of cases that 
different hospitals treat in setting third-party reimburse
ment rates.3 Similarly, studies of treatment by a particu
lar group of physicians for specific episodes of illne~s 
over time have shown interesting patterns of change m 
resource utilization and cost of treatment.4 Finally, at
tempts have been made to aggregate ~otal co~ts of trea.t
ment, morbidity, and mortality by diagnostic groups m 
the United States and in the United Kingdom.5 Our ap
proach is on the one hand broader and on the other hand 
narrower than these approaches. 

With our study of the Brackenridge Hospital data, we 
are attempting to look at the distribution of utilization 
and cost of services of a target population related to a 
given disease. The reason this is important in the case of 
diabetes is that programs are of ten developed in the 
absence of knowledge of the characteristics of persons 
who suffer from the disease and with inadequate knowl
edge about risk factors and other considerations that are 
important in determining the appropriateness and cost 
effectiveness of alternative approaches. Knowledge of 
the trajectory of costs and complications of diabetes can 
perhaps best be charted by a time series over a number of 
years such as that conducted by Pirart.6 In the absence of 
that, however, a cross-'sectional analysis that runs on for 
two or more years can provide quite useful information. 
If it is anticipated that there will be changes in the age, 
sex, socioeconomic, ethnic, or even nutritional character
istics of the population in the future, some adjustment 
can be made for those changes. In addition, it might be 
possible to use this data to develop a modified version of 
the tracer approach, except rather than studying the 
quality of medical care, one could identify anomalous 
cases with regard to the costs of treating diabetes.7 Pre
sumably such analysis could be used to discover "un
usual cases" that should be reviewed. 

The unique nature of the sample from which our data 
was gathered may be better understood by looking at 
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Brackenridge Hospital and how it fits into the health care 
delivery system of Austin. By means of contrast, descrip
tions of the services of the other four Austin hospitals
Seton, St. David's, Holy Cross, and Shoal Creek-will 
come first. 

A large Catholic hospital, Seton Medical.Center offers 
a full range of services, with its acute care services com
peting with those offered at Brackenridge. St. David's 
Community Hospital is a smaller private hospital offer
ing basic care, with an emphasis on obstetrics and chronic 
care rather than on orthopedics or surgery. Holy Cross 
Hospital is a small facility located in East Austin, serv
ing primarily minority clientele and some Medicaid pa
tients. It provides no obstetrics services but is the only 
place in Austin providing radiation therapy. Shoal Creek 
Hospital is a small private hospital that specializes in 
physical rehabilitation and psychiatric care. 

Along with these other hospitals, Brackenridge Hos
pital serves the needs of Austin and the surrounding 
counties in several ways. First, Brackenridge has the 
only twenty-four-hour emergency room available to res
idents of Austin and its surrounding ten-county Capital 
Area Planning Council area. Maintaining an active renal 
program, Brackenridge is the only facility available in 
Austin for kidney transplants. It is the only Austin hos
pital where neurosurgery is done. In addition, Bracken
ridge provides the only dedicated pediatrics beds in Aus
tin. As a public-owned medical facility, it treats private 
patients as well as publically supported indigent patients 
from Austin and Travis County. For the medical care of 
indigent citizens of T ravis County who live outside of 
Austin, the hospital bills the County monthly on a fee
for-service basis. 

Of Brackenridge's budget of about $35 million a year, 
about $1 million comes from the city's expense budget. 
Payment for indigent health care is not reflected in this 
budget, however. In 1978 the Medical Assistance Pro
gram began under the jurisdiction of the City Health 
Department. Under this program, the Health Department 
took responsibility for certifying people who were eligi
ble for free medical care and for acting as their insurer by 
paying for their care at the neighborhood clinics and at 
Brackenridge Hospital on a charge basis. In this way, the 
budget responsibility was shifted by the City to the 
Health Department, which was responsible for primary 
health care delivery as well. 

The Medical Assistance Program (also referred to as 
the Clinic Card Program) fills the gap in meeting individ
ual health care costs left by Medicare and Medicaid. 
Medicare covers people sixty-five years of age a nd older 
w ho are covered by Social Security, people under age 
sixty-five who are disabled and have been getting bene
fits from Social Security or the railroad retirement pro
gram for at least two years, and chronic kidney disease 
patients under age sixty-five. Medicaid, the next largest 

source of federal health care dollars, covers eligible low
income aged, blind, and disabled persons (those receiving 
Supplemental Security Income-SS!) and families eligi
ble for the Aid for Dependent Children (AFDC) program. 
The Clinic Card Program answers the needs of those 
ineligible for these two programs; in other words, it 
serves those who are below the poverty line, single or 
members of intact families, and not aged, blind, or dis
abled. The Clinic Card Program also helps those who are 
below the poverty line but have too much income to 
qualify for SSI and Medicaid benefits. For these Medicare 
patients, the Clinic Card Program provides free health 
care from the clinics and Brackenridge Hospital, saving 
these people from having to pay substantial coinsurance 
and deductible charges. Furthermore, many with both 
Medicare and Medicaid benefits qualify for Clinic Cards 
that will pay for some of the charges that Medicare/ 
Medicaid will not. 

Brackenridge also provides medical care to those in
eligible for Clinic Cards but yet unable to pay their hos
pital bills because they have inadequate or no insurance. 
The treatment of and payment for these patients, classi
fied as either private-no-preference patients or as staff 
patients (Referred to Social Services-RSS), fill yet an
other gap in Austin's health care delivery. 

FIGURE 5.1 

Age Pyramid of the 974 Individuals in 10.vear Cohorts 

Ages Percentages Cumulative% 

70+ 28.2% 100.0 

60·69 24.9% 71.1 

50·59 18.3% 46.7 

40·49 10.2% 28.4 

30·39 5.4% 18.2 

20-29 7.5% 12.8 

10·19 4.2% 5.2 

0·9 1.0% 1.0 

Mean Age = 56.8 years N = 974 



Methodology 

Our study of the cases in which the diagnosis included 
diabetes at Brackenridge Hospital in 1977 and 1978 enu
merates l, 173 stays by 974 individuals. The number of 
hospital cases in which diabetes was an underlying cause 
(hypertension, kidney failure, etc.) is large. The Bracken
ridge Hospital Disease Index was used in order to isolate 
those inpatients whose diagnosis included diabetes. This 
data was coded, keypunched, and read onto a computer 
file to facilitate its analysis. 

Our data reveals certain patterns and characteristics 
of these patients. It cannot be said that this sample is 
necessarily representative of all diabetics in Austin or in 
Texas. Considering the unique nature of Brackenridge 
Hospital and the services it provides (especially its open 
emergency room), an interesting mix of patients is hos
pitalized there. Insofar as the health care of the elderly 
and the indigent is paid for by taxes, the characteristics 
of these patients, in particular, are of public concern. 

Findings 

Our sample of 974 individuals revealed certain demo
graphic characteristics of the patients. There were more 
minorities ( 55 percent) than Anglos (Table 5.1 ), more 
females (55 percent) than males (Table 5.2), many more 
forty years and older (81 percent) than under forty, and 
many more that had their health care paid by Medicare, 
Medicaid, or the Clinic Card Program (75.2 percent) than 
by private insurance (Table 5.3). The race breakdown of 
the 974 individuals is disproportionately Black and His
panic relative to the population of Austin (71.6 percent 
Anglo), and although more consistent with the racial 
breakdown of the Clinic Card holders (79 percent minor
ities) (Table 5.5). The source of health care funds for 
these diabetics differs from that of all of Brackeridge's 
patients (Table 5.4). Almost 59 percent of all of Bracken
ridge's patients had private insurance, as compared to 
only 32.9 percent of the project's sample. The mean age of 
the sample patients was 56.8 years, with over 53 percent 
being sixty years or older (Figure 5.1). Over 23 percent of 
these patients lived in the 78702 zip code zone (Table 5.6) 
in Austin's east side, with a few other zip code concentra
tions appearing as well. The mean stay was 7.6 days, 
with 28 percent of the stays being eleven days or more 
(Table 5.7). 

The mean total costs accrued by the individuals was 
$2,394.56. Seventy-one of the individuals had more than 
one stay; therefore, the total costs for those individuals 
was higher. Most of the individuals (53.0 percent) had 
total costs between $501 and $2,000. The next largest 
group of individuals (27.6 percent) had total costs be
tween $2,001 and $6,000 (Table 5.8). 
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TABLE 5.1 
Race Frequencies by Individual and by Stays 

Individuals Stays 

Race Number % of Total Number % of Total 

Anglo 439 45.1 534 45.1 

Black 228 23.4 263 22.5 

Hispanic 305 31.3 374 32.2 

Other 2 .2 2 .2 

974 100.0 1,173 100.0 

TABLE 5.2 
Sex Frequencies by Individual and by Stays 

Individuals Stays 

Sex Number % of Total Number % of Total 

Male 437 44.9 538 45.9 

Female 537 55.1 635 54 .1 

974 100.0 1,173 100.0 

TABLE 5.3 
Financial Class Frequencies on the 974 Individuals 

Category Number % of Total 

Private* 299 32.9 

Medicaret 467 57.7 

Medicaid 78 9.6 

Staff 
(Clinic Card) 64 7.9 

908 100.0 

Financial Class Frequencies on t he 1,173 Visits 

Category Number % of Total 

Private* 335 31.9 

Medicaret 553 52.6 

Medicaid 92 8.8 

Staff 
(Clinic Card) 7 1 6.8 

1,051 100.1 
n•l,051 

• Private category is made up of commercial insurance, Blue Cross, 
private pay, contract pay, Champus, and Workman's Compensation. 
t Medic:are is made up of Medicare for those over 65 years and for 
those under age 65 who have been disabled for 3+ years, including 
those with renal disease. 
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TABLE 5.4 
Comparison of Use of Inpatient Hospital Services• 
(Data from hospital, FY 1976-77) 

Category 

Private 

Medicare 

Medicaid 

Staff 

% of Admissions 

58.8 

16.0 

7.5 

17.7 

•Table 2 from Central Texas Medical Foundation's report on its 
relationship with Brackenridge Hospital compiled on Feb. 8, 1978. 

TABLE 5.5 
1976 Statistical Abstract-City of Austin/Travis County• 

%of 
Ethnic % of Clinic Card Clinic Card 
Group Population Population Holders Holders 

Anglo 180,210 71.6 3,221 21.2 

Hispanic 39,399 15.6 7,567 48.4 

Black 29,816 11 .5 4,587 29.3 

Other 2,383 1.0 175 1.1 

251,808 100.0 15,650t 100.0 

• From Staff Report p. 5 of Study Team IV Austin Health Services 
Program. Oct. 4 , 1977. 
t After Clinic Card eligibility was centralized at Brackenridge Hospital, 
the number of Clinic Card holders dropped to 10,000. 

TABLE 5.6 
Frequency of Selected Zip Codes 

Zip Code Number % of Total 

78702 225 23.1 
78704 89 9.2 
78721 50 5.1 
78745 46 4.7 
78741 39 4.0 
78723 35 3.6 
78758 34 3.5 
78753 25 2.6 
78752 26 2.7 
78703 ~ _ld 

591 60.8% 

TABLE 5.7 
Frequencies and Mean on Length of Stay 
Based on 1, 173 Visits 

Combined Length Number 

1·3 days 306 
4-6 days 270 
7-10 days 255 
>10 days 324 

Mean Stay = 7 .6 
n = 1,168 

TABLE 5.8 
Total Costs by Individuals 

Costs Number of Individuals 

~$500 109 

$501-$2,000 516 
$2,001-$6,000 269 
$6,001-$10,000 47 

> $10,000 32 

Total 973 

Mean Total Costs= $2,394.56 
n = 973 

TABLE 5.9 

Percentage 

26.5 

23.4 

22.1 

28.1 

% of Total 

11.2 

53.0 

27.6 

4.8 

3.2 

99.8 

Cross-Tabulation of Financial Class by Length of Stay 
Based on 1, 173 Visits 

Length of Stay (Days) 

Payment Class 1-3 4-6 7-10 > 10 Total 

Private 98 85 79 66 328 
31.6% 

Medicare 118 109 116 202 545 
52.5% 

Medicaid 23 28 22 19 92 
8.8% 

Clinic Card 21 20 13 18 72 
6.9% 

260 242 230 305 1,037 
25.1% 23.3% 22.2% 29.4% 100.0% 

n = 1,037 
raw chi square = 73.67 with 27 degrees of freedom 
significance E .0000 



TABLE 5.10 
Cross· Tabulation of Financial Class by Total Costs 

Based on 1,042 Visits 

Total Costs (Dollars) 

1,001- 2,001- 3,001-
Payment Class ~$1,000 2,000 3,000 50,000 Total 

Private 161 99 38 37 335 
31.9% 

Medicare 175 156 88 134 553 
52.6% 

Medicaid 42 28 8 14 92 
8.6% 

Clinic Card 30 27 4 10 71 
6.8% 

408 310 138 195 1,051 
38.8% 29.5% 13.1% 18.5% 100.0% 

n • 1,061 
raw chi square s 82.13 with 27 degrees of freedom 
significance E .0000 

Cross-tabulations reveal some interes ting relationships 
among these characteristics. For example, financial class
defined in terms of a patient's health care payments
proved to be an important variable. When analyzed with 
length of stay broken down into four parts (1-3 days, 4-6 
days, 7-10 days, 11+ days) , financial class revealed a rela
tionship that was significant at the .0000 level. This rela
tionship is illustrated by the high number of Medicare 
patients with stays of 11 days or longer (Table 5.9). Com
paring financial class wtih cost per stay reveals another 
statistically significant relationship (Table 5.10). From 
the total costs of all the visits, 38.8 percent were less than 
$1,000. Of all of the cases 31.9 percent had private insur
ance, while 48.1 percent of those with private insurance 
had total bills less than $1,000. Of the 63 cases in which 
the total bills were greater than $6,000, 43 of these (68.2 
percent) were patients with Medicare or Medicaid (Table 
5.11). 

The relationships between financial class, age, and race 
are also instructive. Of the 31.9 percent with private 
insurance, 36.8 percent were 40 years old or less (Table 
5.12). Four hundred and thirty-one of the 937 individuals 
(46 percent) were sixty years or older and had their care 
paid for by Medicare and/or Medicaid; 114 of the 545 
(20.9 percent) of those receiving Medicare or Medicaid 
were younger than sixty years. In four situations diabetics 
under age sixty-five would qualify for these benefits. 
First, juvenile diabetics and single parents of dependent 
children could be eligible for Medicaid through the AFDC 
program. Second, diabetics with chronic renal failure 
requiring dialysis become eligible for Medicare. Third, 
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TABLE 5.11 
Frequencies of Financial Class of Those Visits 
With Bills Greater than $6,000 

Financial Class Number % of Total 

Private 8 12.7 

Medicare 36 57.1 

Medicaid 7 11 .1 

Clinic Card 3 4.8 

63 85.7 

TABLE 5.12 
Cross-Tabulation of Financial Class by Age 
Based on the 937 Individuals 

Age (years) 

Payment Class ~ 40 41 -59 > 60 Total 

Private 110 149 40 299 
31.9% 

Medicare 8 49 410 467 
49.8% 

Medicaid 15 42 21 78 
8.3% 

Clinic Card 21 34 9 64 
6.8% 

163 288 486 937 
17.4% 30.7% 51 .9% 100.0% 

n .. 937 
raw chi square • 430.84 with 8 degrees of freedom 
significance ... 0000 

TABLE 5.13 
Cross-Tabulation of Financial Class by Race 
Based on 906 Individuals 

Financial Class 

Race Private Medicare Medicaid Clinic Card Total 

Anglos 180 205 6 20 411 
45.3% 

Blacks 44 128 30 13 215 
23.7% 

Hispanics 75 134 41 30 280 
30.9% 

299 467 71 63 906 
33.0% 51.5% 8.5% 6.9% 

n=906 
raw chi ~quare•107 .36 with 27 degrees of freedom 
significance= .0000 
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those diabetics who are blind or disabled and are eligible 
can get SSI and Medicaid within six months. Last, those 
diabetics who are disabled for three years or more are 
eligible for Medicare. 

Looking at the relationship between financial class and 
race of lhe sample. we see that of the 33.0 percent with 
private insurance. 60.2 percent are Anglos, 14.7 percent 
are Blacks. and 25.0 percent are Hispanics (Table 5.13). 
Of lhe Clinic Card patients , 47.6 percent were Hispanics 
compared to 20.6 percent Blacks and 31.7 percent Anglos . 

Race a lso proved lo be an import ant variable. To com
pare ethnicit y with age. we broke age into three groups: 
40 years and younger. 41-60 years and over 60 yea rs 
(Table 5.14 ). Of I he 185 ind iv iduals 40 years and younger. 
101 or 54.6 percenl were Anglos, compared to 20 percent 
Blacks. and 25.4 percenl Hispanics. The proportion of 
Anglos was relatively smaller amongst the 41-60 (40.4 
percent) and the over-sixty (44.5 percent) age groups. 

Although lhe differences exhibited by pairing race with 
sex were not statist ically significant. the resulting cross
tabu lalion point s oul a very interesting relationship in 
one case (Table 5.15). Female patients outnumber male 
patients by about a 55 percenl-45 percent proportion in 
the entire sample. and among the Hispanics in this table. 
Among Anglos lhe proport ion is aboul 51 percent-49 
percent. Black females. however. outnumber the Black 
males by a 145-83 (64 percent-36 percent) ratio. 

Anot her inleresting I hough nol statistically significa nt 
relations hip is lhat between race a nd tolal cost (Table 
5.16). The relalionship diverged from what might be ex 
pected in cases in which the totals were greater th<rn 
$6.000. In thi s highest cost group. !here were roughly 

TABLE 5.14 
Cross· Tabulation of Age by Race 
Based on the 974 Individuals 

Race 

Age (years) Anglos Blacks Hispanics Total 

~ 40 101 37 47 185 
19.1% 

41-60 119 67 109 295 
30.4% 

~ 60 219 124 149 492 
50.5% 

439 228 305 972 
45.1% 23.4% 31.3% 100% 

n .. 974 
raw chi square = 14.31 with 6 degrees of freedom 
significance = .0263 

equal numbers of Anglos (19). Blacks (20), and Hispanics 
(18). while in the entire population there were about twice 
as many Anglos as Blacks. Considering that only 57 cases 
fell inlo this subtotal cost category of over $6,000, these 
numbers should be noted, but may not be particulary 
s ignificant. 

Length of stay also appears to be a significant variable. 
It is perhaps not surpris ing that 66.7 percent of those with 
s tays of more than eleven days were 60 years or older 
(Table 5.17) compared with 9.6 percent who were 40 
years a nd younger. 

TABLE 5.15 
Cross-Tabulation of Race by Sex 

Based on the 974 Individuals 

Sex 

Race Male Female 

Anglos 213 226 

Blacks 83 145 

Hispanics 140 165 

437 537 
44 .9% 55.1% 

n "' 974 
raw chi square • 9 .12 with 3 degrees of freedom 
significance " .0277 

TABLE 5.16 

Cross-Tabulation of Race by Total Costs 
Based on the 1, 173 Visits 

Total Costs (Dollars) 

1,001- 2,001· 3,001-
Race < 1.000 2,000 3,000 6,000 

Anglos 232 139 75 68 

Blacks 96 82 30 32 

Hispanics 145 112 44 53 

473 333 149 153 
40.6% 28.6% 12.8% 13.1% 

n = 1,038 
raw chi square • 9.12 with 9 degrees of freedom 
significance • .4259 

Total 

439 
45.1% 

228 
23.4% 

305 
31.3% 

972 
100.0% 

>6.000 Total 

19 533 
45.8% 

20 260 
22.3% 

18 372 
31.9% 

57 1,165 
4.9% 100.0% 



Of the total 1,169 stays, three subgroups seem to be 
especially important to analyze further. These are the 63 
stays with costs over $6,000, the stays of patients who 
had more than one hospital stay in the two years and the 
seventy-one stays by Clinic Card patients (Tables 5.18-
5.22). For example, while the mean total cost per stay of 
1, 169 cases was $2,041 .10, the mean total costs per stay 
by Clinic Card holders and by those who made more than 
one stay were lower ($1,881.42 and $1,980.35- Table 
5.18) . The overall total was elevated by the 63 cases for 
which the bills were over $6,000. For the latter group, the 

TABLE 5.17 
Cross-Tabulation of Length of Stay by Age 
Based on the 1, 173 Visits 

Length of Stay (Days) 

Age (Years) 1-3 4-6 7-10 

< 40 83 68 47 

41-60 98 81 89 

> 60 125 121 119 

306 270 255 
26.5% 23.4% 22.1% 

n • 1,155 
raw chi square • 61.22 with 6 degrees of freedom 
significance • .0000 

TABLE 5.18 

>10 

3 1 

77 

216 

324 
28 .1% 

Total 

229 
19.8% 

345 
29.9% 

581 
50.3% 

1,155 
100.0% 

Comparison of Mean Total Costs, Length of Stay, and Age 

1,169 Steys Multi..Stey Clinic Card Clinic Card 
Steys > S&,000 C.... Stays Individuals 

Man 
Total 
Costs $2,041.10 

MNn 
Stay 
(Deys) 7.6 

Meen 
Age 56.3 

n • 1.169 

$10.231.92 $1,980.35 

28.6 7.9 

61.1 53.5 

n • 63 n a 247 

$1,881.41 

7.8 

48.6 

n = 70 

$2,048.71 

7.6 

47.03* 

n = 63 

•The number of Clinic Card visits Is underestimated because many patients 
with Clinic Cards were listed under Medicare or Medicaid as their 
financial class. No one was listed under Clinic Card as financial class who 
was older than 64. 
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TA BLE 5.19 
Frequencies of Number of Stays Made 
by Those 71 Individuals Who had More 
than One Stay at the Hospital in the Two Years 

Number of Visits Number % of Total 247 Stays 

2 36 29.1 

3 13 15.8 

4 11 17.8 

5 4 8.1 

7 1 2.8 

8 1 3.2 

10 4 16.2 

17 _1 6.8 

71 

Mean Number of Visits • 3.5 

TABLE 5.20 
Percentage Breakdown of Financial Class of the 1,042 Cases: 
Those with Bills Over $6,000 and Those Who Had 
Multiple Stays 

Financial Class 

Private Medicare Medicaid Clinic Card 

Total 
1,042 28.7 47.3 7.9 6.1 n = 1,168 
Cases 

Stays 
Bills > 12.7 57.1 11.1 4.8 n= 63 
$6,000 

Stays by 
Multi:Stay 21 .1 42.3 11 .3 5.6 n = 247 
Individuals 

TABLE 5.21 
Comparison of the Race Percentages among the Subgroups 

Anglos 

Blacks 

Hispanics 

1,173 
Stays 

45.1 

22.5 

32.2 

Multi· 
Stays > Stay 
$6,000 Cases 

31.7 42.3 

36.5 30.9 

3 1.7 26.8 

n • 1,115 n " 63 n = 71 

Clinic 
Card Clinic Card 
Stays Individuals 

33.8 31.3 

18.3 20.3 

46.5 46.9 

n = 71 n £ 64 



68 I Costs of Diabetes at Brackenridge 

TABLE 5.22 
Comparison of the Sex Percentages among the Subgroups 

Multi- Clinic 
1,173 Stays> Stay Card Clinic Card 
Stays $6,000 Cases Stays Individuals 

Male 45.9 47.6 46.5 39.4 42.2 

Female 54.1 52.4 53.5 60.6 57.8 

n = 1,173 n = 63 n = 71 n = 71 n = 64 

average total cost per stay was $10,231.92 , with mean 
length of stay of 28.6 days. Similarly, the mean age of 
those with bills over $6,000 (61.1 years) was higher than 
for the other groups. · 

Of the 71 patients who had more than one hospital stay 
(Table 5.19) (7.3 percent of the total number]. 7 had 7 or 
more stays in the two years. One individual had 17 stays 
in the two years. Overall, these 71 individuals stayed an 
average of 3.5 times each in the hospital over the two-year 
period. 

Comparing the breakdown of these subgroups by fi
nancial class is interesting, loo. While 28.7 percent of the 
total stays were paid by private insurance. only 12.7 
percent of those with bills over $6.000 were covered from 
this source (Table 5.20). Only 21.1 percent of those visits 
made by patients who had more than one hospital stay in 
the two years were paid by private insurance. While the 
percentages of the total cases paid by Medicaid or Clinic 
Card were 7.9 percent and 6.1 percent respectively. the 
percentages changed to 11.3 percent and 5.6 percent for 
those visits made by the people who had repeated visits 
in the two years (Table 5.20). 

The race and sex breakdown of these subgroups con
trasts interestingly with the race and sex breakdown of 
the 1,173 total cases (Table 5.21). Anglos make up 45.1 
percent of the total visits, while Hispanics make up 32.2 
percent. In two of the three subgroups. how ever, their 
relative positions are different. For instance. of those 63 
cases with bills over $6,000, Anglos and Hispanics each 
account for 31. 7 percent. Of the 71 Clinic Card stays, 33.8 
percent were made by Anglos and 46.5 percent by His
panics. The sex breakdown of the three subgroups is 
consistent with that of the total sample with the exception 
of the stays by Clinic Card patients. Of this subgroup, 
60.6 percent were female compared to 54.1 percent in the 
total sample (Table 5.22). 

Additionally, it was possible to analyze the race. age. 
and cost characteristi cs of the 64 individuals whose 71 
stays were classified as Clinic Card. Although it does not 
include all of the Clinic Card holders (about two-thirds of 
the Medicare patients had Clinic Cards lis ted as second-

ary insurer). this subgroup represents the people for 
which the Clinic Card Program bears the most costs. 
These individuals accrued somewhat lower mean total 
costs per stay ($1,881.41) than those seen in the total 
sample (Table 5.18). Four had more than one stay, whieh 
drove up their total hospital costs for the period taking 
into account all of their stays. 

Information about some of the people with particularly 
high (greater than $6,000) bills is also interesting. For 
instance, the person who had the most hospital stays 
over the two years was a 70-year-old black male who had 
17 stays. The length of hospital stays ranged from 3 to 37 
days, with total costs being $16,230.34 (paid for by Medi
care).A 26-year-old white female had 10 hospital stays, 
amounting to total costs of $26,423. 75; $25, 144. 70 was 
paid for by the Kidney Foundation. 

One of the highest single-stay bills was accrued by a 
77-year-old black female for a 52-day stay. The cost of 
this hospital stay, paid for by Medicare, was $24,925.77. 
Another expensive visit was made by a 12-year-old black 
female. The cost of her 45-day stay was $22,938.55. A 33-
year-old Hispanic female with private insurance had a 
31-day stay that cost $10,064.37. Data regarding high
cost individuals and those with repeated stays can be 
especially helpful in identifying and targeting special 
programs for such persons. 

Recommendations 

Our study has revealed certain characteristics of persons 
with a diagnosis of diabetes who stayed in Brackenridge 
Hospital during 1977 and 1978. More than half of these 
persons were minorities, and many were Hispanics. Most 
were over 40 years old; over half were 60 years old or 
older. Over three-fourths had their health care paid for 
by Medicare, Medicaid, or the Clinic Card Program. The 
identification of these characteristics leads to some gen
eral recommendations about better serving this target 
population. Any program of treatment or patient educa
tion should be formulated with these characteristics in 
mind. 

For instance, considering the large number of Hispan
ics, especiaily among the Clinic Card holders, Spanish
speaking health professionals and translated diabetic ed
ucation materials would seem to be a first priority for 
funders of health care. More efforts to adapt the diabetic 
diet regimen to individual and cultural preferences might 
increase patient compliance as well. If conducted with the 
help of existing neighborhood, religious, or community 
institutions. educational programs would more easily 
gain patients' trust and have the capacity for following up. 

The people most frequently hospitalized for diabetes 
are older adult onset diabetics, many of whom have lived 



most of their lives without the disease. The difficulty, 
perhaps the impossibility, of changing lifelong habits 
must be recognized. Motivating the necessary behavioral 
changes must not be neglected in setting up programs for 
these diabetics. Patient education in the hospital when 
the diabetic is an inpatient, with follow-up in the homes, 
seems to be a high priority. When an individual is first 
diagnosed as having diabetes, a system of automatic 
referral to educating "teams" as well as to any other 
services available would be helpful. Many of these ser
vices could be provided by the Diabetes Association, 
especially in the area of information dissemination. 

To design appropriate programs for these persons with 
diabetes, even more specific data about them is necessary. 
For instance, information about the reason for each hos
pital stay would be very important. If, for example, 20 
percent of the stays were due to amputations, more edu
cation on foot care would be in order. Additional analysis 
in the form of medical case histories of individuals who 
had frequent hospital stays or who accrued particularly 
high bills would be helpful as well. Much of this informa
tion is available in the medical record and could be ana
lyzed with the cooperation of the medical staff of Brack
enridge Hospital and the medical staff of the City Health 
Department . 

To complement these case studies, interviews could be 
conducted to follow up on patients' knowledge of an 
attitude toward their disease. Other interesting analyses 
would include comparing this data with similar data 
gathered from other Austin hospitals or from another 
publicly financed hospital. Finally, it would be useful to 
gather similar data from all the hospitals in a community 
so a more comprehensive analysis of the impact of dia
betes on a co~munity is possible. 
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6. Evaluating Patient Attitudes: A Report on the Methodology and 
Findings of the Clinic Card Study 

JONATHAN E. El.US 

It is widely recognized that the attitudes and behavior of 
patients are important factors determining the success of 
treatments. Attitude and behavior may interact with the 
disease process in a positive or negative fashion. In some 
cases these factors are most important in determining 
the mental health of the patient; in other cases they may 
play an important role in determining the success of a 
patient's treatment. Since trained medical personnel can
not continuously oversee patients suffering from chronic 
diseases, patients must play an active role in their treat
ment. As treatments become more complex and demand
ing of patient participation, patient attitudes affect more 
significantly the efficacy of the treatment program. 

Management of diabetes is a complex process. In the 
overwhelming majority of cases, the disease cannot be 
brought into total remission. The monitoring and treat
ment of diabetes requires a continual input from pa
tients. Diabetics whose treatments entail medication or 
diet regulation must have a working knowledge of basic 
dietary principles and the relationships between their 
food consumption and insulin requirements. Some treat
ment regimens require patients to alter behavioral pat
terns established over decades-they are required to shop; 
cook, and eat differently. Patient attitudes ultimately 
determine the success or failure of these participatory 
treatment strategies. 

Purpose of the Clinic Card Study 

The Clinic Card study is an attempt to isolate some 
linkages between patient attitudes and the success of 
diabetes management. The study was undertaken with 
the intention of realizing three objectives. Objective 1 
was to establish that a systematic study of the Clinic 
Card population was possible. Objective 2 was to de
scribe the characteristics, attitudes, and behavior attrib
utable to the Clinic Card population. Objective 3 was to 
discover relationships between characteristics, attitudes, 
and behavior, and the success of disease management. 
Although the results of the study are far from definitive, 
we think it does !ndica_te some useful targets of oppor
tunity for the City and for interested community orga
nizations. 

Research Backgrounds 

Prior to the design of a research instrument, it was nec
essary to clarify the goals of the Clinic Card Program for 
diabetic patients. The goal of this system is to provide 
effective disease management to low-income patients in 
Austin. Three objective measures may be employed to 
define the meaning of this goal: 

1. the maintenance of desired blood sugar and ketone 
levels as demonstrated by periodic testing; 

2. the p~evention o.f complications 'resulting from the 
diabetic condition; and 

3. a reduction in the cost of treating diabetic patients. 

The treatment process may be further broken down into 
three steps in order to demonstrate more clearly the impor
tance of patient attitudes. The first step is diagnosis. The 
patient may exert some influence over the time at which 
a diagnosis is made, but this phase of treatment is domi
nated by a trained professional. The second step in treat
ment is prescription. The patient's age and weight are 
often more important in designing the treatment system 
than his or her cultural or social characteristics. Again the 
design of a treatment system does not elicit active partic
ipation by the patient. The third step in treatment is com
pliance. In this phase the patient is the most important par
ticipant by far. The health professional may monitor his or 
her progress and encourage desired behavior, but daily 
compliance with the treatment regimen is totally within 
the control of the patient. Each of these steps is essential 
for successful disease management. Because the policy re
search project focused on patient attitudes toward the 
treatment regimen, subsequent research efforts exam
ined the compliance phase of the process. 

Having isolated patient compliance as the primary area 
of investigation, the project proceeded to construct an 
operational model describing patient compliance as the 
interaction among three variables. The basic requisite of 

_ co.mpliance is the patient's understanding of the demands 
of the treatment regimen. The concept of compliance also 
implies acceptance. The patient must view the demands 
of the treatment regimen as credible and must accept 
that compliance is desirable. Finally, the patient must 
have access to the materials and services necessary for 
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compliance. A patient who cannot obtain the medica
tion of the Clinic Card Program. Specifically, the study 
demands of the treatment regimen cannot comply re
gardless of how complete his or her understanding or 
acceptance. 

Research Design 

The general research theory here assumes identifiable 
attitudes toward treatment among the diabetic popula
tion of the Clinic Card program. Specifically, the study 
tested three propositions and postulated one hypothesis: 

Proposition 1: The Clinic Card population understands 
diabetes. 

Proposition 2: The Clinic Card population accepts the 
treatment regimen. 

Proposition 3: The Clinic Card population has access 
to the requirements of the treatment 
regimen. 

Hypothesis: Patients who demonstrate understand
ing, acceptance, and access will be bet
ter managed than those who do not. 

The confirmation or rejection of the three propositions 
would tend to confirm that patient attitudes toward com
pliance can be identified. Confirmation of the hypothesis 
would indicate a correlation between these factors and 
the efficacy of treatment. Moreover, the latter would also 
indicate the utility of these measures in evaluating the 
treatment system. 

Design of the Research Instrument 

To test the above propositions, survey research ideally 
should be conducted on a random sample of patients 
grouped on the basis of blood-sugar levels, complications, 
and treatment cost. Data for these characteristics were 
not available for all patients in the Clinic Card system. 
Therefore, the initial research effort focused on those pa
tients who had hospital records at Brackenridge Hospital. 
These records did not measure blood-sugar levels over 
time, nor did they indicate the extent complications were 
avoided through treatment. What the Brackenridge rec
ords did off er was information about the cost of a patient's 
hospital visits. 

Survey Design 

The study design was influenced by the recognition of 
three assumptions, described below. 

Assumption 1: nonresponse bias 

It was assumed that there would be a tendency in the 
population not to respond to the questionnaire. The fre
quent incidence of indigence in the target population 
holds several implications for survey research. Indigent 
persons are frequently more difficult to locate than more 
affluent persons and may be less responsive to inter
views about services for which they have had to pass 
eligibility requirements. In addition, the diabetic popula
tion is older than the total Clinic Card population, raising 
the possibility that some persons selected for interview 
would be too infirm to respond. It was also anticipated 
that some of the patients selected from the Brackenridge 
records would have expired prior to the survey. The 
assumption of a nonresponse bias suggested the selec
tion of a sample larger than that desired for analysis. 

Assumption 2: response set bias 
A major element in the Clinic Card Program is patient 
education. Patients are continuously exposed to key 
phrases and concepts associated with diabetes treat
ment. Because of this exposure. some patients tend to 
select responses to survey items consistent with their 
perception of what the expected response was. These 
responses would be a source of survey error if the an
swer given failed to reflect the patient's attitude. It was 
also assumed that some patients would avoid responses 
which were highly critical of the treatment system. The 
assumption of this response set bias dictated the con
struction of a questionnaire free from leading questions. 
It also necessitated use of a questionnaire which would 
ask for the same information in different ways. 

Assumption 3: ambiguity of survey items 
It was assumed that some of the language employed in 
the survey would elicit different symbols and concepts 
in the minds of the respondents. In particular, it was 
known that a large segment of the diabetic population 
was Spanish speaking. Some of the respondents were 
expected to misunderstand survey items and, as a con
sequence, to answer at variance with their true attitudes. 
This assumption suggested the design of a questionnaire 
which would be simple and understandable, and which 
would state the same questions in various ways. 

Sample Selection 

As designed, the Clinic Card study called for the selec
tion of two samples of the Clinic Card population. 

Sample 1: Brackenridge patients 
This sample consists of fifty patients representative of 
the diabetics hospitalized at Brackenridge during the 
period covered by the study. The assumption of a non
response bias led to the selection of 150 cases at random 
from the Brackenridge data. This represents a sample 
ratio of approximately 1:2. From this pool a survey sam-



ple of fifty patients was selected at random. The remain
ing cases were retained to serve as replacements for 
those cases which were not enumerable. The address, 
ethnicity, age, and gender were recorded for each of the 
150 cases. 

Sample 2: Clinic patients 
To correct for possible differences between patients who 
had been hospitalized and those who were regular clinic 
users, the survey was extended to include cases isolated 
at the clinics. A second sample of fifty was drawn from 
patients who were interviewed as they left clinic sites. It 
was recognized that the interview site might bias results 
by eliciting answers overemphasizing the just-complet
ed clinic visit or by inhibiting critical statements. It is 
also possible that the clinic patients differed intrinsical
ly from the hospitalized sample in terms of overall health 
or disposition toward compliance with the treatment 
regimen. However, because clinic records do not sort 
patients on the basis of disease, it was not possible to 
locate diabetic patients away from the clinics within the 
constraints imposed by the time and resource limitations 
on the research project. Thus, patient interviews at the 
clinics provided the most expedient method of expand
ing the sample base. 

Questionnaire Construction 

The questionnaire contained seventy items in an English 
version and eighty-eight items in a Spanish version. Its 
key elements-question types, question wording, ques
tion selection, and survey administration-merit brief 
explanation. 

Question Types. Three types of questions were asked. 
The Likert Scale was used to measure patient attitudes. 
For example, patients were offered the following state
ment: "Doctors take enough time to explain things." The 
respondent was read the statement by the enumerator 
and asked, "do you strongly agree, agree, not know, dis
agree, or strongly disagree with this statement?" The 
choices would be repeated for the benefit of the respon
dent if necessary. These Likert Scale questions were 
adopted because they reduce response set bias by off er
ing a wide choice of responses. Additionally. these ques
tions yield data indicative of the relative intensity of 
patient attitudes. 

The survey also posed open-ended questions subject 
to binary coding. For example, patients were asked: "What 
is your favorite pastime?" Since the purpose of the ques
tion was to elicit the patient's attitude toward physical 
exercise, the surveyers coded the response as either "1. in
volves exercise;" or "2. does not involve exercise." The 
question does not suggest a desired answer to the re
spondent, yet it produces information easily reduced to 
m anageable form. 
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Pure open-ended questions were also employed. Here, 
patients were asked: "What do you think causes diabe
tes?" The surveyors grouped responses into nine cate
gories for analysis. While the data generated by these 
questions is less amenable to analysis, it illuminates 
patient attitudes more precisely than the more highly 
structured question types and reduces response set bias. 

Question Wording. A deliberate effort was made to ask 
unambiguous questions. Simple sentences were used and 
conditional statements were avoided. The survey was 
pretested at the clinics to check the validity of the survey 
items and to assure that the language in both English and 
Spanish versions was understandable. 

Question Selection. Survey items were selected on the 
basis of the propositions under study. The indicators 
used to measure compliance are outlined below. 

1. Understanding 
perceived seriousness of disease 
perceived understanding of disease 
belief about causes of diabetes 
beliefs about the importance of diet 
beliefs about the importance of exercise 

2. Acceptance 
dietary habits 
attitudes toward treatment 
perception of treatment efficacy 
use of the clinic services 
opinions about biggest problems with treatment 

3. Access 
means of transportation to the clinics 
reported difficulty in getting drugs 
physical ability to get to the clinics 

These indicators were dispersed within the question
naire and probed repeatedly. 

Survey Administration 

Personal interviews were selected as the most appropri
ate survey format because they reduce nonresponse, es
pecially among illiterate patients. The administration of 
each survey involved four steps: 

1. Interviewers were assigned to patients of compati
ble age and et hnicity. 

2. Interviewers were trained at ninety-minute ses
sions in which the entire questionnaire was re
viewed, each question type was explained, and 
cautionary instructions against speech or manner
isms that might bias the response were given. 

3. Where possible, interviewers contacted patients 
from the Brackenridge sample by phone before the 
interview to establish rapport and to diminish any 
fear that survey responses might be used against 
the patient. 
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4. After ascertaining the patient's language prefer
ence and giving assurances that responses would 
be kept in confidence, the interviewer conducted a 
thirty-minute interview in the patient's home (in 
the case of hospitalized respondents) or at the clin
ic. 

Findings 

The survey instrument produced a variety of data about 
the Clinic Card population. Before turning to the survey 
results relevant to the testing of the propositions, it is 
important to specify several factors which limit the rep
resentativeness of the sample. 

1. Nonresponse: The response rate for the survey was 
much lower than had been expected. Contacts with 125 
of the 150 persons drawn from the Brackenridge sample 
yielded eight usable surveys. The clinic interviews pro
duced slightly better results. In a four-week period twen
ty-seven interviews were completed. 

The poor response rate from the Brackenridge popula
tion is attributable to three causes. A number of the 
respondents refused to be interviewed or postponed in
terviews repeatedly. It was impossible to locate some 
respondents who had moved or provided inaccurate in
formation to the admission desk at the hospital. A final 
group was not interviewed due to interviewer error. 

In the Clinic Card sample the failure to meet the desired 
sample size was the result of the sampling procedure. 
Diabetic patients were not always available at the clin
ics, and on days when groups of diabetics were present it 
was difficult to interview them all. Time constraints and 
the course of the Brackenridge survey led to the aban
donment of the clinic interviewing effort after four weeks. 

2. Response bias: Because of the low return on the 
Brackenridge sample, it was combined with the Clinic 
Card sample. The survey sample on which the findings 
are based consists of thirty-five cases, eight from the 
hospital data and twenty-seven from the clinic inter
views. This limited data base rendered it impossible to 
check on possible biases resulting from interview s ite 
variance or intrinsic differences between clinic and hos
pital patients. 

3. Ambiguity of su rvey items: At least one interview
er did ad hoc rewording of questions during an inter
view. It is not known how often this occurred. It is pos
sible that such rewording biased the results of the sur
vey. It is also possible that the rewording only clarified 
the question and did not change its content. The majority 
of interviewers reported that they followed the survey 
procedure, but some bias may have resulted from the 
failure of some to do so. 

4. Representativeness of the sample: In a s tatistical 
sense, this sample of the Clinic Card population is not 
representative. To correct for this defect, only those sur
vey response sets which indicated a highly significant 
statistical correlation are reported here. A larger sample 
might show these relationships to be stronger or weaker 
than they appear, but a larger sample should still con
firm the existence of these relationships. 

Description of the Clinic Cord Population 

T he representative Clinic Card patient interviewed for 
this survey would be a fifty-seven-year-old Mexican
American female who had been diagnosed as a diabetic 
within the last ten years. Cumulative data on the sample 
population is provided in Table 6.1. 

Two characteristics of the survey population are es
pecially interesting. First, a large number of persons in 
the sample have known that they were diabetic for more 

TABLE 6.1 
Breakdown of Sample Population by Ethnicity, Age, Time 
since Onset, Original Prescription, and Current Prescription 

Ethnicity 

Mexican-American 65.7% 

Anglo 11 .4% 

Black 22.9% 

Age 

less than 40 9.7% 

40-60 52.2% 
60-70 19.4% 

mean age 57.9 

Time Since Onset 

less than six years 37.2% 

six to ten years 25.3% 

eleven to fifteen years 17.3% 

sixteen years o r more 20.2% 

Original Prescription 

injections 34.3% 
pills 20.0% 
diet 11.4% 
combination 31.4% 

Current Prescription 

injections 60.0% 
pills 5.7% 
diet 8.6% 
combination 22.9% 



than ten years. Yet, the survey shows that, for this popu
lation, the duration of a patient's experience with diabe
tes is not a critical factor in his or her attitude toward 
compliance. Second, a large number of respondents re
port that they have become insulin dependent since they 
were first diagnosed. Oral medication, diet alone, and 
combinations of diet and medications are less prevalent 
among current treatments than among original treat
ments. The reduction in the use of oral medication is 
probably a reflection of the general move away from this 
treatment by the medical profession. However, the 
increased dependency on insulin is indicative of a deterio
rating condition among many of the patients. The survey 
does not establish whether this deterioration is attribu
table to the aging process or to poor compliance. The 
average age of tne respondents would seem to indicate 
that age may be less important in explaining this change, 
although the exact nature of this relationship cannot be 
identified without further study. 

Proposition 1: The population understands diabetes. 

The response to questions probing patient understand
ing of diabetes illustrates the response set bias problem 
and indicates the value of redundancy in questionnaire 
design. The response to these items also indicate that 
there are significant gaps in the understanding demon
strated by this sample. A summary of these results is 
reported below. 

How well do you understand 
diabetes? 

very well 
some 
not very well 
not at all 

42.9% 
34.3% 

20.0% 
2.9% 

Diabetics con eat anything 
they want as long as they 
don't eat too much. 

strongly agree 8.6% 
agree 20.0% 
don't know 2.9% 
disagree 42.9% 
strongly disagree 25.7% 

What do you think causes di-
obetes? 

eating the wrong 
food 31.3% 

pancreas or insulin 
problem 15.6% 

heredity 15.6% 

don't know 28.1% 

Diabetics heal as well as oth
ers. 

strongly agree 
agree 
don't know 
disagree 
strongly disagree 

9.1% 
39.4% 

9.1% 

15.2% 
27.3% 

Diabetes is not a serious di
sease. 

strongly agree 0.0% 

agree 22.9% 
don't know 2.9% 

disagree 40.0% 
strongly disagree 34.3% 

The amount of exercise you 
get hos little effect on how 
you feel. 

strongly agree 12.5% 
agree 25.0% 
don't know 12.5% 
disagree 31.3% 
strongly disagree 18.8% 

The information they give 
about diabetes is easy to un
derstand. 

strongly agree 
agree 
don't know 
disagree 
strongly disagree 

28.6% 
54.3% 

11.4% 

5.7% 
0.0% 

Doily exercise is more impor
tant for diabetics than for 
others. 

strongly agree 
agree 
don't know 
disagree 
strongly disagree 

20.0% 

40.0% 
22.9% 

14.3% 
2.9% 

Foot core is more important 
for diabetics than for others. 

strongly agree 
agree 
don't know 
disagree 
strongly disagree 

39.4% 
45.5% 

9.1% 
3.0% 
3.0% 

Which language do you ex
press yourself in, English or 
Spanish? 

English 
Spanish 

51.4% 

48.6% 
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Doctors toke enough time lo 
explain things. 

strongly agree 
agree 
don't know 
disagree 
strongly disagree 

34.3% 

45.7% 

5.7% 
8.6% 

5.7% 

You should only go the doc
tor when other things don't 
work. 

strongly agree 
agree 
don't know 
disagree 
strongly disagree 

14.3% 

37.1% 
5.7% 

28.6% 
14.3% 

Most sickness will go away 
without a doctors help. 

strongly agree 
agree 
don't know 
disagree 
strongly disagree 

5.7% 
20.0% 

5.7% 

40.0% 
28.6% 

Nothing you do will prevent 
you from having complica
tions from diabetes. 

strongly agree 
agree 
don't know 
disagree 
strongly disagree 

0.0% 
21.6% 

6.1% 
54.5% 

18.2% 

The size of the sample from which these findings are 
drawn is not large enough to allow confirmation or rejec
tion of the proposition. However, the results suggest that 
a segment of the population, probably about 20 percent, 
may have a limited understanding of diabetes. It is also 
evident that patients perceive their own understanding 
to be more complete than answers to other questions 
would indicate. For example, most of the patients under
stand that exercise and foo t care are more important for 
diabetics. However. patients seem less certain that the 
treatment regimen can prevent complications than they 
are about specific elements of the regimen. 

Respondents also seemed reluctant to criticize the 
sources and content of their instructions in diabetes and 
its treatment. For example, most patients reported that 
the information they received was easy to understand 
and that doctors took enough time to explain things. This 
response contradicts the prevalence of misunderstand
ings revealed by the survey results . It is also surprising 
in light of the fact that nearly 50 percent of the sample is 
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more comfortable using Spanish, a language not spoken 
by most of the medical personnel with whom they have 
cont act. 

A final contrast worth noting is the difference of opin
ion over the value of medical assistance. Over 60 percent 
of the respondents disagreed with the statement that most 
illness will go away without medical help. Yet only about 
40 percent of the sample disagreed with the statement 
that one should only go to a doctor as a last resort. These 
responses indicate inconsistency-or al least ambiva
lence-toward the value of medical treatment. It would 
also s eem to indicate that many patients are not using the 
clinics for disease prevention. 

T he survey also shows that a majority of patients 
understand the basic information tested. A more exact
ing evaluation of patient understanding would facilitate 
a more effect ive allocation of teaching sources on the 
basis of patient need. Patients with superior understand
ing could be located to provide additional instructional 
resources. 

Propositon 2: The population accepts the treatment 
regimen. 
T he survey provided three approaches lo the concept of 
patient acceptance. Survey items indicated the patient's 
self-acceptance as diabetic, his or her trust in the people 
providing treatment. and actual behavior with respect to 
the regimen. For the purpose of testing the proposition, 
these findings will be grouped for presentation. 

Acceptance of diabetic condition 

Do you weoro bracelet or car-
ry a cord that soys you ore a 
diabetic? 

Yes 45.7% 
No 54.3% 

It is better not to tell your 
friends you are diabetic. 

strongly agree 18.2% 
agree 21.2% 
don't know 91% 
disagree 21.2% 
strongly disagree 30.3% 

A person is greatly influenced 
by his friends. 

strongly agree 
agree 
don't know 
disagree 
strongly disagree 

11.4% 
25.7% 
20.0% 
37.1% 

5.7% 

It is rude to ref use food or 
drink from a friend. 

strongly agree 11.8% 
agree 26.5% 
don't know 5.6% 
disagree 42.9% 
strongly disagree 11.4% 

Sometimes it seems like the 
doctors think everything is 
bad for you. 

strongly agree 11.8% 
agree 44.1% 
don't know 17.6% 
disagree 17.6% 
strongly disagree 8.6% 

How much faith do you hove 
in the people who treat you? 
Do you ... 

believe everything 
they say 58.8% 

believe most of what 
they say 38.2% 

believe litt le of what 
they say 2.9% 

don't believe anything 
they say 0.0% 

The people who treat you 
know what it is like to hove 
diabetes. 

strongly agree 
agree 
don't know 
disagree 
strongly disagree 

25.7% 
51.4% 
17.1% 
5.7% 
0.0% 

Doing oil the things the doc
tors tell you is more trouble 
than it is worth. 

strongly agree 3.8% 
agree 
don't know 
disagree 
strongly disagree 

Patient behavior 

15.2% 
6.1% 

60.6% 
15.2% 

How of ten do you test your 
urine for sugar? Do you test 
ii. .. 

always 
very often 
occasionally 
seldom 
never 

45.7% 
20.0% 
14.3% 
8.6% 

11.4% 

How many meals do you eat 
a day? 

one 
two 
three 
four 

2.9% 
23.5% 
70.6% 

2.9% 

How many times a day do 
you eat something other than 
at mealtime? 

Food Type 

meat or dairy products 
bread or tort ill as 
beans, rice. potatoes, 
or corn 

green vegetables 
candy, soda, or ot her 
sweet 

0 

2.9 
17.1 

29.4 
14.3 

58.8 

zero 
one 
two 
three or more 

22.9% 
51.4% 
17.1% 
8.7% 

It is very hard to get a family 
together for meals. 

strongly agree 
agree 
don't know 
disagree 
strongly disagree 

11.4% 
20.0% 

8.6% 
42.9% 
17.1% 

How hos your diet changed 
since you found out you hod 
diabetes? Do you ... 

eat much differently 
now 58.6% 

eat slightly different 
foods 29.4% 

eat basically the 
same food 11.8% 

How many times a day does 
your family eat together? 

zero 20.6% 
once 
twice 
three times 

32.4% 
17.6% 
23.5% 

Who prepares most of your 
meals? 

self 65.7% 
other household 

member 
non-household 

member 

What is the hardest 
about being diabetic? 

following the diet 
taking the shots 
don't know 

Times eaten per day % 

1 2 3 

34.3 31.4 22.9 
25.7 22.9 25.7 

41.2 17.6 o.o 
48.6 28.6 5.7 

35.3 2.9 0.0 

31.4% 

219% 

thing 

48.4% 
12.9% 

9.7% 

4 

5.7 
5.7 

0.0 
2.9 

2.9 



These results reveal a group of patients who do not 
fully accept the necessity o.r the desirability of compli
ance with the treatment regimen they are given. More
over, patients appear reluctant to criticize doctors. Very 
few patients will say that they do not believe the doctors. 
A substantial number of them, however, express doubt 
about the efficacy of treatment. 

Without unconditionally rejecting the proposition, one 
may point to survey results that indicate less than uni
versal patient acceptance of the treatment' regimen. Diet 
regimen seems to pose the most troublesome obstacle to 
patient acceptance. Many respondents selected diet as 
the hardest aspect of compliance; this conclusion's valid
ity is enhanced by the fact that this response was elicited 
by an open-ended question. Survey responses on the 
number of times a patient eats with the family and on 
who prepares the meals may also indicate some diffi
culty with diet compliance. Most patients eat with their 
families at least once a day and many patients eat with 
their families two or more times each day. About two
thirds of the patients prepare these meals, with family 
members preparing most of the meals for the other one
third. This pattern could present a compliance problem if 
the diabetic menu differs substantially from the family 
menu. 

Most of the patients reported that they were eating 
much differently now than before they were diagnosed. 
This is anomalous in light of the fact that only 31.5 percent 
reported that diet regulation was a part of their current 
treatment. The responses to the specific items about diet 
content, together with this information, may indicate a 
response set bias problem with this data. For example, 
all of these patients have been admonished to avoid 
sweets and almost 60 percent of them report that sweets 
are not part of their daily diet. The data also suggest that 
some patients may be having difficulty in eating a number 
of small meals a day, as is advised in most regimens. A 
large percentage reports eating three meals and a snack 
each day but there is also a smaller, though not insignifi
cant group which is eating only twice a day. 

The survey was not designed to discover the exact 
dietary habits of the patient. Yet, to know if a patient 
accepts and complies with a diet regimen, it is helpful to 
identify the regimen. This information was not available 
for each patient interviewed. However, based on the data 
presented, dietary changes do not seem as drastic as the 
patients report. If one assumes that low-income diets 
tend to be high in carbohydrates and starch and that the 
patients have been in a lower-income group for some 
time, one would expect a greatly changed diet to be low 
in carbohydrates and starch. Yet most of the respon
dents reported these food types to be a basic part of their 
diet. 

Respondents were not asked whether or not they ate 

Jonathan E. Ellis I 77 

the same foods as their families because of the response 
bias one would expect from such a question. However, 
taking into account the effects of age, ethnicity, and eco
nomic characteristics on the dietary habits of the sample 
population, one may predict with confidence that each of 
these factors is likely to pose a significant obstacle to the 
acceptance of treatment regimens that conflict with nor
mal diet. This will be especially true when the regimen 
conflicts with the diets of other family members. 

This information about diets, combined with the infor
mation indicating that 20 percent of the population rare
ly performs urine tests, that a large number of patients 
are not convinced that treatment is effective, and that 
some diabetics perceive a stigma associated with the 
diabetic condition, suggest that, for a significant seg
ment of the population, the proposition cannot be con
firmed. Just as there are patients who do not seem to 
understand diabetes, there are also those who are unable 
to accept the necessity and desirability. of compliance 
with their treatment regimen. 

Proposition 3: The population has access to the require
ments of the treatment regimen. 
The concept of access to the treatment system was oper
ationalized in terms of the availability of treatment ser
vices and the actual frequency of their use by patients. 
Patient use was included for two reasons. First. use may 
serve as an indicator of access , although it may also 
reflect patient attitudes. Second information about use 
may be of value in targeting outreach efforts for specific 
patient needs. 

The data presented is grouped on the basis of this 
definition. 

Availability of services/materials 

How diffi cult is it for you to 
get t.o the doctor or clinic? Is 
it... 

easy 
slightly difficult 
very difficult 

45.7% 
37.1% 
17.1% 

What is your most common 
means of transportation? 

own car 42.9% 
other car 20.0% 
taxi 2.9% 
public transit 28.6% 

walk 2.9% 
other 2.9% 

The food a family ea ts is de
termined by what it costs. 

strongly agree 50.0% 
e.gree 29.4% 

don't know 
disagree 
strongly disagree 

5.9% 

11.6% 
2.9% 

How many times did you stay 
in the hospital last year? 

zero 57.6% 
once 
twice 
three times 
four limes 

9.1% 

6.1% 
12.1% 

3.0% 

five or more times 12.1% 

How easy is it for you to get 
medicine and supplies for 
your diabetes? Is it... 

very difficult 6.1 % 

somewhat difficult 6.1% 

fairly easy 
easy 

33.3% 
54.5% 
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Do you usually see the some 
persons when you go to the 
rloctor or clinic? 

Yes 
No 

60.6% 
39.4% 

I lave: you ever been contac
ted by any diabetes associo-
1 ion? 

Yes 
No 

3.0% 
97.0% 

I low many t inws do you visit 
u clinic: in a month? 

less than once 
once 
twice 
three times 
four times or more 

14.3% 
34.3% 

22.9% 
5.7% 

22.9% 

Whor or who helped you to 
/corn rhc: most abou t your di 
sease? 

dor.lors 45.7% 
nurses or other 

professionals 37.1% 
own experience 14.3% 
hooks or pamphlets 2.9% 

How many times have doc
tors or other health profes
sionals talked to you family 
about diabetes? 

zero 61.8% 
once 11.8% 
three times 2.9% 

five times 2.9% 
nine times 

or more 20.6% 

How many times hos a doctor 
or someone else in the medi
cal profession talked to you 
about your disease? Do they 
talk to you ... 

every visit 
occasionally 
seldom 
never 

60.0% 

25.7% 
11.4% 

2.9% 

Hove you ever gotten together 
w ith other diabetics to dis
cuss diabetes? 

yes. at the 
clinics 30.3% 

yes. at another 
location 9.1 % 

no 60.0% 

This proposition that the population has access to the 
treatment regimen cannot be confirmed if access is par-
1 ially defined b:v patient use. Even without the concept of 
use. ii is evident that some patients experience some 
difficulty in gel ting to the clinics. A large segment of the 
populat ion relies on public transit or other persons for 
transportation. However, thi s does not mean thal the 
patients do nol go to the clinics. Only about 14 percent 
use the clinics less than once a month. 

Transportation may be more important in the use of 
clinic: services that do not involve consultation with a 
doctor. A surprisingly large number of patients have 
never mel wilh other diabetics or exposed their families 
to diabetes educati on. If one views group and family 
r.ducCllion us valuable services. one would assume from 
I his survc~y thal access of the sample population to these 
sr.rvic:es is limited. 

Most putienls reported little difficulty in obtaining 
prest.ribed drugs or supplies. Dietary supplies. on lhe 
ol her hand, may be more difficult to obtain. Since most of 
these patients eat w ilh thei r families. the cosl of dietary 
compli ance may slrain family food budgets. II may also 
be difficult for these patients to vary from the foods 
cal en hv families . This is not lo say that diabet ic diets are 
ncc1?ss~rily mm·1? exp~msive or that I hey must differ sub
s l antiall~· from a nondialwtic: diel. The c?videnc:e does 

suggest that designers of diabetic diets should give spe
cial attention to the factors of cost and compatibility 
with the dietary habits of the family. 

Finally, the survey data indicates that 97 percent of th1~ 
sample population had no contact with a diabetes associa
tion. This is partially indicative of patient attitudes. Any 
patient could initiate contact with such an organization 
at any time. This information may also indicate a lack of 
information on services available to patients outside of 
the clinic system. It certainly indicates that these per
sons have not been reached by the associations them
selves. 

Hypothesis: Patients who demonstrate understanding, 
acceptance, and access will be better managed than those 
who do not. 
This hypothesis could not be tested using the data from 
the Clinic Card study. The original design envisioned the 
aggregation of cost information on fifty patients, analy
sis of specific responses, cost of treatment comparisons, 
and the development of a reliable means for predicting 
patient treatment cost. The low response rate to the sur
vey made this impossible; there were not enough cases 
for valid analysis. In addition, there were not enough 
completed surveys to draw statistically significant in
ferences about the relationships among variables. The 
apparent reasonableness of the hypothesis has not, how
ever, been undermined by the survey results. Moreover, 
if the hypothesis is incorrect , a great deal of energy has 
been misdirected in the health promotion field. 

Conclusions 

The survey demonstrates that it is possible lo investi
gate patient att itudes and behavior in a systematic man
ner. and it may serve as a conceptual model for further 
work. It also demonstrates I he problems inherent in ef
forts to conduct survey research on a sample population 
such as I hal selected by the project . If the willingness of a 
pat ien t lo respond to a questionnaire may be said to 
indicate a willingness to cooperate with !he Clinic Card 
system. ii is reasonable to conclude thal !his sample is 
overrepresenlalive of cooperative palienls. Yet even 
among !his population there appear lo be renl problems 
w ith understanding. ac:ceplance. and access. II is not 
unreasonable lo speculate !hat these problems may be 
even more prevalent in the popula tion al large. 

The findings of !he survey. and the way in which I hey 
are presented, are nol mean! lo suggest thul the Clinic 
Card Program is nol vvorking: a rnajorily of lh1! inter
viewed patients arf? served we ll by !ht! s~'Sl1mi. Whill the 
sludv drws suggest is thal sc?rviu: lo a s ignific:anl group 
of palienls c:ould lw improved. 



Recommendations 

Study 

The Clinic Card study was not intended to provide a 
comprehensive analysis of the Clinic Card population. 
While it did serve to suggest that there are groups in the 
population who are less well integrated into the health 
care system, it did not isolate individual members of this 
group. A future study of the Clinic Card population should 
have two objectives: (1) to isolate individuals whose 
medical history, compliance habits, and attitude suggest 
a significant treatment problem; and (2) to isolate the 
information which is the most difficult for patients to 
understand and which has the closest association with 
treatment success. 

The first objective would require monitoring medical 
records at the clinic and hospital. Accurate measures of 
blood-sugar levels, records of the costs of treatment , and 
records of the severity of complications are available at 
these sites. Because the isolation of individuals with 
significant treatment pro bl ems would be an ongoing task, 
the reporting of patient information should be routin
ized. 

The second objective would require a more sophisti
cated survey than the Clinic Card study employed. Per.
sons knowledgeable in diabetes education should partic
ipate in the design of a questionnaire to check patients' 
knowledge. Patients isolated through the first objective 
could then be tested to determine specific areas of need. 
The survey should concentrate on the three areas sug
gested in the Clinic Card study: understanding, accep
tance, and access. These aspects of patient treatment 
could then be· correlated with treatment success to sug
gest the priority which should be assigned to patient 
needs. 

Increased group interaction 

The Clinic Card study revealed that 97 percent of the 
survey population had never been contacted by a diabe
tes association and that 60.6 percent of the population 
had never met with other diabetics to discuss the di
sease. The benefit of group interaction as a learning tool 
is significant. A group is able to provide positive rein
forcement which cannot be provided in a doctor-patient 
relationship. Group interaction provides members with 
an enhanced perspective and can provide role models 
and goals. A group education effort should be under
taken which would include providing transportation to 
and from meetings, giving encouragement to members 
who demonstrate progress, conducting diabetic social 
events, and eliciting input from the group about the Clinic 
Card system. 
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Increased Communication 

Finally, the survey indicates that there should be more 
aggressive communication between the clinics and the 
patients. The importance of discovering treatment im
balance in a patient before serious symptoms are pre
sented mandates that such an effort be made. A model 
program might include three aspects: 

1. maintenance of current addresses and telephone 
num hers for all patients; this would include a major 
effort to encourage patients who enter the system 
for the first time as inpatients with acute problems 
to use the clinic subsequently; 

2. telephone or written reminders to patients about 
appointment times and dates; 

3. transportation of patients to and from the clinic, or 
home visits by trained personnel to patients who 
are unable to reach the clinic. 

This program would enhance the accuracy of patient 
records and the efficacy of treatment. 
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7. Diabetes Mellitus: The Problem and Some Possible Solutions 

JAMESMDCUS 

Diabetes mellitus is a chronic disease of body metabo
lism which has afflicted the human race since ancient 
times. Thousands of years ago Indian physicians de
scribed two types of diseases manifested by a sweetness 
of the urine. One, affecting rich and poor patients alike, 
was associated with rapid wasting and death. Today we 
know this disease as juvenile onset diabetes. The other 
primarily afflicted wealthy patients who indulged in an 
abundance of SY{eet foods, wine, and a lifestyle that 
resulted in obesity; it is now characterized as adult onset 
diabetes.1 Diabetes was not a prevalent disease at that 
time because the lack of treatment for the juvenile onset 
diabetic resulted in a short lifespan. Adult onset diabetes 
was not prevalent because an abundance of food and the 
obesity associated with that abundance was very uncom
mon. 

Medical technology facilitated the discovery of insulin 
in 1921 by Banting and Best. The availability of insulin 
mean a greater longevity for the person with juvenile 
onset diabetes. In the preinsulin era a diabetic woman 
who had become pregnant had only a 50 percent chance 
of survival and her fetus had virtually no chance of 
survival. Before insulin became readily available, tuber
culosis and infections were common among diabetics 
and contributed greatly to their disability and death.2 

Technological advances resulting in agricultural pro
duction make available an abundance of food for the 
people of the developed nations of the world. These de
velopments have led to an increased incidence of obesity 
and an associated increase in the number of persons with 
adult onset diabetes. The incidence of diabetes increased 
by more than 50 percent in America between 1965 and 
1973.3 In the last two decades in Japan there has been no 
increase in the incidence of juvenile onset diabetes, but 
there has been a noticeable increase in adult onset diabe
tes.• In Puerto Rico the overall health of the population im
proved betwee·n 1964 and 1974, but diabetes rose from 
twelfth to eighth place as a cause of death.s We know 
that most of the increased incidence in diabetes is one of 
the adult onset type because approximately 80 to 90 
percent of all cases of diabetes are adult onset diabe
tes.8 

Currently, ten million Americans have diabetes and 
its attendant predispositions toward disability and 
death. Diabetics are twenty-five times more prone to 
blindness than nondiabetics; diabetes is the leading cause 
of blindness in America.7 Diabetics are seventeen times 

more likely to have kidney disease, five times more likely 
to have gangrene, and twice as likely to have heart disease 
as the average diabetic.8 Diabetes is a contributing factor 
in about half of all heart attacks and strokes.9 Diabetics 
are more vulnerable to cataracts and osteoporosis. Bio
logically, diabetics age more quickly than nondiabetics; 
the fifty-year-old diabetic may have a body which is 
physiologically s ixty or seventy years old.10 

The average American is overweight and still gaining 
weight. The probability of developing diabetes doubles 
with every 20 percent increase in excess body weight 
and with each decade of age.11 In the nextfew decades, as 
older Americans comprise an increasing proportion of 
the population, we may expect a rise in the incidence of 
adult onset diabetes due to our abundance of food, our 
sedentary lifestyle, and our eating habits. Unless Amer
ican eating patterns change, we will see an alarming 
increase in diabetes and a higher incidence of disability 
and early death. 

"Diabetes" refers to several different diseases affect
ing body metabolism, possibly with different causes and 
with different mechanisms of transmission.12 This chap
ter will examine treatment and prevention strategies for 
both juvenile onset diabetes and adult onset diabetes. 

Juvenile Onset /Insulin Dependent Diabetes 

Juvenile onset diabetes, more appropriately referred to 
as insulin dependent diabetes because recent findings 
show that age is an imprecise criterion for classifying 
diabetes, is marked by a failure of the beta cells of the 
pancreas. This failure inhibits natural insulin secretion 
and requires supplementation with insulin from an ex
ternal source.13 Studies of identical twins show that the 
presence of insulin dependent diabetes in one twin is 
associated with insulin dependent diabetes in the other 
twin only 50 percent of the time when the twins are 
below age forty.14 Epidemiological studies indicate that 
the viruses, including mumps, Coxackie virus B, cyto
megalovirus. rubella, infectious mononucleoisis, and 
varicella, are all associated with the destruction and 
failure of pancreatic beta cells. Thus, the insulin depen
dent diabetic has a genetic predisposition to the destruc
tion of the beta cells if one of these infections is contrac
ted.15 

Insulin dependent diabetes is treated with insulin, diet, 
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and exercise in order to maintain normal body weight 
and a normal level of blood sugar. With optimum control, 
the insulin dependent diabetic can lessen the probability 
of developing the serious. sometimes fatal, complica
tions of diabetes.10 Reversal of the disease process in 
insulin dependent diabetics is not currently attainable, 
but attempts at pancreatic transplants and beta-cell in
jections show some promise.17 A viral vaccine, currently 
under investigation, also holds promise as a diabetes 
prevention strategy. is 

Adult Onset/Non-Insulin Dependent Diabetes 

The three major factors associated with the onset of non
insulin dependent diabetes are age, heredity, and body 
weight. The onset usually occurs between the ages of 
forty and sixty.19 The relationship to genetic factors also 
seems clear. Identical twin studies show that when one 
twin has non-insulin dependent diabetes, the chance of 
the other twin developing the disease approaches 100 
percent.z0 A study of seventy sets of identical twins 
yielded but a single deviation from this pattern. The 
nondiabetic twin of this set had previously had bowel 
surgery and was thin; the diabetic twin was obese.z1 A 
Michigan study found a strong family history of diabetes 
in 85 percent of non-insulin diabetics.zz Body weight is 
the third factor undeniably related to the onset of non
insulin dependent diabetes. There is overwhelming evi
dence that overweight people have a greater chance of 
developing diabetes. The person who is 20 percent over
weight is more than twice as likely to develop non-insulin 
dependent diabetes than the person of normal body 
weight.23 About 66 percent of persons who weigh over 
300 pounds have diabetes. Evidently, the other one
third of obese people who do not develop diabetes lack 
the hereditary propensity to do so. Only about 10 to 20 
percent of those who are 20 to 30 percent overweight 
have diabetes, but the chances of developing diabetes 
greatly increase with increased body weight.2• 

The insulin demands of overweight people are two to 
four times as great as they are in thin people. The over
weight person has fewer insulin receptors on the sur
face of his or her distended fat cells, and the liver cells 
and muscle cells do not function as welI.zs Therefore, 
much more insulin is required to facilitate the utiliza
tion of blood sugar by muscle cells and fat cells. Since 
the cells of the liver and brain do not require insulin in 
order to utilize blood sugar, their functioning is not 
similarly inhibited.ze The healthy pancreas in an obese 
person may produce four to twenty times more insulin 
than that in a thin person to process an equal amount of 
blood sugar.27 Obese people with the hereditary ten
dency to develop diabetes usually cannot produce the 

increased amounts of insulin needed to facilitate the 
use of blood sugar by muscle and fat cells, or they have 
defective insulin that results in hyperglycemia.28 

Hyperglycemia is strongly associated with such 
complications as neuropathy, microangiopathy, and se
vere retinopathy.29 The untreated or poorly treated non
insulin dependent diabetic suffering from this condition 
is difficult to diagnose; the deterioration tends to occur 
gradually, leading to increased disability and early death. 

Treatment for the thin non-insulin dependent diabetic 
usually involves an oral hypoglycemic drug. These drugs 
enhance the secretion of insulin from the beta cells of the 
pancreas and the ability of the fat and muscle cells to 
utilize insulin. Treatment of the overweight or obese 
non-insulin dependent diabetic usually begins with 
weight loss. The restriction of calories alone corrects the 
insulin-receptor abnormalities of cells even before actual 
weight loss occurs.30 Continued weight loss should pro
gress until the body's own production of insulin can control 
hyperglycemia.31 When attempts at weight loss have re
peatedly failed, oral hyperglycemics or insulin may be 
required to treat hyperglycemia. When diets, appetite 
suppressants, exercise, and wiring of the jaws have failed 
to induce weight loss, jejunoileal bypass surgery or sur
gical partition of the stomach may be required to reduce 
body weight and restore normoglycemia.32 

"Diabesity," A Modern Epidemic 

Approximately seventy million Americans exceed their 
ideal body weight by at least 20 percent. The older people 
get, the more weight they tend to gain. The incidence of 
diabetes in persons below the age of twenty is about one
tenth of 1 percent. This incidence continues to rise as age 
increases, with the incidence becoming 15 percent for 
those above the age of sixty. About 90 percent of all 
diabetics are overweight at the time they are diagnosed.33 
Obesity and adult onset diabetes appear together so fre
quently that one researcher in the field has labeled the 
syndrome "diabesity."34 Most of the seven million obese 
diabetic Americans can control their diabetes with 
weight loss and exercise alone.ls But awareness alone of 
these "diabesity" control techniques is insufficient; non
insulin dependent diabetics must be encouraged to fol
low through and exercise and lose weight. 

In the past few years Americans have become more 
concerned about diet. Between 1962 and 1975, animal fat 
consumption per capita decreased by 57 percent.38 We 
are now eating more fish, chicken, and turkey, which are 
low in fat.31 Furthermore, we have increased by 44 per
cent the use of vegetable fats and oils which arP. higher in 
polyunsaturated fats and lower in calories.38 And finally, 
in the past sixteen years, the per capita consumption of 



eggs has dropped from 334 per year to 276 per year.39 
But in spite of this concern about eating proper foods 

to achieve better health, we are still eating too many 
foods which are not good for us. Our diet is still too high 
in calories, fat, and sugar. From 1962 to 1975 our per 
capita consumption of beef rose from approximately 85 
pounds per year to approximately 120 pounds.40 The 
bottom line shows that we are still eating too much. In 
the past ten years the average American male added four 
more pounds to a body already twenty to thirty pounds 
overweight; the average American female added one 
pound to a physique carrying fifteen to thirty excess 
pounds.41 

Overeating is the primary, though not the exclusive, 
cause of obesity. Physicians are no longer willing to 
attribute a doubli~g or tripling of body weight to glandu
lar disorders.42 It is now recognized that overeating is 
learned behavior subject to modification. The behavioral 
approach to weight loss, which is a v iable approach to 
patients who are diabetic or prediabetic, emphasizes 
positive reinforcement, selection of target behaviors, 
feedback, and other methods.43 Pos itive reinforcement 
can come from the family, friends , the physician, and 
from peer groups such as Weight Watchers, Overweight 
Anonymous, or TOPS (Take Off Pounds Safely) that 
offer emotional support and encouragement.44 For the 
hard-core obese person who has tried to lose weight by 
limiting the intake of calories and failed, more drastic 
measures, including gastric surgery, may be required.45 

Chronic obesity also renders its victim more vulner
able to other chronic disease. In one study of two hun
dred morbidly obsese men, one-fourth of the subjects 
died during the seven and one-half years of study. Car
diovascular disease was the leading cause of death in 
this group; the death rate due to cardiovascular disease 
was 30 percent greater than the national average. Degen
erative diseases in this group as compared to the general 
population began at an earlier age, progressed more ra
pidly, and became life-threatening more frequently.46 

It is clear that obesity contributed markedly to the 
prevalence of non-insulin dependent diabetes in Amer
ica. If we are to succeed in curtailing the increasing 
incidence of diabetes, we must first lower the prevalence 
of obesity. 

The Pima Indians of Gila Valley in Arizona may serve 
as example of what other Americans may be facing in 
thirty years. They presently have the highest known 
prevalence of diabetes in the world.47 For over two thou
sand years, the Pimas had been farmers who were skilled 
in irrigation techniques. They worked hard and were 
lean, and diabetes was unknown among them. In fact, in 
1902 there was only one case of diabetes found in fifteen 
Indian tribes examined in the Southwest. As the Pimas 
adopted a more sedentary lifestyle in this century, they 
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gained weight. In 1937, twenty-one cases of diabetes 
were diagnosed among the Pimas, which was the same 
incidence as in the U.S. population as a whole. By 1965 
the prevalence of diabetes in the U.S. population was 2 
percent, but 18 percent of Pima men and 26 percent of 
Pima women were diabetic. From 1967 to 1977 the preva
lence of diabetes among the Pimas (which is almost en
tirely the adult onset type] rose another 10 percent from 
24 percent to 34.1 percent, an incidence 32 percent more 
frequent than in the U.S. population as a whole. 

The Pima's diet is very similar to the average Amer
ican diet in its carbohydrate composition. A marked in
crease in obesity among the Pimas has been singled out 
as the major cause of the increase in the incidence of 
diabetes. Pimas w ho are 100 percent overweight have an 
incidence of diabetes five times higher than Pimas who 
are 20 percent overweight. The inherited tendency of the 
Pimas to develop diabetes is several times greater than in 
the U.S. population as a whole, but medical researchers 
feel their widespread obesity is responsible for the mani
festation of diabetes in their population. Non-insulin de
pendent diabetic Pimas who lost considerable weight 
enjoyed normal insulin secretion by the beta cells and 
more stable blood-sugar levels.4& 

Prevention 

For each decade of life that an obese persons lives, he 
doubles h is chances of developing non-insulin depen
dent diabetes. Furthermore, overweight diabetics who 
fail to maintain control of their hyperglycemia are in
viting irreversible degenerative damage that may not 
reveal itself for fifteen to thirty years. Diabetes, hyper
tension, and atherosclerotic heart disease-all chronic 
degenerative diseases linked to obesity-may cause ir
reversible vascular damage. 

The economic value of "diabesity" prevention becomes 
clear when one examines the historical costs of treat
ments in light of the fact that America's post-World War 
II baby boom generation will be reaching the age of 
greatest susceptibility in the next twenty to thirty years. 
In 1965 Americans paid $38.9 billion for health care, and 
that accounted for 5.9 percent of the GNP. In 1979 it is 
estimated that we spend $206 billion for health care, 9.1 
percent of the GNP. That increase of 429 percent in four
teen years portends a doubling of health care costs every 
five years.49 Inflation accounts for only a part of that 
increase. From 1950 to 1977 the general level of consumer 
prices rose 125 percent, but a day of hospital care rose 
1,000 percent during the same period.so Demands for new 
medical technologies and more medical care are respon
sible for most of the increased costs.st 

From 1940 to 1975, per capita health care expenditures 
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increased 314 percent in constant 1967 dollars, but in 
that period of thirty-five years the average life span in 
this country increased only 15 percent.52 In fact, a 1967 
study showed that if no more or 710 less were spent in the 
health care field. the current lif ! expectancy of sevent y
two years would not be expected to change.53 The declin
ing mortality rate responsible for our present life expec
tancy was evident before the int roduction of Medicare 
and Medicaid. More doctors, nurses. and hospitals will 
not necessarily improve our health. When more doctors 
are available, patients tend to seek medical attention for 
more trivial conditions.54 In Britain, after three decades 
of free access to medical care under the National Health 
Service, there has been no decrease in the traditionally 
large class differences in infant mortality and life expec
tancy. Ti me lost fro!ll work due to sickness has actually 
increased.ss 

A great deal of American health care expenditures is 
devoted to procedures and technologies developed for 
the treatment of disease victims. Currently, 50,000 to 70,000 
coronary bypass surgeries are performed in this country 
each year at a cost of $10.000 to $15,000 each. These 
procedures temporarily restore some loss of function, 
but they do not restore the cardiovascular system to 
normal. In fact, wit hin one year after bypass surgery, 5 to 
25 percent of new bypass grafts become occluded and 
angina pectoris recurs . Hemodialysis to cleanse the blood 
of renal disease victims costs $12,000 to $25,000 a year 
per patient to sustain life, but it does not restore the 
function of the kidneys to normal.56 The list of such 
medical technologies is quite long, but the point is that 
these are only half-way technologies w hich were devel
oped to meet a need, the need to repair a part which has 
failed. 

It is clear that we must begin to look at future medical 
care expenditures from a cost-benefit perspective because 
we are realizing diminishing rel urns from additional 
funds spent on medical care.57 Now that we know that 
certain maladaptive behaviors cause chronic diseases 
over a long period of time, we need to ensure that this 
information is made available to all Americans. Patient 
education should be implemented to change especially 
deep-rooted maladaptive conditions like obesity. The 
change in emphasis from treatment to prevention will 
require a shift in the delivery and consumption of health 
care. Health administrators need to shift funds from 
medical treatment to such areas as patient education and 
behavior modificat ion. Total expenditures for preven
tive health education have amounted to only one-half of 
1 percent of the total health care bill. More funds must be 
allocated for patient education in d isease prevention.ss 
As an example of this shift in thinking, the American 
Diabetes Association of Southern California reduced 

spending for screening and rerouted the funds to diabe
tes patient education, w hich is mor e cost effective.59 

Physicians should educate their patients about the 
risks of maladapt ive behaviors. A recent Harris poll of 
1,500 persons (most of whom were overweight) showed 
that physicians are in the best position to exert a positive 
influence on the health habits of their patients. The same 
poll showed that physicians have not been generally 
providing their patients with advice a bout smoking, eat
ing, and exercise. 

The effectiveness of diabetic patient education was 
firs t proven when insulin became available in 1923. Ju
venile onset diabetics were taught the self-administra
tion of insulin, the importance of adhering to a strict diet, 
the importance of exercise. and self-monitoring tech
niques. As a result of these initial efforts, diabetics have 
realized a threefold increase in life span.60 Continued 
attempts to improve the education of juvenile onset dia
betics and adult onset d iabetics in many programs ac
ross the nat ion are proving effective in reducing the com
plications of diabetes which require hospitalization. At a 
time when medical costs are rising at alarming rates, 
these educat ion programs are proving to be cost effec
tive. For example: One diabetic patient education pro
gram utilizing nurses as educators reduced hospital stays 
for diabetic acidosis and severe infections by 61 percent, 
and hospital days for peripheral vascular disease and 
amputations were decreased by 68 percent.61 

A patient education program at John Sealy Hospital in 
Galveston, Texas, decreased significantly the number of 
hospitalizations required. A group of patients receiving 
instruction enjoyed a $40,950 reduction in hospital costs 
over a five-year period, compared to the costs incurred 
by a control group w hich received no special education. 
One inadequately educated patient incurred $8,323 in 
hospital costs and physicians' fees in a five-year period. 
After proper education his hospital costs and physicians' 
fees for the next five years fell to only $1,862.62 

In a seven-year period the Maine Medical Center real
ized a 50 percent reduction in hospital admissions for 
diabetes, primarily because of an effective patient edu
cat ion program. All diabetics in the state of Maine are 
eligible to receive instruction free of charge. The pro
gram has educated 12,000 diabetics and their families 
thus far.63 

The University of California Medical Center estab
lished a telephone "hot line" providing information, med
ical advice, and prescribed drugs for diabetics. In a two
year period (1968-70) the hot line was credited w ith 
reducing the incidence of diabetic coma from three hun
dred to one hundred ~ases and for reducing emergency 
room visit s for dia betes by 50 percent. This was accom
plished in spite of a patient population increase from 



4,000 to 6,000 in the two-year period. It was estimated 
that the hot line service decreased the number of patient 
visits for prescriptions alone by 2,300.63 The total sav
ings in the decreased admissions were over $1 million.65 

A diabetes clinic in Michigan also utilized a telephone 
service for educating and following the treatment of a 
population of juvenile onset diabetics. The telephone 
consulting service,· managed by a pediatric nurse spe
cialist, effected a dramatic decrease in the number of 
hospital admissions in the first month of operation. 
Ninety-two percent of patient calls requested informa
tion on hypoglycemia and hyperglycemia, with and with
out ketonuria. Awareness of this distinction seemed to 
enhance the diabetics' control over their disease. The 
nurse specialist was able to conclude from the questions 
asked that the population of diabetic callers were indeed 
learning more about their condition. The telephone pro
gram saved the clinic $143,000 in hospital costs in the 
three-year period from 1973 to 1976.68 

An expanded nutrition program in Atlanta, Georgia, 
has aided weight loss in obese diabetic patients, reduced 
the prevalence of diabetic ketoacidosis and lower ex
tremity amputations, and cut hospital costs. Nurse prac
titioners have played the primary professional role in the 
program, with minor roles played by physicians, dieti
cians, and other health professionals. The expanded nu
trition program was premised on the knowledge that 
most adult onset diabetics can control their hypergly
cemia with weight loss alone. In the seven-year period 
from 1971 to 1978 the program was able to discontinue 
the use of oral hypoglycemics altogether and greatly 
reduce the amount of insulin needed. Savings in medica
tion expenses derived from weight loss covered the full 
cost of the expanded nutrition program and saved the 
ho.spital an additional $96,609.67 

These patient education programs show that signifi
cant decreases in hospitalization for diabetes complica
tions can be achieved. They further show that nurses, 
dieticians, and other health professionals can be eff ec
tive educators of the diabetic patient, thereby freeing the 
physician to treat complications of the disease. Weight 
reduction programs for adult onset diabetics that stress 
diet alone can divert funds previously spent on medica
tion to pay for the costs of patient education. 

Diabetics have shown that the patients in our health 
care system are capable of taking a more active role in 
their own treatment. If we are to be successful in preven
ting unnecessary disability and early death from diabe
tes and other chronic diseases in the coming decades, 
patients must abandon their role as passive recipients of 
medical care and accept increased responsibility for the 
behavioral patterns that reduce the risk of disease and 
the cost of treatment. A recent study concluded by a 
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major life insurance company interviewed a national 
cross section of 1,517 adults, a representative cross sec
tion of 176 corporations, and 35 labor unions. It found 
that Americans are very receptive to the idea of changing 
their lifestyles to obtain better health. They feel that 
more emphasis should be placed on preventive medicine. 
The corporations and fabor unions were very interested 
in providing preventive health plans to their employees 
and members. But the task has really just begun. The 
survey just mentioned found that three out off ive of the 
1,517 adults interviewed were overweight.as 

It has been said that "chronic disease is the price of 
growing old plus ignorance." It is essential that all Amer
icans be informed about the consequences of overeating, 
lack of exercise, smoking, and other maladaptive behav
iors, so that as our population ages it will not have to pay 
the price of chronic diseases because of ignorance. 
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8. Elements of Community Model Health Promotion Programs 

LINDA GIBSON 

Innovative community health promotion programs have 
emerged in response to increasing mortality rates due to 
chronic illnesses in recent years. The number of deaths 
caused by infectious diseases, once the major targets of 
community health programs, has declined relative to 
deaths due to chronic diseases such as heart disease, 
cerebrovascular disease, and diabetes. Since the causes 
of chronic diseas~s frequently include genetic, environ
mental, or behavioral components, health promotion pro
grams have been developed to reduce certain risk factors 
associated with the subsequent development of chronic 
illnesses. Community health promotion programs pat
terns have been especially effective in targeting the 
health-threatening behavior or conditions peculiar to the 
locality. Three types of community health promotion 
programs-health education, risk appraisal, and the life
time health-monitoring program-will be examined for 
the purpose of extracting elements from each approach 
that may be useful to the City of Austin and Travis 
County. 

Health Education 

The first approach to health promotion, one which prom
ises to decrease mortality and morbidity rates and en
hance community health, is health education. Health 
education may be classified into six major categories,1 

several of which will be discussed here. Patient educa
tion, school health education, and occupational, commu
nity, national, and media information programs are 
examples of health education programs. 

Hospitals, neighborhood health centers, and other 
medical facilities are placing increasing emphasis on pa
tient education as an approach to the control or preven
tion of chronic illnesses. In Austin, several health care 
facilities have recently adopted this approach to the treat
ment of diabetes. Brackenridge Hospital, owned and op
erated by the City of Austin, has recently instituted a 
system of patient education activities organized by a 
patient coordinator. In the diabetic patient education 
program, the patient may receive individual instruction 
from a hospital staff member as well as group instruc
tion during a series of five classes. Five daily class ses
sions, each lasting one hour, focus on different topics in 
the management and control of diabetes. A patient may 

participate through referral by his/her physician. This 
community approach to diabetes care constitutes an in
novative program for both private patients and partici
pants in the Medical Assistance Program or in other 
medical subsidy programs. 

Several logistical factors constrain patient participa
tion in the program. First, there is no centralized diabetes 
unit to encourage maximum patient participation. Dia
betic patients are dispersed among hospital departments 
according to their immediate need for hospitalizat ion. 
This factor may affect staff utilization of the program 
(e.g., referral) and patient willingness to participate. The 
problem of transport ing patients may outweigh the per
ceived benefits of the education program. Second, since 
the classes meet five times, patients may miss several 
sessions due to the time of their admission or discharge. 
However, since outpatients as well as inpatients may 
attend the classes, only patient motivation and consider
ations of convenience or access constrain full participa
tion. 

St. David's Hospital, another community hospital, has 
recently established a Diabetes Center to coordinate 
teaching and care of hospitalized diabetics. The center 
instructs inpatients and outpatients about nutrition, 
medications, and other essential factors of diabetes man
agement on a one-to-one basis. Seton Hospital serves as 
an additional resource for the diabetic patient. Diabetes 
nurse educators give individual instruction to hospital
ized . diabetics and assist them in achieving control of 
their disease. 

In addition to these inpatient services, the Health De
partment sponsors cl?sses at three outpatient clinics: 
Model Cities, Rosewood-Zaragosa, and South Austin. 
The classes consist of five-week series of meetings, each 
meeting lasting one hour per week. Topics include basic 
diabetes information, nutrition, medication, complica
tions of the disease, or other questions raised by the 
participants. A follow-up class is held so that patients 
may seek additional information. This arrangement en
ables newly diagnosed diabetics to learn about manag
ing their illness and permits previously diagnosed dia
betics to update their knowledge or to understand their 
disease better. An alternative outpatient educational 
service for newly diagnosed diabetics or for patients 
having controlling their diabetes is home visits by a 
public health nurse. Visits may be daily at first, but 
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decrease in frequency as the patient gains competence in 
self-care. Follow-up visits ensure that the patient will 
maintain control of the disease. 

The services discussed above do not constitute the 
entire array of patient education programs available for 
the diabetic patient in Austin and Travis County. How
ever, these programs comprise a comprehensive listing 
of diabetic patient education services available through 
traditional medical facilities such as hospitals, clinics, or 
the health department. Many other organizations (listed 
in the Directory of Health Resources for Diabetics*) pro
vide a wide range of diabetic patient education and sup
port programs and serve as alternative or supplemental 
resources for the diabetic patient in this community. 

Medical care facilities in other communities have de
veloped approaches_ to the treatment of diabetes using 
patient education programs. Grady Memorial Hospital, 
associated with Emory University School of Medicine, 
serves a population of 350,000 medically indigent people 
in Atlanta, Georgia. In 1971, the hospital shifted the 
focus of its diabetes care program from treatment of 
acute and chronic complications to patient education.2 

The opening of the Diabetes Detection and Control Cen
ter reflected this change in approach to the treatment of 
diabetes. The program serves approximately nine thou
sand diabetics, utilizing a team approach involving phy
sicians, nurses, dieticians, and podiatrists in the educa
tion and treatment of the diabetic patients. A diabetic 
diet manual designed for patients with limited reading 
ability offers instruction in nutrition.3 

The redirected program expanded nutrition counsel
ing services available to diabetic patients. Treatment of 
diabetes at the Diabetic Detection and Control Center 
after 1971 minimized the use of oral hypoglycemic agents 
and insulin and put high priority on expanded nutri
tional care. This change resulted in the discontinuation 
of oral agents and the limited use of insulin.4 The savings 
realized from reduced use of oral hypoglycemic agents 
and insulin were enough to pay for the entire cost of the 
expanded nutritional care program as well as approxi
mately half the basic nutritional care program. The 1971-
78 approach to diabetes treatment, utilizing expanded 
nutritional care, cost only 88 percent as much as the 
projected cost of treatment prior to 1971.5 

Economic savings are not the only benefits attributed 
to expanded nutritional care, patient education, and a 
team approach to diabetes care. In 1978, the prevalence 
of severe diabetic ketoacidosis was reduced to 24.3 per
cent of the pre-1971 prevalance. In 1979, the prevalence 
of lower extremity amputations was reduced to 50 per
cent of those occurring in 1973. The reduction in hospi
talization for patients with these complications increased 

*Published by the LBJ School of Public Affairs in fall 1980. 

bed space available for other diabetics who did not pre
viously have access to inpatient care and saved the hos
pital approximately $3, 700,000 over a period of eight 
years.& 

The Stanford Heart Disease Prevention Program dem
onstrated that decreasing risk factors associated with 
heart disease is possible through health education and 
promotion.7 Several risk factors associated with heart 
disease were identified: cigarette smoking, high serum 
cholesterol levels, and high blood pressure. The program 
developed different strategies for health promotion pro
grams in two similar communities, and a third commu
nity was monitored as a control. One community received 
only mass media messages, and the other community 
received the mass media approach plus face-to-face 
counseling of high risk individuals. 

The mass media approach offered health information, 
taught specific behavioral skills, and utilized motiva
tional methods to achieve behavioral change. Individuals 
who received the combined mass media and face-to-face 
counseling strategies achieved a 30 percent reduction in 
cardiovascular disease risk within the first year and 
sustained the reduction in the second year. Individuals 
who received the mass media approach reduced their 
risk of cardiovascular disease by 10 percent the first 
year, and by 25 percent after two years.8 

The results of the Stanford Heart Disease Prevention 
Program identified risk factors, targeted those risk fac
tors in a media campaign, supplemented the media ap
proach with individual counseling of participants at high 
risk, and achieved a significant reduction in the level of 
risk factors associated with development of cardiovas
cular disease. This same strategy may be applied to 
chronic illnesses associated with identifiable risk f ac
tors, such as diabetes. 

The North Karelia, Finland, project similarly demon
strates how a community disease prevention program 
can effectively reduce the risk of cardiovascular disease. 
The six-year project disseminated health informtion 
through newspapers and radio stations. It also offered 
hypertensive screening and a group health education 
effort directed toward high risk individuals, early diag
nosis, treatment, and rehabilitation. The targeted risk 
factors were the same as those in the Stanford project: 
cigarette smoking, high serum cholesterol levels, and 
hypertension. Media campaigns, community leadership, 
individual counseling programs, follow-up services by 
public health nurses, and improved coronary treatment 
services promoted the reduction of risk factors. After 

After four and one-half years, cigarette smoking among 
middle-aged males decreased from 54 percent to 43 per
cent, the amount of dietary fat decreased, the number of 
male hypertensives under treatment increased from 3 
percent to 11 percent, and there was an overall decrease 



in blood pressure among 17,000 registered hypertensives. 
Reduction in the incidence of cardiovascular diseases 
mirrored these changes in fisk factors. The .annual inci
dence of myocardial infarction fell by 21 percent, and 
there was a tendency for myocardial infarctions to be 
less severe. The incidence of stroke was reduced by 31 
percent, and the death rate from cardiovascular diseases 
decreased by 20 percent. 

Both the Stanford and North Karelia programs have 
demonstrated that community health education pro
grams which identify risk factors and develop group and 
individual intervention strategies can reduce risk fac
tors associated with cardiovascular disease. The North 
Karelia study carried the results one step further to show 
that not only were the risk factors reduced, but the risk of 
developing cardiovascular disease was reduced as well. 
Other chronic diseases associated with certain risk fac
tors, including diabetes, may also be attacked through 
the use of similar health promotion strategies. 

Risk Appraisal 

Risk appraisal, as a method to identify and influence 
health threatening behaviors, is becoming an increasingly 
popular tool for physicians, health care facilities, and 
industries. Health risk appraisal utilizes a questionnaire 
regarding health-related behaviors and individual and 
family history, basic laboratory tests, and a mini-exam.e 
A health risk score, expressed in terms of future life 
expectancy, is derived from the results of the question
naire. tests, and exam. The purpose of health appraisal is 
to motivate individuals to change behavior patterns as
sociated with.risks of illness or death. The risk appraisal 
also establishes an achievable age score as a goal and 
lists specific behavior changes to reach the goal.10 

One example of the health risk appraisal program is 
Well Aware About Health, sponsored by the University 
of Arizona at Tucson.11 The project calculates an indi
vidual's Health Hazard Profile through a screening pro
gram. The profile indicates the probability of death within 
the next ten years. 

A description of Well Aware discusses the rationale 
for risk appraisal: 

Well Aware's philosophies and practices derive 
from a relatively recently organized specialty known 
as prospective medicine. Prospective medicine deals 
with a person's-or a population's-health in the 
context of what is likely to come about (hence, pro
spective). In contrast and with noteworthy excep
tions like pediatrics, the practice of conventional 
curative medicine deals with a person in the context 
of what has already happened to impair that per-
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son's health. Well Aware, like other advocates of 
prospective medicine, respects conventional medi
cine; recognizes the need for it; wants to establish a 
working partnership with it, hoping that over time 
the emphasis of health-care energies and expendi
tures will shift from the treatment of disease to its 
prevention.12 

Well Aware About Health exemplifies the numerous 
health risk appraisal programs seeking to reduce behav
ioral components of diseases contributing to a higher 
death rate. Health risk appraisal offers another alterna
tive for health care planning for the future. 

The Lifetime Health-Monitoring Program 

The Lifetime Health-Monitoring Program proposed by 
Breslow and Somers stresses cost-effective and health
eff ective preventive measures. 13 The program identi
fies health goals and professional services for ten age 
groups. It includes screening activities, education, and 
couseling to influence health-related behavior. Specific 
preventive measures, based on epidemiologic and clini
cal criteria, are designated for each age group.H The 
program combines health education activities and diag
nostic testing to improve the delivery of medical services 
and treatment and to minimize health risk factors. It 
builds on the traditional health care delivery system 
while maintaining a similar delivery and reimbursement 
framework. 

Treatment vs. Promotion 

Health promotion implies a change in action as well as a 
chaz:ige in attitudes. Education alone will not accomplish 
the task; many individuals realize the adverse effects of 
certain health-related behaviors, but continue those be
haviors. Health promotion offers the assurance that an 
individual's decision ·to engage in or to abstain from 
health-threatening behavior will be an informed deci
sion. 

For the individuals who develop a chronic disease de
spite health promotion efforts, there are alternative meth
ods of health care delivery that maximize the effective
ness of treatment. The Memphis Chronic Disease Pro
gram serves as an example of an effective treatment 
program. This program, part of a publicly financed 
medical care system, provides continuing care for more 
than ten thousand persons with chronic diseases. The 
program features decentralized care by nonphysicians in 
outpatient facilities staffed by specially trained nurses 
who utilize uniform protocols.1s 
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Over seven years, the rates of hospitalization declined 
after participation in the program. Before referral. the 
annual hospitalization rate was 3,638 hospitalized days 
per one thousand persons. In the seventh year of the 
program, the rate was 2,705 days per one thousand per
sons, 74 percent of the previous rate.1& The program was 
characterized by a relatively low mortality, few losses of 
patients in follow-up, and the maintenance of favorable 
physiological measurements. The program achieved 
these results without major increases in the provision of 
medical services. Program participants utilized the out
patient clinics at a rate of 6 .5 visits per person per year, 
which compares favorably to a rate of 7.2 physician 
visits per person per year for individuals with limitation 
of major activity.11 

The results of the Memphis Chronic Disease Program 
demonstrates the promise of effective, decentralized, out
patient care for the victims of chronic disease. Addi
tionaly. the decentralized treatment system yielded a 
reduction in publicly financed medical care costs. 1s Even 
where health promotion programs may be inappropriate 
(i.e .. after development of a chronic illness), treatment 
programs such as the Memphis Chronic Disease P ro
gram may provide innovative and effective health care 
services. 

Implications of Health Promotion for Austin 
and Travis County 

The Stanford Heart Disease Prevention Program and the 
North Karelia project demonstrate the value of media 
information programs in health promotion. The Stanford 
program supplemented the media campaign with indi
vidual health counseling of persons at high risk for car- · 
diovascular disease, while the North Karelia proj ect aug
mented the media education approach with increased 
support services by health professionals and community 
organizations. Both projects illustrate the effectiveness 
of supplementing the media approach with additional 
supportive services to reduce the risks of cardiovascular 
d isease. These results suggest a potential for reducing 
risk factors associated with other chronic diseases. The 
North Karelia project also points up the economic ad
vantage to be derived from using existing resources 
within the community in planning alternative health ser
vice approaches. A number of existing resources in Aus
tin and T ravis County could be mobilized for implement
ing a health promotion program. It is essential, however, 
to coordinate the use of existing organizations, leader
s hip, professional expertise, and medical services to 
maximize the effectiveness of health promotion and dis
ease prevention, and perhaps even treatment. 

The Directory of Health Resources for Diabetics, de-

veloped in conjunction with the LBJ School research pro
ject on chronic illness, is an attempt to facilitate coordi
nation among these resources. It serves as a reference for 
health professionals, community volunteers, civic or
ganizations, and any other interested individuals, espe
cially diabetics themselves. The directory links com
munity resources (ranging from the Austin-Travis County 
Extension Service to the Capital Area Chapter of the 
American Diabetes Association to the Adult Services 
Council] to create a system of referrals, fosters an ex
change of ideas, and encourages the development of al
ternative health care services and preventive strategies. 
However, the directory alone will not substitute for the 
active involvement of interested professionals, citizens, 
and organizations. A cooperative planning and imple
mentation strategy is necessary for the successful alter
ation of risk factors for chronic illness and reduction of 
economic costs of illness. 

Coordination of these efforts might be delegated to the 
Austin-Travis County Health Department, the Texas 
Department of Human Resources, or the Medical Assis
tance Program through Brackenridge Hospital and the 
City of Austin. Since these programs serve many indi
viduals, a coordinating site location in one of them would 
maximize the impact on the health care delivery system. 
However, to supplement the impact, participation by in
dividuals and organizations listed in the Directory of 
Health Resou rces for Diabetics is essential. 

Austin and Travis County might utilize a network of 
the existing medical and health-related resources to pro
vide a comprehensive system of medical services. health 
education, and health promotion at minimal additional 
cost. 

The medical services/treatment component of this 
network encompasses the elements of secondary and 
tertiary prevention provided by health care professionals. 
In Austin and Travis County , this sector would be 
represented by the local hospitals, the County Health 
Department, private physicians, and the neighborhood 
health centers. The health educat ion element includes 
information distributed by providers of medical services 
as well as community health-related organizations, such 
as the Capital Area Chapter of the American Diabetes 
Association, the community school programs of the 
Austin Independent School District (AISD], and the 
diabetic teaching programs at Brackenridge, St. David's, 
and Seton hospitals. T he health promotion element 
encompasses such community programs as the weight 
loss clinics sponsored by the A us tin-Travis County 
Health Department and activities at community schools 
under the AISD program. Currently, this sector is the 
least defined and least active of all the services offered. 

The theory underlying the network model is that an 
individual can enter this comprehensive system at any 



point and can have access to the services of all three 
approaches to health care: treatment, education, and 
promotion. Entry into the treatment sector will establish 
linkages with health education personnel who can 
provide educational materials about disease processes 
and methods of disease control or prevention, as well as 
with personnel who can provide health promotion or 
motivational strategies to assist the individual in 
making informed decisions about health behaviors. 
Alternatively. an individual may enter through the 
health promotion sector. Motivated to seek information 
about lifestyle or behavioral influences on health, the 
individual can find access through the health education 
module, and may enter the treatment sector if necessary. 
Also, an individual entering the health education 
element will havf! access to treatment and promotion 
activities provided by the linkages within the network of 
services. 

Techniques for managing and coordinating these 
resources might draw upon the organizational approach 
developed in other communities. Communities have 
compiled and distributed lists of health promotion 
activities or other services. They may supplement the 
dissemination of such information with coordinated 
health promotion efforts by civic groups, industry, 
community leaders. and community educational institu
tions. 

In many cases, individuals involved in organizations 
have the knowledge, ability, and willingness to perform 
community services. A network with a central focus 
could encourage local organizations to combine under a 
central purpose. One advantage of having a diversified 
organization is that the effects of any program will 
extend to various sections of t he community thus 
maximizing the program's impact. 
· Another strategy that has been utilized is media 
involvement. Information about special programs can be 
broadcast throughout the community by developing 
radio, television, or newspaper materials. Media 
involvement also expands community impact. 

Other community programs have successfully imple
mented projects utilizing participants who are members 
of the groups to be served. Some of the most effective 
programs train participants to act as instructors or orga
nizers. For example, the Capital Area Chapter of the 
American Diabetes Association has recently instituted a 
program of peer counseling, staffed by diabetics or family 
members of diabetics. Since many diabetics have exten
sive knowledge about their disease, they could serve as 
instructors or support personnel for newly diagnosed 
persons with diabetes or those having difficulty control
ling their disease. A system of this type would develop a 
cadre of paraprofessionals from the manpower available 
for health education services. 
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A health promotion program cannot be limited to one 
particular time or location. To be successful, it must be a 
continuous program designed to meet the health needs of 
individuals at different points in the life cycle. The Life
time Health-Monitoring Program is one strategy addressed 
to this need. Using epidemiological and clinical criteria, 
it formulates a plan for effective long-term health screen
ings, education, and treatment. 

Another element of this strategy is the dissemination 
of information to individuals who might benefit from 
participation. Dissemination may be accomplished through 
several existing community resources. For example, the 
Tel-Med Service offered by the Austin Public Library 
currently provides information on health. Individuals 
can listen to tapes on various diseases or aspects of 
health behaviors. This service could provide one entry 
point by including a tape on community resources. Also. 
Information and Referral for Older Adults serves as com
munity resource for those over sixty years of age. This 
service could also be utilized to refer participants to a 
health promotion program. 

All these elements of a health promotion network could 
draw on resources in operation in the community. How
ever, a successful health promotion program requires a 
network of individual, professional, and community in
volvement, combining elements of communication, ac
cess, implementation, and evaluation. Health promotion, 
as an innovative approach to control the cost of chronic 
illnesses, also offers the promise of improved community 
health. 
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9. Model Health Promotion Programs 

STEVEN CLYBURN 

Across the nation hundreds, if not thousands, of health 
promotion programs have been established or are being 
planned. Currently several government projects have as 
their goals the development of guidelines and models to 
aid in the development of these programs. The author 
has been participating in one of these projects, and in the 
early stages conducted in-depth interviews with the 
directors of forty community health promotion pro
grams to determine the activities they engaged in and 
their structure, funding sources, and future direction. 

This chapter presents a profile of these programs and 
discusses the implications of this information for future 
development in this area, There will first be a discussion 
of health promotion, followed by a presentation of 
information gained from the interviews. The chapter will 
close with a discussion of the current and future needs of 
health promotion programs. 

Overview of Health Promotion 

Health promotion has been defined as "any combination 
of health education and related organizational, political, 
and economic interventions designed to facilitate be
havioral and environmental adaptations that will 
improve or protect health."1 This is a broad _definition 
upon which all experts would not agree. The lack of 
consensus should not be seen negatively. It simply 
means that the boundaries and methods of health 
promotion are still evolving. Practically speaking, a rigid 
definition is not advisable at this time since it would 
fatally ignore the dynamics of the growth and matura
tion of this field. 

This definition emphasizes that health promotion 
includes health education and is thus largely dependent 
on health education principles and techniques. As a 
health promotion strategy, health educat ion is the 
process that informs, motivates, and helps people adopt 
and maintain health practices and health life-styles; 
advocates environmental changes needed to facilitate 
this goal; and conducts professional training and 
program research to this end. The overriding character
istic of health education is the voluntary participation of 
the consumer in determining his or her own health 
practices. Basic lessons from the health education 

process as it applies to health promotion include the 
following: 

1. Knowledge and motivation are not sufficient to 
achieve adoption of behavior, particularly where 
lifestyle behavior is concerned. 

2. No single method or strategy can achieve a lasting 
change. The greater the variety of methods, the 
greater the chance of positive effect. A broad 
spectrum of knowledge, skills, and techniques 
must be brought to bear by many different health 
workers. 

3. Durability of change, perhaps the most difficult 
problem in health promotion, is enhanced by the 
active participation of individuals (for individual 
change) and communities (for community change). 

4. Effective strategies must be selected based on 
understanding of social, community, personal, and 
other factors which affect acceptance and adoption 
of a desired behavior. This involves assessment of 
the situation and the environment and the educa
tion of providers of information and care on the 
results and implications of this assessment. 

Going back to the definition of health promotion, it 
was noted that there are interventions other than health 
education which operate to support and faci litate 
behavioral and environmental change. These political, 
economic, and organizational interventions include such 
examples as these: 

1. Regulations that ensure that beneficial behaviors 
may be easily carried out by individuals; a political 
example of this would be the regulation that 
requires installation of seat belts in automobiles. 

2. The provision of third-party payment s for health 
education and reduced life insurance benefits for 
individuals who do not smoke (economic interven
tion). 

3. The expansion of a community hospitals' mandate 
so that it would include community health promo
tion (organizational intervention). 

These political activities suggest that group action is a 
necessary part of health promotion. Community health 
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promotion, to be successful, is thus not an activity which 
can be carried ou t unilaterally. 

From this discussion it is evident that health promo
tion is a process that calls for interventions from a 
number of different actors: health care providers, 
lawmakers, insurance companies, schools, consumer 
groups. and private industry. These actors all fit 
together lo form a community, and it is community 
action that results in successful health promotion.The 
following presentation on health promotion programs 
will serve tu underscore this point. 

Health Promotion Programs and Activities 

As part of a contract with the Office of Health Informa
tion, Health Promotion, Physical Fitness, and Sports 
Medicine (OHP) of the U.S. Department of Health and 
Human Services. in the winter of 1979-80 the author and 
members of his staff cont acted approximately six I y health 
programs around the United States to de termine their 
involvement in health promotion activities. Contacts 
were mac.le based on I he suggest ions of several national 
and s tate hea lth promotion programs. Of the sixty, for ty 
were id en tifi ed as being substantia ll y involved in 
development of commu nit y health promotion programs. 
Ear.h of the fort y was interviewed at length by phone 
using a structured. open-ended survey instrument. EHr:h 
WHS asked questions about the setting, target audience. 
activities, funding. structure. and stage of development 
of the promotion program. Due to the nature of the 
project, the forty programs probably included a larger 
percentage of organiza tions which had as part of their 
purpose community development as opposed to simply 
providing servit:es. Although these forty programs 
cannot be said lo be totally representative of what is 
transpiring in this field today, they do provide a broad 
overview of the situation. 

The activities of the fort y programs were focused on 
twenty-one heal I h pro bl ems : drug abuse .11 ir:i t and 
illicit). alcoholism. stress, nutrition [including weight 
loss). cancer (in six body sites), smoking. diabetes. high 
blood pressure. self-care and appropriate use of the 
health care system, fitness [including exercise). dental 
health, safety (automobil e. home. fire. and occupational). 
immunizations. teen pregnancy. venereal disease. 
scoliosis. and industrial hazards. 

Mos I programs focused on no more than four or five of 
th ese areas, although those which used health risk 
appraisal instruments provided counseling, referral. and 
sometimes education on a number of health problems. 
Several of the forty programs had subject area focuses 
that at first may seem unrelated to health promotion. 
Th1~se were training or public forum presentations on 

subjects such as parenting, death and dying, and 
babysitting. The first two of these may fall under the 
categor y of mental health promotion. The latter is 
oriented toward providing emergency first-aid training. 
All three subjects were taught because they were 
requested by the community. 

Many different approaches to these health problems 
were used by the forty programs. These included the 
following: 

1. Health risk appraisals. which match the re
sponses to a comprehensive questionnaire [and 
somet imes the results of lab tests) to risk tables in 
order to create a risk profile of the participants. 

2. /ndividuo/ health counseling on risk reduction. 

3. Group he<J/th ecluc<Jtion for persons identified as 
being at risk for particular conditions. 

4. Speciol group programs for exercise. stress 
reducti on, smoking cessation. and weigh t loss. 

5. Troining programs in accident prevention. first 
aid, self-care. and cardiopulmonary resuscitation 
(CPR). 

6. Screening oc:/ iv it i(:S for the early detection of high 
blood pressure. cancer, diabetes, and scoliosis. 

7. /nduslriol hea lth ho%0rcl idenlificalion. where 
OSHA-type inspections are done al worksiles. 
with lhe removal of the hazard being voluntary 
rather than compulsory. 

8. School cu rric11/ um progrnms for health educal ion. 

9. Public education through the media. health fairs, 
speakers bureaus, and public forums. 

10. Professiono/ edurnlion of health care providers 
and teachers. 

A second sel of activities were found among those 
programs which have as their function the advocacy and 
encouragement of health promotion rather than the 
delivery of health promotion services. These programs 
were called resources centers. coalit ions, consort ia , 
councils. and alliances. Their primary activities were as 
follows: 

1. T1:chnirnl ossislonc1: to other programs. 

2. Training of other health promotion program staff 
and volunteers. 

3. Coordination of existing health promotion activi
ties. 

4. Consensus building within the medical and health 
community. 

Each of these programs viewed itself as a catalyst within 
ils service area. 



The organizational structures of the health promotion 
programs may be roughly divided into three categories: 
agency-dependent, freestanding, and consortium. 

Agency-dependent programs represented the majority 
of those interviewed. These were special programs 
generally run by a local health department or community 
hospital. One agency-dependent program interviewed 
was part of a stat~ Blue Cross-Blue Shield office and 
another was part of a community college. 

Frees tanding programs were those which were 
focused solely on health promotion and other forms of 
health education. Almost all these were catalyst 
organizations; only a few delivered a limited range of 
services to individuals and communities. One, which 
was established by a community hospital, was solely 
dedicated to providing services. 

Consortium programs took the form of action-oriented 
committees made up of schools, hospitals, clinics, civic 
groups, social service agencies, health departments, and 
local governments. Each member organization provided 
services or supported another organization's provision 
of services to individuals and the community. 

Ten of the forty programs were selected on the basis of 
their original responses for more in-depth questioning on 
the ways in which their activities developed. When 
queried about how they assessed the need for health 
promotion services within their communities or service 
areas, the most common response was that these 
services were requested by other health or education 
organizations. Formal assessments through review of 
health status data were conducted by five of the 
programs, and four reported use of a consumer survey of 
awareness and perceived need. Each of the ten programs 
reported active participation by the health care commun
ity in program development and oversight of existing 
services. Nine of the ten reported having active partici
pation of co nsumers through formal advisory and 
governing boards. 
The budgets of the forty programs ranged from nothing 
to over a half a million dollars a year. Two programs, 
both located in rural communities, were consortia which 
depended on the labor of unpaid volunteers and the in
kind contributions of local organizations and thus had no 
identifiable budget. Most programs received some sort of 
federal funding, while only a few had state funding sup
port. Several programs charged a fee for services provided. 
These services included executive physicals, screenings 
at industries, tuition for special classes, and the adminis
tration of health risk appraisals. One program was receiv
ing payments from Medicare and Medicaid for services 
provided to consumers; this was, of course, an experi
mental program. 

The most often mentioned source of federal funding 
was CETA, and the most prevalent form of local funding 
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was donations from private individuals or local founda
tion grants. Community hospitals seemed to benefit the 
most from local foundation grants. Interestingly, two 
programs reported that they would like to establish 
profit-making health promotion corporations in their 
services areas. 

When asked about the future direction of their efforts, 
about 10 percent of the programs said that they wanted 
to become catalysts for action in their communities. This 
included encouraging and assisting other organizations 
to develop health promotion efforts and facilitating 
the coordination of existing and future efforts within 
their communities. Over one-fourth of the programs 
indicated that their major future thrust would be the 
expansion of their efforts to new populations. The most 
often mentioned new populations were employees at 
worksites and children through school programs. 

Five of the forty programs said that they wished to 
establish community health educatio.n or wellness 
centers. These were variously described as buildings 
where community people could go for health promotion 
services; offices of technical assistance, coordination, 
and program development; and professional education 
and information exchange centers. 

In summary, in the forty programs studied, community 
health promotion is carried out by a number of different 
organizations: traditional health care agencies such as 
community hospitals which have chosen to expand their 
mandates to include prevention; nonhealth agencies 
such as community colleges; and relatively new agencies 
formed for the single purpose of promoting health. These 
programs focus on a broad range of health problems, 
from cancer to mental health, and use a variety of 
interventions to reach people in their communities and 
service areas. All are fairly new, in keeping with the 
newness of the field of health promotion. 

Discussion 

The development of health promotion programs has been 
fairly rapid, with new efforts emerging (and failing) every 
day across the country. This rapid development has 
posed some problems related to credibility and interpro
gram coordination. 

Credibility is a problem which arises because of 
limitations in the capability of health promotion to 
deliver on the promises made by some of its proponents. 
In many areas of health promotion and health education 
the s tate-of-the-art has thus far failed to produce 
significant long-term results. For example, a study of 576 
smokers in three different programs found that although 
the quit rate was 70 to 80 percent at the end of the 
program, a year later it was 18 to 20 percent.2 The New 
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England Journal of Medicine, after reviewing empirical 
studies published in eleven health journals over a three
year period, found that only 7 percent of the studies 
showed statistically significant results with major 
improvements.3 The failure of dieters to maintain weight 
loss over time is well known, and jogging shoes are 
gathering dust in closets all across the country. 

Despite these dismal facts it is still necessary to 
continue health promotion efforts. Premature death and 
disability from diseases or conditions that are prevent
able through behavior change are the most serious health 
problems facing this nation, and absent some miraculous 
biomedical breakthroughs they will continue to be so. 
Health promotion through health education and other 
complementary interventions is just about all we have at 
this time to prevent these health problems. A certain 
frankness is thus a necessary part of any health 
promotion program. Possible outcomes cannot be 
oversold, nor can these programs become overly zealous 
and self-righteous in promoting themselves. 

More important, though, is the quality of the activities 
developed by health promotion programs. As was 
mentioned earlier, our understanding of the disciplines 
of technologies that make up health promotion lays out 
several very definite criteria for excellence: a good 
assessment of individual and community predisposing, 
enabling, and facilitating factors; realistic goal set ting 
and planning; multiple interventions over time; compre
hensiveness; and formative and summative evaluation. 
All of these tasks, it is clear, should be carried out with 
the active participation of the consumer. 

By the conscientious adherence to these criteria, a 
health promotion program may at least reach the limit of 
what is possible in this field and act as a model to other 
institutions. 

Interprogram coordination contributes to both the 
credibility and the quality of any one program. As has 
been noted throughout this discussion, successful health 
promotion requires the efforts of many actors within the 
community. Coordination may be a particular problem 
for a health promotion program since it is the "new kid on 
the block" a nd is surrounded by older traditional health 
and human service organizations. In this situation there 
are always difficulties with turf and with the setting of 
common goals that will reward all participants for 
coordination. These difficulties may be overcome by the 
active participation of relevant organizations in all 
phases of the proposed health promotion program and 
the willingness of the program's staff to compromise and 
to eventually even spin off some activities to others. 

Health promotion in its current fo rm will be with us a 
long time and is perhaps a permanent modification of our 
health care system. Community health promotion 
programs should actively work to speed up and enhance 

this change by seeking to institutionalize their services 
within the health care system. The staff and volunteers 
of community health promotion programs should thus 
consciously assume the role of catalyst for action, and in 
every way motivate and help other organizations to 
develop a permanent capacity to improve the health of 
the community. r 
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10. Prevention Promotion: A Proactive Concept 

REYMUNDO RODRIGUEZ 

Dramatic improvements in the overall health of a majority 
of Americans have occurred over the past seventy-five 
years, but these improvements have been largely the result 
of successful prevention measures through better nutri
tion, pest and pollution control, mass immunizations, 
and sanitation. Moreover, in the past century, America's 
primary health services delivery system has changed 
from individual private physicians working alone in their 
communities to th·e present complex, interdependent net
work of physicians, clinics, laboratories, hospitals, 
emergency medical systems, and public health service. 
Not too many years ago, the only time people had contact 
with their physicians or hospitals was when they 
became ill. Today a person in a metropolitan area can 
select from a wide array of health care services which 
may range from private to public to semipublic health 
care services and which may be geared not only to treat 
illness but to. prevent it. 1 In most larger cities, a person 
can have "cafeteria style" access to highly specialized 
medical services and personnel. 

At present, however, a gross maldistribution of health 
and mental health care resources and medical and allied 
personnel exists. 2 While there is a surplus of hospital 
beds in the nation as a whole, rural communities, 
minority groups, and the poor do not have access to 
adequate heal~h care.3 

Consider the quote made in 1937 by President Franklin 
D. Roosevelt: "I see one third of the nation ill housed, ill 
clad, ill nourished .... The test of our progress is not 
whether we add more to the abundance of those who 
have much; it is whether we provide enough for those 
who have too little."• So we've come a long way, but more 
needs to be done. 

How then can we as a nation provide services to those 
with a propensity to fall prey to chronic illness. such as 
diabetes or cardiovascular disease? The obvious hope is 
in the identification of risk factors and prediabetic 
conditions. Bruhn (1969} found, for example, that lower 
socioeconomic status had a considerable negative 
impact on propensity to participate in a screening clinic 
for heart disease. He concluded that special techniques 
might be necessary to involve lower socieconomic status 
persons in screening surveys of this kind.5 However, 
appropriate intervention can be made to avoid or lessen 
negative behavioral consequences. But what kind and 
degree of intervention should be instituted, and what 

role individuals shou ld play vis-a-vis that of their 
community or society, especially if they do not view 
their behavior as inappropriate or wish to change, are 
areas of disagreement. On the other hand, there is the 
danger of too much interference in people's lives, in the 
name of health promotion and/or primary intervention.• 
The Canadian Minister of Health and Welfare stated: 
"The ultimate philosophical issue is whether, and to 
what extent, government can get into the business of 
modifying human behavior, even if it does so to improve 
health."6 On the other hand, failure to act on clear 
information is neglect, pure and simple, and prevention 
demands new forms of outreach. It is instructive to 
remember that the conflict between the individual's free 
will and the government's authoritarianism is a funda
mental problem in public health generally (compare the 
restrictions on the use of saccharin and the mandated 
pr.ovision of seat belts by automobile manufacturers.) 

Health care has become big business. It is now the 
third largest in the country, behind construction and 
agribusiness. In fiscal year 1980 it is estimated that 
Americans will spend approximatley $245 billion on 
health care, which represents more than 9 percent of the 
Gross National Product. In recent years the inflationary 
rate for health care has reached 15 percent. ' 

It has been my experience and the experience of some 
ot her planners that the health and mental health 
problems for the indigent and the underprivileged tend 
to b!'! more complex than for the general population. For 
example, take the statistics of the status of the Hispanic 
American in the nation and the Mexican American in 
Texas. With respect to the quality of life issues, the 
Hispanic-American families exist in stress-producing 
situations: high morbidity and mortality rates and poor 
nutrition;8 substandard schools, high dropout rates, low 
educational attainment, and repet ition of grades in 
school; 9 unequal pay scales, rampant unemployment, 
and a high incidence of poverty; 10 dilapidated housing; it 

*Health promotion: Efforts to improve the quality of life and 
gcncrol level of health by intervening with "healthy" people. 

Primary prevention: Actions token prior to the onset of disease. 
The aim is to reduce the incidence of o disorder by reducing the 
number of new coses. Primary prevention employs both health 
promotion and specific protection (i.e .. immunization against 
tetanus. polio. diph theria , etc.). 
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and a shortage of relevant, accessible health and mental 
health services in their communities. 12 Even more 
pronounced and alarming statistics exist for our 
Hispanic-American women, the elderly in rural areas, 
and migrant ·and seasonal farmworkers. For example, it 
is distressing that in this great nation the farmworkers 
(most of whom are Mexican Americans) harvest the 
crops are the most undernourished. 13 Moreover, the 
Mexican-American family is exposed to varying degrees 
of systemic stress on a daily basis because of the above 
environmental variables. These acute environmental 
stresses place the Mexican American at an enormously 
high risk for physical and mental problems. 

More services to the poor will not solve poverty
related problems and the prevalence of illness. Flooding 
an area with health care and social service programs will 
have an immediate impact; but the effects will not be 
long lasting unless long-range planning includes disease 
prevention and health promotion activities in a relevant, 
appropriate manner. That is to say, an all-out attack on 
poor physical and mental health that focuses solely on 
treatment of illness or disability would not be effective. 
Such methods would treat the present problem or 
symptom and not the cause. 

Appropriate services require that policy and human 
services delivery systems be designed to meet the needs 
of a pluralistic society. Pluralism is what gave new 
direction to the building of a sense of gemeinschaft. This 
community, state Giordano and Giordano, "expects that 
human services will be delivered by public institutions 
according to people's needs and styles, not by the 
dictates of impersonal bureaucratic methods. 14 Reserach
ers have also documented the barriers to accessing 
relevant, appropriate services to ethnic minorities. 15 
Thus, this pluralism assumes that institutions will move 
towards the acceptance of cultural and linguistic 
differences. In the mental health field, it is said that 
persons with limited English-speaking ability get the 
pills. and those with fluency in the English language get 
the therapy. In another study to examine the relationship 
between race and service from a state facility for 
alcoholic rehabilitation, it was found that Anglo patients 
were more frequently admitted to inpatient status than 
Blacks. Thus , fewer Black alcoholics entered into an 
alcoholic rehabilitation clinic; however, chronic offender 
records showed a higher proportion of Blacks and 
Anglos who had been jailed for alcohol-related offenses.1s 

Aranda found that Mexican Americans have negative 
and basically distrustful attitudes toward traditional 
community agencies (i.e., police and health care agen
cies.17 Therefore, traditional health care delivery 
services may be irrelevant or inappropriate for the 
Spanish-speaking populations. 18 However, there are 
several health and mental health programs in Texas and 

the United States which are effective in the delivery of 
services to Mexican-American and/or Hispanic-Ameri
c an families. Ramirez and Castaneda (1974) have 
identified four value clusters in the "traditional Mexican
American culture" which may be, generally speaking, 
attributed to other Hispanic-American families: 

1. identification with family, community, and ethnic 
group; 

2. personalization of interpersonal relationships; 

3. status and role definition in family and community; 
and 

4. Hispanic Catholic ideology. 19 

These value clusters have important implications for 
the delivery of health care services to the Mexican
American populace in Texas. Services should have an 
orientation toward persons (with the central importance 
of the family as a focus), rather than toward abstract 
ideas. The germ theory should be presented in simple, 
concrete terminology. Jenkins found, for example, that 
educational level, ethnic group membership, and social 
class all affected perceptions of a disease, such as 
tuberculosis. Data revealed marked differences among 
groups in "structures of meanings" regarding the 
disease.20 These characteristics would suggest that 
providers of services should attempt to understand 
symptomology and should be careful in their prescrip
tion of various regimens for specific illnesses. Bryan and 
Cook reported that personal contact by the school nurse 
with parents from culturally diverse areas will increase 
parental action toward maintenance and promotion of 
the health of a school child.21 

With respect to the above, barriers to health care do 
exist, but they must be eliminated or kept in check.22 
Since a major problem is the formidable language barrier 
which is increased by the monolingual conduct of services. 
a serious attempt must be made to staff the program with 
persons who speak the same language as the client. Afek 
and Hickey found that group teaching in a friendly 
atmosphere is a good approach in improving the health 
of certain multi-ethnic, low-income groups.23 Indigenous 
persons with appropriate credentials should be hired to 
assure linguistic relevance. There exists a big need to 
attract more bilingual and bicultural health care 
providers at all levels of specialization. Berman found 
that two of the reasons for the disproportionate use of 
emergency service by Blacks were the lack of physicians 
in Black residential sections and the inadequate number 
of alternative facilities for the predominantly Black 
patients w ho do not have emergency health care needs. 
The author states that knowledge of the target popula
tion by the emergency service staff is important to the 



understanding of how that service is utilized.2• In 
another study, interviews were conducted with a group 
of White middle- and working-class patients who 
suffered from cardiovascular or gastrointestinal disease 
and who had previous hospitalizations. It was found 
that these patients tended to perceive Black orderlies, 
aides, housekeepers, food service personnel and other 
low-status hospital workers as being more effective in 
the provision of expressive care than the White physicians 
and nurses.25 

Services must be accessible, as geographical barriers 
may exist. Transportation may be a major problem 
because clinics may not be located along the major public 
transit routes. Components of social, education, econom
ic assistance, mental health, and legal services should be 
part of the "one-roof concept" approach where possible. 

The self-esteem reducing nature of the agency-client 
contacts experienced by racial and ethnic minorities 
could be minimized through the following: (1) the 
provision of adequate, relevant health information in 
English and Spanish; (2) training for staffs and boards 
on the needs of the target population; (3) the develop
ment of an organizational partnership between the 
medical and allied health staff which includes nurses, 
dieticians, and other disciplines; and (4) appropriate 
community involvement on policy and advisory boards.26 

It is important to have consumer input and consumer
involvement activities because the consumer groups 
reflect the feelings of the community in terms of how 
services are being rendered. 

Some advocates for social concern are quick to point 
out that the poor are, to a large extent, not responsible for 
the bad state of their health. To charge that they are 
would be, in_ a sense, to blame the exploited for the 
exploitation. As Dr. Davis has so eloquently stated: "A 
society that denies them access to decent jobs, that 
consistently provides inferior public.services from trash 
collection to education, that subjects them to high risks of 
injury, sickness, or poor health through risk y and 
physically demanding jobs or through industrial pollu
tion and waste in their residential communities, is 
obligated to compensate the poor for the social costs 
which they are forced to bear."21 

The health care system and society are crisis-oriented 
and emphasize acute care treatment. We react to the here
and-now pain, blood, and visible suffering. Since health 
promotion is future-oriented, it is postponable. Today the 
leading killers are not communicable diseases but 
accidents, heart disease, cancer, diabetes, cirrhosis of the 
liver, and stroke, which are often caused by people's 
lifestyles or by hostile influences in the environment. 
Environmental factors, in turn, impinge upon the well
being of a person. 

Treatment alone will not solve many of our health 
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problems, although many believe that a considerable 
number of diseases may be at least partially preventable 
with present knowledge. There is increasing belief that 
high-quality programs geared toward prevention will 
enable Americans to modify their lifestyles and improve 
their health. Preventive measures must be expanded, 
strengthened, and developed into a nat ional health 
promotion plan of action. But health promotion programs 
will not immediately result in cost savings because of 
start-up costs and the difficulty in changing public and 
professional attitudes toward health promotion and self
health as an alternative to treatment. 

Because of the Proposition 13 phenomenon, inflation, 
spiraling health care costs, and the Administration's 
efforts to balance the budget, many health experts agree 
that the national climate is right for the launching of a 
major effort in health promotion. The evolution of health 
promotion and primary prevention programs in this 
country had its origins in Canada under .the direction of 
its Minister of Health and Welfare, Marc Lalonde. Much 
work was devoted to the development of a comprehen
sive planning process by the Canadian Public Health 
Service. This intensive planning effort stressed deleteri
ous lifestyles, environmental influences, anda wide array 
of diagnostic services and interventions.ze 

Lalonde articulated the need for both personal and 
corporate planning in four areas: human lifestyles, 
services, environment, and human biology. His book 
titled A New Perspective on the Health of Canadians 
contends that services alone cou ld not improve the 
health status of a population. He defines the four health 
areas as follows: 

Lifestyle: The aggregation of decisions about 
behavior by individuals which affect their health 
and over which they more or less have control. 

Services: Health care services are defined as quality, 
quantity, arrangement, nature, and relationships of 
personnel and resources in the provision of health 
care (services), irwluding medical practice, nursing, 
hospitals, nursing homes, medical drugs, public and 
community health care services and the like. 

Environment: Matters related to health which are 
exogenous to the human body and over which the 
person has little or no control, including the physical 
and psychosocial context of life. 

Human biology: This entails all of the aspects of 
health, both physical and mental, which are devel
oped within the human body as a consequence of the 
basic chemistry of the body.29 

But health promotion and primary prevention are not a 
popular investment in the health field, and current signs 
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reflect considerable passive resistance to a coordinated 
health promotion and primary prevention effort. 
Although a major thrust in health promotion has been 
given the imprimatur of the President and the Assistant 
Secretary of Health, diagnosis and treatment continue to 
reflect the traditio nal medical practice. Opposition 
brought to bear on the development of a national health 
policy for disease prevention and health promotion may 
come from the health bureaucracy within DHEW, as 
government health programs have reflected specific 
diagnostic, therapeutic, and rehabilitative efforts. Other 
lobbying groups, such as the phamaceutical industry, 
may perpetuate the status quo in terms of supporting 
programs ai m ed at treatment, rehabilitation, and 
restoration. Nightingale and others have articulated 
some constraints on the development and implementa
tion of a national health policy for disease prevention 
and health promotion: 

1. the complexity of developing a broad, coherent 
national health policy in health promotion; 

2. the complexity of changing health-threatening 
habits, such as drinking and smoking; 

3. the difficulty in developing long-range planning 
efforts; 

4. the lack of constituency (clout); 

5. the lack of a data base; 
6. finite health resources; 
7. the failure of physicians to get attuned to preven

tion and health promotion education; 
8. the lack of communication ; a nd 

9. the Jack of coordination of administrative arrange
ments in government. Jo 

In essence. prevention is bad for business. as drugs are 
often considered the backbone of treatment. Medical and 
allied health professionals are trained to do symptomatic 
therapy. To some, health promotion and disease preven
tion a re threa tening because their very nature may 
raise sensitive issues of social and environmental change 
and/or about a person's right to be left alone (i.e., the 
right to treatment as well as the right to refuse 
treatment). 

Health promotion and primary prevention are nonre
imbursable, nonrevenue-producing services. Many 
health care programs are forced to augment their meager 
budgets by delivering services to those for whom care 
and payment are guaranteed under private or public 
insurance programs. Centers simply cannot spare staff 
for activities that are n ot reimbursable, and the 
immediate problems of the ill leave little free time for 
preventive efforts that might show results only after 
months or even years. Not only is prevention bad for 
business, it also threatens old ways of looking at things, 

s ince it argues against a model that locates the cause of 
physical disease inside the person. 

Health promotion and primary prevention not uncom
monly are viewed as simply too ambitious an undertak
ing, either because the variables are so complicated that 
they defy analys is or because nothing less than a 
complete overhaul of society would have any effect. 
Skepticism may be combined with ignorance of what has 
been and can be accomplished in the area of health 
promotion and primary prevention. 

Primary prevention proposals are viewed by some not 
only as threatening to rooted ways and vested interests, 
but also as competing for resource dollars. If such be the 
case, then prevention act ivities do not stand a chance, as 
witnessed by the allocation of only 2 percent of the total 
health funds into health education. In addition, th ere is 
an inadequate supply of trained personnel in the ways of 
health promotion (they tend to be last hired and first 
fired). Stated flatly, the area of health promotion lacks a 
constituency and political "clout." Moreover , th e 
challenge to the advancemen t of health promotion is 
teaching people to become partners in the protection of 
their own health. The problem is how to create a cultural 
milieu in which personal responsibility for health is a 
personal social value. 

Primary prevention a nd health promotion direct 
efforts to activities that promote and enhance the health 
and well-being of individuals and thus reduce the 
likelihood of the occurrence of physical and mental 
problems. Primary prevention may be focused into two 
ge neral areas: specific prevention and nonspecifi c 
p revention. Specific prevention refers to those activities 
dire ct ed at establishing appropriate at t itudes and 
behaviors about certain diseases. Nonspecific preven
tion refers to those activities aimed at promoting and 
enh ancing the general well-being of people through such 
m easures as improving the quality of family life, 
enhancing health education, increasing the understand
ing of the nature of human emotions and interpersonal 
relations, and teaching coping skills needed to live in a 
highly complex society. 

Primary prevention activities help individuals devel
op full human potential in all areas of their lives 
(physical, psychological, interpersonal, and spiritual). It 
stresses the positive rather than the negative outcomes
the promotion of health rather than the elimination of 
d isease, the total person rather than facets of the person. 

T he Surgeon General's Report presented an elegant 
insight into the basic role that public health and society 
in general must play in combating problems that affect 
our populations at all levels. Recognition of that role and 
its challenge, along with the challenge to the p u blic 
health profession that comes from such recognition, can 
be seen in the emphasis placed by that report on the fact 



that p~blic health approaches offer a sound conceptual 
and operating framework for undertaking primary 
prevention and health promotion endeavors. Moreover, 
such primary prevention efforts oriented to improving 
the quality of life by focusing on the community at large 
can benefit those groups deemed to be more at risk to 
morbidity and stress-producing situations. Thus, total 
populations become an integral part of primary preven
tion planning and program activities.31 

The main tools and models needed for health promo
tion are those of education and social engineering, not 
treatment and rehabilitation. Social environments and 
systems must be analyzed and understood so that they 
promote health, not impair it. The design must contain 
an appropriate mix of behavioral and educational 
strategies. 

Because of various exemplary programs around the 
nation regarding health promotion and disease preven
tion, there is a paradigmatic shift away from the illness 
model to a multicausation, social-environmental model. 
The helping networks and inutual support groups must 
be strengthened and community caregivers mobilized 
for health promotion to occur. The Kellogg Foundation, 
for example, is providing a major private foundation 
initiative in health promotion and disease prevention. It 
utilizes a three-pronged approach: health information, 
health education, and health promotion. These projects, 
which are financed by the Foundation, are focused in the 
areas of school settings, work sites, health provider 
settings, and communities.32 

While health promotion and primary prevention place 
a searchlight on the community at large, finite resources 
do not permit preventive programs to be spread so thin 
that a general-populist strategy of improving the quality 
of life for all in the community is adopted. One strategy is 
to allocate resources where they will be effective by 
highlighting populations at high statistical risk and 
concentrating on causal factors at various stages. An 
approach can be based on a developmental model. from 
future parenthood through childhood, adolescence, 
adulthood, and aging. Under such a model, the childhood 
years are only one of several foci, with concerns noted all 
along the continuum of human development, through 
aging. 

The acceptance by individuals of responsibility for 
their lifestyles is only a partial approach to health 
promotion. A need exists to distinguish roles for the 
various actors in the health promotion equation for the 
federal government, states, localities, industry, unions, 
schools, churches, insurers, payors, voluntary and other 
community agencies, civic groups and organizations, 
families, and consumers. We need to differentiate those 
discrete strengths which each participant or actor brings 
so that we can build on one another and answer the 
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question, Where does responsibility for health promo
tion lie? 

In the past decades health care services would give 
health to an individual; now a person must earn health, 
e.g., through exercising and diet and weight control. 
Another example: the prevention of lung cancer must be 
earned by stopping cigarette smoking. Likewise, the 
prevention of disability from some forms of carcinoma 
depends often on earning this kind of freedom by 
preventing oneself for early screening, diagnosis , and 
treatment. Such prevention cannot be a gift. The 
essential factor has become one of motivation toward 
action rather than passively receiving health benefits. 
Primary prevention has very specific definable charac
teristics. It is premeditated; it is proactive and should be 
oriented for all who live in the community, rather than 
for only those residents who present themselves for 
treatment (the casualties). This stance calls for fresh 
service delivery patterns in our communities, an 
outreach effort. The question is, What institutions are 
best suited for this task? Or, What are some strategies for 
ensuring that healthy lifestyles are accepted? Because 
medical clinics have concentrated on providing treatment, 
many in the community are reluctant to allow them to 
function in a dual capacity of providing treatment and 
supporting preventive activities. Schools, through 
education, play a primary role in prevention, and the 
work place is assuming a growing role. Other supportive 
systems include the family, the church, community 
agencies and associations, and mutual help groups. 

No overview of prevention can ignore those issues 
which are adjunctive and complementary to it. Chief 
among these is research. The state of the art about 
prevention, its known facts and concepts, techniques, 
and methodologies, makes clear the need for research 
about health promotion and prevention strategies and 
their effectiveness or lack of effectiveness. Thus, a 
fundamental component of a prevention/health promo
tion strategy is an emphasis on research. A full 
commitment must be made to evaluate and generate new 
knowledge to validate prevention and health promotion 
technologies. Moreover, research will encompass the 
exploration into causes of disease (e.g., diabetes) and 
into changes in behavior that will significantly reduce 
self-imposed risks, such as cigarette smoking, excessive 
alcohol consumption, hypertension, etc. 

In conclusion, some next steps appear to be directing 
increased attention to the support of demonstration 
efforts and the evaluation of the successes and limitations 
of preventive efforts in at-risk population groups (age, 
sex, race, urban and/or rural settings, etc.), including 
replicability in similar settings and translatability to 
other groups. An attempt should be made to understand 
factors explaining why knowledge derived from pilot 
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efforts has not been subjected to systematic field trials. 
Attitude change among health professionals will be 
necessary to disengage entrenched notions that preven
tion/health promotion is no more than an amorphous 
idea, and that almost any positive experience can be 
called health promotion and/or prevention. 

It is clear that prevention/health promotion holds 
much promise. It is equally clear that we are distant in 
thought and practice from the evolution of a statewide or 
national strategy on health promotion. But while some 
current efforts may be diffused, undirected, or unfocused, 
there is a growing knowledge base and there are some 
early efforts to define objectives and strategies from 
which to synthesize a coherent planning process. The 
development of models and the testing of their effective
ness also has begu~. Attention is being given to how 
existing efforts can be restructured or otherwise made 
more effective. 

To some health experts, health promotion and primary 
prevention will be a pipe dream. However, because of 
global concern with the eroding quality of life and 
because disease technology has been rather institutional 
and patient-oriented. it has been sorely lacking in 
preventive emphasis. Hopefully, health promotion, 
public education, and the changing of lifestyles will help 
persons toward the goal of attaining their maximum 
potential as informed individuals through the concept of 
self-health. 

It is desirable that this conference begin to lay the 
groundwork for the achievement of health promotion 
and disease prevention by providing individuals with 
accurate information. assisting them in developing and 
clarifying their values and attitudes. and teaching them 
the skills they need to communicate and make appropri
ate decisions. In our free society, the development of the 
individual is basic to the cultural tradition and fabric of 
our society. A humanitarian approach to health promo
tion activities provides such opportunities. 

And finally. I want to end with the following quotation: 
"Man is gaining faith in himself as a feeling-reasoning 
entity .... Man is gaining confidence in his ability to 
control his ingenious creations for the survival and well
being of all men. Man is the creation of his Creator, but, 
also he is the creator of his own destiny."33 
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Workshop 1. 

Chairperson: Jonathan Ellis 
Rapporteur: Sarah Perkins 

A panel composed of Albert Ran
dall, M.D., Director of the Austin
Trovis County Health Department; 
Bonnie Young, Choir, Citizen-Ad
visory Group, Austin Medical As
sistance· Program; Roseann Shorey, 
Associate Professor of Nutrition, 
The University of Texas at Austin; 
Norma Bazerghi, R.N., Patient Ed
ucation Coordinator, Brackenridge 
Hospital; and Ruell Waldrop, Health 
Consultant, Liberty Hill, Texas. 

Programs for the 
Austin-Travis 
County Clinic Card 
Population 

The purpose of this workshop was 
to provide a forum for the discus
sion of some of the findings made in 
the Brackenridge cost study and 
clinic card patient survey which 
were presented in the morning. It 
was hoped that these findings would 
be incorporated into and related to . 
daily problems and policies of 
organizing and administering the 
program. Further, several outside 
experts and the Chair of the Citizens 
Advisory Board of the Medical 
Assistance Program were included 
to broaden the discussion and to 
serve as resource persons. 

Since the Medical Assistance Pro
gram (Clinic Card Program) is 
primarily funded by City tax funds, 
there is a perhaps more immediate 
concern than is often the case with 
public programs that the cost of the 
programs be limited and the pro
grams be effective. The Austin 
Medical Assistance Program pro
vides personal health services to 
persons in families below the pov
erty line. The program funds clinics 
in three neighborhood health centers 
and pays for care received by en
rollees at Brackenridge Municipal 
Hospital in Austin on a charge 
basis. 

Dr. Randall initiated the discussion 
with the observation that many 
users of the clinic card system 
relied on the available services only 
during times of medical crises. Dr. 
Randall noted that these "closed
loop utilizers" tend to enter the 
treatment system in the emergency 
room at the hospital. They have 
contact with the system only while 
they are in the hospital. However, 
on discharge, these patients break 

contact with the system. They do 
not return to the system until an
other medical emergency brings 
them into the hospital. It was also 
noted that this is the most expen
sive method of system utilization in 
terms of both community resources 
and patient health. 

Dr. Randall expressed interest in 
methods which would improve the 
continuity of a patient's care and 
facilitate contact with patients 
away from the hospital. Norma 
Bazerghi, together with personnel 
from the Rosewood-Zaragosa and 
South Austin Clinics, pointed out 
the difficulty in making effective 
patient referrals. It was suggested 
that a standard procedure be estab
lished for assessing patient needs 
and directing patients to available 
services within the community. Dr. 
Randall suggested that this pro
cedure might include the adminis
tration of a questionnaire that 
would specify a patient's health, 
education, and social needs. It was 
generally accepted that a referral 
system would not be productive 
unless it included a rigorous follow
up for each referral. Patients should 
not only be made aware of available 
services; they should also be as
sisted in making contact with the 
appropriate personnel in the system. 

Dr. Shorey observed that the emer
gency room of the hospital was not 
an appropriate setting for patient 
education. Ms. Bazerghi agreed 
that this task might not even be 
appropriate during an extended 
hospital stay because of the high 
stress levels to which patients are 
exposed. It was reaffirmed that 
there is a need to reach patients 



110 I Appendix 

away from the hospital and to 
provide them with assistance which 
is tailored to their needs. Dr. Shorey 
also commented that evaluating a 
patient's understanding should not 
be done with tests. Dr. Shorey 
suggested that asking questions 
such as, "What did you eat yest er
day?" would provide more insight 
into patient understanding than 
objective questions designed to 
measure the degree to which a set 
curriculum had been absorbed. 

Mr. Waldrop commented that pro
grams in Laredo which provided a 
group forum for patients had been 
successful in increasing patient 
understanding and utilization. This 
program features such components 
as evening meeting times, patient 
participation in agenda setting, and 
patient involvement in locating and 
bringing target populations into the 
treatment system.* 
Mr. Waldrop commented that pro
grams in Laredo which provided a 
group forum for patients had been 
successfu l in increasing patient 
understanding and utilization. This 
program features such components 
as evening meeting times, patient 
participation in agenda setting, and 
patient involvement in locating and 
bringing target populations into the 
treatment system.* 

The need for similar group educa
tion efforts in the Austin population 
was admitted. Dr. Randall suggested 
that increasing grou p activities 
would be a means of expanding 
services without expanding person
nel. Group members could become 
involved in locating and educating 
new patients. They could assist in 
transportation as well as in evalua
tion of the clinic card system. It was 

•A paper describing the Laredo experi
ence (Virginia C. Garza, "Obesity, Hy
pertension, a nd Diabetes in the Mexican
Amer ican Populat ion: A Presenta tion 
Summary. ·· Loredo-Webb County Health 
Deportment, Loredo. 1979) is available 
f ram the editor of these proceedings. 

noted that group activity could also 
provide a means of rewarding posi
tive behavior and of involving 
patient's families in the education 
process. It was also suggested that 
groups could conduct social func
tions. (An example of such a func
tion could be the preparation and 
consumption of a diabetic meal. ) 

Attention then turned to several 
specific problems within the clinic 
card system. A basic problem men
tioned was the need to provide 
bilingual education and support 
services. At the South Austin Clinic 
a seven-lesson plan based o th~ 
American Diabetes Association's 
"Diabetic Standards" has been 
translated into Spanish by clin ic 
personnel. A representative of the 
American Diabetes Association 
stated that the standards will be 
translated into Spanish in the future. 
Brackenridge Hospital does not 
currently have a Spanish program 
for patients. 

The group noted that the South 
Austin Clinic has had mixed success 
with the program, which was initi
ated in January 1980. It was ob
served that patient interest was 
good although attendance had ten
ded to fall off after the first classes. 
The biggest problems cited were 
transportation and meeting times. 
Many patients experienced d iffi
culty in getting to and from the 
clinic, especially during inclement 
weather. In addition, limits on staff 
time currently prohibit holding 
meetings at night. This tends to 
exclude some working patients or 
the working members of patients' 
families from participation in the 
program. It was suggested by Dr. 
Shorey that classes for obese pa
tients could be combined with 
classes for diabetic patients, since 
the dietary needs of both groups are 
similar. It was further suggested 
that obese patients be automatically 
advised of the high risk of diabetes. 
Dr. Rand all again noted that in-

creased participation by patients, 
perhaps as class leaders, would be 
one method of extending the avail
ability of services. 

In conclusion, the major concern 
which emerged from the discussion 
was with the way in which many 
patients currently utilize the health 
care system. It was noted that there 
have been no successful attempts to 
provide exercise programs for pa
tients at the clinic. A more effective 
delivery system must intervene in 
patient treatment before symptoms 
requiring hospitalization occur. The 
design of such a system must begin 
with the isolation of those factors 
which are limiting patient access to 
and use of the services provided. 

Removing the sources of this con
straint involves fitting the system 
more closely to the needs of the 
patient. This process must involve 
determining specific areas of educa
tional and treatment need. However, 
it was noted throughout the discus
sion that the health care system 
should also recognize the personal 
and social needs oft he patients. This 
recognition includes the design of 
information which is understand
able to the patients and the presenta
tion of this material in a setting 
which is compatible with the pa
tients' cultural and psychological 
needs. 



Workshop 2. 

Chairperson: Linda Gibson 
Rapporteur: Reymundo Rodriguez 

A panel composed of Terry Baylor, 
Ph.D., Director of the Adult Cardio
vascular Fitness Program, Depart
ment of Physical and Health Educa
tion, University of Texas at Austin; 
Sandra Gaskin, Instructor, School 
of Nursing, University of Texas at 
Austin; Jan Clement, Instructor of 
Health Education, University of 
Texas at Austin; Carolyn Grubb, 
Clinical Dietician, Seton Medical 
Center;; Maria Sims, R.N., Health 
Educator, Diabetes Program, Seton 
Medical Center; Angie Clark, R.N., 
Assistant Professor, School of Nurs
ing, University of Texas at Austin, 
and Director of the Diabetes Educa
tion Program, St. David's Hospital; 
Keith Markley, Executive Director, 
Central Texas Health Systems 
Agency; and Donna Davis, Scott & 
White Clinic, Temple, Texas. 

Programs in Health 
Promotion and 
Diabetes Control at 
the Local Level, with 
Particular Emphasis 
on Austin 

This workshop examined a number 
of broader community approaches 
to health promotion and diabetes 
control with special reference to 
Austin and Travis County. Partici
pants firs t described the existing 
program with which they were 
affiliated, and then generally dis
cussed constraints and targets of 
opportunity with respect to each 
program. 

Terry Baylor stated that the adult 
cardiovascular fitness program 
under his direction was begun in 
late 1977 and was based on a body 
of existing literature in exercise 
science. The purpose of this three
month program is to develop better 
health habits through exercise, 
nutrition, and education. It consists 
of an initial stress test, three months 
of highly structured progressive 
exercise, a number of physical 
tests, a computerized dietary anal
ysis, and dietary counseling. To 
date, eight hundred persons have 
gone through this self-supporting 
program. Baylor pointed out that 
for a long time people have realized 
that exercise is an important com
ponent in both the control and 
management of diabetes, and that 
recent reserach seems to underline 
this fact. 

With regard to expanding the pro
gram to those who would not be 
able to afford the $185 fee, Dr. 
Baylor said that the fee currently 
charged is the minimal amount for 
the services now included in the 
program. In order to open the pro
gram up to a larger, more diverse 
population including diabetics or 
persons with heart disease or any 
individual who could not pay the 

fee, the program would have to 
receive some grant or subsidy from 
the University, from state or local 
government, or perhaps from an 
association like the Texas Heart 
Association. Baylor said he believes 
that the program could easily put 
together a comprehensive and so
phisticated set of services for such 
a population if the funding could be 
arranged. 

Sandra Gaskin described some of 
the activities she is involved in at 
The University of Texas School of 
Nursing. These include teaching 
about the chronology of diabetes in 
a new program that supervises 
nursing students who do in-service 
work at nursing homes along with 
pharmacy and dietary students. 
She has been involved with the 
American Diabetes Association for 
about two and one-half years, and 
she was part of a committee that 
developed some standards for teach
ing persons with diabetes about the 
disease and how to take care of 
themselves. These standards have 
been copyrighted and are distribu
ted by local chapters of the ADA. 
She said they do workshops dupli
cating the program in the UT School 
of Nursing; she thinks the work
shops have really been helpful in 
getting this information out to 
other people, not only in Austin but 
in the surrounding areas. She said 
they have found that many institu
tions in Austin are using the stan
dards now. The use of uniform 
standards assures that all diabetics 
who come into contact with any 
institution, whether the hospital, 
the public health department, or 
some of the home health agencies, 
are being taught the same type of 
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information. She added that the 
standards should be available to 
the public by late summer. 

With regard to extending these pro
grams, Ms. Gaskin said that they 
have been working with some out
lying communities that have no 
dietician or formal diabetes associ
ation. In general she stated that 
while they have been focusing on 
professionals and on teaching them 
how to use the standards, they hope 
to get in touch with more lay people 
and train them as well. 

Jan Clement made a case for health 
education being broader than just 
giving people a packet of informa
tion. She would extend it to include 
diagnosing the problem, providing 
information, teaching behaviorial 
skills, and working on institutional 
barriers and linkages between sys
tems. One problem she identified is 
the fact that many agencies are 
involved with some facet of health 
education broadly defined, includ
ing home health agencies, state 
government, local government, the 
University, school systems, the 
media, and health care professionals 
and institutions. This can lead to 
real problems of both duplication of 
and gaps in services-the question 
is how each person or institution 
can carve out its own little turf but 
still cooperate with everyone else. 
She stressed that as health care 
providers, most of the participants 
do not have all the answers, but 
they do have expertise. 

Carolyn Grubb stated that based on 
her experience at Seton and as a 
member of the local dietetic associ
ation, she knows that although 
diabetic patients greatly need to be 
in contact with dieticians, most 
have very limited access to dieti
cians outside the hospitals. She 
stated that as a rule there is not 
enough interaction between the 
dietician and the diabetic patient, 
especially considering that diet is 

the foundation of diabetic manage
ment. As a result, many patients 
who may be diabetics of long stand
ing-fifteen or twenty years-have 
a grossly inadequate amount of 
information about diet. Ms. Grubb 
said she would like to see some sort 
of mechanism whereby the diabetic 
can be provided with much more 
interaction with the dietician, mak
ing this expertise more accessible. 
One of the problems, she said, is 
that when dieticians are in private 
practice, they often see patients 
exclusively by physician referral. 
Grubb said she would like to see 
fewer physicians trying to do pa
tient education and more nurse 
clinicians and specialists doing 
education in this area because they 
are more effective. 

Ms. Grubb also said she felt a team 
approach would work well in the 
Austin area. Under this approach, a 
dietician would go to a physician's 
office to do patient education in 
some cases, with the patient paying 
for a dietician rather than for a 
physician visit. Studies have shown 
that to obtain adequate diet infor
mation, a diabetic requires eight 
hours of education. At best, she 
said, the average diabetic has one 
hour with the dietician when diag
nosed, with no follow-up. She ex
pressed the opinion that a commun
ity clinic type setting to integrate 
dieticians in a health team would 
probably be a satisfactory means. 
But she noted that dieticians cannot 
be reimbursed for patient educa
tion by Medicare; there is no third
party payment. A registered nurse 
can be reimbursed for diet instruc
tion, she said, but not a registered 
dietician. Furthermore, she said, 
most nurses have very limited 
exposure to nutritional information 
and are much more comfortable 
having a dietician assume this 
responsibility. Ms. Grubb suggested 
that participants join the effort to 
get third-party payment for diabetic 
education. 

Marcia Sims said that patients at 
Seton Medical Center are offered 
inpatient teaching, which means 
that if a known diabetic is at Seton, 
he or she has an instructional meet
ing with either a nurse, a dietician, 
or the attending physician. Then he 
or she has one more educational 
session with Ms. Sims in coopera
tion with nurses. That is the extent 
of the program. 

When Seton makes a home health 
ref err al, she said, the patient is 
leaving the hospital and is no longer 
under her supervision. A home 
health nurse may visit, but Seton 
does not know who the individual 
nurse may be or what knowledge 
that person has about following 
through on education. During the 
limited amount of time available to 
see patients in an acute care setting, 
she said, all that can be done is 
initiate referrals. There is no way to 
follow through, especially when 
dealing with long-term lifestyle 
changes like diet. 

Carolyn Grubb said that there are 
130 dieticians in the Austin Dietetic 
Association, which is a large num
ber of dieticians for the population, 
as compared to many cities. She 
said she does not think lack of 
dietary advice to diabetics is due to 
lack of availability, but rather to 
funding. If the outpatient's call to 
the hospital means, "I need some 
diet instruction," what is required 
is to call the physician, confer on 
the matter, and work it out, she 
said, because otherwise a person 
may be sued for practicing medi
cine without a license. So there are 
some legal as well as practical 
problems. If there is no association 
for coordination, how does one 
work with diabetics? How does one 
get the referral? How does one 
obtain coordination among health 
care professionals? "And this is 
what we are going to have to do," 
she said, "find a way-rather than 
just refer a diabetic to a nurse that I 



know can do it or a physician. We 
need some more formalized struc
tured system, I t hink, because I 
think there are people who are 
willing to do it. I think there are 
people who need it, but we just 
can't get anything together." 

Reymundo Rodriguez then asked 
about training a cadre of volunteers 
from the community (e.g., Junior 
League) to do a standardized nutri
tional patient-education program
degreed individuals who have the 
time to do volunteer work, to dedi
cate themselves to a community 
effort. It was noted that one of the 
biggest barriers to effective health 
promotion is language. There are 
only a very few Spanish-speaking 
registered dieticians (or at least 
this is the case nation.ally) . So in the 
cases where there is a high concen
tration of Spanish-speaking people, 
that barrier will exist, said the 
group. 

Carolyn Grubb agreed that this is a 
serious n eed. And it is a need 
beyond language; it is a need to 
understand culture and lifestyle. 
She noted that there are some dieti
cians who are bilingual. who have a 
Mexican-American heritage, and 
who do understand. She said trained 
volunteers could be used to a limited 
degree, but problems arise in plan
ning diets, which usually requires a 
trained dietician. After the diet 
plan is made, it could be very easily 
taught, she said, or the basic foun
dation of the diabetic exchange 
concept could be very well taught 
by a volunteer. She said her nursing 
friends support teaching for diet 
among nurses because many times 
they are the only ones present when 
patients ask about changing diets. 
Nurses, she noted, can be taught to 
reinforce a plan that has already 
been made. She reemphasized that 
a professional dietician is needed at 
the beginning to do the diet planning. 
After that, a volunteer would be 
helpful in providing reinforcement. 

Ms. Grubb went on to say that 
many of the diabetics in East Austin 
first of all do not understand they 
have a need for a dietician. In some 
cases they do not know how to get 
in contact with a dietician, but in 
many cases they do not understand 
the importance of diet. Therefore, 
through the general public educa
tion programs from the Association, 
they hope to inform people of the 
consequences of obesity and other 
lifestyle factors. And once these 
people understand the consequen
ces, she feels, then they are open to 
diet teaching. This understanding 
may come from a general commun
ity education program that s he 
believes should be built, particularly 
within the Latin American com
munity, because many such persons 
are very resistant to change. She 
said the patients she sees require a 
great deal of teaching. Many times, 
she admitted, she and others do not 
have the language or the time to do 
enough to help them. She concluded 
that if volunteers were available at 
a certain level, they might off er a 
very practical way of dealing with 
this problem. 

Reymundo Rodriguez noted that 
resources are finite and people do 
look at health promotion/primary 
prevention as pie in the sky-they 
want everything. At a time when 
people are cutting back on funding, 
he said, we were thinking about the 
concept of how one trains trainers 
to train trainers. He said it could be 
accomplished by beginning with a 
small nucleaus of people who are 
very competent in the area of nutri
tion or who have an understanding 
of the basic concepts, who could at 
least lay out the essential diet 
concepts, and then somebody could 
provide the reinforcement. 

Mary Lou Gregg, speaking for the 
Austin Chapter of the American 
Diabetes Association, described a 
program of one-to-one counseling. 
This program is based on a group of 
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volunteers who have had some 
training, but who are not profes
sional counselors, which provides a 
kind of support system, she said. If 
ADA receives a call from a mother 
whose child has just been diagnosed 
as diabetic, she needs to talk to 
somebody-so someone is avail
able on the counseling team who 
has gone through the same experi
ence. A meeting is set up between 
the two individuals. She explained 
that ADA also has a service that 
changes school menus to fit the 
diabetic exchange list for school 
children with diabetes. She said the 
association also puts out a newslet
ter periodically to all members and 
everyone on its mailing list. The 
newsletter describes the patient 
educat ion activities of the ADA. 
She added that Sandra Gaskin has 
been in charge of the ADA prof es
sional education committee, which 
has been an important committee 
because it functions on its ow n. 
Also, the ADA sponsors teaching 
teams which got out to the nursing 
homes in a pilot program that has 
just gotten off the ground. It was 
fully scheduled for the spring, and 
she noted that the demand shows 
that there is a need for this service. 
She added that they hope to get this 
started in a full swing in fall 1980 to 
reach the rest of the nursing homes. 

Ms. Gregg went on to say that the 
committee on public education and 
community service is one of the 
biggest committees in the ADA. 
The diabetic screenings fall under 
this committee's duties , and they 
screen periodically in public places
school s, malls , etc. Th is is not 
diagnostic, she emphasized; it pro
vides an indication. People think 
that they can walk up, have their 
finger pricked, and hear, "Yes, you 
have diabetes." But actually, she 
said, it is simply an indication of 
what a blood sugar is at a particular 
time. If it is high, according to the 
chart, then they are referred to their 
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doctors. She noted that there is a 
follow-up on these readings. 

Ms. Gregg said that another service 
under this committee is a Buddy 
Program, still being planned. It is a 
financial assistance program, to be 
set up on a referral basis. It has 
been difficult to initiate, she said, 
and it will not be a large program 
because her organization's funds 
are limited. The new program will 
involve sending out speakers to 
groups to educate the public about 
diabetes and about what the chap
ter can do. She noted that distribu
tion of various educational materials 
to the public and also contact with 
the news media fall under the juris
diction of the public education and 
community service committee. 

Ms. Gregg indicated that the most 
important thing the local chapter 
can do is to provide a personal 
service to individual diabetics if 
they call, if they come into the 
office, of if they are ref erred by a 
doctor or a nurse. As the chapter 
grows, this service can be expanded, 
she said. She added that the chapter 
is fortunate in the fact that it gets 
100 percent cooperation with local 
doctors, nurses, and dieticians. All 
the members have to do is call and 
say, "We need a speaker," or "We 
are putting on a workshop. Can you 
help us?" 

Ms. Gregg said that the main limit 
to expansion of services by the 
Austin Chapter of the ADA is that 
the amount of money it has deter
mines the services it can provide. It 
is totally dependent on their own 
fund-raising. As a volunteer orga
nization. it is further limited by the 
extent of time and effort that people 
can put in, she said. 

Another potential project identified 
by Ms. Gregg was classes for newly 
diagnosed diabetics. Many diabetics 
who have not been hospitalized 
come into the ADA office, she said. 
They are not in contact with a 

teaching program or a dietician or 
any other service. They know very 
little about their illness. She said 
the ADA could organize some train
ing classes for newly diagnosed 
diabetics, and this would fill a great 
need. Also, she noted that a need 
exists to reach people who are 
going to Brackenridge for financial 
help because these people need diet 
education, too-the lower-income 
people, perhaps she said. Those 
who are not fluent in the English 
language are often not as well
educated as other diabetics, she 
added. 

Angie Clark stated that the St. 
David's Hospital diabetes education 
program started in 1975, more on 
the line of a teaching program. It is 
primarily inpatient oriented and 
uses a team approach, she said. 
They have taught about eight hun
dred to nine hundred persons on a 
one-to-one basis. If families are 
included, she said, that number 
could reach over two thousand. But 
Ms. Clark noted once again that 
this population is predominantly 
affluent and that the Black and 
Mexican-American populations 
are under-represented. Since St. 
David's recently agreed to accept 
Medicaid patients they anticipate 
some change in their patient mix, 
and are trying to expand the pro
gram. In the past, she said, patients 
have been admitted to the program 
from all over the hospital. Now the 
instructors are trying to centralize 
the program in one unit. She ex
plained that under this arrange
ment patients will be more involved 
in the actual selection of food, 
eating together with the other pa
tients, in an attempt to keep this 
level of activity similar to that 
which they have at home. Exercise 
facilities are available, she said. 
Patients have access to equipment 
to test blood sugars right on the 
floor; they can test blood sugars 
before exercise, ride bicycles and 
do other exercises. and then test 

blood sugars again. The expanded 
program will be open to the com
munity, she said, in the hope that 
people will choose one class or a 
series of classes that they have an 
interest in. The hospital hopes to 
reach more people in the commun
ity this way, she said. 

Norma Bazerghi stated that at 
Brackenridge Hospital, classes are 
set up on a daily basis during the 
week. A different class is held 
every day, each lasting an hour. 
They are big classes, she said, but 
are hardly effective because the 
training per individual is so limited. 
She said the program has a long 
way to go to meet the major needs 
of diabetic patients. 

Donna Davis, of the Scott & White 
Clinic in Temple, said that they are 
looking at developing a diabetic 
center similar to those in the bigger 
clinic areas where people come in 
for a full day for training. 

Keith Markley made the observa
tion that in the health planning 
process, diabetes is competing with 
a number of other diseases and 
even with its own complications for 
resources. He noted that in the 
Central Texas Health Systems 
Agency, diabetes care and preven
tion are not primary health goals 
because of the lack of good data and 
because the physicians on their 
expert committee could not agree 
on its causes. 

He also stated that in fact many of 
the trends in Texas are away from 
improved dietary teaching. He ob
served that the nursing home level 
requirements are being reduced to 
eliminate the need for dieticians 
and replace them with less well
trained (and less expensive) food 
service handlers. He added that the 
State Health Department has also 
reduced the number of nutritionists 
from seven to three at the state 
level. These nutritionists were 
formerly available within districts 



to provide diabetic diet teaching for 
public health nurses and to give 
counseling to diabetic patients. 
This speaker felt that it is impera
tive to show that such counseling is 
cost-effective. 

There was some discussion about 
getting industries involved. The 
opinion was expressed that they 
are bearing some of the cost of 
disability caused by diabetes in the 
long run, and that they would reap 
some of the benefits of an effective 
prevention and training program. It 
was noted that both Motorolla and 
IBM have had screening programs; 
but all this has meant is that those 
with high readings are told to see 
their personal physicians. All agreed 
that industries would be respon
sive if well-coordinated programs 
existed. 

Mary Lou Gregg suggested that 
some diabetes workshops could be 
conducted in community centers in 
East and South Austin by the Capi
tal Area Chapter of ADA. She said 
that this might be a way to begin to 
reach an admittedly underserved 
part of the population. 
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Workshop 3. 

Chairperson: David Warner 
Rapporteur: Sara Morris 

A panel composed of Lucy May 
Burrus, Public Health Nutritionist, 
Austin-Travis County Health De
partment; William Hairgrove, Health 
Care Financing Administration, 
U.S. Office of Health and Human 
Services; Donna Leflin, Austin 
Adult Day Core; James McMurray, 
M.D., Scott & White, Temple, Texas; 
Bill Medford, Texas Deportment of 
Human Resources; Peggy Nolan, 
R.N.; Jack Perlman, M.D .. Medical 
Director, National Heritage Insur
ance Co., Austin; Robert Tyndall, 
Texas Deportment of Human Re
sources. 

Programs for 
the Texas Medicaid 
Population 

This workshop was initiated by 
posing the question, Can we tell 
something from the analysis con
ducted by Sarah Morris? Or is there 
something we know about the Med
icaid population that leads us to 
propose that Medicaid or the federal 
or state government, or National 
Heritage Insurance, put up some 
money for either prevention for 
Medicaid Enrollers or improved 
monitoring and education once 
someone is diagnosed a diabetic? 
Mr. Medford at this point gave 
some background on OHR programs. 
The Texas Medicaid Program is 
funded according to a matching 
formula, with the federal govern
ment paying 59 percent and the 
State of Texas paying 41 percent. 

There are between 650,000 and 
700,000 people on the rolls during a 
calendar year, he said. About half 
are AFDC clients and about half are 
SSI recipients (aged, blind, dis
abled). Most AFDC services go to 
the children, he explained, but 
there are also services to the adults 
who are single parents. All SSI 
recipients are adults, over twenty
one years of age. The aged are 
sixty-five and older. There are 
60,000 aged persons in nursing 
homes; their average age is 70. The 
nursing home industry does not 
provide a good system of care for 
people under sixty-five years old, 
he said, because nursing homes are 
interested in geriatric care, not 
rehabilitative or restorative care. 
Hospitals do the latter. 

Medford noted that Medicaid recip
ients generally use hospital outpa
tient services rather than private 
physicians or clinics. About 80 

percent of Medicaid recipients live 
in urban areas. Medicaid is struc
tured around a medical treatment 
model rather than a prevention 
model. The only preventative pro
gram is EPSDT (Early Periodic 
Screening, Diagnosis, and Treat
ment). Mr. Medford expressed the 
hope that we can move toward more 
prevention activities, not just screen
ing-Le., he said there should be a 
continuum of care. 

He pointed out that there are cer
tain mandatory services for Medicaid 
(physicians, hospital care, labora
tory, etc., subject to certain limita
tions), while other services are 
optional. He listed clinic services as 
an example of optional services 
that the State of Texas does not 
choose to fund. He said it could be 
that clinics could provide an oppor
tunity to perform preventative 
services. but that it would be hard 
to convince Texas to try it. He said 
clinics have a bad image due to 
some cases of fraud and abuse that 
received attention in the media, 
such as the Medicaid mills in New 
York State. 

A wide ranging discussion then 
ensued relating to limitations the 
Texas Medicaid program, the Texas 
Medical Practice Act, and the In
surance Code place on payment for 
different services. It was finally 
concluded that in Texas, medical 
services in general had to be per
formed by a physician, or if in a 
hospital by persons under a physi
cian's direction, if they were to 
receive third-party reimbursement. 
With regard to reimbursement for 
educational services to diabetics, it 
was noted that these activities are 



118 I Appendix 

not considered either diagnosing or 
treating an illness in a way that 
would contravene the Medical Prac
tices Act or the Insurance Code. 
Accordingly. it appears Blue Cross/ 
Blue Shield could cover educational 
and preventive activities if it chose 
to. Waivers at the federal level have 
been granted to several other states 
permitting Medicaid reimburse
ment for dietary instruction. There 
remained some confusion as to 
whether the Department of Human 
Resources under existing state 
statutes could authorize such pay
ment even with a waiver from 
HCFA. 

Dr. McMurray described his pro
gram for diagnosed diabetics at 
Scott & White. He stated that for 
diabetes, patient education is really 
important, but most physicians do 
not provide much patient education. 
He said an ideal program would 
last for twenty to thirty hours over 
four or five days. during which 
dieticians, nurses, and patient edu
cators would teach people about 
the disease and how to prepare 
meals, and conduct group sessions 
with newly diagnosed diabetics. He 
stated that he has been trying with 
little success to convince Blue 
Cross /Blue Shield, Medicaid, and 
Medicare to pay for such a program, 
which he estimates would cost 
about $185 to $200 for the weekly 
program. He said he is convinced 
that over time such a program 
would be cost-effective for the 
insuror as well as satis factory for 
the patient. He stated that Medi
care will cover patient education if 
it is done by a physician or in some 
cases by a nurse on an outpatient 
basis: but not if done by dieticians 
or patient educators , unless the 
patient is in the hospital for an 
extended stay or for other reasons 
than to be taught about diabetes. 
Dr. Perlman clarified some of these 
issues by stating that Medicaid is 
set up as an illness insurance. Only 
two services are geared toward 

disease prevention and health pro
motion-well newborn care for the 
first three days and yearly family 
planning services. 

On the one hand, he said, most 
services must be under the direct 
supervision of a physician in order 
to be reimbursed in Texas. On the 
other hand, he went on, there is a 
state law that the State cannot 
cover certain services unless there 
are federal matching funds. A dis
cussion of alternative sources of 
funds such as Title XX, the Rehabil
itation Commission, or the public 
school sys tem then ensued. Mr. 
Hairgrove pointed out that Title XX 
funds were becoming increasingly 
tight. It was generally noted that 
the Rehabilitation Commission 
only comes into the picture when 
the individual has had the disease 
for some years and when function
ing is so impaired as to affect his or 
her ability to work. Dr. McMurray 
stated that although nutrition edu
cation in the public schools is a 
commendable program, he is dis
cussing and proposing something 
quite different. He said he is not 
proposing to change the habits of 
our whole culture, to teach every
one the appropriate diet for control
ling diabetes. He said the diabetics 
should be the target, not the millions. 

Dr. McMurray further s tated that 
he was not talking about prevent
ing diabetes, but rather about pre
venting many of the complications 
at relatively young ages by good 
self care. He stated that he has seen 
persons with diabetes from around 
the state who do not have good 
education about taking care of 
themselves with the disease they 
already have, and therefore, will be 
in the hospital more often, will have 
amputations which account prob
ably for most of the admissions to 
the hospital for more than fourteen 
to sixt een days. He s tated that it 
would be worth inves tiga ting all t h1: 

types of services that these diagnosed 
diabetics consumed. He said he was 
not talking about what they need 
but about what they get. what it 
costs, what kinds of specialists and 
subspecialists they get to see. He 
said he could see here some reasons 
for why they fail to come back, why 
they drop out. 

There was some discussion of an 
experimental program at the Grady 
Hospital and Emory Medical School 
in Atlanta where the outpatient 
department was certified as a home 
health agency and the whole pack
age of services was delivered to 
diabetics at home. Mr. Hairgrove 
noted that we especially need to 
change the Medicaid regulations so 
that services can be provided with
out the direc t supervision of a 
physician and services can be pro
vided outside the hospital. because 
of the cost savings involved. He 
said current regulations will not 
allow even outpatient services
like those at the Bailey Square 
Surgical Center in Austin or free
st anding renal dialysis centers, 
which are much less e xpensive 
than hospitals -except under ex
emption for research or demonstra
tion purposes. Donna Leflin stated 
that the regulations prevent saving 
costs. She ga ve another example. 
She runs an adult day care center. 
All but four of her clients are 
eligible for Mediciad. She said she 
is unable to get medical personnel 
to come because she does not have a 
medical facility. Public health nurses 
sometimes bring the insulin in and 
administer shots on the premises. 

She said all she wants is to add a 
medical component to her program, 
yet she cannot get a demonstration 
project going. The rules do not 
currently provide for her situation
adult day care with medical services. 
Her operation is much less expen
sive than putting older persons in 
nursing homes, and is also cheaper 
than adult day health care. Since 



the ICF II facilities have been closed 
in Texas, she said, there is even 
greater demand for her program. 
·Her clients need adult day care, 
with real emphasis on medical care. 
The real gap, she concluded, seems 
to be between adult day care and 
adult day health.care. 

Both Bill Medford and Bill Hair
grove stressed that the Health Care 
Financing Administration has a 
research and demonstration pro
gr~. and that the newly consti
tuted Department of Health and 
Human Services and HCF A seem 
interested in merging demonstra
tions that seem to make good sense. 
Mr. Medford stressed that if DHR, 
other state agencies, the TMA, and 
others pushed for it , the Legislature 
and HCF A might well be respon
sive. 

The recipient education program 
established by the Texas Depart
ment of Human Resources was 
explained by Bob Tyndall. He said 
they identified patients for the 
recipient education program by 
screening utilization reports for 
patients who have too many doctor 
office visits and emergency room 
visits. DHR locates, through monthly 
data processing runs, people who 
are heavy users. A registered nurse 
then reviews all of the identified 
clients to see if the recipient ap
pears to be misutilizing services. 
DHR has found some "doctor hop
ping," where the recipients seem to 
be shopping around for physicians, 
trying a number of different ones 
for no apparent medical reason. 1 

Mr. Tyndall explained that after 
the recipient is determined to be 
overusing services, his or her ID 
number and history are sent out to 
the nurse counselor in the area. The 
patient then undergoes counseling 
by the nurse. The average counsel
ing session is about thirty to forty
five minutes. The largest counseling 
site is in San Antonio, with 180 
patients enrolled. 

However, he said, the system does 
not appear to be applicable to many 
diabetics. Most diabetic patients 
would not be picked up in the 
screening process for recipient 
education. Diabetics over-utilize 
medical services over a number of 
years, not necessary in a single 
month. Mr. Medford pointed out 
that the federal government has 
never been asked how the patient 
can be provided the necessary 
counseling. He said it has just been 
assumed that they would not sup
port the effort; there is no hard 
evidence that they would refuse. 

It was pointed out that with regard 
to third-party insurers, National 
Heritage does not get to keep any 
money it saves by using patient 
education or any other preventive 
service. When less expensive ser
vices are used, the money saved 
goes back to the State of Texas. Dr. 
McMurray stated that compliance 
with the diabetic diet is poor when 
the patient has only thirty minutes 
or- an hour with the dietician. He 
added that compliance is much 
better with "new wave" dieticians 
who take time to tailor the diabetic 
diet to the individual patient's 
previous diet and lifestyle. 

Finally, Lucy May Burrus spoke as 
a public health nutritionist. She 
said that under Texas Medical 
Practice Act, if the physician pre
scribes a 1500-calorie ADA diet, 
then the dietician cannot individu
alize the diet to meet the person's 
needs. The doctor has to be willing 
to prescribe a less restrictive diet in 
order to give the nutritionist a freer 
hand. 

In conclusion the group decided 
that it would be a good idea to try to 
push ahead on finding ways to 
finance diabetic health education. 
One approach mentioned would be 
to certify a limited number of centers 
with approved scheduled programs 
and to stipulate that newly diag
nosed diabetics would receive this 
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training with a physician's referral. 
Then Medicaid would reimburse 
the provider if the diabetic individ
ual were eligible. 





Workshop 4. 

Chairperson: Jim Mikus 
Rapporteur: Dora McDonald 

A panel composed of Mario Ra
mirez, M.D., Starr County, Texas, 
President, Texas Medical Associa
tion; William Flynt, M.D., C.D.C., 
Atlanta, Georgia: Douglas M. Ad
dington, Executive Director, Amer
ican Diabetes Association, South 
Texas Affiliate; James C. Thomas, 
M.D., Vice Chafr, Internal Medicine 
University of Texas Health Science 
Center, Houston, Texas. 

State Programs in 
Diabetes Detection 
and Treatment 

This workshop was conducted to 
determine what kinds of programs 
and initiatives might be started at 
the state level with regard to data 
collection, goal setting, programs, 
and policies. The session began 
with a discussion of diabetes data 
needs, and various proposals were 
reviewed for determining the means 
of securing data. Dr. Flynt opened 
the discussion by clarifying the 
misco n ception that data was a 
prerequisite for securing fu nds 
from the Center for Disease Control. 
He stated that the CDC is aware of 
the expense involved with data 
collection, and frowns upon allo
cating much of their state grants 
just fo r data collection. In fact, he 
said, many of the model state pro
grams are devoted to interpreting 
existing data and developing pro
grams and policies for the data. The 
point was made that much data is 
a lready available, but there is a 
serious deficiency in compilation 
and constructive use of this infor
mation. He added that costs of 
diabetes programs are not tabulated 
by the disease since most programs 
cover a wide range of services for 
various diseases. 

Rose Manson pointed out that the 
State of Texas currently has no 
system, group, organization, or 
agency to try to determine the costs 
of various diseases. As a result, 
current data collection in Texas is 
being done by different groups with 
different perspectives, resulting in 
a fragmented effort at collecti ng 
and dispensing concise information. 
In addition, some workshop partic
ipants felt that mandatory report
ing of diabetes and routine sharing 
of all data with other interes ted 
parties would be helpful. Ms. Man-

so n also mentioned the difficulty 
her organization has had in receiv
ing comprehensive information for 
a directory of persons giving diabe
tes care in Texas. 

Dr. Ramirez related that TMA de
cided to screen the entire adult pop
ulation of Rio Grande City (about a 
thousand persons) for diabetes 
because of the h igh incidence it had 
observed. The association was able 
to collect data and perform door-to
door screening of every household 
with the voluntary help of high 
school students. As a result, a n 
adult inC:idence rate of 30 percent 
was discovered (one of the highest 
incidences in the world). He ob
served that similar kinds of screen
ing programs would be too expen
sive to operate statewide, and all 
agreed that selective screening of 
high risk populations would be the 
most practical and achievable goal. 
Dr. Ramirez attributed high inci
dence in Rio Grande City to the fact 
that the community of 1,000 families 
had had few outsiders moving in 
for six or seven generations. 

It was pointed out that TOH only 
has data from the quite small screen
ing program it runs regionally and 
from the programs it subsidizes in 
city and county health departments. 
The American Diabetes Associa
tion also conducts detection drives 
in Texas, but the data-collection 
program is somewhat compounded 
by the fact that there are two affili
a t es in the state with differen t 
detection screening programs. In 
North Texas the program is a n 
affiliate function and in South 
T exas it is a chapter function, 
someone said. Furthermore, screen
ings lead only to r eferrals, and 
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those who did the screening d~ noJ 
know ultimately w hethe r t hos-e 
people that had high indications of 
diabetes actually were diabetic or 
not. 

Dr. Flyn t suggested that a data 
consortium such as those formed in 
other areas of the country might be 
organized in Texas. Such an orga
nization is composed of many groups 
and agencies, but it operates inde
pendently as a quasi-governmental 
organization. The data consortium 
is usually composed of the hospital 
association, Blue Cross/Blue Shield, 
health agencies, and other members 
who can pool their resources in a 
cooperative effort. The consortium 
staff would have specific technical 
skills to be used to assemble and 
report findings to its members in a 
usable form. He said that different 
groups have taken the initiative in 
different states. In Illinois it was 
the hospital association and else
where the health department. In 
states like Rhode Island, Maine, 
and South Carolina, it has been 
found that having a data center and 
the effort and energy and interest 
necessary to get there have had a 
ripple effect. People begin thinking 
about health data, Dr. Flynt said, 
and the effort begins to attract 
epidemiologists who may have 
been off doing something else. They 
begin turning to the data centers. 
and an interaction begins. It is a 
stimulant, he said, being able to 
gravitate to a single place. He 
pointed out CDC will underwrite 
some of the costs of such a data 
center not only with regard to 
diabetes, but for other chronic 
diseases as well, such as hyperten
sion, arthritis, and cardiovascular 
disease. He also said funds are 
available for comprehensive health 
planning. 

Further discuss ion on the data 
consortium led the group to a con
sensus on the need for such a group. 
The Texas Department of Health 

w as suggested as the motivating 
agency to form the organization. 

The workshop then focused on 
current state programs and policies 
dealing with diabetes. There was 
general agreement that the current 
programs and policies are not ade
quate, since most funds are expended 
on treatment programs rather than 
on public education and diabetes 
prevention programs. It was pointed 
out that continuing education pro
grams for doctors, nurses, and 
patients are needed to inform them 
of the current state of the art in 
diabetes prevention and treatment. 
Present education groups, such as 
the American Diabetes Association, 
have experienced difficulty in pro
viding services for diabetics from 
the lower socioeconomic classes 
and from welfare recipients. Most 
education programs have attracted 
middle-class participants, with the 
result that education programs are 
designed for that group. It was · 
sugges ted that special education 
programs directed toward the low
er economic classes of people should 
be designed with special considera
tion given to culture, religion, diet, 
language, and other factors. 

A workshop participant represent
ing the North Texas Affiliate of the 
American Diabetes Association 
stated that only one-half million 
dollars per year is presently allo
cated for the continuing education 
of nurses in Texas. This was judged 
to be an inadequate amount for 
proper training of nurses in effec
tive diabetes care alone. An addi
tional void exists in the area of 
current physician knowledge con
cerning diabetes treatment. A "trav
eling symposium" was implemented 
by the diabetes associations to 
provide diabetes education of nars
es, dieticians, and physicians in the 
rural areas of Texas. The program 
was readily accepted by nurses and 
dieticians, but physicians were not 
very supportive. It was pointed out 

that in Southern California the 
ADA chapter has stopped screen
ing and has begun putting all of its 
funds into education. 

Information on diabetes education 
programs in Maine was discussed. 
It was suggested that Maine's sys
tem of free workshops for health 
care professionals in hospitals, 
doctor's offices, training schools, 
medical schools appear to be inno
vative and effective. These trained 
individuals are responsible for 
training other people. It was con
cluded that a multiplier effect for 
training trainers can produce more 
and better treatment and preven
tion services to the public. 

The necessity for designing a state 
program with diabetes education 
as a priority was also discussed. 
The ten states which curren tly 
receive funds from the CDC for 
developing model diabetes pro
grams reportedly charged the ad
visory groups of their states with 
identifying the major problems in 
their respective states. The groups 
concluded that patient education, 
professional education, lack of 
coordination among existing re
sources, and lack of morbidity and 
mortality data were the basic prob
lem areas that needed attention. 

The workshop also discussed the 
effectiveness of screening for dia
betes. It was generally agreed that 
screening is not an effective way to 
utilize resources. The members of 
the workshop felt that diabetes 
resources could be better utilized in 
improved training for health pro
fessionals and diabetic patients. 

The focus of the workshop then 
turned toward funding sources to 
provide for prioritized needs. It 
was agreed that legislatively allo
cated funds are difficult to secure in 
a conservative state such as Texas. 
However, some noted that if it is 
shown that additional funds allo
cated now for training and educa-



tion can save funds in the long run 
in Medicaid expenditures, then 
some additional state money may 
be forthcoming. The legislatures of 
Kentucky, North Carolina, and 
New York have recently appropri
ated generous funds in the area of 
diabetes prevention and control. In 
some states, the state health agency 
is working in conjunction with the 
diabetes affiliates and have begun 
to lobby the state legislature for 
additional funds for diabetes. The 
workshop concluded that perhaps 
in Texas a legislator who is con
cerned about cost-effectiveness in 
medical care can be persuaded to 
introduce legislation for additional 
funds for diabetes programs in the 
state. 

In summary, the workshop on state 
programs for diabetes control and 
prevention revealed that diabetes 
data in Texas is difficult to obtain 
in usable forms. A need exists for a 
data consortium to coordinate data 
collection, which should reduce 
duplication of effort, reduce data 
collecting costs per member, and 
provide better and more compre
hensive data . The education of 
health care professionals and dia
betics in Texas is inadequate, and 
more and better diabetes education 
was proposed. Untargeted screen
ing for the detection of diabetes is 
not cost-effective if the health care 
system cannot adequately respond 
to the needs of the vast number of 
people who already know that they 
have diabetes. The various agencies 
and groups which are currently 
working in the area of diabetes are 
fragmented; an effort must be made 
to coordinate and target efforts 
toward a common goal. Additional 
funds to implement adequate pa
tient and professional education 
through state programs will need to 
be obtained from the legislature. 
Additional legislation should also 
require the mandatory reporting of 
diabetes. 
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