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“ EVERY 17 SECONDS,  

ANOTHER AMERICAN IS  

DIAGNOSED WITH DIABETES  

AND, IF CURRENT TRENDS 

CONTINUE, ONE IN THREE 

AMERICANS WILL HAVE  

DIABETES BY 2050.” 1
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EXECUTIVE SUMMARY
Between 1980 and 2011, the number of 
diabetes cases in the United States more than 
tripled, imposing enormous psychosocial 
and financial costs on individuals living with 
the disease and straining public and private 
healthcare systems.2 All policymakers must 
take immediate action to reduce the burden 
of diabetes in our nation. With the right 
care and interventions, diabetes can be 
effectively managed or entirely prevented. 
State decision-makers can make a significant 
difference by implementing the following  
Best Practices:

1.  Close the health insurance 
“coverage gap” by expanding 
Medicaid or adopting an 
alternative strategy for 
healthcare coverage completion. 

The uninsured are less likely than those with 
insurance to seek and receive preventive 
care and services for major health conditions 
and chronic illnesses such as diabetes.3 
People with diabetes who do not have health 
insurance are twice as likely to experience 
devastating and expensive complications 
associated with the disease.4 States should 
ensure that all citizens with incomes below 
138% of the Federal Poverty Level (FPL) 
have access to healthcare by expanding 
Medicaid or by adopting alternative strategies 
to extend healthcare coverage to this 
population. Under the Affordable Care Act, the 
federal government will pay 90% of the costs 
of expanding Medicaid.

DECISION-MAKER REQUESTED ACTION

State Legislators 
and/or Executive 
Officials

To best increase access 
to affordable healthcare 
coverage for low-income 
residents, expand Medicaid 
to cover all uninsured 
adults up to 138% FPL or, 
if necessary, develop an 
alternative strategy for 
expanding access to health 
insurance for all uninsured 
adults who fall into the 
coverage gap. 

2.  Develop state Diabetes Action 
Plans.

Coordination between various state players 
to utilize limited funds and resources within 
a state is crucial in addressing the diabetes 
epidemic effectively. A Diabetes Action 
Plan (DAP) promotes communication and 
collaboration across agencies, institutions, 
and public and private actors. States should 
convene stakeholders to develop Diabetes 
Action Plans that establish statewide 
strategies and set priorities for resource 
allocation for the prevention, management,  
and treatment of type 2 diabetes.

DECISION-MAKER REQUESTED ACTION

State Legislators Enact legislation calling 
for the convening of 
stakeholders to develop a 
Diabetes Action Plan. 

Governor and 
State Officials

Convene a Task Force or 
Working Group charged 
with developing a Diabetes 
Action Plan. 
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3.  Amend scope of practice laws 
and regulations so that non-
physician providers can provide 
more primary care.

Many individuals with diabetes experience 
difficulty in accessing the primary care  
they need.5 In many states, non-physician 
providers (NPPs) such as nurse practitioners, 
physician assistants, and pharmacists who 
could step in to increase access to primary 
care are barred from doing so by scope  
of practice laws that limit the types of 
interactions they can have with patients. 
States should pursue efforts to amend the 
scope of practice for non-physician providers 
in order to broaden access to primary care 
and other health services and to ensure a 
continuum of care is available to effectively 
prevent, manage, and treat type 2 diabetes.

DECISION-MAKER REQUESTED ACTION

State Legislators Enact legislation 
expanding the scope 
of practice for NPPs 
like nurse practitioners, 
physician assistants, and 
pharmacists, or delegate 
broad authority to define 
scope of practice to state 
boards or agencies. 

State Regulators Broaden scope of 
practice for NPPs through 
regulation to increase 
access to primary care.  

4.  Develop a statewide credentialing 
or recognition system for 
Community Health Workers.

Community Health Workers (CHWs), also 
known as lay health educators or promotores 
de salud, perform a range of tasks that 
help patients engage in care, from health 
education and healthy behavior coaching 
to care coordination.6 Incorporating CHWs 
into care teams has been shown to reduce 
rates of chronic illness, improve medication 
adherence, encourage patient empowerment, 
augment community health, and reduce 
healthcare costs.7 Despite the evidence 
demonstrating CHW effectiveness, barriers 
to full integration of CHWs into care teams 
continue to exist, such as lack of coverage 
by insurance. States should enact legislation 
that establishes a credentialing mechanism 
for certifying CHWs and/or the programs 
and institutions that employ CHWs.8 Formal 
credentialing will increase opportunities for 
integration of CHW services into diabetes and 
prediabetes care.

DECISION-MAKER REQUESTED ACTION

State Legislators Enact legislation directing 
the appropriate state 
agency to develop a 
credentialing system  
for CHWs. 

State Regulators Work with stakeholders 
to ensure that CHW 
credentialing will foster 
a strong workforce 
with close ties to the 
community.
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5.  Include coverage of the National 
Diabetes Prevention Program 
and Diabetes Self-Management 
Education in Medicaid and 
State Essential Health Benefits 
benchmark plans.

The National Diabetes Prevention 
Program (National DPP) and Diabetes 
Self-Management Education (DSME) are 
evidence-based, cost-effective services that 
have the potential to reduce incidence of 
diabetes and help individuals manage the 
disease effectively after diagnosis. Research 
shows that participation in the National DPP 
reduces the likelihood of developing diabetes 
by 58%, thus improving patient outcomes 
and decreasing the costs associated with 
diabetes care and complications.9 DSME has 
been shown to lower blood glucose levels in 
individuals diagnosed with diabetes, which 
translates into fewer diabetes complications 
and reduced medical costs.10 States should 
add the National DPP and DSME to the list of 
benefits covered under their Medicaid plans. 
States should also choose Essential Health 
Benefits (EHB) benchmark plans that include 
coverage of the National DPP and DSME in 
order to encourage increased coverage in  
the private insurance market.

DECISION-MAKER REQUESTED ACTION

State Legislators Enact legislation requiring 
the National DPP and 
DSME to be covered 
benefits in Medicaid.

State Legislators Enact legislation that 
requires private health 
insurers operating in the 
state to cover the National 
DPP and DSME. 

State Regulators Select a state benchmark 
plan that includes coverage 
of the National DPP and 
DSME in order to expand 
coverage for these critical 
services in the private 
market.  

State Regulators Add coverage for the 
National DPP and DSME 
to Medicaid through the 
development of State Plan 
Amendments or waivers. 

6.  Develop bidirectional electronic 
communication systems that 
allow referrals and sharing 
of select patient information 
between clinical and community-
based resource providers.

Clinical and community-based resource 
providers and people living with diabetes 
consistently cite lack of effective 
communication as a barrier to more efficient 
and effective diabetes care. Although robust 
resources such as diabetes prevention or 
management programs, nutrition classes,  
and exercise programs often exist in the 
community, providers are challenged by lack 
of awareness or by not knowing whether 
patients are able to make a successful 
connection with the resource or service. At the 
other end of the feedback loop, community-
based providers have information about 
patients that would be useful to providers for 
creating or modifying treatment plans, like 
progress in weight loss and level of physical 
activity. States should invest in the creation of 
bidirectional electronic referral systems that 
enable clinical providers to easily refer patients 
to community-based resources and allow 
administrators of community-based resources 
to communicate key information about patient 
services and progress back to clinical 
providers.

DECISION-MAKER REQUESTED ACTION

State Legislators Enact legislation calling 
for the development 
of a bidirectional 
communication system and 
appropriate funding for its 
development. 

State Regulators Convene stakeholders and 
develop a bidirectional 
communication system 
that clinical providers and 
community-based resource 
providers can use to 
enhance patient care.  
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7.  Cover prescribed medically-
tailored food for individuals 
with type 2 diabetes enrolled in 
Medicaid who meet certain criteria.

Diet is a crucial component of diabetes 
prevention, management, and treatment, and 
food can and should be used as a medical 
intervention. For the average cost of a 
Medicaid hospital stay ($7,800), Medicaid 
could provide three healthy, medically-tailored 
meals per day (at $20 per day) to someone 
living with diabetes for more than one year.11 
The impact of providing food to people with 
diabetes can be quite significant; for example, 
early results from a Medicaid Managed Care 
plan initiative that delivers medically-tailored 
meals to beneficiaries with diabetes showed 
that 85% of study participants lowered their 
A1Cs after receiving these meals, some by as 
much as 50%.12 States should add coverage of 
prescribed medically-tailored food to the list 
of Medicaid benefits for people at risk for or 
living with type 2 diabetes in order to improve 
health outcomes and reduce healthcare costs.

DECISION-MAKER REQUESTED ACTION

State Legislators Enact legislation that 
requires medically-
tailored meals or 
prescribed healthy food 
to be a covered benefit in 
Medicaid.

State Legislators Enact legislation calling 
for development of 
Medicaid waivers (HCBS 
1915(c) or 1115) that 
include medically-tailored 
meals or prescribed 
healthy food as a 
benefit for appropriate 
populations. 

State Regulators Include medically-tailored 
meals or prescribed 
healthy food as a covered 
benefit in all waivers 
(HCBS 1915(c) and 1115) 
and in all demonstration 
projects.

State Regulators Pursue opportunities 
to participate in CMMI 
demonstration projects 
that include or can include 
provision of medically-
tailored meals or 
prescribed healthy food.

8.  Remove barriers to SNAP 
participation and increase 
participants’ ability to purchase 
fruits and vegetables.

Among adults with diabetes, food insecurity  
is associated with increased rates of depres-
sion, diabetes distress, hospitalizations, and 
low medication adherence.13 Conversely, 
SNAP participation is associated with better 
glucose control14 among food-insecure adults 
living with diabetes.15 States should increase  
participation in SNAP among eligible house-
holds in order to (1) provide low-income  
individuals living with or at risk for type 2  
diabetes the food they need to stay healthy 
and (2) increase participation in other nutri-
tion programs, such as the National School 
Lunch Program, for which SNAP participants 
are categorically eligible. Increased participa-
tion in SNAP also means that more individuals 
can benefit from nutrition incentive programs 
that further subsidize the purchase of healthy 
food such as fruits and vegetables. 

DECISION-MAKER REQUESTED ACTION

State Legislators 
and/or Executive 
Officials

Increase the gross income 
limit for SNAP eligibility to 
200% FPL and eliminate 
the use of an asset test.

State Legislators Appropriate money for a 
state nutrition incentive 
grant program. 

State Regulators Collaborate with local 
partners to apply for 
federal FINI grants.
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9.  Provide financing for healthy 
food retailers in underserved 
communities.

Improving geographic access to healthy 
foods can contribute to both the prevention 
and management of type 2 diabetes. 
Greater proximity to healthy food retailers 
is associated with a reduced risk for obesity, 
even after controlling for other factors 
such as income, race and ethnicity, and 
physical activity.16 Relatedly, residents of 
neighborhoods with better geographic 
access to healthy food retailers have healthier 
food intakes.17 States should appropriate 
money for financing programs that bring 
supermarkets and other healthy food retailers 
into communities that lack adequate access to 
healthy food options.

DECISION-MAKER REQUESTED ACTION

State Legislators Enact legislation 
establishing a financing 
fund to bring healthy food 
retailers into underserved 
communities. 

State Regulators Collaborate with local 
partners and stakeholders 
to assess the healthy 
food retail needs of 
individual communities and 
determine how financing 
funds can be best used to 
meet those needs. 

10.  Improve school nutrition 
programs.

Many students consume over 50% of their 
daily calories at school.18 Increasing access 
to nutritious food in schools is critical to 
reversing rising rates of obesity and type 
2 diabetes among children and future 
generations of adults, particularly those in 
low-income households. States should take 
steps to increase participation in, and  
improve the quality of, school lunch and 
breakfast programs.

DECISION-MAKER REQUESTED ACTION

State Legislators Enact legislation providing 
targeted funding and 
support for school 
breakfast.

State Legislators Enact legislation requiring 
universal school breakfast 
to be served at schools in 
high poverty locations. 

State Regulators Implement direct 
certification for all 
programs that bestow 
categorical eligibility and 
conduct direct certification 
matches on a monthly 
basis. 

State Regulators Apply for federal Direct 
Certification Improvement 
grants to strengthen 
statewide matching 
systems.

State Regulators Provide outreach, 
education, and training 
about the Community 
Eligibility Provision (CEP) 
and encourage its adoption 
among eligible schools and 
school districts.

State Regulators Expand the scope of foods 
covered under the federal 
Smart Snacks Rule and 
eliminate the fundraiser 
exemption.

CONCLUSION
The diabetes epidemic requires urgent 
attention from all government actors, from 
federal to state to local policymakers. 

Implementation of the Best Practices detailed 
in this report would yield significant results for 
people living with or at risk for type 2 diabetes.
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