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The Joint State Government Commission was created in 1937 as the primary and
central norpartisan, bicameral research and policy development agency for the General
Assmbly of Pennsylvanié.

A fourteermember Executive Committee comprised of the leadership of both the
House of Representatives and the Senate oversees the Commission. The seven Executive
Committee members from the House of Representatives are the Sphakitajority and
Minority Leaders, the Majority and Minority Whips, and the Majority and Minority Caucus
Chairs. The seven Executive Committee members from the Senate are the President Pro
Tempore, the Majority and Minority Leaders, the Majority and dvfity Whips, and the
Majority and Minority Caucus Chairs. By statute, the Executive Committee selects a chairman
of the Commission from among the members of the General Assembly. Historically, the
Executive Committee has also selected a \ibair or Trasurer, or both, for the Commission.

The studies conducted by the Commission are authorized by statute or by a simple or
joint resolution. In general, the Commission has the power to conduct investigations, study
issues, and gather information as dirddig the General Assembly. The Commission provides
in-depth research on a variety of topics, crafts recommendations to improve public policy and
statutory law, and works closely with legislators and their staff.

A Commission study may involve the appoment of a legislative task force,
composed of a specified number of legislators from the House of Representatives or the Senate,
or both, as set forth in the enabling statute or resolution. In addition to following the progress
of a particular study, therincipal role of a task force is to determine whether to authorize the
publication of any report resulting from the study and the introduction of any proposed
legislation contained in the report. However, task force authorization does not necessarily
reflect endorsement of all the findings and recommendations contained in a report.

Some studies involve an appointed advisory committee of professionals or interested
parties from across the Commonwealth with expertise in a particular topic; others agednana
exclusively by Commission staff with the informal involvement of representatives of those
entities that can provide insight and information regarding the particular topic. When a study
involves an advisory committee, the Commission seeks consensumg dhe members.
Although an advisory committee member may represent a particular department, agency,
association, or group, such representation does not necessarily reflect the endorsement of the

T Act of July 1, 1937 (P.L.2460, No.459) (46 P.S. § 65), amended by the act of June 26, 1939 (P.L.1084,
No0.380); the act of March 8, 1943 (P.L.13, No.4); the act of May 15, 1956 (1955 P.L.1605, No.535); the act
of December 8, 1959 (P.L.1740, No.646); and the act of November 20, 1969 (P.L.301, No.128).

2 Consensus does not necessarily reflect unanimity among the advisory committee members on each
individual policy or legislative recommendation. However, it does, aiinimum, reflect the views of a
substantial majority of the advisory committee, gained after lengthy review and discussion.
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department, agency, association, or group of all therfgedand recommendations contained
in a study report.

Over the years, nearly one thousand individuals from across the Commonwealth have
served as members of the Commi ssionds numer ou
Commission with its studies. Mwbers of advisory committees bring a wide range of
knowledge and experience to deliberations involving a particular study. Individuals from
countless backgrounds have contributed to the work of the Commission, such as attorneys,
judges, professors and etheducators, state and local officials, physicians and other health
care professionals, business and community leaders, service providers, administrators and
other professionals, law enforcement personnel, and concerned citizens. In addition, members
of advisory committees donate their time to serve the public good; they are not compensated
for their service as members. Consequently, the Commonwealth of Pennsylvania receives the
financial benefit of such volunteerism, along with the expertise in devgjogtiatutory
language and public policy recommendations to improve the law in Pennsylvania.

The Commission periodically reports its findings and recommendations, along with
any proposed legislation, to the General Assembly. Certain studies have s$ipeeliies for
the publication of a report, as in the case of a discrete or timely topic; other studies, given their
complex or considerable nature, are ongoing and involve the publication of periodic reports.
Completion of a study, or a particular aspetian ongoing study, generally results in the
publication of a report setting forth background material, policy recommendations, and
proposed legislation. However, the release of a report by the Commission does not necessarily
reflect the endorsement blget members of the Executive Committee, or the Chair or-Vice
Chair of the Commission, of all the findings, recommendations, or conclusions contained in
the report. A report containing proposed legislation may also contain official comments, which
may be ued in determining the intent of the General Assembly.

Since its inception, the Commission has published more than 350 reports on a sweeping
range of topics, including administrative law and procedure; agriculture; athletics and sports;
banks and bankingpmmerce and trade; the commercial code; crimes and offenses; decedents,
estates, and fiduciaries; detectives and private police; domestic relations; education; elections;
eminent domain; environmental resources; escheats; fish; forests, waters, ammhrkgte
game; health and safety; historical sites and museums; insolvency and assignments; insurance;
the judiciary and judicial procedur e; | abor ;
liens; mental health; military affairs; mines and miningunicipalities; prisons and parole;
procurement; statkcensed professions and occupations; public utilities; public welfare; real
and personal property; state government; taxation and fiscal affairs; transportation; vehicles;
and workers® compensation.

Following the completion of a report, subsequent action on the part of the Commission
may be required, and, as necessary, the Commission will draft legislation and statutory
amendments, update research, track legislation through the legislative patteesshearings,
and answer questions from legislators, legislative staff, interest groups, and constituents.

1 Pa.C.S. A 1939 (iThe comments or report of the com
in the construction mapplication of the original provisions of the statute if such comments or report were
published or otherwise generally available prior to t
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To the Members of the General Assembly of Pennsylvania:

This is the first of a series of reports by the Joint State Govern
Commission in response to the mandate of 2014 House Resol@8o
(Pr.6s No. 4098), which provid
problem posed by diabetes in P
describe, evaluate, and make recommendations to improve
Commonweal thds r esponstes.incrébses witl
advancing age, especially after age 65. Because the average
Pennsyl vani abs citizenry i s [
incidence of diabetes will increase for the foreseeable future.

Public health initiativescanasst t he Commo n\
to reduce the incidence of diabetes and to minimize its baleful eft
Educating the public about diabetes is a vital part of the strategy; p
must be aware of the measures they can take to avoid the disease
take effective measures if they do fall victim to it. Similarly, public hee
authorities must be aware of which measures are most effective s
resources can be directed to optimize their impact.

We hope these reports will assist the Commonwealtioianting
a vigorous and effective response to a serious and growing public |
problem.

Respectfully submitted,

Glenn J. Pasewicz
Executive Director
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EXECUTIVE SUMMARY

The report under 2014 House Resolution 936 to be issued in March 2015rssresio
the following portion of the resolution:

RESOLVED, That the Joint State Government Commission provide the initial
report on the estimated number of individuals with diabetesjipleetes or related
diabetes who are served by each departmenagency and any additional
information the commission deems appropriate to the General Assembly by March
1, 2015.

As background, the report includes a description of Type 1 diabetes, Type 2 diabetes, and
gestational diabetes. The report emphasizes teaprtvalence of diabetes is almost certain to
increase as the average age of Pennsyl vani ab
indicate the magnitude of the challenge posed by this condition:

1 1.2 million people in Pennsylvania are living witfabetes, and almost 0.9 million have
prediabetes or borderline diabetes.

1 Diabetes doubles the death rate of those who have it. It kills about nine people in
Pennsylvania every day, or 3,184 in 2010. It is the seventh leading cause of death
nationwide andn Pennsylvania.

1 The prevalence of diabetes in Pennsylvania has nearly doubled sinée fi@®557
per 1,000 in that year to 103 per thousand in 2010.

1 In 2014, there were about 25,000 hospital admissions in Pennsylvania or of
Pennsylvania residents forathetes and 347,000 admissions of people with diabetes.

The |lionds share of the responsibility for
of Health. The Department works primarily through health care providers rather than individual
patients.The following are its major programs under the general designation Diabetes Prevention
and Control Program (DPCP):

1 The Juvenile Diabetes Cure Research Tax Gl@f€iProgram applies funds from the
income tax checloff to fund research into Type 1 diabetes.

91 Diabetes Prevention Program (DPP) supports regional or local lifestyle change
intervention programs to help persons at risk for developing diabetes to avoid becoming
victims of it. An especially weltleveloped program of this kind is provided by the
Diabetes Prevention Support Center of the University of Pittsburgh.



91 Diabetes SelManagement Education (DSME) funds accredited programs to assist
persons living with diabetes to manage the condition and its complications.

1 Increasing diagnoses and referrddough Health Information Technology, focusing
on the use of electronic health records.

The Pennsylvania Health Care Cost Containment Council has collected a wealth of
information about diabetes, including a report on hospitalizations arising fromotentially
preventable conditions, including four that relate to diabetes:tkmg complications, sheterm
complications uncontrolled diabetes, and lower extremity amputations on diabetes patients.

The Department of Aging assisted over 83,000qessvith diabetes to defray prescription
medication costs through its PACE and PACENET programs. The OPTIONS program assisted
eligible residents with a wide array of honaad community based services.

The Department of Human Services assisted ovef@8/dicaid recipients with diabetes
through the Medical Assistance program.



DIABETES PROGRAMS IN PENNSYLVANIA

This is the first of a series of reports by the Joint State Government Commission
(Commission) in response the mandate of 2014 House Resolution No. 936 (HR 936
resolution is included in this report as Appendix Phjs resolution provides for an ongoing study
of the public health problem posed by diabetes in Pennsyhamiadirects the Commission to
describe, evaluag, andmakr ec o mmendati ons for i mproving the
report will describe the relevant programs of the agencies charged with implementing public health
policy and with assisting persons with diabeté®e hope the repts issued pursuant to HR 936
will assist the Commonwealth in mounting a vigorous and effective response to a serious and
growing public health problem, while respecting privacy and other rightReoinsylvania
residents

Risk factors for diabetes incladomet hat are beyond the indivi
genetic vulnerability and age. The incidence of diabetes increases with advancing age. Because
the average age of Pennsyl vani a6 sthemcidericeoé nr y i
diabetes will increase for the foreseeable future.

Other risk factors are controllable. Diabetes is strongly associated with unhealthy diet,
obesity, and lack of exercise. Improvement in these aregsnot only prevent but cavften
reverse the damage camd by the disease. While there is currently no cure, effective treatments
can also slow the progression of diabetes and enable many of its victims to lead long and healthy
lives. These teatments include indin injection, drug therapy, and lifestyle clyms such as
healthier diet, more exerciseareful monitoing of blood sugar levels andrompt medical
intervention in response tmmplications, such as blurred vision and sores on the feet.

Public health initiati vressdetstaraeduce theincgléencet he C
of diabetes and to minimize its baleful effects. Educating the public about diabetes is a vital part
of the strategy, so that people can be aware of the measures they can take to avoid the disease and
to respond effectivelyf they do fall victim to it.

4 This report focuses on the described on page 4, 8riesof HR 916. If new information regarding programs and
the number of persons assisted by them is uncovered by Commission staff, it will be included in the next report under
this resolution.






DIABETES MELLITUS

Diabeteqwhose full scientific name is diabetes mellitissq group of diseases marked by
high levels of blood glucose resulting from defects in insulin production, insulin action ot both.
Diabetes can lead to serious complications and premature death, but people with diabetes can take
steps to control the disease and lower the risk of complications.

Types of diabetes

Type 1 diabeteswas previously called insukidependent diabetes mellitus owgnile
onset diabetes. Type 1 diabetes develops when
cells, the only cells in the body that make the hormone insulin that regulates blood glucose. To
survive, people with type 1 diabetes must have insldiivered by injection or a pump. This form
of diabetes usually strikes children and young adults, although disease onset can occur at any age.
In adults, type 1 diabetes accounts for fivégiopercent of all diagnosed cases of diabetes. Risk
factors fortype 1 diabetes may be autoimmune, genetic, or environmental. There is no known way
to prevent type 1 diabetes. Several clinical trials for preventing type 1 diabetes are currently in
progress or are being planned.

Type 2 diabeteswas previously calledon-insulinrdependent diabetes mellitus or adult
onset diabetes. In adults, type 2 diabetes accounts for about 90 to 95 percent of all diagnosed cases
of diabetes. It usually begins as insulin resistance, a disorder in which the cells do not use insulin
properly. As the need for insulin rises, the pancreas gradually loses its ability to produce it. Type
2 diabetes is associated with older age, obesity, family history of diabetes, history of gestational
diabetes, physical inactivity, and race or ethnicitfrican-Americans, Hispanic or Latino
Americans, American Indians and some Asian Americans and Native Hawaiians or other Pacific
Islanders are at particularly high risk for type 2 diabetes and its complications. Type 2 diabetes in
children and adolescentthough still rare, is being diagnosed more frequently among American
Indians, AfricanAmericans, Hispanic or Latino Americans, Asians, and Pacific Islanders.

Gestational diabetesis a form of glucose intolerance diagnosed during pregnancy.
Gestationaldiabetes occurs more frequently among Afridanericans, Hispanic or Latino
Americans, and American Indians. It is also more common among obese women and women with
a family history of diabetes. During pregnancy, gestational diabetes requires treatment to
normalize maternal blood glucose levels to avoid complications in the infant. Immediately after
pregnancy, five to ten percent of women with gestational diabetes are found to have diabetes,
usually type 2. Women who have had gestational diabetes haveoca6@percent chance of
developing diabetes in the next five to 10 years.

5 This part is adapted from Pennsylvania Department of HeBitfrgau of Health Promotion and Risk Reduction,

Chronic Disease in Pennsylvania 20B5-80, http://www.health.state.pa.us/pdf/ChronicDiseaseBurdenRepart.pdf

It also includes observations by Tomas J. ArdwRisk ar , Di
Reduction.



Other types of diabetes result from specific genetic conditions (such as matunsst
diabetes of youth), surgery, medications, infections, pancreatic disease and othesillBash
types of diabetes account for one to five percent of all diagnosed cases.

Health and Economic Effects of Diabetes

National.Diabetes appeared as the seventh leading cause of death in the U.S. in 2007, but
it may rank even higher, as it is likelo be underreported as a cause of death. The risk of death
among people with diabetes is about twice that of people without diabetes of a similar age.

In the U.S., about 1.9 million new cases of diabetes are diageasbhd/eam people age
20 and ol@r each yeat.There were an estimated 25.8 million children and adults in the United
State® 8.3 percent of the populatidrwith diabetes in 2010. Of those, 18.8 million were
diagnosed and seven million people were undiagnosed. The prevalence of diapetgdarage
20 and older is higher in men than in women (13 million or 11.8 percent for men vs. 12.6 million
or 10.8 percent for women).

The national agedjusted diabetes mortality rate decreased from 27.5 per 100,000
population in 2000 to 21.3 per 1,000 population in 2008. Female diabetes mortality rates
consistently decreased every year between 2000 and 2008. The overall male diabetes mortality
rate decreased as well, but with slight fluctuations between 2000 and 2008. The mortality rate
differencesbetween males and females increased between 2000 and 2007, with a difference of
18.5 percent in 2000 to 55.5 percent in 2007. The difference between males and females narrowed
in 2008 when compared to 2007.

National survey data indicate 7.1 percent ofr-hlispanic whites, 8.4 percent of Asian
Americans, 12.6 percent of nétispanic blacks and 11.8 percent of Hispanics age 20 or older had
been diagnoseavith diabetes between 2004 ar®06 after adjusting for population age
differences.

Adults with diabgées have heart disease death rates about two to four times higher than
adults without diabetes. The risk for stroke is also about two to four times higher among people
with diabetes than those without diabetes.

Diabetes is the leading cause of new casddindness among adultsiZl4 years of age.
Diabetic retinopathy causes 12,000 to 24,000 new cases of blindness in the U.S. each year.
Total costs of diagnosed diabetes in the U.S. in 2007 are about $116 billion in direct medical costs
and $58 billion inndirect costs (disability, work loss, and premature mortaditg)total of $174
billion. After adjusting for population, age and sex differences, average annual medical
expenditures among people with diagnosed diabetes were 2.3 times higher than withiiLegpe
would be in the absence of diabetes.

6 Statistics in this section are from Centers for Disease Control, Diabetes Fact Sheet, 2011 and Pennsylvania

Depart ment of Health, fA2013 Pennsylvania Diabetes Fact

-6-



For persons with diabetes, selbnagement education or training is a key step in
improving health outcomes and quality of life. Education focuses otaafbehaviors, such as
healthy eating, being a8, and monitoring blood sugar. It is a collaborative process in which
diabetes educators help people with or at risk for diabetes gain the knowledge and-poditegn
and coping skills needed to successfully-egdinage the disease and its related ¢mmd.

PennsylvaniaAccording to data from the Pennsylvania Health Care Cost Containment
Council (PHC4) for FY 2014, there were 24,826 admissions to Pennsylvania hospitals where
diabetes was the principal reason for the hospital stay. Appately 96 rcentof these
hospitalizations were for Pennsylvania residents. The FY 2014 data also shows that there were
340,356 hospital admissions where diabetes was a secondary diagnosis; that is, diabetes was not
the principal reason the patient was hospitalibed the patient had diabetes. Approximately 95
percent of these hospitalizations were for Pennsylvania residefitsus about 347,000
Pennsylvania citizens were hospitalized in Pennsylvania where diabetes was either the primary or
a secondary diagnosis.

PHC4 has compiled a wealth of information regarding the effects of diabetes in
Pennsylvania, as shown in the following charts and tables.

Preventive Care Practices for Commerdially Insured Adults with Diabetes
United States and Pennsylvania, 2007
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Mote: 1LS. and Pennsylvania averaqes are based on NCOA data. 1.5 averages were calculated by NCOA, and Pennsylvania averages were calculated by PHCA,
*This is the only measurein vihich a lower peicentage is a better autcome.

SOURCE: Pennsyl vania Health Care Co
Conditionsin Pennsylvana o (June 2010), 11.

7 E-mail from Flossie Wolf, Pennsylvania Health Care Cost Gomtant Council to Commission staff, February 5,
2015.



Hospital Admissions* for Diabetes
in Pennsylvania, 2004-2008
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Diabetes Hospitalizations in Pennsylvania, 2008

Average
Number Percent Rate*  LengthofStay Total Days
Total 24,456 100.0% 1.96 50 121,845
<l 12 <01% | 008 103 124
1-17 1,294 5.3% 0.50 24 3,151
18-44 5,8.94 24.1% 1.35 37 21922
4564 8619 35.2% 252 54 - 46499
65-84 7,186 294% 449 59 42141
85+ 1451 5.9% 468 55 8,008
Male 12,747 52.1% 2.10 5.1 65549
Female 11,709 47.9% 1.83 48 56,296

White (non-Hispanic) 15,943 65.2% 157 50 80,257
Black (non-Hispanic) 6,356 26.0% 497 49 30975
Hispanic' 1,120 4.6% 189 47 5231
Other 1,037 4.2% 2.35 5.2 5382

* Per 1,000 residents. Hospitalization rates take into account the proportional differences among seqments of the population, such as age, gender and

race/ethnicity. The rates for a specific demographic only include residents forthat demagraphic.
" Intemal PHC4 analysis sugqests that Hispanic ethnicity may be slightly underreported.

SOURCE: Pennsylvania Health Care Cost Contaimmt

2010), 12.
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Diabetes Hospitalization Rates*
Pennsylvania and United States

2004 2007 2008
PA us PA us PA
Total 1.88 1.75 1.96 1.77 1.96
<1 0.04 NA 0.07 NA 0.08
1-17 0.47 0.45 0.50 0.40 0.50
1844 © 1.23 122 | 130 133 © 135
45-64 245 2.54 2.52 2.50 2.52
65-84 4.65 4.57 4.74 4,29 4.49
85+ 4.44 4.32 4.56 4.24 4.68
By Gender
Male 1.99 1.80 211 1.87 2.10
Female 1.78 1.69 1.83 1.67 1.83

* Per 1,000 residents. Hospitalization rates take into account the proportional differences
among segments of the population, such as age, gender and race/ethnicity. The rates for a
specific demographic only include residents for that demographic.

NA - U.S. rate is not available for this age group.

Hospitalization Rates* for Diabetes
by County of Residence, 2008

TIOGA BRADFORD | SUSQUEHANNA

CENTRE

0.72t0 099 1.00 to 1.50 I 151t01.99 B ;o023 HE 2400426

* Per 1,000residents. Rates are adjusted for age and sex differences among county populations. Rates for counties with small populations are very sensitive to small
changes in the number of hospitalizations; that is, higher rates may be reflective of minor fluctuations in the number of hospitalizations.

SOURCE: Pennsylvania Health Care Cost ConfPannmsgh!
2010),13 and 15.



SOURCE: Pennsylvania Health Care Cost Containmenti€Cac i | , AChronicnHPehhbhyCu
(June 2010)16.
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