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Thank you,
Helen
Maldonado!!!




This presentation

e Update on SDPI
e 2019 Diabetes in Indian Country Conference!!

* Diabetes in American Indian/Alaska Native
(Al/AN) People




SDPI Status

 SDPI received two separate authorizations, each for
25% of the usual $150 million/year
o First quarter ($37.5 million): P.L. 115-63 on Sept 29, 2017
e Second quarter ($37.5 million): P.L. 115-96 on Dec 22,
2017
« SDPI then received funding for all of FY 2018 and
FY 2019 at current $150 million/year

 P.L.115-123 on Feb 9, 2018

L RN R R R RNl NN RN RDRRRBEBR®EDBNRLERSMSED®BGB®SLBRDESRSR®RSESH®RMNEBRIMBE®LRHNE®SRR®EB®S®S®N}NN.I

Indian Health Service

W
Division of Diabetes Treatment and Prevention S@ E%;
A resy \



Status of SDPI FY 2018 Grants

e December 2017: Notices of Grant Award (NoAs) sent out
before the start of the 2018 budget period
e NOAs cover January 1-December 31, 2018

e Awarded 25% of each grant’s full amount as the funds from the
second authorization were not yet available

e 25% covered the first quarter of the 2018 budget period (Jan 1-
March 31, 2018)
* The Division of Grants Management (DGM) has
completed the process of revising all NoAs to award the

remaining 75% of 2018 funds.
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SDPI FY 2019

e SDPIis fully funded for all of FY 2019
e Calendar year budget cycle: December 31, 2019

e SDPI is on the mandatory side of the federal budget

* President’s FY 2019 Budget proposes to change SDPI to the
discretionary side—Congress would have to approve

e Tribal Leaders Diabetes Committee (TLDC) recommended to the IHS

Acting Director that national Tribal Consultation/Urban Confer take
place on the SDPI FY 2019 funding distribution

e |HS Acting Director issued DTLL/DUIOLL; was open til May 18
e TLDC met May 21-22, formulated recommendations
e |HS Acting Director will make final decisions

e Continuation application is now available!
 Application due date: September 2, 2018
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2019 Conference « Oklahoma City
Diabetes in Indian Country Conference

/ Diabetes in Indian Country
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J[]||'| LIS ||'| []klah[]mal IHS, Tribal, and Urban clinicians, community heaith providers,
and SOP| prantees will
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NETWORK with other prantees and clinicians
AUEUStﬁ Q ng SHARE best practices
Dklahoma City Convention Center SHOWCASE their successful work in A1/AN communities

"M CEDIEANGN: The inckan Seath Service (HE) Clical Suppuort Ceaer b ammelted by the Acoediatin b

Caunc b Conbiruang Medhcal Selucabion (ACUME) b prowigie continuing medal exucation b pivysicans

Tt Ik st Serviod Chical Supoord (it i ooaniioed with dethinction & 3 prvidr o enafibuing
rring educafion by the Ariedcan Mursed (loniinling [enter’s [oremitsian on docedilalion, |




Indian Health Service
Division of Diabetes Treatment and Prevention




CDC National Diabetes Statistics Report, 2017

Estimated age-adjusted prevalence of diagnosed diabetes by race/ethnicity
and sex among adults aged =18 years, United States, 2013-2015

Al'AN Aslan Black, non-Hispanic  Hispanic Whitte, non-Hispanic

Race/Ethnicity
B 1AM = A rerican Indiandblasks Nt

Hote: Emor bars represent uppesr aind lower bourds of the 855% corfidemces inkersal.
Crata source:s 201 32015 Matoral Health Intereiss Survey, sxcept American Indiandblaska Mative data, which are from
th= 2015 Imdimn Health Serace Matorsd Data Wsrebouse
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Improving Trends in Al/AN People

e Diabetes prevalence

—Adults: the years of increasing diabetes prevalence
stopped in 2011 and it has been fairly constant since

—Youth: the rise in diabetes prevalence stopped at
IeaSt dS ed rly as 2006 IHS National Data Warehouse

e Obesity in Al/AN youth ages 2-19 years h%as L




Diabetes-related Kidney Failure

e CDC Vital Signs

e “Native Americans with Diabetes: Better
diabetes care can reduce kidney failure”

* MMWR, January 10, 2017

e https://www.cdc.gov/vitalsigns/aian-diabetes/index.html

e Used data from the U.S. Renal Data System, U.




Kidney failure from diabetes among Al/AN adults
decreased by 54% (1996-2013)

Rate per 100,000 population*
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*Rate per 100,000 population and age-adjusted based on the 2000 US standard population.
Al/AN=American Indians and Alaska Natives. Racial groups include persons of Hispanic and non-Hispanic origin; Hispanics may be of any race.
Source: Data from the US Renal Data System and the US Census.




How well has the Indian Health System done in reducing
kidney disease risk factors?

In Al/AN patients with diabetes:
e Blood pressure control
—Average BP: 132/76 in 2016
e Blood sugar control
—Average A1C decreased 10% between 1996 and 2016

e Use of kidney-protective medications (ACE inhibitors/ARBs)
— Prescribed in 76% in 2014
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Diabetic Retinopathy

e |HS Joslin Vision Network Teleophthalmology Program
(JVN)
—Established in 2000
—Exemplary telemedicine program

e Retrospective data analysis of 54,000 Al/AN people
with diabetes who participated in the JVN program
2011-2016




Diabetes Management in
2018
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Translating Clinical Guidelines to Patient Care:
Individualize

* |n general, tighter control of glucose and blood
pressure earlier in the course of diabetes has more
benefits and fewer risks
e However, there are fewer benefits and greater risks as

diabetes and age progress

e Lipids

e Statins: good evidence, especially in seconds




Glucose Control

e In general, tighter control of glucose earlier in the course of
diabetes has more benefits and fewer risks

 However, there are fewer benefits and greater risks as
diabetes and age progress

* Hot Topics:
 A1C targets over the lifespan, variability of the A1C
test

e Meds which reduce major CV events and CV mortality in
patients with type 2 diabetes and CVD:

e empagliflozin (Jardiance/SGLT-2 co-transporter)




Al1C Targets

A1C Target Range Options Based On Individual Patient Factors

Microvascular Complications Present?
Major Comorbidity Present?

Absent or Mild

Absent 6.0-7.0% 7.5-8.5%
(and/or >10-15 years of life

expectancy)

Present 7.0-8.0% 7.5-8.5% 7.5-8.5%
(and/or 5-10 years of life

7.0-8.0%

expectancy)
Marked 8.0-9.0% 8.0-9.0% 8.0-9.0%
(and/or <5 years of life expectancy)

Adapted from the Department of Veterans Affairs and the Department of Defense (VA/DoD) Management of Diabetes Mellitus Guideline.

Major comorbidity includes but is not limited to significant CVD, severe CKD, severe COPD, severe chronic liver disease, recent stroke, and life-
threatening malignancy.

Microvascular disease includes retinopathy, neuropathy, or CKD (albuminuria and/or decreased GFR).

Indian Health Service
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Mean A1C by Age Group
1997-2017
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Blood Pressure Control

* In general, tighter control of blood pressure earlier in the
course of diabetes has more benefits and fewer risks

 However, there are fewer benefits and greater risks as
diabetes and age progress

* Hot Topics




Blood Pressure Targets

Treatment Target Options

Consider <130/80 <140/90 Consider <150/90

Indian Health Service
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Lipid Management

e Use of statins for almost all adult patients with
diabetes

e Hot Topics

e Use of non-statin medications: Ezetimibe, PCSK-9
inhibitors

e Evidence is still evolving




Lipid & Aspirin Therapy in Type 2 Diabetes

Lipid & Aspirin Therapy in Type 2 Diabetes

Lipid Panel Screening
Order a lipid panel:
- at diagnosis of diabetes
- if < 40 years old and not on a statin, consider annual lipid panel
- at age 40 if not yet on a statin to establish treatment baseline
- as needed every 1-5 years (e.g. to evaluate adherence to lipid therapy)

For all patients with diabetes, initiate lifestyle therapy, then:

AGE ASCVD Risk Factors’ Statin Therapy
Mone MNone
({40 years 1 or more Maderate or High Intensity

|

|

ASCVYD” High Intensity J

Mane Maoderate Intensity ‘

40-75 years 1 or more High Intensity J
ASCVD™ High Intensity l

Mone Moderate Intensity |

[:TS years 1 or more Moderate or High Intensity |
ASCVD” High Intensity |

* ASCVD |Atherosclerotic Cardiovascular Disease) Risk Factors include: LDL = 100mg/dL, high
blood pressure, smoking, chronic kidney disease, albuminuna, and family history of premature
ASCVD

** ASCVD is atherosclerosis affecting the vasculature of any of the following: heart, periphery
(2.g., legs, carotids), and brain (e.g., stroke, transient ischemic attack)

Statin intolerance: Consider trying a different statin, If unable to tolerate daily statin,

thera may still be benefit from less than daily dosing. There is little evidence of ASCVD

benefit from maonotherapy with non-statin lipid medications.

Combination therapy (statin plus non-statin lipid medication): There is little
evidence of ASCVD benefit with combination therapy.***

Elevated Triglycerides (2 500 mg/dL): identify secondary causes and consider
triglyceride lowering therapy to reduce the risk of pancreatitis

*** Limitad data suggesls azelimibe plus moaderate intensity statin (when high intensity statin is nol
loleratad) may provide a small reduction in risk of ASCVD events over moderate intansity statin therapy
alone if iniiated within 10 days of an acuie coronary event in patients age =50 years

Check ALT before initiating therapy; Routine monitoring not necessary
\

Statin Medications Mndera[:zslgtensity Highnlgtsinsﬂy
Atorvastatin (Lipitor@)*** 10-20 mg 40-80 mg
Rosuvastatin (Crestor®) 510 mg 20-40 mg
Simvastatin {(Zocor®) 20-40 mg NA
Pravastatin (Pravachol®) 40 mg NA

“*** Mote: Only aforvastatin 40-80mg is on the IHS National Core Formulary

Contraindications: acute liver disease, pragnancy, nursing mothers.

Statin drug interactions: consult package insert prior to prescribing

Simvasiatin - Caution or contraindication with strong CYP3A4 inhibitors (e.9., azole
antifungals, erythromycins, HIV protease inhibitors, nefazodona)

Al statins - Caution or contraindication with gemfibrozil, cyclosponne, or danazole.
Dacreass dose of simvastatin with niacin, amiodarona, diltiazem, amlodipina, and grapefruit

Mon-statin lipid medications may have a secondary role in certain select patients.

Non-Statin Lipid Medication Usual Dose Consider if
Gemfibrozil (Lopid®) 600 mg BID | Triglycenide levels are very high
Fenofibrate (Tricor®, others) 145 mg Daily Triglyceride levels are very high
Fish Ol (Lovaza®, others) 2-4 g Daily Triglyceride levels are very high
intensity statin

Note: Medications in green are not on the IHS National Core Formulary
Consult a complete prescribing reference for more detailed information. This algorithm is not
intended for treatment selection in children or in women who are or could become pregnant.

' ™
Aspirin Therapy for ASCVD
Secondary Prevention:
Patients with a history of ASCWYD should receive aspirin 75-162mg daily if they
are not at increased risk of bleeding.
If allergic to aspirin, consider clopidogral 75mg daily.

Primary Prevention:

Consider aspirin 75-162mg daily in patients with increased risk of ASCVD, (e.g.,
age 250 years and one or more risk factors®), if they are not at increased risk of
bleeding.

Aspirin is not recommended in patients at lower risk of ASCVD, (e.g., age <50

years with no other major ASCVD risk factors®).
L. S

Ref. ADA Clinical Practice Recommendations, Diabeles Care 2017, 40, Supplement 1
AGCHAHA Cholesterol Guideling, J Am Coll Cardiol 2014; 63:2869-934




Mean LDL Cholesterol
1998-2017
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Individualize

e Clinical guidelines and performance measures
should inform the care of individual patients

e But the characteristics, needs, risks, and
preferences of each patient should dictate the care




What is Chronic Kidney Disease?

CKD is at least 3 months (“chronic”) of either:

m Decreased kidney FUNCTION (ability to filter the blood),
or

m Evidence of kidney DAMAGE (e.g. protein in the urine)

m Earliest indicator

® Monitoring the 2 together over time tell a lot about
what diabetes and hypertension are doing to the
kidneys, including where they’re heading and how fast
they’re going there...



National Kidney Foundation (NKF)
Definition of CKD

Kidney Function. Glomerular filtration rate
(GFR) <60 mL/min/1.73 m2 for > 3 months
with or without kidney damage

-0r--

Kidney damage for > 3 months, with or
without decreased GFR, manifested by either:

Pathologic abnormalities; or

Markers of kidney damage, such as proteinuria

National Kidney Foundation. Am J Kidney Dis. 2002;39(suppl 1):S1-S266



So what about Proteinuria?

m Albumin is the primary protein excreted by kidneys
damaged by diabetic nephropathy

m “Proteinuria” and “Albuminuria” often used
interchangeably

® |t matters a lot:
= How much albumin is being excreted
= How fast that is rising
= |f an intervention manages to reduce it

m Terminology has changed
= Was: micro/macroalbuminuria

m Now: “Urine Albumin Excretion” or “Albuminuria”

m Continuous risk variable



Albuminuria—as important as eGFR

@ Community-based cohort study of 920,000 pts

m Risks of mortality, Ml, progression to kidney failure
associated with a given level of eGFR are
independently 4~’d with higher levels of albuminuria

m Example: who's at higher risk?
= pt with eGFR >60 and UACR 400 mg/g= Stage 1 (0-2)
= pt with eGFR of 50 and UACR <30mg/g=Stage 3
= The first pt has 2-10x higher risk than the second!

JAMA 2010;303(5):423-429



Why is UACR recommended?

m Albumin is primary protein excreted in DM pts

m Most accurate, reproducible test

m Quantitative test
m VS. Semi-quantitative “test strip” tests

= Allows for early detection and meaningful monitoring of CKD

® Done on spot specimen any time of day
= No need for timed specimens (e.g. 24 hr, first morning specimens)

m Accounts for urine concentration using ratio to
creatinine
= Excrete about 1 gm of creatinine in urine each 24 hrs

= Normal: < 30mg/g



UACR

m Rate of rise as well as absolute value

= Continuous variable (“micro” and “macro” arbitrary)
m Extra credit: Where did the 300mg cut-off come from?

m If intervene and decrease urine albumin
excretion, this is a real reduction in risk of
progression

= Most recent UACR is prognostic, even if previous
test results were higher Am J Kidney Dis 2008;51:759-766

® When can we stop ordering UACRs every year?

m Not known, should individualize



CKD Stages and Corresponding Focus of Kidney-Related Care

Table 10.1—-CKD stages and corresponding focus of kidney-related care

CKD staget Focus of kidney-related care
Evidence of Diagnose Evaluate and treat Evaluate and
eGFR kidney cause of risk factors for CKD treat CKD Prepare for renal

Stage (mUmin/1.73m?)  damage*  kidney injury progression*®* complications***  replacement therapy
No clinical

evidence of

(KD =60 —
1 290 /
2 60-89 / /
3 30-59 +/- x ‘ /
4 15-29 +/- y y |
5 <15 4/~ \:' \:.

TCKD stages 1 and 2 are defined by evidence of kidney damage (+ ), while CKD stages 3-5 are defined by reduced eGFR with or without evidence of kidney
damage (+/—). *Kidney damage is most often manifest as albuminuria (UACR =30 mg/g Cr) but can also include glomerular hematuria, other
abnomalities of the urinary sediment, radiographic abnormalities, and other presentations. **Risk factors for CKD progression include elevated blood
pressure, glycemia, and albuminuria. ***See Table 10.2.

Microvascular Complications and Foot Care:
Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S105-S118

American Diabetes Association.



Food Insecurity

e Diet quality associated with weight gain even if calories restricted
JAMA 2014;311(21):2167-2168

* Prevalence of overweight in women “*’s as food insecurity T

J Nutr 2001;131:1738-1745

* Pregnancy: food insecurity associated with pre-pregnancy obesity, T
pregnancy weight gain, and gestational diabetes

Am Diet Assoc 2010;110:692-701

e I Risk for poor blood sugar control Diabetes Care 2012;35:233-238




Food Insecurity Assessment Tool and Resource List

To help your patients and clients improve their health, it is important to understand food insecurity and
provide them with resources to get more healthy food.

When patients/clients and their children cannot get enough healthy food, they have food insecunty.
They:

= Are at greater risk for being emotionally distressed.
= Eatless expensive foods which are often unhealthy.

* Have little choice over what kinds of food to buy or receive for free, making it difficult or
impossible to eat balanced meals.

* Have periods when they don't eat, then oversat when food is available. If they have diabetes,
this makes it very difficult to manage blood sugar.

* Have a greater risk for being overweight or obese.

= Are more likely to get diseases like diabetes.

To help your patients/clients lessen food insecurity, take these
three steps:

1. Read each statement® and ask your client if the statement is often true, sometimes true,
rarely true, or never true.

- Within the past 12 months, we worried whether our food would run out before we got
money to bU}I' more. O ofen True O Sometimes True O Rarely True O Mever True

- Within the past 12 months, the food we bought just didn't last and we didn’t have
money to get more. O Ofen True O sometimes True ORarely True O Mever True

2. If your client responds “often true” or “sometimes true” to either statement, they likely have
food insecunty. Help them get more food by filling out the list of resources (see next page)
and giving it to them.

You can also fill out the list, make copies, and leave them in waiting rooms and other areas
for community members to pick up.

3. Advocate for nounishing foods in your community. Take steps to increase the availability of
nutritious, affordable food.

* Hager ER, Quigg AM, Black MM, Coleman SM, Heeren T, Rose-Jacobs R, et al. Development and validity
of a 2-item screen to identify families at risk for food insecurity. Pediatrics. 2010 Jul 1; 126(1):26-32.

e:"’mm"*- #* Produced by the IHS Division of Diabetes Treatment and Prevention, 2015. To print this,
i { g%% go to www.diabetes ins.gov and search Food Insecurity Tool in the upper right comer of
L, gy

the web page.




Where to Get Food Assistance in This Community

Date:

Community Name:

Mot having encugh fiood for yourself and your family is stressful. Lack of good food makes it difficult
o provide nutritious meals that help children grow and adults stay healthy. The thought of not having

enough food can make you wormy.

There are resources to help. If you need food assistance, please don't wait to contact the programs
an this list They can help you get the food you need for yourself and your family.*

Program Hame

Ccontact
Hame

Contact
Humber

Other Important information
{Locatlon, Who Can Guallfy, Hours, sfc.)

SHARP - Supplemental Mutrition
Assistance (Food Stamps)

Food Distribution {Commodities )

Women, Infants, and Children

(WIC)

School Lunch and Breakfast
Program

Summer Food Service Program
for Children

Senior Center

Meals on Wheels

Tribal Food Program

Farmers Markets

Community Gardens

Faod Bank f Focd Pantry

“Mobile Grocery Store” Truck

Church ! Place of Worship

Social Services

"Check with the program o see if you gualify to get food.

L
fqﬁ 'i'fnﬁ
L, L

Produsced by the IHS Division of Diabetes Treatmant and Prevention, 2015, To prnt
thils, 0o o m.hi.?ﬂ'f.'llabﬂéﬁ and seanch Food |I13El.|l'||¥ LI-Blﬂg “axact match' an
the Education Materials and Resources (Online Catalog) webpage.
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