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diabetes mellitus, a con-
dition dating back to
at least 1500 BC,1 was
rare in the US until one

hundred years ago.2 In 1997, 10.3
million US residents, or 5.9% of the
population, were known to have di-
abetes. This number represents a
sixfold increase in prevalence since
1958. Another 5.4 million had dia-
betes that had not been diagnosed.3

Diabetes affects certain US popula-
tions disproportionately: American
Indians, Alaskan Natives, African
Americans, Hispanic/Latinos, and
some Asian and Pacific Islanders.4,5

Type 2 diabetes is expected to be-
come epidemic in other countries,
including developing nations.2 The
steadily rising incidence and preva-
lence of diabetes and its complica-
tions, the related burden of
vulnerability to increasing numbers
of people and populations, and pub-
lic awareness of the condition sup-
port growing recognition of diabetes
as a public health disorder.6

PUBLIC HEALTH

PERSPECTIVE ON DIABETES

A clinical view of diabetes typically
focuses on individuals with diabetes
and their families. Public health
takes a wider view by focusing on
populations.7 Public health has been
defined as, “what we, as a society,
do collectively to assure the condi-
tions in which people can be
healthy.”8(p.,1) The mission of public
health offers this assurance to all
members of a community or nation
and is grounded in the ethics of so-
cial justice. Two of the core values of
public health are prevention and
community.8 The community lies at
the heart of public health. Public
health embraces the community’s
priorities, providing an organizing
framework for the development of

programs to address them. It en-
compasses the physical, mental, so-
cial, economic and spiritual health of
the community9 and the reciprocal
relationship between people and
their environments.

Public health professionals
strive to perform core functions of
public health through assessment,
policy development, and assurance.
Assessment involves systematically
collecting, assembling, and analyz-
ing information on the health of
populations, and the needs and pri-
orities of communities and of the
health system itself. Policy develop-
ment involves advocating for public
health, helping communities plan
and identify local resources, building
constituencies, and developing com-
prehensive policies to address prior-
ity health needs. Assurance involves
working independently and with
partners to ensure that appropriate,
accessible healthcare activities are
carried out, and informing and edu-
cating the public.11

IMPORTANCE OF CLINICAL

AND PUBLIC HEALTH

SECTORS WORKING

TOGETHER

Both clinical and public health per-
spectives are needed to reduce the
impact of diabetes for individuals,
families, communities, and the na-
tion. Public health bases its popula-
tion-based approaches on three
levels of prevention: primary preven-
tion (eg, preventing the occurrence
or incidence of diabetes), secondary
prevention (eg, preventing develop-
ment of acute or chronic complica-
tions through glycemic control) and
tertiary prevention (eg, preventing or
delaying progression of complica-
tions through early detection and
treatment). The growing scientific
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evidence that these prevention strat-
egies are effective in reducing unde-
sirable outcomes of diabetes is of
paramount importance to the prac-
tice of both sectors. Advocates rep-
resenting clinical and public health
approaches have recently been in-
strumental in promoting legislative
action supporting diabetes preven-
tion strategies and insurance cover-
age of diabetes education and self-
care supplies at national and state
levels. Concern for quality education
and care was reflected in initial ef-
forts (1983) by the multiagency Na-
tional Diabetes Advisory Board
(NDAB) to develop the “National
Standards for Diabetes Self-
Management Education.”12 This
concern continues with leadership
by voluntary organizations (eg, the
American Association of Diabetes
Educators, American Diabetes As-
sociation), federal agencies (eg,
Health Care Financing Administra-
tion, Indian Health Service), and
state health departments.

The clinical and public
health approaches use different ob-
servational tools, but they both have
a history of collaboration for people
with diabetes. The clinical approach
starts with the perspective of the in-
dividual (eg, diagnosis, treatment,
and biological mechanisms of dis-
ease) and expands to a broader con-
text of disease conditions and their
management. The public health ap-
proach begins with a larger initial
view (eg, epidemiological findings,
such as risk factors for diabetes and
its complications, health promotion,
disease prevention) and then nar-
rows the perspective to recognize the
role of biological factors and clinical
care in improving the health of the

community. Both approaches share
their perspectives and reinforce each
others’ goals and activities.

INTEGRATION OF

NONTRADITIONAL

PARTNERS IN HOLISTIC

APPROACHES

The practice of public health stimu-
lates the development of new sys-
tems of integration among all
organizations within a community
whose missions have an impact on
the health of the public. Many of
these organizations are neither pro-
viders of clinical services nor tradi-
tional health departments but rather
diverse organizations such as church
groups, grassroots advocacy groups,
tribal councils, and schools. Lay
health advisors, or community
health workers, defined as “lay peo-
ple to whom others naturally turn
for advice, emotional support, and
tangible aid,”13 can serve as bridges
between individuals and access to
systems. Some organizations may
want to consider incorporating this
partnership approach, which is
based on social support theory, into
their efforts to reach populations in
relevant ways.

RECOMMENDATIONS

Diabetes educators are encouraged
to

1. Collaboratewithpublichealth
agencies.EveryUSstateandterri-
toryhasadiabetescontrolprogram
(DCP)thatstrivestoimpactdiabe-
tesoutcomesthroughpublichealth
approaches, includingsystems-level
interventionsbasedontheecologi-
calnatureofdiabetes.14DCPscanbe
contactedthroughthestatehealth
departmentsorviatheWorldWide
Webonthehomepageforthe
CentersforDiseaseControland
Prevention(CDC)at

http://www.cdc.gov/diabetes.Pub-
lichealthagenciescanalsoprovide
relevantassistanceonissuessuchas
cardiovasculardiseaseprevention,
dietandexercise, influenzaand
pneumoccocalvaccination,andto-
baccocontrol.
2. Buildprogramsonscientifically
groundedtheoriesandmodels,and
sharetheresultswithotherhealth-
careprofessionals involvedinthe
careofpeoplewithdiabetes.This
approachservestoguidethesearch
formodifiablefactors(eg,knowl-
edge,attitudes,self-efficacy,social
support,andresources)andpave
thewayfordevelopmentandevalu-
ationofdiabeteshealthpromotion
interventions.Programsthat lacka
theoreticalbasistendtostandiniso-
lationwithoutacommonframe-
workforreference.Interventionsfor
specificpopulationsareparticularly
needed,andthespecifictheoretical
constructsandvariables important
tothecultureshouldbeincorpo-
ratedintoplanningandevalua-
tion.15Theoriescanbeusedthatfo-
cusonthemultipleenvironmentsre-
latedtodiabetes influenceand
management(eg,socialcognitive
theory,diffusionofinnovations)
andinvolvecommunitiesfromthe
beginning.16-18

3. Considerintegratingthe
HealthyPeople2010objectives in
programgoals.Seeweb.health.gov/
healthypeople/.
4. Researchdataassessmentcapa-
bilitiesprovidedbythestateDCPor
countypublichealthdepartment,
IndianHealthService,ortheBehav-
ioralRiskFactorSurveillanceSys-
tem(BRFSS),astate-conducted
systemusingcontinuouslycon-
ductedtelephonesurveystomoni-
torthemodifiableriskfactorsfor
diabetesandotherchronicdiseases.
Local-leveldatamaybeavailableon
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diabetestreatment,morbidityand
prevalenceestimates.Manystate
DCPspublishstate-specificdata
reports.
5. ParticipateintheNationalDia-
betesEducationProgram(NDEP),
ajoint initiativeledbytheCDCand
NationalInstitutesofHealthwith
publicandprivatesectorpartners
acrossthecountry.Thepurposeof
theNDEPistoeducatepeoplewith
diabetesandtheirfamilies; thegen-
eralpublic;healthcareproviders;
andpayers,purchasers,and
policymakersthatdiabetes isseri-
ous,common,costly,andcontrolla-
ble.NDEPwillusemassmedia,
specialpopulationinterventions,
community-basedinterventions,
andhealthsystemsapproachesto
increaseawarenessandpreventand
reducetheavoidablecomplications
ofdiabetes.20,21
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