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The Business of Hospital Care of Diabetic Patients:
1. Is It Time to Reconsider the Model for
Educational Services?
Steven B. Leichter, MD, FACP, FACE
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any of the specialty concepts
and models for rendering hospital care to diabetic patients
were derived during the 1980s.1 The use
of the hospital, goals for care, and
parameters for judging the care of diabetic patients were much different then
than now. Since that time, increases in
hospital costs, changes in patterns of
payment, and denial of benefits except
for certain diagnoses have altered the
hospitalized population to a patient
group with a much higher acuity.2
Furthermore, these changes have also
resulted in reduced lengths of stay for
such patients. Therefore, the available
time to teach and provide support services to diabetic patients in the hospital is
much shorter than it used to be and
often nonexistent.
In 1982, a group of experts from the
National Diabetes Advisory Board
(NDAB) defined guidelines for programs that render educational services to
hospitalized diabetic patients.3,4 The
NDAB was a board established to advise
Congress about the implementation of
legislated initiatives in diabetes research
and care.5 These guidelines were adopted by the American Diabetes Association
(ADA) and implemented as its Education Recognition Program (ERP).6
Although the guidelines have been modified over the years, the model for an
adequate program as originally suggested by the NDAB remains the same, and,
as proposed 20 years ago, is applied in
both outpatient and inpatient hospital
settings.
Whether this model remains applicable to the inpatient setting should now be
considered in view of the aforemen-
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tioned changes in inpatient care. A model that cannot be applied practically and
that may affect hospitals negatively both
in terms of care approach and cost clearly should be modified to fit the current
circumstances. The imposition of an
unfeasible model will only discourage
institutional interest in pursuing the
development of positive inpatient diabetes care programs.
The Derivation of the ERP
The original effort to define and promulgate a model for diabetes patient education programs was stimulated by one
primary concern: the lack of insurance
reimbursement for diabetes education.
Before the ERP, there was a severe lack
of organized services in health care
institutions, especially hospitals, to meet
the valid special needs of diabetic
patients.7 One reason for this situation
was a lack of dedicated insurance support for such activity.1
Health care organizations refused to
provide such services unless insurance
support was forthcoming. This task was
referred to diabetes advocacy groups,
such as New Jersey’s State Diabetes
Advisory Board.8 However, efforts to
induce insurance companies to pay for
these services were met with frustration:
insurance companies requested definitive
proof that diabetes patient education
would reduce long-term cost risks of diabetic patients before agreeing to support
such education. There was no substantial
prospect that such a study would be
funded or carried out.
To address this apparently insoluble
situation, the NDAB suggested that a
nationally viable diabetes organization

such as the ADA support a program in
which patient education programs of reasonable quality would be awarded an
official “seal of approval.”3,4 Institutions
with such programs could then market
them to their service community in
hopes that public recognition of this
achievement would alter patient flow
from competing institutions to those
whose programs were officially recognized. Because diabetic patients represent a significant target population for
health organizations and hospitals,7 the
concept was that such recognition could
give these organizations a competitive
advantage in their service areas. Then,
the health organizations, and not diabetes advocacy groups, would seek funding for such programs.
Current State of Education
Recognition
The ERP has fulfilled its initial goals
more completely than the originators
ever believed would occur. Each state
now has many locations that offer recognized diabetes patient education programs.5 Both the number of applications
for recognition and the number of programs achieving recognition have continued to grow. In Kentucky, for example, the state in which the idea for
recognition originated, there are now 45
recognized programs.5 When the ERP
was conceived in 1982, Kentucky had
only one institution with a formal diabetes education program.7
Although there have been no widespread changes in insurance coverage for
inpatient diabetes education, changes
have occurred for outpatient programs.
Perhaps the most significant change has
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been the development of guidelines for
payment of outpatient education by
Medicare, based on the ADA recognition
process.9 These guidelines permit reimbursement for outpatient diabetes education for programs that have achieved
ADA recognition.
The State of Inpatient Diabetes
Education
Unfortunately, these developments have
made the current education model less
and less relevant to inpatient diabetes
services over time. When the original
guidelines for recognition were drafted,
the perspective of the NDAB was that
the educational model applied equally to
inpatient and outpatient settings. This
was because, at that time, hospital
lengths of stay for diabetes were unrestricted. Health professionals viewed the
hospital environment as a controlled setting in which patients could have an
intensive course of instruction over a
number of days.
Of course, this situation no longer
exists. Inpatient lengths of stay have
been restricted10 and meaningful, complete educational programs, as called for
in the ERP guidelines,5 can no longer be
delivered in that environment. For most
institutions, delivering a complete package of services is not practical. Nevertheless, the ERP guidelines remain the
only accepted model for inpatient diabetes support services available.
Defining Needs
There are few data available to describe
the inpatient population of diabetic
Americans today or to characterize their
service needs. Studies from other
English-speaking nations must be considered in order to draw some picture of
the American population. A very recent
Canadian study11 clearly shows that dia-

CLINICAL DIABETES • Volume 21, Number 2, 2003

B U S I N E S S

O F

D I A B E T E S

betic inpatients are more likely to have
lower annual incomes. Studies in specific groups of diabetic patients, such as
patients with type 1 diabetes, demonstrate that the majority of recurrent
admissions come from a minority of the
patient group.12,13 These studies confirm
earlier reported experiences in the
United States.14
These characteristics of many hospitalized diabetic patients suggest that the
inpatient population may have common,
specific service requirements that have
not yet been described. Because many
admissions involve patients with lower
income levels and those who have had
previous admissions, services may need
to couple case management with specific, targeted educational modalities. Educational topics may be identified in the
initial evaluation process as those
aspects of care that are related to the reasons for recurrent hospital admission.
Psychosocial support and other case
management functions may be at least as
relevant as patient education to these
support services.
Developing a Model
This perspective suggests that the guidelines for diabetes support services, as
outlined in the ADA’s ERP, may not be
relevant to the current needs of hospitalized diabetic patients. If these standards
are not relevant, no other relevant model
exists for inpatient support services. If,
as the previously mentioned studies suggest, the population of hospitalized diabetic patients includes the most challenging cases, then the derivation of a
distinct model for support services in the
inpatient environment may be necessary.
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