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Good Morning Mr. Chairman, and Members of the Subcommittee: 

I am Buford Rolin, Chairman of the Poarch Band of Creek Indians and Vice-Chairman of the 
National Indian Health Board (NIHB). Thank you for inviting the NIHB to discuss the crisis of 
diabetes facing our American Indian and Alaska Native (AI/AN) people. 

Established in 1972, the NIHB serves all 564 federally recognized All AN Tribal Governments 
by advocating for the improvement of health care delivery, as well as upholding the federal 
government's trust responsibility to AIIANs. We strive to advance the level and quality ofhealth 
care and the adequacy of funding for health services delivered directly by the Indian Health 
Service (IHS) or directly operated by Tribes and Tribal Organizations. Our Board Members 
represent each of the twelve IHS Areas and are generally elected at-large by their respective 
Tribal Governmental Officials within their regional area. The NIHB is the only national 
organization solely devoted to the improvement of Indian health care on the behalf of the Tribes. 

All AN people suffer disproportionally lower health status and experience higher health 
disparities. In many tribal communities, diabetes is three to five times the national average. I am 
pleased that your Committee is working to both elevate this issue in Congress and to develop and 
support policies and programs to address the problem. 
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Diabetes in Indian Country 

Less than 100 years ago, diabetes was virtually unknown in Native communities. Today, AI/ AN 
communities suffer disproportionately high rates oftype 2 diabetes. AI/AN adults are 2.2 times 
more likely to have diabetes compared with non-Hispanic whites. 1 Furthermore, in comparison 
with 8.7% of non-Hispanic whites, 16.3% of AI/AN adults have been diagnosed with diabetes? 
In some AI! AN communities, more than half of the adults aged 18 and older have been 
diagnosed with diabetes, with prevalence rates reaching as high as 60%.3 Adding to these 
troubling statistics is the rise of obesity and type 2 diabetes among our young people. The 
highest rate of increase has occurred among AI/AN young adults aged 25-34 years, with a 161% 
increase from 1990-2009. Alarmingly, type 2 diabetes rose 110% in AI/AN adolescents, 15-19 
years old. 
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AI/ AN people are also more likely to die from diabetes or diabetes related causes than other 
Americans. The diabetes mortality rate is nearly three times higher in the AI/ AN population than 
the general U.S. population (2003-2005)4• The diagnosis of diabetes also leads to diagnosis of 
other diseases, which lead to further health complications. For example, AIIANs have a 3.5 
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times higher of rate of diabetes-related kidney failure compared to the general U.S. population in 
2004.5 

The Special Diabetes Program for Indians 

Despite these alarming statistics, there is progress being made that, if continued, will help to 
stem the tide of diabetes in Native communities. It is difficult to highlight this progress without 
calling attention to the Special Diabetes Program for Indians (SDPI). That is because prior to the 
creation of SDPI, there was no focused federal effort to address diabetes in tribal communities. 
Moreover, in the twelve years since SDPI began providing support to communities for diabetes 
treatment, prevention and education, data has been collected that shows real progress. 

Congress created the SDPI in 1997 in the wake of increasing public concern about the human 
and economic costs of diabetes in the U.S. and its growing prevalence among the AI/AN 
population. The SDPI was implemented through consultation with Tribes to develop the 
methodology and the process for distribution of the funds. In 1998, the IHS formally established 
the Tribal Leaders Diabetes Committee (TLDC) to provide advice and recommendations on 
policy and issues concerning diabetes and related chronic diseases. The TLDC is comprised of 
an elected Tribal Leader from each ofthe 12 IHS Areas, one IHS representative and one 
representative from five national organizations, including the NIHB. Currently, I have the honor 
to serve as the Co-Chair ofthe TLDC along with Dr. Kelly Acton with the IHS Division of 
Diabetes Treatment and Prevention. 

The TLDC's collaborative effort with the IHS has been an important factor of the SDPI. The 
IHS recognized from the start of this program that it would have to make careful choices about 
where to invest these funds and knew these choices would best be made with input from Tribal 
leaders who serve on the TLDC. In addition, the TLDC plays a key role in ensuring that the IHS 
consults with Tribes before making decisions on diabetes treatment and prevention efforts. 

Growth and Impact of SDPI 

In the beginning, the SDPI funds provided funding to 333 non-competitive grant programs to 
IHS, Tribal, and urban Indian health programs in 35 states to begin or enhance diabetes treatment 
and prevention programs in Indian communities. The result has been the creation of innovative, 
culturally appropriate strategies that address diabetes. The Community-Directed Diabetes 
Programs continue today with 385 grant programs funded. The IHS encourages the use of the 
Indian Health Diabetes Best Practices and promotes the development of local programs based on 
local community needs and priorities. This focus on the local priorities and community centered 
has been the key to the success of the program as the local tribal community designs the program 
based on the needs of their community. 

In 2004, at the direction of Congress, the SDPI expanded with the addition of two demonstration 
projects, which included 66 competitive grants. Thirty-six grantees participated in the Diabetes 
Prevention Demonstration Projects, which focused on preventing diabetes through lifestyle 
changes, such as exercise and weight loss. The remaining 30 grantees participated in the Healthy 

5 See note 1. 
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Heart Demonstration project that targets Indian people who have been diagnosed with diabetes 
by treating for related cardiovascular diseases. 

Today, the IHS provides funding and support for diabetes prevention and treatment programs, 
services, and activities to over 450 IHS, Tribal and urban Indian program, serving nearly all 
federally recognized tribes. The following is a sample of some of the prevention, screening, and 
treatment services provided by the IHS, Tribal, and urban diabetes programs: 

• Clinical annual examinations ofthe eyes, teeth, and feet to prevent diabetes-related 
complications 

• Laboratory tests to assess diabetes control and complications 
• Nutrition education and counseling services by registered dieticians 
• Culturally appropriate diabetes education and awareness activities 
• Diabetes primary prevention programs for children and families 
• Community-based healthy eating programs at area schools and nursing homes 
• Community physical fitness activities 

Diabetes-related health outcomes have improved significantly in AI! AN communities since the 
inception of the SDPI. For example: 

• One of the most important improvements is an 11 percent decrease in the mean blood 
sugar level (A1C) of AIIANs with diagnosed diabetes, a major achievement over 12 
years. Decreases of this magnitude translate to a 40% reduction in diabetes-related 
complications such as blindness, kidney failure, nerve disease and amputations.6 

• The mean total cholesterol level has decreased by 16% from 1997-2009, and mean LDL 
cholesterol ("bad" cholesterol) has been reduced 20%. Research has shown that lowering 
cholesterol levels may help reduce the chance of developing cardiovascular 
complications associated with diabetes such as heart attacks, stroke or heart failure. 

• The prevalence of protein in the urine (a sign of kidney dysfunction) was reduced by 32% 
between 1997-2009.7 New cases of diabetes-related dialysis in AIANs decreased 31 % 
between 1999 and 2007, while remaining relatively unchanged in whites and blacks. 
Preventing kidney failure is critical to preventing people with diabetes from needing 
dialysis or kidney transplants.8 

The SDPI has allowed many of the IHS, Tribal and urban programs to provide preventive and 
other basic elements of diabetes care that was not available to AIIANs prior to the SDPI. In fact, 
it is proving to be both a successful effort and a good investment. The SDPI funding has enabled 
the IHS, Tribal, and urban Indian programs to provide expanded prevention, screening and 
treatment diabetes services. Through an increase in prevention and screening activities, the 
economic costs of treating diabetes and diabetes-related complications in Indian communities 

6 Special Diabetes Program for Indians: Together We Fight Diabetes for our Ancestors, Our Communities and 
Future Generations citing Indian Health Service Report to Congress, 2007. 
7 Special Diabetes Program for Indians: Together We Fight Diabetes for our Ancestors, Our Communities and 
Future Generations citing Indian Health Service, DDTP Fact Sheet. 
8 Special Diabetes Program for Indians: Together We Fight Diabetes for our Ancestors, Our Communities and 
Future Generations citing 2009 USRDS Atlas available at http://www.usrds.org/atlas.htm. 
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should be lessened. However, more importantly, the SDPI funds have significantly enhanced 
diabetes care and education in AI/ AN communities, as well as built a desperately needed 
infrastructure for diabetes programs. 

The outcomes of the SDPI have helped to advance other IHS diabetes programs such as the 
Model Diabetes Program, which was established under the Indian Health Care Improvement Act. 
The Model Diabetes Program also promotes collaborative strategies with Tribes for the 
prevention and treatment of diabetes. The 19 Model Diabetes Programs in the Indian health 
system have made significant contributions, including state-of-the-art comprehensive, clinical 
diabetes care through a multidisciplinary preventive and treatment approach, and education and 
nutritional counseling services. 

The Future 

The vision of the TLDC is to empower AI/ AN people to live free of diabetes through healthy 
lifestyles while preserving cultural traditions and values. The SDPI is a vital program that is 
fulfilling this mission ofthe TLDC. I am proud of what the SDPI has accomplished. This 
program has been life saving to people who have diabetes, life-changing to those who have 
avoided diabetes because of early detection and prevention efforts, and perhaps most 
importantly, it is helping to ensure a diabetes-free future for our children and future generations. 

Diabetes is one of the greatest public health challenges facing Native communities as well as our 
country as a whole. Making real progress in this area and ensuring that future generations will 
be free of the burden of this disease will take the federal government and tribal governments 
working together. We have shown it can work. Now we need to recommit ourselves and this 
hearing is a good first step. 

On behalf of the National Indian Health Board, I appreciate having this opportunity to provide 
this testimony. Thank you for inviting me here and I am happy to answer your questions. 
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Good Morning Mr. Chairman, and Members of the Subcommittee: 

I am Buford Rolin, Chairman of the Poarch Band of Creek Indians and 

Vice-Chairman of the National Indian Health Board. I also serve as 

the Co-Chair of the Tribal Leaders Diabetes Committee, and on a 

personal note, I have lived with diabetes for the last six years. Thank 

you for inviting NIHB to participate in this important hearing. 

Today, American Indians and Alaska Natives suffer disproportionately 

from diabetes. Indian adults are 2 times more likely to have diabetes 

compared with non-Hispanic whites. In some tribal communities, 

more than half of the adults have been diagnosed with diabetes. 

Sadly, the highest rate of diabetes diagnosis has occurred among our 

children and young adults. From 1990-2009, young native people 

ages 25 thru 34 years experienced a 161% increase in diagnosis of 

Type 2 diabetes. In addition, diagnosis of diabetes rose 110% in our 

teenagers 15-19 years old during that same period. 
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Despite these alarming statistics, progress is being made. This 

progress would not have been possible without the Special Diabetes 

Program for Indians. 

Congress created SDPI in 1997 in the wake of increasing public 

concern about the burden of diabetes in native communities. In 1998, 

the Indian Health Service established the Tribal Leaders Diabetes 

Committee to provide guidance on SDPI, diabetes and related chronic 

diseases. 

Today, through SDPI, IHS provides funding and support for diabetes 

prevention and treatment programs, services, and activities to over 450 

IHS, Tribal and urban Indian SDPI programs. 

And it is working! Diabetes-related health outcomes have improved 

significantly in Native communities since the launch of SDPI. For 

example: 

• 11% decrease in the blood sugar level (A1 C) in Indian people 

who have been diagnosed with diabetes. This decrease 

translates to a 40% reduction in diabetes-related complications 

such as blindness, kidney failure, nerve disease and 

amputations. 
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• 16% decrease in total cholesterol level, and a decrease of 20% 

in bad cholesterol. Research has shown that lowering 

cholesterol levels reduces the risk of developing complications 

associated with diabetes such as heart attacks, stroke or heart 

failure . 

• 32% decrease of the prevalence of protein in urine, a risk 

factor in kidney disease. New cases of diabetes-related dialysis 

in Indian people decreased 31% between 1999 and 2007, while 

remaining relatively unchanged in other races. Preventing 

kidney failure is critical to help people with diabetes avoid 

needed dialysis or kidney transplants. 

In addition, SDPI has enabled the IHS, Tribal, and urban Indian 

programs to provide expanded screening, prevention, and diabetes 

treatment services as well as to build a desperately needed 

infrastructure. 

The Committee should also know that the outcomes of SDPI and 

knowledge gained through these scientific-based programs have 

helped to inform and advance other IHS diabetes programs, such as 

the Model Diabetes Program, established under the Indian Health Care 
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Improvement Act. The 19 Model Diabetes Programs in the Indian 

health system have made significant contributions, including state-of

the-art comprehensive, clinical diabetes care, through a 

multidisciplinary preventive and treatment approach. 

The Special Diabetes Program for Indians has been life saving to 

people who have diabetes; life-changing to those who have avoided 

diabetes because of early detection and prevention efforts; and perhaps 

most importantly, it is helping to ensure a diabetes-free future for our 

children and future generations. 

Making real progress in this area and ensuring that future generations 

will be free of the burden of this disease requires federal and tribal 

government collaboration. We have shown it can work. Now, we 

need to recommit ourselves, and this hearing is a good first step. 

On behalf of the National Indian Health Board, thank you for the 

opportunity to address the Subcommittee regarding this important 
. 
Issue. 

Page 4 of4 



The Honorable Diana DeGette 

1. Thank you for your work combating diabetes in Native American communities, where the 
disease is all too prevalent. Advocates such as those from JDRF have consistently impressed 
upon me the need to reauthorize the Special Diabetes Programs in a timely manner because 
of the timing of the NIH grant cycles. Given that the Special Diabetes Program for Indians 
addresses treatment, education, and prevention-rather than bench-to-beside research------can 
you please elaborate on what it would mean for Indian populations were it not to be 
reauthorized this year? . 
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July 21 ,2010 

Vice Chairman and Nashville Area Representative 
National Indian Health Board 
Chairman, Poarch Band of Creek Indians 
5811 Jack Springs Road 
Atmore, AL 36502 

Dear Mr. Rolin: 

JOE BAR TON, TEXAS 

RANKI NG MEMBER 

Thank you for appearing before the Subcommittee on Health on July I, 2010, at the 
hearing entitled "The Battle Against Diabetes: Progress Made; Challenges Unmet." 

Pursuant to the Committee's Rules, attached are written questions for the record directed 
to you from ce1iain Members of the Committee. In preparing your answers, please address your 
response to the Member who submitted the questions. 

Please provide your responses by August 4, 2010, to Earley Green, Chief Clerk, viae
mail to Earley.Green@mail.house.gov. Please contact Earley Green or Jennifer Berenholz at 
(202) 225-2927 if you have any questions. 

Attachment 

Sincerely, 

~c.J~ 
Henry A. Waxman 
Chairman 
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June 28, 2010 

Vice Chairman and Nashville Area Representative 
National Indian Health Board 
Chairman 
Poarch Band of Creek Indians 
5 811 Jack Springs Road 
Atmore, AL 36502 

Dear Mr. Rolin: 

JOE BARTON. TEXAS 
RANKING MEMBE!i 

ROY BLUNT. MISSOURI 
DEPUTY RANKING MEMBER 

RALPH M. HALL. TEXAS 
FRED UPTON, M ICHIGAN 
CLIFF STEARNS. FLORIDA 
ED WHITFIELC. KENTUCKY 
JOHN SHIMKUS, IL.LINOIS 
JOHN B. SHAOEGG, ARIZONA 
STEVE BUYER. INDIANA 
GEORGE AADANOVICH. CALIFORNIA 
JOSEPH R. PITTS, PENNSYLVANIA 
MARY BONO MACK, CALIFORNIA 
LEE TERRY. NEBRASKA 
MIKE ROGERS, MICHIGAN 
SUE WILKINS MYRICK, NORTH CAROLINA 
JOliN SULLIVAN, OnAHOMA 
TIM MURPHY. PENNSYLVANIA 
MICHAEL C. BURGESS. TEXAS 
MARSHA BlACKBURN, TENNESSEE 
PHIL GlNGREY, GEORGIA 
STEVE SCAliSE, LOUISIANA 
PARKER GRIFFITH, ALAB.\MA 
ROBERT E. lATTA, OHIO 

I am writing to request your testimony at a hearing before the Subcommittee on Health 
on Thursday, July 1, 2010, at 10:00 a.m. in room 2322 of the Rayburn House Office Building. 
This hearing will examine advan.ces in research into type 1 , type 2, and gestational diabetes as 
well as other related public health efforts. An attachment to this letter provides additional 
information about testifying before the Committee. If you have any questions, please contact 
Anne Morris or Emily Gibbons with the Committee staff at (202) 225-5056. 

Enclosure 

cc: The Honorable Henry A. Waxman 
Chairman 

The Honorable Joe Barton 
Ranking Member 

The HonorableJohn Shimkus 
Ranking Member 
Subcomniittee on Health 

Sincerely, 

:~~~~~ -
Chairman 
Subcommittee on Health 


