Disease Management

Addressing Care Needs

The Role of Disease Management

B Proactively identifies individuals with given disease
states or those at highest risk for health care costs or
disease complications

B Empowers participants to be informed and engaged in
self-management

@ Patient-centered education and support is guided by
nurses and other health care professionals, and provided
in a variety of media (mail, web, audio)

i jdentifies care gaps early and aids in care coordination
between providers and participants

H Focuses on preventing complications and improving
health outcomes with evidence-based care. This lowers
costs. :

gk
The Purpose:
Right Care, Right Time, Quality Provider
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Discussion

= What is Disease Management?
E Why offer Disease Management from the Health Plan?
i The Value of Disease Management

# Future Delivery of Disease Management.....A Pilot for
Physician-Directed Care .

B Questions

Why Health Plans Offer Disease Management?

1. To improve gaps in care against evidence-based
guidelines.
= In 2008, only 15.5% of diabetics in Minnasola met all five
cardiovascular-related treatment goals'

2. Clinic health systems are designed more for acute
care medicine/ clinics do not have the systems or
personnel to support disease management principles

3. To meet market demand

4. A strategy to reduce health care costs

! Minnesota Community Measurement Project, 2005

Small Changes Make a Difference....Changes in HbA,_ levels and
associated average health care costs over three years?
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Value of Diabetes Disease Management

% Clinical ® Quality of Life
- Health Care Costs « Events Averted (e.g. heart

— Outpatient Care attack, retinopathy, etc.)
~ Inpatient Stays + Deaths Averted
«» Clinical Outcomes » New Cases of Diabetes
@ Economic Qverted
. f - Patient/Physician
More Time at Work Satisfaction

» Greater Productivity

) < General Perceived Health
» Reduced Disability (ST/LT)

Deliver?ng Coordinated Consumer Driven Behavioral Health

Health Advantage by MedicasM
“a personalized depression management program”

Comprehensive member
identification and outreach

Regularly scheduled telephone calis
from trained clinicians

= Care coordination for physical and
behavioral health issues across the
spectrum of care

A total of 778 members have opted-
in for program services

Member program satisfaction is
85%

Value of Diabetes Disease Management

& After implementing Medica’s Diabetes Program
» The number of diabetic members with A1c <=7 (target)
improved from 53.8% to 61.1%?1
~ The number of diabetic members with LDL (bad cholesterol)
<=100 improved from 54.8% to 65.9%"
- Members with diabetes went to the hospital and emergency
room less often?
> Hospital admits 4 15.4%
» Emergency room visits ¥ 2.6%

1 _CorSolutions Clinical Evaluation, Yaar 2; High acuity > 6 months.
2 -Reden & Anders Financial Evaluation, Year 1; Medica diabetes population

The Link Between Behavioral Health Conditions and
Physical Health

Co-morbid ditions - the ion bety di ion and health

‘Prevalence of Depressiol
vere Medical Col

nditi

Overall, it’s estimated
major depression exists
in 35% of patients with
coexisting medical
conditions 1

Future Delivery of Disease Management:
A Pilot for Health System-Directed Care

& Background: Disease management supports practitioner/patient
interactions. Itis an activity that cauld be delivered from within a health
system for many patients

® In development for 2006
@ Piloting with 2-3 clinic systems

@ Clinics and health plan will partner more directly to identify, track and
manage patients

# Proposed value: Coordinate and manage chronic care at primary
provider setting, transfer funding to our provider network and improve
provider and member satisfaction




Questions?




Welcome to

Medica’s Program
for Healthier Living.




ogether.
~ wecanmakea
 difference in how you feel




_ur health plan has
contracted with CorSolutions,
Inc. to provide you with a
health management program.
Your health plan will pay
CorSolutions for all costs
associated with your
participation in the programs
available to you.

If you would rather not
participate in this program or
receive additional information
from CorSolutions, you can

£ *hdraw by calling us toll-free

Gl

mherw&se, we will assume that
you wish to participate in our
programs and to receive
additional information from
CorSolutions.

If you have any questions about
CorSolutions and the health
management programs
available to you, please contact
us. We would be happy to
k,;m‘aswer any of your questions
4 provide you with more
H’étas Is about how you can take
advantage of these programs.

MEDICAOOQI-1104




CorChoices”

A Disease Management program
for members of Medica®

Now the program that’s helped thousands
of people can help you live a healthier life, too.

Dear Member:

Medica® is proud to bring you “CorChoices®™,” a program that offers valuable information and
support to help you manage your condition and live a healthier life. This program is offered to
you at no additional cost by CorSolutions®, Medica’s partner in helping improve your health.

CorChoices helps support the care provided by your doctor and offers you access to a full range
of resources to keep you feeling your best. You can:
= Visit www.medica.com/member resources/disease management for online access to
current information about specific chronic conditions;
= Call Voice Connections™ at 1-877-COR-5266 for unlimited toll-free access to our
health library;
= Or call NurseConnections *™ toll-free at 1-800-775-3422 to speak directly with a
registered nurse any time, day or night, about your health concerns or any program
questions you may have.

The materials in this welcome packet will give you support and information to help you better
manage your health condition. We are also enclosing a magnet that will keep your doctor’s
phone number and our 24-hour nurse support line close at hand.

In the future, we will send you CorNews, a quarterly newsletter that covers the latest news about
your condition. In addition, a CorSolution’s nurse may contact you to offer more support and
education.

Please take some time to read through the enclosed materials and start putting them to work.
This program has helped improve the quality of life for many people. And, we hope that it can
do the same for you. If at any time, should you no longer wish to participate in the program,
please contact us at 1-800-775-3422.

Sincerely,

Richard P. Vance, M.D. Merritt O’Brien, M.A.
President and CEO, Clinical Program Manager,
CorSolutions Medica

P.S. Remember, there is no additional charge for this program, so keep your magnet handy and
call us whenever you wish! We can accommodate any special communications needs you may
have in order to speak with a nurse. If you have special needs, please call 1-866-676-0470, or
access our web site at www.medica.com/member resources/disease management and a
CorSolutions professional will assist you in reaching a nurse.
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Diabetes means there's

too much glucose in your
blood. Glucose is a sugar
that the cells of your
body use for energy.
Diabetes occurs when
your pancreas (an organ
near your stomach) does not
make any insulin or when it does
not make enough to keep up with
your body's demand. You may
also be insulin resistant, which
means your body cannot use
insulin correctly.

What is insulin?

Insulin is a hormone that is released when
your body is digesting food. It works like a
key, unlocking your body’s cells so sugar
can move from your blood into the cells.
When your body is unable to make
insulin, or use it effectively, sugar builds
up in your bloodstream.

The exact causes of diabetes are
unknown. There are several factors,
however, that are associated with the
risk for type 2 diabetes:

e Family history of diabetes

e Obesity

e Certain racial and ethnic groups
(African-Americans, Native
Americans, Hispanic Americans,
Asian-Americans and Pacific
Islanders)

e Over 45 years of age

e High blood pressure

e QOccurrence of gestational diabetes
or birth of a baby over 9 pounds

»  What type of diabetes do you have?

Is all diabetes the same?

No. There are four different types
of diabetes.

Type 1 diabetes

(Formerly insulin-dependent or juvenile onset diabetes)
About 10% of people with diabetes have
type 1 diabetes. ‘

e Pancreas does not make any insulin
e Usually occurs before age 20
e Insulin is required daily to live

Type 2 diabetes
(Formerly non-insulin-dependent or adult onset diabetes)

About 90% of people with diabetes hav
type 2 diabetes.

¢ Pancreas produces some insulin, at least
initially, but the cells are unable to use
it correctly

e Usually occurs in overweight people
over 45

® May be managed by diet and

_exercise alone

e Oral medication or insulin may be

needed if blood sugar level remains high

Gestational diabetes
(Diabetes during pregnancy)

e Hormones of pregnancy cause
insulin resistance

e Usually goes away when the baby is born

e Increases risks for developing
diabetes later

Other specific types
Diabetes may also result from removal of
the pancreas, drugs, malnutrition, infections
or other illnesses.




Why is diabetes
self~-management so important?
A blood sugar level that is too high
can lead to serious complications. If
left untreated over many years, high
blood sugar levels can damage nerves
blood vessels and cause changes
ital organs. These complications
can affect your heart, eyes,
teeth/gums, kidneys, skin and feet, as
well as things like sexual function
and digestion. Blood sugar levels that
get too low can also cause symptoms.
The program will help you learn the
best ways to avoid problems and stay
healthy.

PROOF that you can
stay healthy
A study of people with

type 1 diabetes* showed that
maintaining near-normal blood

reduced eye disease risk by 76%
e reduced kidney disease risk
by 50%
e reduced nerve disease risk
by 60%

More recent studies have also shown

What's the best way to
manage diabetes?

The most important thing you can
do is keep your blood sugar level
close to the target range your doctor
recommends. The American Diabetes
Association (ADA) recommendations
are listed in the Blood Sugar Target
Levels chart on page 4. How do you
reach your target goals? By balancing
those things that cause blood sugar
to rise with tools that help you

lower it.

Five tools for
blood sugar control

1. Regular monitoring

2. Smart meal planning

3. Physical activity

4. Medication management
5. Stress control

decreased complications for type 2 diabetes.

*Source: 1993 Diabetes Control and Complications Trial (DCCT), National Insfitufe of Diabetes and Digesfive and Kidney Disorders.




It's a matter of
setting

This guide offers 10 healthy goals,
based on ADA guidelines. If you
try to follow them and make them
a part of your life, you're more

likely to feel good and stay well.

Monitor Blood Sugar
Regularly

Know your A1C number!
It tells how well you're
managing your
diabetes over time.

Blood Sugar Target Levels

Self-test uSing As often as Before meals and| 80-120 mg/dL* | Below 80 or
a blood sugar your doctor at bedtime. above 140
meter recommends. Before bedtime

If taking insulin, | if you are taking | 100-140 mg/dL | baow 100 or
4-6 times a day | gylfonylureas,
is ideal. Prandin® or
insulin.

Hemoglobin Twice yearly if | Time ofday | 7% or less
Al1C (A1Q) within target _does not affect
measures goal. Quarterly | test results.
average blood if not within
sugar level over | target goal, or if
2-to 3-month | therapy (diet,
period. exercise or

Rx) changes.

*Blood sugor levels are expressed as mg/ dLor milligrams per dexilifer of blood.

On the following pages, you'll learn how to take action when
vour blood sugar level is too high or too low.




How do I test my blood sugar?

You'll need a blood sugar meter if you
don’t have one. Drug stores have many to
choose from and instructions are
included. You'll also need test strips, a
special needle called a lancet and a
lancing device to hold the needle. The

1 is fast, easy and painless with today’s

‘wer devices. The meter “reads” your

blood sugar level, which shows up as a

number on a screen. If you have any

questions, call our nurse.

How often should I test?

Blood sugar levels change throughout the
day. The ADA recommends testing at least
four times a day if you're on insulin. If
you're taking oral medication, you might
test two to four times a day. Be sure to
ask your doctor how frequently you
should test each day and what your target
range should be each time. You'll feel
your best when you stay close to

your goals.

ember!

Keeping blood sugar levels close to
normal can reduce complications by
50% to 80%!

What causes blood sugar changes?

e What you eat and drink

e Physical activity

e Stress or sickness

e Insulin shots and diabetes pills

e Other medications

¢ Hormone changes for some women

When is a good time for testing?

Your doctor can tell you the best times to
test. They may include:

e Before meals

e One or two hours after meals
e Before bed and/or

¢ During the night

You may also want to test:

e When you're sick or feeling shaky

e Before and after exercise

e After making changes in insulin,
medication, diet or exercise

e When you're gaining or losing weight

e If you have warning signs of high or low
blood sugar levels

e Before driving a car or operating
dangerous equipment if you're on insulin
or have had low blood sugar reactions

If you only test a few times a day, alter the
times you test every few days. That helps you see
how your blood sugar levels change throughout
the day.

Track your results!

Use your Daily Health Manager to keep a
record of your blood sugar levels. When
they're out of your target range, note the
time of day and any changes in your
routine that may have affected them. If
you're consistently out of the target range
for two or three days, talk to our nurse or
your doctor. As you get to know your blood
sugar patterns, you'll know when to make
appropriate adjustments.

Are there other ways to
monitor diabetes?

Yes. The Hemoglobin A1C (A1C test) is an
equally important part of blood sugar
monitoring. This test shows your average
blood sugar level for the past two to three
months. The ideal goal is less than 7%.
Anytime your number is 8% or over, ask
your doctor about adjusting your diabetes
care plan. Then repeat the test in three
months. People with high A1C levels have a
much higher risk for developing long-term
complications. So be sure to test and record
A1C results on your Personal Health
Manager.




Edt YbUr Wa
to Good Health

Eat a variety of foods daily.
Eat high-fiber foods.
Have less fat, sugar and salt.

Eat meals and snacks at
regular times each day.

Eat about the same amount
every day.

Try not to skip meals.

Balance food intake with
activity and medication.

Why is diet so important?
There are three nutrients in foods
that supply calories or energy to your
body — carbohydrates (starches and
sugars), proteins and fats. As food is
digested, carbohydrates are broken
down into sugar and released into
your blood stream. That causes your
blood sugar to rise. To stay within
your blood sugar target range, you
need to balance carbohydrate intake
with activity and/or medication. It's
also important to understand how
various foods affect your body.

bread * pastries

cereal ® rice

fruits e vegetables

milk e candy and other sweets
noodles

What should I know about
carbohydrates?

Carbohydrates come from bread,
rice, potatoes and other starches.
They also come from sweets. All
carbohydrates are changed into
blood sugar 90 to 120 minutes after
eating. You should know which
foods contain them and be aware of
how many carbohydrates you eat.




Can I eat foods with
sugar?

Absolutely, because it’s the
total amount of carbohydrates that
determines the effect on your
blood sugar — not the food itself.
You can eat most of your favorite
foods, including those that contain
sugar. Just count them as part of your
total carbohydrate intake. Remember,
though, that sweets are often high in fat
and calories, and low in vitamins,
minerals and fiber.

Do proteins and fats aﬁect
blood sugar?

Some of the protein
you eat can turn into
sugar, but it doesn’t
seem to affect your
blood sugar level very
much. Fats are not converted to sugar at
all. A high amount of fat or protein may
slow digestion, however. That can affect
your blood sugar level in the hours after

So why is a low-fat diet necessary?
Fat is high in calories and it can cause
you to gain weight. Being overweight can
lead to insulin resistance. The number of
calories you should eat in a day depends
on whether you want to gain, maintain
or lose weight. Our nurse can help
determine the right weight and caloric
intake for you. When you maintain

your target weight, it's easier to
reach your desired blood sugar,
blood fat and blood

pressure levels.

What are saturated fats?

Saturated fats are found in foods of |
animal origin, such as meats, egg yolks
and dairy foods. They're also in coconut,
palm and palm kernel oil, used in many
processed and prepared foods. When
you eat foods with saturated fat, you can
increase your cholesterol. That's a waxy,
fatty substance made in the liver, which
can build up on the walls of your blood
vessels. High cholesterol can block
arteries and lead to heart disease. A diet
that’s low in saturated fats can help
prevent heart problems. On page 21,
you'll learn how to control cholesterol
and protect your heart.

How does fiber affect me?

High-fiber foods, like fruits, vegetables,
grains and beans help fill you up so it’s
easier to eat less. They also lower

cholesterol without raising blood sugar.

What about alcohol?

Alcohol can lower blood sugar and
interact with medication. It may also
hide signs of low blood sugar, especially
when you haven't eaten. Some drinks
contain large amounts of
carbohydrates (beer, drink mixes).
Plus, alcohol is very high in
| calories and can cause you to gain
# weight. Depending upon your
? medication, if your diabetes is well
controlled, it may be okay to have an
occasional drink with a meal. Check with
our nurse or your doctor.




Let Labels Be Your Guide

Be sure to look at food labels. They tell you exactly what's in the food,
so you can control what you eat. Remember that if you eat more or less
than what's listed as a serving, you get more or less of each nutrient.

Nutrition Facts
Serving size 1/2 cup (114 g)
~ Servings per Package 4

Amount Per Serving

Calories 90 Calones from Fat 30 W

Total Fat 3 g / 5%

% Dally Value*

e

Saturated Fat 0 g , ' 0%
Cholesterol0g 0%

oo

|

Sodium 300 mg 13%

Total Carbohydrate 13 g 4%

Dietary Fiber 3 g 12%

Sugars 3 g

Protein 3 g

Vitamin A 80%<VitaminC  60%

Calcium 4% e+ lIron 4%

*Percent Daily Values are based on a 2,000 calorie diet.

Your Daily Values may be higher or lower depending on
your calorie needs: -

2,000 - 2,500

calories = calories

Total Fat
Sat. Fat

Less than 6549 80 g
Less than 209 25¢g
Cholesterol Less than 300mg 300 mg
Sodium Lessthan 2400 mg 2400 mg
Total Carbohydrate : 3009 3759

Dietary Fiber . 25¢g 30g

Calories per gram: - :
Fat 9 e Carbohydrate 4 L] Protem 4

We have additional
materials to help with
your diet and meal planning.
To receive free copies,
call our toll-free support line.

Serving size

Number of calories
per serving

Note total carbohydrate (not just sugar)
and grams (g) rather than percent (%)

Amount of dietary fiber per serving

Amount of total fat per serving
Amount of saturated fat per serving

Amount of cholesterol per serving

Let the Food Pyramid help!

The Food Pyramid shows each food
group with the number of servings you
should have daily for good nutrition.

Most of your foods should come from
the gram/starch vegetable and fruit
groups. Your smallest intake should
be from fats, sweets and alcohol.




Regulating carbohydrates is key
to meal planning.

The goal of any diabetes

.~ meal plan is to

balance carbohydrate

intake with activity

’ and medication to

meet your blood sugar

- goals. The best way to do

that is by maintaining a

" consistent diet. There are

several methods you can

> use to plan your meals. The Food

Pyramid helps you monitor the type

and amount of food you're eating. An

Exchange System adds variety with foods

1 of equal content. Many people count
servings or grams of carbohydrates. What's
most important is following a routine that
focuses on eating the same amount of

carbs every day.

“Carb counting” hel{m
| when you take insulin.

Counting carbs gives you a
» more accurate idea of how
much you eat. A dietitian
& can help you learn the total
amount of carbohydrates to eat at a
meal or snack, based on your
medication, exercise patterns and weight
goals. Then you can eat a combination of
foods that provide a consistent
amount. You should check food
labels for the number of carb
grams in each serving.

- sweets
and alcohol
A serving can be:
1/8 avocado, 1T cream cheese,
1t butter, oil/margarine, 10 peanuts
1/2 cup ice cream, 2 small cookies

Milk Meat
(2-3 servings daily; and others
about ]_2 g (2-3 servings daily;
carbohydrates/serving) 0 g carbohydrates/serving)

A serving can be:
1 cup milk, 1 cup yogurt

Vegetables = Fruits
{3-5 servings daily; about 5 g (2-4 servings daily; 15 g
carbohydrates/serving) carbohydrates/serving) A serving can be:

A serving can be: 1 cup raw vegetables,
1/2 cup cooked vegetables, 1/2 cup tomato juice

Grains, beans and starchy vegetables
(6 or more servings daily; about 15 g carbohydrates/serving) A serving can be: 9
1/2 small bagel or English muffin, 1/2 cup cooked beans, lentils, peas or corn, 1 small potato

How does an Exchange
Plan work?

It classifies food into
three groups: .
“carbohydrates”(starch,
fruit, milk, vegetables and
other carbs), “meats” and
“fats.” One serving of a food within each
group has about the same amount of
carbohydrate, protein, fat and calories.
Once you're familiar with them, you can
exchange one choice for another within
the same group, according to your
preferences, without changing your

carb intake.

¢ Eat the same number of meals and
snacks each day.
¢ Always eat around the same time
each day.
e Read labels and measure foods so
you know how much you're eating.
e Fat the same amount of “carbs”
at each meal or snack.

Follow these suggestions. ..

® Maintain a consistent carb intake.
e Test blood sugar often and adjust
food intake as needed.
e Cut portions if you need
to lose weight.
e Carry healthy snacks in ,:
case a meal is delayed. ‘

e Limit your fat and salt
intake if needed.

Fats,

A serving can be: 2-3 oz.
cooked lean meat, poultry or fish,
1/2-3/4 cup tuna, 1 egg

1 small fresh fruit, 1/2 cup fruit juice
1/2 cup canned fruit, 1/4 cup dried fruit




Stay Active

Exercise, diet and medication all
work together to keep your blood
sugar in your target range. It's
important to know how exercise
affects your blood sugar
level, so you can adjust
your diet and medication
as necessary.

Physical activity is one of the best
things you can do for diabetes. It
helps control blood sugar by using
the sugar in your body as fuel for the
exercising muscle. Exercise helps
control weight, lowers blood pressure
and “bad” (LDL) cholesterol. It also
increases “good” (HDL) cholesterol
and reduces stress. Be sure to check
with your doctor and make sure your
blood sugar is in good control before
starting any exercise program.
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Test blood sugar levels.
If you take insulin or pills for
diabetes:

DO NOT exercise if sugar lef
is greater than 250 mg/dL.

DO eat a snack if sugar level is
less than 100 mg/dL.

Avoid injuries to your feet.

DO wear good, comfortable
shoes and socks.

DO check feet for irritations
after exercise.

DO keep weight off your feet if
your diabetes has caused a loss
of sensation in your feet.
Choose swimming or cycling instead.

If you have complications
like eye or kidney disease
or uncontrolled high
blood pressure:

DO NOT lift weights.
DO NOT do heavy exercising.

k.

Pain or tightness in chest, jaw,
arms, neck or back

Unusual fatigue or shortness
of breath

Lightheadedness, dizziness or
confusion

Irregular heartbeat

Unusual pain in muscles
or joints



bose an aerobic activity you enjoy.
a walk, play tennis, swim or ride a
e. Begin with five- or ten-minute Start slowly to warm up
sessions and gradually work up to more. -« muscles. Stretch after you've
It doesn’t have to be strenuous, but it warmed up for five or ten
should feel like you're making an effort. minutes.

If losing weight is a goal, exercise longer,

not harder. Check with your doctor Use your ability to talk
before doing resistance to judge how hard you're
exercises, such as sit-ups, working:

leg lifts and lifting

: e If you're too winded to
) weights.

talk, slow down.
o If talking is easy, speed
up a bit.

You can also check your
pulse to see how hard you're
working. (Ask our nurse or
your doctor what your target
heart rate should be.)

When you
insulin to turn sugar to energy
during exercise, your body
mistakenly thinks your cells
are starved. That causes your
body to make more glucose
and your blood sugar level
goes up.

Increase exercise gradually,
week by week.

Always cool down before
you stop. Then stretch.

When there’s : insulin
in your blood during exercise,
your muscles quickly remove
sugar from your blood, causing
your blood sugar level to fall.

Be sure to drink enough
water before, during
and after exercise so you
don’t get dehydrated.

11



Take Medication
Correctly

Please talk to your doctor to learn
more about any changes or new
medications that may be available.

Who needs medication

and insulin?

People with type 1 diabetes require
insulin to live. If you have type 2
diabetes, you may need pills, insulin
shots or both if your blood sugar
level remains high, despite diet

and exercise.

What do diabetes pills do?

Pills won't cure your diabetes. They
can help you maintain good blood
sugar levels when used with proper
diet and exercise. It's important to
know which pills you take, and how
and when to take them. It's equally
important to take them regularly. If
you forget to take your pills, post
notes around the house. Never take
more than one day’s dose at a time.
If you have questions, ask our nurse
or your doctor.

What if I have problems with
my medication?

Call your doctor if your sugar levels
are suddenly higher, or if you notice
any side effects. You may need to
switch your pills, change your dose
or add insulin.

Sulfonylureas .
(e.g., Amaryl, Glucotrol’, Diabenese

7

help the pancreas make more insulin
and help your body use insulin better.
That, in turn, lowers your blood sugar.

Biguanides
(e.g., Glucophage”)

lower the amount of sugar your liver
makes and help your body use insulin
better.

Alpha-glucosidase inhibitors
(e.g., Precose”and Glyset")

slow digestion of carbs, causing a
slower and lower rise of blood sugar
after meals.

Thiazolidinediones

s

(e.g., Avandia’and Actos®)

help your muscles make better use
of your insulin, decrease insulin
resistance and lower the amount of
sugar made by the liver.

Meglitinides
(e.g., Prandin”)

help the pancreas make more insulin,
lowering blood sugar.

Combination medications
(e.g., Glucovance®, made up of
Metformin” and Glyburide®)

help your body make more insulin,
and lower insulin resistance so you can
use it better.

\)

D-phenylalanines
(e.g., Starlix)

help the pancreas secrete more insult
after meals

Warning!

Some diabetes pills (sulfonylureas,
D-phenylalanines and meglitinides)
increase the body’s natural insulin
supply and can cause low blood sugar.
Make sure you know the possible side
effects for your pills.



Types of Insulin

S

Lispro (Humalog®) = Rapid

Regular Fast

Intermediate

Ultralente | Long-acting
NPH and Regular | Fast and
Combination intermediate
(70/30 or 50/50)

Humalog and Rapid and
NPH Combination | intermediate

(75/25)

Glargine (Lantus) | Long-acting

What should I know

about insulin?

There are currently four types. All work
at different speeds and are effective for
different lengths of time. Your doctor
n help you decide which type or
ombination of insulin you need, how
much you need and when to take it for
the best control.

How do 1 take insulin?

It cannot be given in a pill form because
it would be digested in your stomach
and unable to get into your
bloodstream. So a small, short needle is
used to deliver it directly into the fatty
tissue under the skin. Usually it’s
injected in the stomach, thighs or
buttocks. You can rotate your injection
sites. Just make sure each injection is at
least one and a half inches apart.

How much insulin do I need?

depends on your blood sugar levels,
eight, activity level, how much you eat,
and your other medication(s). You may
need less insulin when you are more
active, or more insulin if you'll be eating
more than usual.

N
5 to 15 minutes

1/2 to 1 hour

4 to 6 hours

2 to 4 hours 10 to 18 hours
3 to 5 hours 18 to 24 hours
30 minutes 10 to 18 hours

5 to 15 minutes 10 to 18 hours

3

2 to 4 hours | “ hours

When is the best time to take it?
Your insulin program will depend on
your blood sugar levels and the timing
and content of your meals, as well as
your activity levels and type of insulin.
The amount of insulin injected can also
be changed depending on your pre-meal
blood sugar level.

If you're on an intensive insulin therapy
program, you'll want to learn how to
adjust the amount of your insulin to
meet your target blood sugar levels. That
will give you greater flexibility over the
timing and quantity of your meals. Ask
our nurse or your doctor how to make
appropriate insulin adjustments.




What should I know about
highs and lows?

What's important is frequent testing, since many
people do not notice symptoms of high blood sugar.
Some people cannot feel symptoms of low blood

- - sugar either. Testing helps you take steps to control
Kn W How to ,’Treqi' 7 blood sugar without letting your level get too hi

High and Low or low
Blood Sugar Type 1 diabetes alert

High Blood Sugar: When blood sugar levels stay high and your body
Take Action for Fasting Levels can't use sugar for energy, your body burns fat for
Over 140 mg/dL fuel. That can cause damaging acids, called ketoacids,
g to build up in your blood and spill into your urine.
Low Blood Sugar: This is called ketoacidosis and it’s a medical
Toke Action for Levels emergency. If untreated, it can lead to serious illness
Below 80 mg/dL and coma. Signs include nausea or vomiting,
diarrhea, and rapid, shallow breathing.

If blood sugar level 1. TOO MUCH of the things that RAISE blood * Going fo the bathroom
stays above 140 mg/dL, sugar, like: than usual

you may have e Overeating
hyperglycemia. e Stress

I,:Z:S‘;“gnlj"rj;‘:if:: °% | 2,700 FEW of the things that LOWER it, like:
adiusments in your e Not enough insulin or pills
daily care plan. ® Missed doses of insulin or pills

e Using insulin that's expired ® Blurry vision
* Too little exercise

* Headache/moodiness

e Thirst or hunger

¢ Weight loss without trying
* Dry skin

3. ILINESS, infection or drug interactions

weating or sha mess’"

seling nervous or irritated

| 2. TOOUTEfood ,
3. INTERACTIONS with other medications

For more information on high and low blood




How will I know if I have ketoacids?

It's easy to test your urine for ketoacids. If
you have type 1 diabetes, you should get
test strips at the drug store and keep them
handy. (People with type 2 diabetes rarely
produce ketoacids, but some doctors
mmend testing for those who are

osusly ill.) Having small traces of ketoacids
can be normal. If your level is moderate or
high, call your doctor immediately.

Low Blood Sugar Safety Tips Fast-Acting 15-Gram Carbs
e Always carry glucose tablets or For Hypoglycemia
fast-acting sugar. 1/2 cup fruit juice
e Wear some form of diabetes ID. 1/2 cup non-diet soda pop
e Never drive if your blood sugar 1T syrup or honey
is below 90 mg/dL. 2T raisins

3-6 hard candies
3 sugar packets
2-3 glucose tablets

® Your fasting blood sugar level is always higher
“ than 140 mg/dL OR two blood sugar tests in a
2. Check blood sugar level regularly. Vo e oreiic thain 300 mo/dl
3. Thinkhqbﬁ lljofIth?f may Il.)qu contributed o * You are sick, your blood sugar stays over
yoUl. Nigh Uioor Muadl leve 240-300 mg/dL, or you have symptoms
4. Make adjustments in your diabetes of ketoacidosis.
care plan accordingly.

butter sandwich.

ugar, call our support line.
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Take Special Care
When You're Sick

Illness or infection can cause
your blood sugar level to rise.
Without proper care, the
problem could become serious.
It's important to talk with your
doctor and set up a sick day
plan, so you and/or a caregiver
will know what to do.

What's the best plan for you?
Here’s what you should ask your doctor:

e How often should I check blood
sugar levels and test my urine for
ketoacids?

e What should I eat if I can't tolerate
solid food?

e How much fluid should I have?

e Will I need additional medication
or insulin and when should it
be taken?

e When should I contact you?

The ADA recommends the
following general guidelines:

1. Check blood sugar level every
four hours until you're better.

2. Take your medication unless
your doctor tells you not to; ask
if additional insulin is eeded

3. Test your urine for ketoacids
every 4 to 6 hours if blood sugar
is over 240-300 mg/dL.

. Try to have your usual amount
of "carbs" and 1/2 cup of ﬂmd
every 30 to 60 minutes.

. Record blood sugar levels, signs
and symptoms. Use your Daily
Health Manager!

What if I'm too sick to eat or
take my medication?

No matter how you feel, you must
continue to take your medication. If
you're too sick to eat regular meals,
ask our nurse or your doctor what you
should eat and drink. If you can't
keep your medication down, be sure
to call your doctor.

Call the doctor IF

e You've been sick or had a fever
for a couple of days and aren't
getting better.

¢ Vomiting or diarrhea continues for
more than six hours.

e You have moderate to high
ketoacids in your urine.

e Your glucose level is higher than
240 mg/dL even with the extra
insulin your sick day plan may
require.

* You take diabetes pills and your
blood sugar climbs above
240 mg/dL before meals and stays
there for more than 24 hours.

* You have symptoms of
ketoacidosis, dehydration or any
other serious condition.



If You Smoke, Take
Steps to Quit!

Smoking has
proven to be
unhealthy, but
it's even more
dangerous when
you have diabetes.
That’s because it can aggravate
many of the problems you
already face.

ow does smoking impact
diabetes?

You can suffer the effects in several ways.
Smoking can:

e restrict the flow of oxygen, damaging
and constricting your blood vessels

e increase the likelihood of nerve
damage and kidney disease

e raise your blood glucose level, making
it harder to manage your diabetes

e worsen existing foot ulcers, leading to
leg and foot infections

Can't I just cut down?

It's never easy to change long-time
habits. It is important, however, that you
stop smoking completely.

There’s always help if
you need it.

A free smoking cessation kit is

available as part of this program. Feel

free to call and request a copy.

No butts about it!
Circle the tips you plan to try:

1. Use a nicotine patch or gum.
2. Keep sugarless mints on hand.
3. Make a sincere promise to your family.

4. Reward yourself every day you don’t smoke.

5. Ask for suggestions from ex-smokers.
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Prevent Complications
with Good
Diabetes Care

High levels of blood sugar can cause
serious problems over time. Medical
advancements have made great strides in
helping to detect, prevent and even correct
many of the side effects of diabetes.
Protecting your health, however, is still
vital. Let’s take a closer look at what you
can do to avoid the complications of
diabetes.

Eye disease
/ Diabetes causes vision changes
” for many people, so eye care is
Y essential. High blood sugar levels can
/ also cause small vessels in the eye to
break or leak. They can also damage the
retina and block vision. Diabetic
retinopathy is the leading cause of
blindness in adults under age 65.
Common problems, like cataracts and
glaucoma, are twice as likely to occur and
often, at an earlier age.

Dental disease

Gum problems (or periodontal
disease) occurs more often and more
severely in people with diabetes. That's
because high levels of sugar can cause
bacteria to build up in your mouth. The
results are red, tender or bleeding gums,
which can lead to bone damage and loss
of teeth. Good dental care can help.

Kidney disease

Both high blood sugar and high blood
pressure can damage your kidneys,
making it harder to filter out wastes. This
is called diabetic nephropathy. Kidney
damage can't be reversed, and there are no
symptoms until it's severe. Eventually, the
kidneys can stop functioning completely.
Diabetes is the leading cause of dialysis in
our country. It’s also responsible for more
than one-third of all cases of end-stage
kidney disease.

Protect yourself with regular
tests and exams

Dilated eye exam | Annually

Dental .
exam/cleaning
Kidney/urine
protein screen

Foot Ch:eCkS' ﬁ 

andexams

_exam ye:

Annually
(or every other year
if levels are healthy)

Lipid profile

Nerve damage

When high blood sugar levels damage
nerves, they're no longer able to carry

messages properly. About 60%-70% of
people with diabetes develop some form
of nerve damage, or diabetic neuropathy.
It can affect the feet, hands, digestion or
sexual performance. Symptoms include a
tingling, burning or jabbing feeling;
weak muscles; fainting; Vormtmg,
impotence; bladder
infections or diarrhea.

Skin problems

Damaged nerves and
narrowed blood vessels can both lead
to dry, itchy skin. You may have spots of
various colors, blisters, fatty bumps

__ (lipodystrophy) and rashes. Skin on the
" hands and feet may also become
waxy and tight.

Foot problems

When nerve damage takes a toll on skin
and feet, injuries are more likely. If you
have a loss of sensation (a condition
called peripheral neuropathy), you may
not notice an injury. Poor circulation also
keeps sores from healing and makes
infections more likely. Foot injuries can
become severe and even lead to
amputation. That's why it’s so important
to examine and care for your feet regularly.



How can you improve circulation Heart and blood vessel damage
to your feet? Along with high blood sugar levels,
Use them, even if it’s just for walking! things like high blood pressure and
high cholesterol can contribute to
many problems in your body. You can
help avoid complications by taking
good care of your heart. We'll review
that next.

e Avoid sitting for long periods of time.

to prop feet up when sitting.

n feet are propped, rotate ankles

wiggle toes.

e Keep your cholesterol levels in the
target range.

e Stop using nicotine.

Action Plan for Better Health

¢ Have annual eye exams and mention
your diabetes to your eye doctor.

 Be sure the doctor dilates your pupils
to detect blood vessel changes.

e Call your eye doctor if you notice any
changes between exams.

e Laser surgery is an option to keep
damage from getting worse, but early

detection is key!

e Maintain a good diabetes care plan.

e Check for cuts and keep them clean.

e Moisturize often, except where skin
touches skin.

microalburr 1n test checks for high
levels of protein in the urine. That's a
cond1t10n called microalbuminuria.
It gives you an early warning if a
kidney is not working well.

® Medications, called ACE inhibitors,
may prevent or delay further damage.

Record all test results on your Personal Health Manager
and discuss them when you see your doctor!




Adopt a

Heart-healthy Tips

1. Maintain target blood sugar levels.
Blood Pressure  Less than 130/80 2. Maintain blood pressure

Cholesterol Less than 200 beI?w 1_30/ 80.
3. Maintain fat and cholesterol goals.
Full Lipid Profile HDL:

Above 45 for men 4. Lose weight if nece.ssary.
and 55 for women 5. Become or stay active.
6. Stop smoking.

LDL:
Below 100 ; rl;el(iluce sj(r.ess'.f ;

) _— . Take aspirin if your doctor says
Triglycerides: it's OK.

Less than 150

§

People with diabetes have a much It makes it harder for your heart to
higher risk of heart attacks and stroke ~ pump blood throughout your body.
than others. In fact, those with type 2~ The increased pressure against artery
diabetes have a two to four times walls can cause:

greater chance of developing heart
disease. You can help protect your
heart by following the goals above.

e a faster rate of damage to the blood
vessels that serve your heart

e a faster rate of damage to your
kidneys

e a faster rate of damage to your eyes

partly due to changes in the
circulation system caused by the
impact of high blood sugar on blood
vessels. They become clogged and
blood flow is restricted throughout
the body. People with diabetes have
a higher risk for heart disease if they
have:

Generally, there are no symptoms.
That’s why you should have your
blood pressure checked every time
you see the doctor. If it's over your
target goal, you should try to bring
it down.
e Higher than average blood pressure
(or hypertension)
e Higher than average levels
of cholesterol
e Higher than average triglycerides
e High levels of insulin
e Higher weight




€ v & - E .

In addition to annual blood tests, you
should have a fasting “full lipid
panel” every year.

(If your LDL level is
under 100, every
other year is fine.) A
’ panel measures

triglycerides or fats
found in your blood.
It also tells you about
the different types of
cholesterol. Your HDL level
is a measure of “good cholesterol.” It helps
clear away cholesterol that may be blocking
your blood vessels. The “bad” kind, or LDL
cholesterol, clogs your blood vessels,
narrowing them and making it harder for
blood to flow through. Staying within
recommended goals can help you avoid
heart and blood vessel problems.

Lower blood pressure 3 ways!

ication can help, and so can
2 suggestions:

1. Eat less salt.
2. Get more exercise.

3. Lose weight.

Chest pressure

Shortness of breath and fatigue
Swollen ankles

Irregular heartbeat

Dizziness

Numbness in one arm or leg

Slurred speech

Cramping in buttocks, thighs or calves
during exercise

Sometimes, there are no symptoms




Reduce Stress
and Anxiety

How do you manage stress?
Make a list of all the things that tend
to upset you. Then think about what
you can do to make them better.
Can you change the situation? Try ,,
controlling your body’s response by .
relaxing more. Or cope with stress A
by talking with friends, enjoying a
hobby or finding other ways to take
your mind off your problem.

Don't let your emotions
control you!

Having diabetes can be very stressful
and it can bring out all kinds of
emotions. Denial, depression and
anger are feelings many people with
diabetes have experienced. When
you're first diagnosed, it's normal to
believe there must be some mistake.
It's also normal to be sad or angry

What is stress?

Stress is anything that produces over the lifestyle adjustments it

a strain on you. It can result from requires. The inability to get beyond
upsetting things like illness or job these emotions, however, can put
pressures. Or it can come from good your health in danger.

things, like a new puppy or

holiday parties. Some stress is
necessary, but too much is not good
for your health. Tt can affect your

blood sugar, increase your risk of How can you deal with denial?

heart problems, and may hinder . .

good diabetes self-care. Circle the solutions you plan to try.
e Learn about diabetes and the b

How does stress affect ways to stay healthy.

you physically? e Tell yourself that diabetes does not

go away.

e Convince yourself of the benefits
of good self-care.

e Write down your goals and the
reasons behind them.

e If meal planning is hard for you,
talk to a dietitian.

e Ask friends and family members
for their support.

It causes your body to release
hormones that raise your heart rate
and blood pressure. You start to
breathe faster, and your blood sugar
increases to give your muscles extra
energy to react to the stressful
situation.



Feeling depressed?

Occasional sadness is understandable.

Managing diabetes isn't easy, and it’s
~hormal to wonder, “Why me?” You may
Wi el tired. Or you may lose your appetite
interest in things you once enjoyed.
If you've been feeling this way for two
weeks or more, however, it’s time to get
some help.

e Talk about problems with friends or
family. It can often make a world of
difference.

e Discuss your symptoms with your
doctor. There may be a physical cause
for your depression. Poor diabetes

control can make you tired and anxious.

It can also affect your appetite. You may
also be experiencing side effects from
medication.
e [f your doctor rules out physical causes,
consider seeing a specialist who can
help you.

ow do you handle anger?

Do you find that you get angry easily
because of your diabetes? Anger can only
make things worse. Here’s what you
can do:

1. Keep a diary and record the instances
when you become angry.

2. When you fee] tension coming on,
try to calm yourself. Use some of the
techniques for managing stress.

3. Put your anger to work for you by
learning to change your reactions.

Prepare for changes in
your routine.

Travel can be especially stressful for
people with diabetes. Planning meals,
anaging blood sugar levels and
membering to take medication are all
arder away from home. Follow our Tips
for Travel to avoid blood sugar highs
and lows.

Know that help is always
at hand.

Sharing what bothers you with family
and friends can make it easier to find
solutions. There may also be places in
your community with support groups.
Our nurse or your doctor may be able to
refer you to appropriate resources.

Tips for Travel

1. Discuss adjustments with your
doctor for the timing of
medicine, food and activity.

2. Test blood sugar level more
often when traveling.

3. Carry extra blood sugar testing
supplies, insulin or pills in case
of delays or problems.

4. Keep medicine and supplies
with you in carry-on luggage.

5. Always carry some form of ID
that says you have diabetes.

6. Keep snacks with you to guard
against low blood sugar
reactions.

For more information on stress management,
call our 24-hour support line.




po into these helpful res
for more informa

Want to know more?

For more details on any of the topics covered in this gulde, alis
recommended resources follows. A glossary is also prowded forfi‘

of the medical terms used.

Questions? Ask a nurse.

Remember, when you participate in our program, you have the supp ,,
registered nurse for answers and information, day or night. Feel free to
anytime. For more information on pertinent, health-oriented toplcs, you

also access our website.

www.ecorsolutions.com

Or call the CorSolutions Voice Connections* Lme toll—f
877-267-5266.

Resource Guide

ASSOCIATIONS

American Diabetes Association
1701 North Beauregard Street
Alexandria, VA 22311

(800) 232-3472
www.diabetes.org
(Information on local support
groups, classes and advocacy
services provide some social
support information.)

Juvenile Diabetes Research
Foundation International
120 Wall Street, 19th Floor
New York, NY 10005

(800) 223-1138

(212) 785-9500
www.jdf.org

National Diabetes Info! ma
Clearinghouse .
Box NDIC .
One Information Way

Bethesda, MD 20892
(301) 654-3327 ”
(800) 860-8747
www.niddk nih.gov/ health/
diabetes/ndic.htm

American Dietetic Associatios
216 W. Jackson Boulevas
Chicago, IL 60606-6995
(312) 899-0040

www.eatright.org



_ ASSOCIATIONS (Cont.)

- American Council of the Blind
1155 15th Street NW, Suite 1004
~ Washington, D.C. 20005

~ (800) 424-8666

- www.acb.org

. Ch’eck’your telephone
~ directory or Internet for
~ alocal diabetes chapter.

- BOOKS

~ Diabetes Burnout: What to Do
- When You Can't Take it Anymore
~ William H. Polonsky, PhD, CDE
- American Diabetes Association,

 November 1999

 ISBN# 1580400337

- Paperback, $18.95

, The Diabetes Problem Solver:
 Quick Answers to Your Questions

 about Treatment and Self-Care
 Nancy Touchette, PhD

~ American Diabetes Association,

 June 1999

 ISBN# 1580400094

Paperback, $19.95

INTERNET SITES

American Diabetes Association
www.diabetes.org

CDC Diabetes Home Page
www.cdc.gov/diabetes

For an online diabetes resource guide:
www.mendosa.com/diabetes.htm

National Institute of Diabetes and
Digestive and Kidney Diseases
www.niddk.nih.gov

National Eye Institute
www.nei.nih.gov




Glossary

ACE inhibitors (abbreviation for Angiotensin-Converting En
Inhibitor) - category of drugs that block certain chemicals in t
from contracting the arteries, causing salt retention and i 1n]ury to '
lining of blood vessels

aerobic activity - any form of physical exercise, hke Walkmg, b
or swimming, that requires additional effort by the heart and lu
meet the increased demand for oxygen. If the exercise exceeds the
oxygen carrying capacity, lactic acid and potential bodlly harm mze
result. This is called anaerobic activity.

blood pressure - a measure of the force applied against artery
blood is pumped through the body. The top reading, systolic bloc
pressure, measures the force of the heart's contraction and the abil it
of the blood vessels to absorb this shock. The bottom readlng
diastolic blood pressure, measures the ability of the small bl '
vessels to drain off this pressure. '

cataract - clouding of the lens of the eye or its surround
that obstructs the passage of light .

cholesterol - a fat that helps make up our body cell Wal; S
building block for necessary hormones. In excess, cholesterol 1s
in our arteries, usually in the form of LDL cholesterol and start
process of artery damage. .

circulatory system - the system of blood, blood Vesseyls»ar":id%;h"ea
concerned with the movement of blood throughout the bodjr

dehydration - a reduced amount of water in our arculatlon”l
it can result from the excess loss of water in the urine ¢
sugar levels in the blood and then, in the urine

end stage kidney disease - the pomt at Whlch
damaged or scarred that dialysis or trans

full lipid panel - test that measures: th? cor
cholesterol and other fats in the blood



gestational diabetes - type of diabetes that only occurs when a woman
is pregnant and has sugar in the blood at a higher than normal level.
The two dangers of this condition are the harm to the baby if the sugar
level is not controlled during the pregnancy and the mother's increased
risk for developing permanent diabetes in the future.

- glaucoma - a disease associated with increased pressure within the eye;
can damage the optic nerve and cause impaired vision and blindness

glucose - a simple sugar found in the blood which, along with fatty
acids, serves as the body's main source of energy; also known as
dextrose

~ glucagon - one of the hormones made by the pancreas that raises

leOd sugar and is released when levels fall below normal; also given
by injection during emergencies when a person cannot eat or drink

- HDL cholesterol - high-density lipoprotein, or "good" cholesterol,
which helps to remove LDL or "bad" cholesterol from artery walls and
sees that it is disposed of elsewhere

- heart attack - also known as myocardial infarction; a sudden event that

__occurs when blood flow is nearly or completely blocked and part of

. the heart muscle dies; usually accompanied by severe pain under the

- breastbone, but in diabetes especially, may not be associated with
_any symptoms

. . hémoglobin A1C - a simple blood test used in the treatment of

_diabetes, showing the average amount of sugar in the blood over the
last 2 to 3 months; not influenced by what you ate the night before

" hypérglycemia - condition commonly associated with diabetes, in

. which the blood sugar level is higher than normal. A person is

- 'f'rydiagnosed as having diabetes if fasting blood sugar level is greater than
. 126 mg/dL on two consecutive occasions.

ypertensmn - blood pressure that is above the normal range (greater
~ than 130 systolic and greater than 80 diastolic)




hypoglycemia - condition commonly associated with diabet'
which the blood sugar level is too low (less than 80 mg/dL); ca
dizziness, sometimes fainting or, in severe cases, convulslons, ol
death; or may not be recognized by the patient

insulin - the major hormone responsible for easing the enyi :
sugar, amino acids (protein) and fatty acids into cells to be use
energy and building cell parts; released by the pancreas,mto '
bloodstream when blood sugar levels rise above normalyy'in
injected when the body cannot make enough on its own

insulin resistance - a common condition in Wthh the body,
the liver and muscles, respond to take up blood sugar, when th
levels are higher than usual. About 20% of patients Wlth is
will develop type 2 diabetes due to the pancreas' mablhty t
with the body’s increasing demand for insulin.

ketoacids - chemicals made by the body when too little in
much sugar in the blood causes the body to burn fat mstea
for energy. The waste product from fat metabolism 1s'k t
if built up over a long time, can lead to serious illnes

ketoacidosis - severe, out-of-control high sugar lev
and the release of insulin-fighting hormones; a c
emergency treatment, including intake of fluids ]
when the body starts using stored fat for energy
up in the blood

lancet - a fine, sharp-pointed blade o,r_n,ee‘gdle
a drop of blood to test blood sugar

lancing device - holds the lancet used

LDL - low-density lipoprotein, or
to plaque buildup and narrowmg of t

mg/dL - milligrams per deahter of | ,10
triglycerides, cholesterol and sugar in the bloodstrear




| microalbumin test - urine test that checks for the existence of special

_ protein in the urine

 microalbuminuria - condition in which small amounts of albumin are

. _ present in the urine but are greater than normal (more than 30 mg in

- 4 hours); an early warning that a kidney is not working well and

~ requires treatment

. ,néphropathy - disease of the kidneys caused by damage to the small

. ::i fb']o:od, vessels or to the units in the kidneys that clean the blood; occurs

‘more often in people who have had diabetes for a long time

~ pancreas - an organ behind the lower part of the stomach that makes
~ the hormones 1nsu11n and glucagon, in addition to enzymes for
fj ‘,,’dlgestlon

’ ,perlodontal disease - damage to the gums that affects more people

- with diabetes than those without it

. retinopathy - - a disease of the small blood vessels in the retina of the
'eye that can cause temporary or permanent changes in vision

saturated fat - fats derived from meat, dairy products and hydrogenated
;shortenmgs which contribute to high cholesterol levels and increased
knsk of coronary artery disease

- Stroke dlsease caused by blockage of a blood vessel to the brain which
. "~cou1d affect the ability to speak or move part of the body, such as an
armorleg

tnglycende - type of fat in the blood which, in excess, may lead to

. plaq'ue buildup in the artery walls

type 1 dlabetes (formerly known as juvenile onset diabetes and

suhn—dependent diabetes) - occurs when the pancreas does not
1ake any insulin and the person must take insulin every day to live

diabetes (formerly called non-insulin-dependent diabetes

ult onset diabetes) - occurs when the pancreas produces some
but the cells are more resistant to its action than usual. In some
es espyecmlly soon after diagnosis, it may be managed by diet and
rcise alone but oral medication or insulin may be needed if blood
evéfls,, ;’remain high.
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Octoper 2

2 pba
16{ oﬁ 6?]?( 2019 ¥una sandwich 150 pasta
rice krispies appley salad 2 slices pread no snack
i oz wilk, coffee iced tea 19_N/6R ga(ad.
walked-2 miles apple pie
tuna salad | chicken, potato
1/2 Eng. muffin = 228 i 9
tice kispies, itk READ | go/6R | 2 slices bread
=y golfed-9 holes feuir
1/2 bagel 4 yurkey sandwich fishy corn on cob
1/2 grapefruiy 35 apple, 2 cookies 133 salad, peas cereal,
: . 115 .
swam=1/# wile iced Yea 12M/6R 1;(‘:5:‘6?3«1 1/2 cup Witk
YUy sala
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Nutrition Facts on Food Labels

Use the Nutrition Facts panel on food labels to help
you choose healthy foods. When you eat healthy
foods, you can better control your diabetes. This
booklet will help you use Nutrition Facts.

Nutrition Facts list % Daily Values. The % Daily
Values are based on a 2,000-calorie diet. Most likely,
the Daily Values you need are different than those
given on the label. Your dietitian will give you your
individual Daily Values. People with diabetes need
to know their Daily Values for carbohydrate, fat,
sodium, and calories. Carbohydrate has the most
impact on blood glucose.




See your dietitian. Decide how many calories you
need each day and your own Daily Values for fat,
saturated fat, sodium, carbohydrate, dietary fiber,
and protein. Put the numbers on your Diabetes
Nutrition Facts Card below. Cut out or copy this
card to take with you when you shop.

My Diabetes Nutrition Facts Card
My calorieneedsare __ eachday.

This breaks down to:

,,,,,,,,,,,,, less

fat grams or

saturated fat ______ grams ot less
sodium  ___ milligrams or less

carbohydrate ~ __ grams or more
dietary fiber ~  ____ grams or more
protein _____ grams or less

The food label gives a lot of information. Use the
canned chili label on the next page to find out:

How many servings are in the can? ____ (Clue:
see A)

How large is each serving? _(Clue: see A.)

If you eat the whole can, you'll eat ____ calories.

(Clue: see B.)

‘S3LI0TED 76 ‘dnd 1 ‘SBuIAISS 7 IomMSuy




Chili With Beans

Nutrition Facts

Serving Size 1 cup (253 g)
Servings Per Container 2

Amount Per Serving
Calories 260 Calories from Fat 72

% Daily Value

Total Fat 8g 13%
Saturated Fat 3g 17%
Cholesterol 130 mg 44%

Sodium 1010mg 42%
Total Carbohydrate 229 7%

Dietary Fiber 9g 36%
Sugars 49
Protein 25g

Vitamin A 35% Vitamin C 2%
Calcium 6% Iron 30%

*Percent Daily Values are based on a 2,000-calorie
diet. Your Daily Values may be higher or lower
depending on your calorie needs.

Ingredients: water, beef, beans,
fomatoes, modified food starch,
chili powder, salt, sugar,

flavoring

1 Starch Exchange,
3 Lean Meat Exchanges,
1 Vegetable Exchange




Why Fat Matters

People with diabetes are 2 to 4 times more likely to
have heart problems than other people. Eating
foods lower in fat, especially saturated fat, may
lower your risk for heart disease.

When you read labels, you may be
surprised by the large amount
of fat in some foods.

Some foods are mostly fat
(margarine, oils, and
peanut butter).

Some foods have more fat than you think
(casseroles, meat, chips and other snack foods,
sauces added to foods).




Some foods have very little fat (fruits, fruit juices,
plain vegetables).

Labels Can Tell You If Food Is Low in
Fat and Saturated Fat

Fat Free has the least amount of fat.

Very low fat and Low fat have a little more.

Reduced fat or Less fat always means that the
food has 25% less fat than the regular version of
the food.

Fat from animal foods (meat fat, dairy fat) is more
saturated than fat from vegetables (olive or corn
oil). Saturated fat raises blood cholesterol which is a
risk for heart disease.

Learn to use food labels to help you eat less fat,
especially saturated fat, in your daily meal plan.




Here’s how!
Look back at the canned chili label on page 3.

When you eat one cup of chili, you eat grams
of fat per cup (Clue: see O). (Answer: 8g.)

Use your Diabetes Nutrition Facts Card to find out
how much fat is left for you to eat during the rest of
theday. g (Clue: subtract the grams of fat in
the chili from the grams of fat on your card.)

When you eat one cup of this chili, you eat

grams of saturated fat. (Answer: 3¢g.)
How much saturated fat is left for you to eat during
therestof theday? ¢ '

True or False?

_ 1. You have a choice of two foods of the same
kind and serving size. The one with less fat and less
saturated fat is the better choice.

___2.You can eat some high-fat foods if the foods
you eat for the rest of the day are low in fat.

(Both 1. and 2. are True.)




Why Carbohydrate Matters

People with diabetes must pay attention to carbo-
hydrate. All carbohydrate turns into blood glucose
sooner or later. Carbohydrate comes from many
foods. Here are some different foods high in
carbohydrate.

CARBOHYDRATES

white rice " oatmeal €

brown rice & beans/lentils €

flours and grains pasta

whole-grain breads € fruits €

whole-grain cereals & vegetables €
Added sugars Naturally present sugars

[ —

table sugar (sucrose) milk sugar (lactose)
corn syrup fruit sugar (fructose)
dextrose fruits and some vegetables®

(High-fiber foods have the symbol € .)




Sugars are part of total carbohydrate. These include
foods with added sugars and naturally present sugars.
Nutrition Facts group all sugars together. Food
labels such as those on milk or fruit juice show the
naturally present sugars. Chili has both naturally
present and added sugars. (Clue: see D on page 3.)

Keep in mind that all carbohydrate turns into blood
glucose sooner or later! The kinds of carbohydrate
are less important than the total amount of
carbohydrate.




Use the canned chili food label on page 3 to find
out about carbohydrate. (You may tear out the
page to use it more easily.)

STEP 1:

Find the ingredients that are carbohydrate. (Clue:
see E.)
beans modified food starch
tomatoes sugar

STEP 2:

Look at the Total Carbohydrate. One serving has 22
grams. (Clue: see D.)

Use your Diabetes Nutrition Facts Card to find out
how many more grams of carbohydrate you should
eattoday. g (Clue: subtract the grams of carbo-
hydrate in the chili from the grams of carbohydrate
on your Diabetes Nutrition Facts Card on page 2.)




STEP 3:

Look at Dietary Fiber. One serving has 9 grams
(Clue: see 1D on page 3.) This is part of the total car-
bohydrate of 22 grams. The dietary fiber comes
from the beans and tomatoes.

When you eat one cup of chili, how much more
dietary fiber do you need to eat today? ____ g
(Clue: subtract the grams of dietary fiber in the
chili from the total grams of dietary fiber on your
Diabetes Nutrition Facts Card.)

STEP 4:

Look at Sugars. One serving has 4 grams. (Clue: see
D.) This is part of the total carbohydrate of 22

grams. This comes from added sugar plus the sugar
naturally present in the tomatoes.



The Bottom Line:
Balancing the Day

If you eat this chili, you now know how much
fat, saturated fat, carbohydrate, and dietary
fiber you have left to eat at other meals. You
and your dietitian will discuss how to divide
the carbohydrate you need over the course of
the day. Use the total carbohydrate given on
the label to help you count grams of carbohy-
drates.

Remember:
Choose lean meats and low-fat dairy
products. They are low in saturated fat.
B Choose fresh fruits and vegetables. They
have vitamins and minerals and no fat.
B Choose foods that are low in added sug-
ars. They may have less fat and calories
than foods with more sugar.
B Choose lower-sodium foods.




Nutrition Facts give you useful information no
matter how you plan your meals.

B If you follow the Exchange Lists for-Meal
Planning,* remember that the serving size on
the label may not be the same as the serving
size of an exchange.

For example, the label says the serving size of fruit
juice is 1 cup. The exchange list says the serving size of
fruit juice is 1/2 cup. If you drink 1 cup of fruit juice,
you are drinking 2 Fruit Exchanges, not one. Another
example is oatmeal. The label says the serving size is 1
cup. The exchange list says a serving is 1/2 cup. If you
eat 1 cup, you eat 2 Starch/Bread Exchanges.

Always check your Exchange Lists for the right
serving size. &\ ‘

*To order, visit the American Diabetes Association’s online bookstore at
http:/ /store.diabetes.org or call 1-800-232-6733.




B If you plan your meals using a carbohydrate
counting system, the label will tell you exactly
how many grams of carbohydrate are in a
serving of food.

B If you count fat grams, the label will tell you
how many grams of fat are in a serving of food.

B If you count calories, the label will tell you
how many calories are in a serving of food.

B If you count sodium, the label will tell you
how many milligrams of sodium are in a serv-
ing of food.

To improve your health, eat foods lower in sodium
and fat. To round out your healthy lifestyle, exercise
daily, keep a healthy body weight, and don’t smoke.

My Diabetes Nutrition Facts Card

My calorie needs are each day.

This breaks down to:
DAILY VALUES
fat grams or less
saturated fat grams or less
sodium milligrams or less
carbohydrate grams or more
dietary fiber grams or more

protein grams or less




American
»  Diabetes
L@ Association.

Cure ¢ Care e Commitment ®

1701 North Beauregard Street
Alexandria, VA 22311

For more information about nutrition, diabetes, and living well with
diabetes, call 1-800-DIABETES (1-800-342-2383)

American Heart
Associatione

Fighting Heart Disease and Stroke

National Center
7272 Greenville Avenue, Dallas, TX 75231-4596

For more information on nutrition, health, heart disease, and stroke,
contact your local American Heart Association or call
(800) AHA-USA1 (800-242-8721)




Voice Connections
from CorSolutions

available to you at any time
TOLL FREE (877) 267-5266

The

CorSolutions.

is another convenient way for you to learn more about your health from

The #o/] free Voice Connections™ line is available to you by telephone 24 hours a day
with helpful information on a variety of health conditions and ideas for improving
your health.

What’s more, this service offers you #nlimited access through exciting technology that’s
easy to use. When you call, you will be interacting with a computer that understands
and responds to your voice. You will simply select the condition you are interested in:
diabetes, heart disease, or a respiratory condition. Then you can choose between
hearing more about signs and symptoms, medication
compliance, stress management, healthy eating, or
physical activity. You can also complete a quality of life
survey that will help your CorSolutions nurse review

your progress and plan for additional care.

Voice Connections™ is available anytime, day ot

night—call as many times as you like.

CEOR

SOLUTIONS.
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SUNDAY

New Year’s Day

~ MONDAY.

TUESDAY

WEDNESDAY.

National Volunteer
Blood Donor Month

THURSDAY

FRIDAY

~ SATURDAY

Take out the
Personal Health
Tracker from the

center of this calendar

and use it as a 2006
health resource.

8 9 10 11 12 13 14
Have you donated
blood lately?
15 16 17 18 19 20 21

Dr. Martin Luther
King, Jr. Day

23

26

As of this month, all
food labels must list
their trans fat content.

Learn more about
your health from the
CorSolutions Voice
Connections®™ Line at
877-COR-5266
(877-267-5266)
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“Kachemak Bay”
Photo by Julie Anne Zeller,
CorSolutions Nurse ‘
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SUNDAY

)
MONDAY

WEDNESDAY

THURSDAY

FRIDAY

SATURDAY

4

Valentine’s Day

National Women’s
Heart Day

American African-American National Wear
Heart Month History Month Groundhog Day Red Day
5 6 / 8 9 10 11
Have you had your
blood pressure
checked recently?
12 13 14 15 16 17 18

Presidents’ Day

21

22

Take a mall walk
with a friend.

27

www.ecorsolutions.com

To access information
on over 5,000 2
health topics, visit




“Light From Above” ,
Photo by Kathy Elleray, R.N.,
CorSolutions Nurse -




SUNDAY

MONDAY

TUESDAY

WEDNESDAY.

FRIDAY

SATURDAY

FEBRUARY
SMTWTFS|SMTWTFES 4
s 5w 34567 213
5678 91012 American
1213141516 17 18 1 9 10 11 12 13 14 15
1920 21 22 23 24 25 | 16 17 18 19 20 21 22| Fred Cross Month
% Month Ash Wednesday
5 6} / 8 9 10 11
Keep your first-aid kit
up-to-date.
12 13 14 15 16 17 18
Are you eating
a healthy breakfast
gach morning? St. Patrick’s Day
19 20 21 22 23 24 25

Spring Begins

26

27

28

29

30

31

Learn more about
your health from the
CorSolutions Voice
Gonnections®™ Line at
877-COR-5266
(877-267-5266)




“Bouquet” o
Photo by Nancy Yetsko, R.N.,
CorSolutions Nurse | :




MONDAY.

SATURDAY.

TUESDAY WEDNESDAY Tl—%URSD/B\Y~ FRIDY
S M T
1 2
7 8 9 10 11 12 13
14 15 16 17 18 19 20 To access information
252122232425 26 27 on over 5,000 Fasten your
1 28 29 30 31 Cancer Control health topics, visit seat belt every time
Month www.ecorsolutions.com you’re in the car.
2 3 4 5 6 7 8
Daylight-Saving National Alcohol | Alcohol Free Weekend
Time Begins Screening Day (April 7-9)
9 10 11 12 13 14 15
Passover
Palm Sunday Begins at Sundown Good Friday
16 17 18 19 20 21 22
Easter Income Taxes Due
23 24 25 26 27 28 29
Watch for changing
moles on your skin.
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SUNDAY

Learn more about
your health from the
GorSolutions Voice
Connections®™ Line at

877-COR-5266

MONDAY

1

Older Americans
Month

National High
Blood Pressure

WEDNESDAY.

THURSDAY

SATURDAY

National Nurses Week

Mother’s Day

Last day to sign
up for a Medicare
drug plan to avoid
higher premiums.

Call 1-800-MEDICARE

National Employee
Health & Fitness Day

(877-267-5266) Education Month (May 6-12)
/ 8 9 10 11 12 13
14 15 16 17 18 19 20

Armed Forces Day

21

22

24

27

Memorial Day

31

National Senior
Health & Fitness Day

Asian Pacific
American Heritage

Month




“Ocean Blue” .
Photo by Carolyn Osterberger, R.N.,
CorSolutions Nurse




SUNDAY

MONDAY

TUESDAY

To access information

SATURDAY

Regular walking
can help reduce
bone loss.

Flag Day

1 11 12 13
21 16 17 18 19 20 21 22 on over 5,000
28 23 24 25 26 27 28 29 health topics, visit
30 31 National Safety Month | www.ecorsolutions.com
4 5 §) / 8 9 10
11 12 13 14 15 16 17

18

Father’s Day

Summer Begins

25

26

27

28

29

30

Some medicines and
sunshine don’t mix.
Ask your doctor or

pharmagist if any drugs
you are taking can
make your skin more
sensitive to the sun.



“Swallowtail”
Photo by Daniel Carter Ill, R.N.,
CorSolutions Nurse
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General Health Screenings

all of your doctors.

The health tests and screenings listed in the chart below are
recommended for everyone, regardless of chronic health
conditions. If you have a chronic condition, find out which
tests and screenings you may need to schedule earlier or
more frequently. Make copies of this form and give them to

Type of Test Recogg;tlmded My Goal | D aztgol%ue Datzeuggne Results Date/Results | Date/Results | Date/Results
Weight / / /
*BMI 18.5-24.9 / / /
Waist Measurement Men < 40° / / /
Women < 35
< 140/90
Blood Pressure Heart Failure < 130/85 / / /
Diabetes < 130/80
Total Cholesterol <200 / / /
HDL 240 / / /
LDL <100 / / /
Triglycerides <150 / / /
Flu Vaccine Yearly / / /
Physical Exam Every 1-3 years / / /
Skin Exam Every 1-3 years / / /
Dental Exam Every 6 months / / /
Fecal Occult Blood Test Yearly after age 50 / / /
Colonoscopy Every 10 years after age 50 / / /
Men:
PSA Test/Prostate Exam Yearly after age 50 / / /
Women:
Mammogram Yearly after age 40 / / /
Pap Test Every 1-3 years / / /
Clinical Breast Exam Every 1-3 years / / /
Bone Density Test At age 65 / / /
Copyright © 2005, CorSolutions Inc. Printed in USA
Weight in Pounds .

* BMI (body mass index) is a measure of weight for height.
BMI can be calculated using pounds and inches with this equation:

BMI = (Height in inches) x (Height in inches) X703




Chronic Conditions

If you have a chronic health condition, it is vital that you schedule
the routine tests, screenings and vaccinations you need to prevent
complications and monitor your condition. Find out from your doctor
if you need to schedule any of these tests or exams. Then use this
form to keep track of your health goals, appointments and results.

Recommended Date Due | Date Done }'

Type of Test Goal My Goal 2006 2006 Results Date/Results | Date/Results | Date/Results |
Pneumonia Vaccine | Once or twice in a lifetime / / / |

Diabetes

As recommended by your
doctor and 3 or more / / /
times daily if taking insulin

Self-Monitored Blood
Glucose

Every 3 months
A1C < 7% until normal, / / /
then every 6 months

Urine Microalbumin

Test Yearly / / /

Dilated Eye Exam Yearly / / /

Foot Exam At every office visit / / /

— at least yearly
Diahetes Office Visit | At least every 6 months / / / ‘
Asthma i
Peak Flow Meter Use daily and when / / / 3
having symptoms
Work with your doctor
Asthma Action Plan to develop your / / /

action plan




ation and save it for reference.

Please remove this page along the per

Medical

Prescription and over-the-counter medications, including herbal supplements and
vitamins, can interact. It's important to keep an updated list of your medications
in your wallet and on your refrigerator in case of an emergency. If you are ever
treated by emergency workers, one of their first questions is what medications
you are taking. Use this chart to record your medications. Give copies to your
doctors, your pharmacist and a member of your family.

Name of Medication How Much Do | Take? When Do | Take It? What Do | Use It For?

(Example) Aspirin 81 mg. Every morning Prevent blood clots

Copyright © 2005, CorSolutions Inc. Printed in USA




Taking Medication Correctly

—recommendations for preventing errors

Medication is an important part of caring for a chronic condition. It's even more important
to know what prescriptions you take, how to take them correctly and what they are
designed to do. You shouldn't hesitate to talk to your doctor or nurse if you have any
questions or concerns. Also remember that pharmacists play an important role in developing
and implementing processes and procedures to help prevent medication errors. To help
make sure medications are used safely and effectively, the American Society of Health
System Pharmacists (ASHP) recommends that you follow these tips:

* Keep a personal list of all the drugs * Ask your doctor or nurse if you should

you take, including prescribed drugs,
nonprescription drugs, home remedies,
and medical foods and share it with your
doctor and nurse.

* Keep a list of medications that you cannot
take (for reasons like allergic reactions).
Give the reasons why, and share it with
your doctor and nurse.

« Tell your doctor exactly how you're
taking your prescriptions, especially if
you take your medication differently
from the original prescription.

* Ask your pharmacist if you have any
questions about the treatments or
medications you receive.

* Learn the names of the drug products that
are prescribed and administered to you,
as well as their dosage and strength and
schedules.

avoid certain foods, beverages, other
medicines or activities while you are
taking the drug.

Request any written information available
on the drug product.

Question anything you don't understand
or that doesn’t seem right. Be especially
alert to unexpected changes, such as
receiving a prescription refill that seems
to have a different strength or appearance
from the original prescription.

Repeat the information about proper
use and effects of your medication to
your doctor or nurse to make sure you
understand correctly.

If you're too ill to follow these 5uggestions,
ask a friend or relative to help.

From the American Society of Health System Pharmacists
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Learn more about
your health from the
CorSolutions Voice

Gonnections®™ Line at

877-COR-5266
(877-267-5266)

THURSDAY

FRIDAY

SATURDAY

3 4 5 6} / 8
Walking is a good
way to lose weight
Independence Day and stay fit.
10 11 12 13 14 15

Strawberries and
citrus fruits
can add fiber
to your diet.

17

24




“Avalanche Creek” ;
Photo by Janel Hemmerle, R.N.,
CorSolutions Nurse :




SUNDAY

To access information
on over 5,000
health topics, visit
www.ecorsolutions.com

WEDNESDAY

THURSDAY

SATURDAY

7

10

11

12

13

14

15

Clean out your
medicine cabinet
this month.

16

17

18

19

22

25

Is it time to replace
your toothbrush?

JULY




“Blossoms” -
Photo by Debra Hedge, R.N.,
CorSolutions Nurse .




MONDAY

TUESDAY

WEDNESDAY

THURSDAY FRIDAY

SATURDAY

AUGUST
TWTFSISMTWTES 2
1234512345867 Learn more about
6 7 8 91011 12| 8 9 10 11 12 13 14 | your health from the
13 14 15 16 17 18 19 | 15 16 17 18 19 20 21 | CorSolutions Voice
2021 22 23 24 25 26 | 22 23 24 25 26 27 28 | Connections® Line at
27 28 29 30 31 29 30 3t 877-COR-5266 National Cholesterol Prostate
(877-267-5266) Education Month Health Month
Labor Day
National Hispanic
National Do you need a flu Heritage Month
Grandparents Day Patriot Day shot this fall? (9/15-10/15)

Rosh Hashanah
Begins at Sundown

Autumn Begins
1st Day of Ramadan

25

For information on
Medicare benefits,
call 1-800-633-4227.

27

National Women’s
Health & Fitness Day

30
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SUNDAY

Yom Kippur
Begins at Sundown

MONDAY

2

WEDNESDAY

THURSDAY

National Depression
Screening Day

SATURDAY

7

To access information
on over 5,000
health topics, visit
www.ecorsolutions.com

8

National Fire
Prevention Week

Columbus Day

10

11

Do you have a home
fire extinguisher?

12

13

14

15

16

17

18

19

20

21

Standard Time Begins

30

Check smoke
detector batteries.

Halloween

31

National
Breast Cancer
Awareness Month

Talk About
Prescriptions Month




“Zen Garden” ,
Photo by Kristy Olave, R.N.,
CorSolutions Nurse ‘




SICINIBAVE

MONDAY
DECEMBER

\WEDNESDAY

FRIDAY

SATURDAY

‘quit smoking.

Smokeout

SMITWT FS|SMTWTFS 1 2 3 4
1234567 1 2
8§ 9101112131413 4 5 6 7 8 9 : ;
15 16 17 18 19 20 21 | 10 11 12 13 14 15 16 Ame”cﬁgn%']abetes
22 23 24 2526 27 28 | 17 18 19 20 21 22 23 Have you had your
29 30 31 24 25 26 27 28 29 30 COPD blood sugar levels

31 Awareness Month checked recently?

Election Day Veterans Day
It's never too late to Great American

22

23

Thanksgiving Day

26

27

28

29

30

Learn more about
your health from the
GorSolutions Voice
Connections®™ Line at
877-COR-5266
(877-267-5266)
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CorSolutions Privacy Policy

CorSolutions respects your personal privacy and is committed to adhering to federal and state privacy laws and
industry guidelines in order to protect you and your identity. CorSolutions is provided medical and pharmacy claims data
information from the insurance provider or health plan to assist in the early identification of members who may benefit
from the various types of services we can provide, including disease management. Pursuant to the Health Insurance
Portability and Accountability Act of 1996 (HIPAA), CorSolutions serves in a Business Associate capacity to insurance
providers/health plans to provide health management programs. As such, CorSolutions is permitted to use protected
health information to assist in providing health management services. Moreover, employers whose health plans have
selected our services are not informed which of their employees are in or have been referred to our programs.

Rights:

» The right to have information about CorSolutions, to include + The right to request restrictions on certain uses and
programs and services provided on behalf of the sponsoring disclosures of personal identified data. In some cases,
organization, its staff and its staff qualifications and any these requests may be denied.

contractual refationship. + The right to request reasonable alternative means of

« The right to decline participation or disenroll from programs communicating personal identifiable information, including
and services offered by the organization. but not limited to requesting that CorSolutions send
communications in a closed envelope rather than a post
card; send communications to the participant’s place of
employment; send communications by mail to a designated

» The right to know which staff members are responsible
for managing their services and from whom to request

a change. address; or to speak with the participant by phone at a
» The right to be supported by the organization to make designated phone number.
gg;l;;]o?;rénteractlvely with their practitioners regarding » The right to access/copy their health information and to

request amendments to it. CorSolutions may charge the
» The right to be informed of all disease/demand/case participant a reasonable fee for copying and postage.
management or lifestyle modification-related treatment
options included or mentioned in clinical guidelines,
whether covered or not by the sponsoring organization,
and to discuss these with the treating practitioners.

» The right to revoke consents and authorizations to the
extent that they have not been relied upon. However, if a
participant revokes consent, please note that CorSolutions
may stop providing disease/demand management services
to the participant.




* The right e treated with courtesy, dignity and respect fo
their personal integrity, without regard to race, religion,
national origin, sex, age, disability, matital status, or source
of payment.

» The right to have personal identifiable information and
medical information kept confidential, to know what entities

have access to their information, and to know the procedures

used by CorSolutions to ensure privacy and confidentiality.

Responsibilities:

- The right to request an accounting of all identifiable personal
information disclosures not related to treatment, payment, or
health care operations.

« The right to request the above or any additional information
regarding CorSolutions privacy practices by contacting
CorSolutions at 1-800-343-6311 extension 2227.

» The responsibility to treat CorSolutions staff, and/or its
agents, with courtesy, respect and dignity.

* The responsibility to inform CorSolutions staff, and/or its
agents, of any religious belief and/or ethnic custom that
would in any way affect and/or conflict with services
provided, and the manner in which they may be offered.

* The responsibility to provide CorSolutions staff, and/or
its agents, with current and past medical history and
functional limitations, if any, including past illnesses,
hospitalizations, medications, allergies and other pertinent
information necessary to carry out its services.

Voicing a Complaint:

+ The responsibility to follow the Plan of Care as directed
by the physician in collaboration with CorSolutions staff,
and/or its agents, and the participant.

» The responsibility to inform CorSolutions staff, and/or
its agents, if the physician has changed any current
medications, treatments, procedures, and/or nutritional
guidelines.

+ The responsibility to notify CorSolutions and the treating
practitioner if the participant decides to disenroll from
the program.

Any participant wishing to voice a concern or comment
about CorSolutions and/or its staff may contact CorSolutions
at 1-800-343-6311 extension 2227.

If you believe CorSolutions has violated your privacy rights,
you may file a complaint in writing to:

Privacy Officer
CorSolutions, Inc.
9500 West Bryn Mawr
Suite 500

Rosemont, IL 60018
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Remember, we're here to hel

Use this magnet to keep our number handy.

——
Uh

MY DOCTOR'S N M

e
FRIEND /RELATIVE'S NUMBER

medica.c




In partnership with C

SOLUTIONS.

These CorSolutions Inc. program materials are not intended as advertising or
marketing. They are sent for educational and disease management purposes.
Moreover, any references to other organizations (e.g., American Diabetes
Association) is not due to a sponsorship relationship between CorSolutions,
Inc. and such third party entities. These third party references and materials
are included solely for educational and disease management purposes.
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PATIENT HEALTH QUESTIONNAIRE (PHG-9)

NAME:

DATE:

Nver the Jast 2 weeks, how often have you been
lered by any of the following problems?
o€ V" to indicate your answer)

1. Little interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

3. Trouble failing or staying asleep,
or sleeping too much

4. Feeling tired or having little energy

5. Poor appetite or overeating

6. Feeling bad about yourself—or that
you are a failure or have let yourself
or your family down

~ouble concentrating on things, such as reading the
~_«ewspaper or watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite—being so fidgety
or restless that you have been moving around a ot
more than usual

9. Thoughts that you would be better off dead,
or of hurting yourself in some way

add columns:

(Healthcare professional: For interpretation of TOTAL,  TQTAL:

Pplease refer to accompanying scoring card.)

10. If you checked off any problems, how
difficult have these problems made it for
you to do your work, take care of things at
home, or get along with other people?

Not difficult at all
Somewhat difficult
Very difficult

Extremely difficult

PHQ-9 is adapted from PRIME MD TODAY, developed by Drs Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and
with an educational grant from Pfizer Inc. For research information, contact Dr Spitzer at ris8@columbia.edu. PHQ-9 Copyright
©1999 Pfizer Inc. All rights reserved. PRIME-MD® and PRIME MD TODAY™ are trademarks of Pfizer Inc.

colleagues,



PHQ-9 SCORING CARD FOR SEVERITY DETERMINATION

for healthcare professional use only

Scoring—add up all checked boxes on PHQ-9

For every v: Not at all = 0; Several days = 1;
More than half the days = 2; Nearly every day = 3

Interpretation of Total Score
Total Score Depression Severity
1-4  Minimal depression
5-9  Mild depression
10-14 Moderate depression
15-19 Moderately severe depression
20-27 Severe depression
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Wellness Survev (TOP)

Please complete the following Wellness Survey and return it to your
Health Advocate in the self-addressed, stamped envelope enclosed.

The information that you share in this survey will be strictly confidential.
The information will be used to help evaluate program effectiveness and
enhance care delivery. Your individual answers will not be shared outside
of the Health Advantage Program by Medica.

Thank you for your prompt completion of this survey.

UNITED

BEHAVIORAL HEALTH

MINOTH




UniTED HEALTH ADVANTAGE BY
BEHAVIORAL HEALTH MEDICA
WELLNESS SURVEY

Name D.OB Date

Please return the completed survey in the enclosed postage-paid envelope.

Extremely

Please tell us how much you agree with the followmg three statements o , : ,
a. |feel good about myself. ; . , ' ' ,f O

b. I can deal with my problems. O O O O O
c. |am able to maintain control over my we... O o O O O

Quite Extremely

To what extent have the concerns which led you to seek help lnterfered othered. | Bothered | Bothered
with your: . , , - =
a. Family Life o ' O , O
b. Social Life , O O O O O
c. Work, Schoolwork, or Housework ' . , g O o O O

3 Following are problems or complaints that people sometimes have. rate Quite Extremely
For each problem please indicate how much that problem has || Potered | Bothered
bothered or distressed you during the past 7 days, including today.

a. Nervousness or shakiness O - - - -
b. Feeling lonely el . e L) [}
c. Feeling sad or blue o o 0 o C
d. Your heart pounding or racing - . ok L -
e. Feeling hopeless about the future O O o o O
f. _ Feeling everything is an effort ' = O o O O
g. Spells of terror or panic | | O O O
h.  Feeling so restless you couldn’t sit still -~ O O O O O
i. Feelings of worthlessness | O O O |
j.© Feeling suddenly scared for no reason O O O O O
k. Feeling no interest in things O O O O O
4. Are you currently employed'7

(if yes, please proceed to queshon 5below. Ifno, please sk:p to question 10 on the next page. )

5. During the past 30 days, how many days were you unable to work
because of your physmal or mental health‘? ) Days

6. During the past 30 days how many days were you able to work ..
but had to cutback on how much you got done because of your physucal l
r mental health? ,

: Days

No

7. Are you currently on, have filed, or are considering filing for disability .
benefits or workers compensat;on’) (Remember that your responises are completely confidential) ' O . O

8. Are you experiencing any recent problems at work? O O
9. Are you providing care to someone in your family who is ill or disabled? @ g g

—T— - - - 1 Please continue survey on next page




10.

11.

12.

13.

14.

15.

16.

18.

19.

20.

21.

Fair

Poor

In general, would you say your health is? O 0O 0 O O
"Mod,el,aieN Quite Extremely
_ Bothered | ‘Bothered Bothered
In the past 30 days, how much have you been bothered by physical ' L
pain? O O O
No
Do you currently have a serious and/or chronic medical condition , O
such as diabetes, cancer, heart disease, asthma, or rheumatoid arthritis?
2‘3’” 45 T'\I',:grr'nes
In the past 6 months, how many times have you seen a doctor O 0 O O O
or used other medical services ?
No
Have you had a drink or used drugs in the past 30 days? , 0 O
(Ifyes, please proceed to question 15. Ifno, please skip to question 21.)
In the past 30 days have you ever felt you ought to cut down on your
drinking or drug use? = =
In the past 30 days have people annoyed you by cntlc;zmg your
drinking or drug use? b O
In the past 30 days have you ever felt bad or guilty about your drinking 0O O
yr drug use?
In the past 30 days have you ever had a drink or used drugs first thing O O
in the morning to steady your nerves or get rid of a hangover? .
How many days in the past week did you have a beer, glass of wine,
mixed drink, or shot of liquor? Days
On a typical day when you have had a drink, how ‘many glasses, bott!es , (Enter # of glasses, bottles, cans,
cans, or shots do you drink? ' or shots)
) . I\‘leu,,tly‘ai‘ , Disagree gg:;?;}é
Please tell us how much you agree with the following statements
regarding the therapist you saw/will see based on your current care:
a. | was satisfied with my experience of finding an available therapist. =~ O o O ] ]
b. My first appointment with a therapist took place (or will take place) within m| O O O

an acceptable timeframe.

At United Behavioral Health we are interested in examining how well we serve different ethnic groups within our

1ember community. Please indicate with what ethnic group you identify most:

O white, non-hispanic O American Indian or Alaska native O Other ethnic groups
O African American or Black O Asian or Pacific Islander O Do not wish to disclose
O Latino or Hispanic O Muttiple ethnic groups

Please remember that you can reach a UBH Intake Counselor 24 hours a day, seven days a week at 1-866-658-4662. If you
have specific questions or comments regarding this survey, please call the same number durmg business hours, 8am to 5
pm, Monday through Friday. ;

CommTOPInital605T107
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Authorization for Release of Information

We are looking forward to working with you so that you receive the care you need. In order for us to better
coordinate your care and the services you will receive, we ask that you sign a Release of Information so that
Medica and UBH are able to communicate with your providers. Please review and sign the Release of
Information below. If you have any questions or concerns, we are here to help. Please call your Health

Advocate. The name and number of your Health Advocate is located at the bottom of your “Welcome”

Letter.
Member’s Name Birth Date Member’s ID#, SSN, or Chart # (circle one)
Street Address City State Zip Code

I understand that this authorization is voluntary. I understand that my health information may be protected by the
Federal Rules for Privacy of Individually Identifiable Health Information (Title 45 of the Code of Federal
Regulations, Parts 160 and 164), the Federal Rules for Confidentiality of Alcohol and Drug Abuse Patient Records
(Title 42 of the Code of Federal Regulations, Chapter I, Part 2), and/or state laws. I understand that my health
information may be subject to re-disclosure by the recipient and that if the organization or person authorized to
receive the information is not a health plan or health care provider, the released information may no longer be
protected by the Federal privacy regulations.

I understand that my records may contain information regarding my mental health, substance use or dependency, or
sexuality, and also may contain confidential HIV/AIDS — related information. I further understand that by signing
below, I am authorizing the release or exchange of these records to the parties named below.

1 also understand that my health plan may not condition treatment, payment, enrollment, or eligibility for benefits
on whether I sign this form, except for certain eligibility or enrollment determinations prior to my enrollment in its
health plan, and for health care that is solely for the purpose of creating protected health information for disclosure
to a third party. :

I understand that I may revoke this authorization at any time by notifying UBH in writing, but if I do, it will
not have any effect on any actions UBH took before it received the revocation.

I hereby authorize United Behavioral Health to (check all that apply):
[ ] Exchange with [ ] Release to [] Obtain from the parties I have indicated below

I hereby authorize United Behavioral Health to exchange / release / obtain information:
[] Verbally only [] in written form only [_] both verbally and in writing

Person/organization receiving/communicating the information:

Name: Phone #

Address:

Health Adv Member Opt In
8/23/04




'UBH Authorization for Release of Information Page 2

Description of individually identifiable health information (check appropriate type(s) of information) to be
released/exchanged/obtained:

[]Al [] Treatment Plan(s)

[] Claims [] Outpatient Progress Reports

[] Eligibility/Benefits [] Attendance Only

] Clinical records used to make benefit determinations (may include HIV/AIDS and/or Substance Abuse
information)

[] All records relating to a Disability claim
] All pertinent documentation UBH deems appropriate for the purpose(s) checked below
[] Other (describe): Coordination of care for “Health Advantage by Medica SM

The purpose of this release is (check all that apply):

[] To allow the clinically appropriate management and coordination of the Member’s mental health and/or
substance abuse treatment and/or coverage under the Member’s health benefit plan (Care Management and
Coordination).

[ ] Benefit Management [ ] Administration of a Worker’s Compensation claim
[] Claims Administration/Payment [ ] Administration of a Disability claim
[] Employer Mandated Treatment Referral ] Subpoena or other legal process

[] To release physical records described above
] Other (describe): Coordination of care for “Health Advantage by Medica®™

The dates of records to be disclosed: (This section must be completed by Virginia residents)
From / / MM/DD/YY) To / / (MM/DD/YY)

THE MEMBER OR THE MEMBER’S REPRESENTATIVE MUST READ AND SIGN OR INITIAL THE
FOLLOWING STATEMENTS:

I understand that this authorization will expire:

[ ]On / / (MM/DD/YY) or one year from the date of the signature below (or as set
forth by other applicable federal or state law — see below).

or

[] Once the following event occurs (does not apply to Illinois residents):

(Form must be completed before signing)

Signature of Member/Legal Guardian Signature of Minor Member Date

. or Member’s Representative

Print Name of Member’s Relationship to the Member Description of
Representative Representative’s Authority

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION

Health Adv Member Opt In
8/23/04




s

Work with your clinician to decide on a treatment
plan that will be most helpful to you.

@

Go to each of your appointments.

L]

Take the medications that are prescribed for you.

®

Follow the directions of your doctor.

@

At the first sign of not feeling well, call your clinician
or Health Advocate.

* If you have medical issues or concerns, please sign
a Release of Information form. This form allows your
behavioral health clinician to talk to your medical
doctor. This helps them to give you the best
possible care.

s

Please see your clinician at least three times within
the first 12 weeks after diagnosis of depression.

@

Please stay in touch with your Health Advocate.
Your Health Advocate will also follow up with you
over the next six months to help ensure that you get
all the appropriate care.

UBBOGET50

7

Depression Self-Appraisal

0. symptoms of major depression. [f vou answer “yes”
to two or more of these questions, it might be helpful
for you to talk to a professional about vour mood and

possible depression.

This self-appraisal is not a substitute for a professional
evaluation and is not intended to be a self-diagnosis.
Only a professional can make a diagnosis. If you have
concerns about your mood after answering these
questions, please talk to your doctor or contact
United Behavioral Health at 1-866-658-4662.

We can arrange for a professional consultation.

© 2005 Medica and United Behavioral Health. Medica®is a registered service mark of
Medica Health Plans. “Medica” refers to the family of health plan businesses that includes
Medica Health Plans, Medica Health Plans of Wisconsin, Medica Insurance Company,

Mec! - Self-Insured. Health Advantage by Medica™is a service mark of Medica
y .

MEDICA
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Feel Better Faster
&\ ~_a people get the right resources and
treatment for depression, they usually feel
better faster and often see an improvement

in their overall health. Take advantage of this
program by calling our toll-free number today.

We are here for you every step of the way.

1-866-658-4662 toll-free
1-800-543-7162 1DD

This program is available through a partnership by
Medica and United Behavioral Health. All calls and
use of services are kept confidential. Information is
restricted to your treating doctors.

Ta

program by calling

1-866-658-4662 toll-free
1-800-543-7162 TDD

UNITED

BEHAVIORAL HEALTH

© 2005 Medica and United Behavioral Health. Medica® is a registered service mark
of Medica Health Plans. “Medica” refers to the family of health plan businesses that
includes Medica Health Plans, Medica Health Plans of Wisconsin, Medica Insurance
Company, Medica Self-Insured. Health Advantage by Medica* is a service mark of
Medica Health Plans.

UBBOSE:150



Depression is almost
as common as the
winter fiu — nearly
19 million adults
in the US. suffer
Jrom depression
every year. * I
can occur on
own or result from

a-medical illness.

* National Institute of Mental Health

there’s a free resource for coping with

sion and its impact on your life —

Advantage by Medica}" a personalized

§

Designed by Medica and United Behavioral
Health, Health Advantage by Medica gives
you information, resources and referrals so
you get the support that will be most helpful
to you.

The Right Treatment for You

This program gets you the help you need
in a few simple steps.

Giving you more choices — If you are
"ling persistently sad or have symptoms
- ’;/depression, your primary care physician
or other health care provider can
recommend you for the program.

We give you a call and invite you to
participate. If you choose to participate
in the program, we mail you a Member
Packet, which includes educational
materials, resources and forms for you
to fill out and return to us. The program
is completely voluntary.

Understanding your needs — Once yo
decide to participate in the program, {
work with you, your physician and other
care providers to understand your needs.

If you do not already see a therapist, we
can arrange for you to visit a mental health
clinician whose expertise matches your
needs and preferences.

Your doctors
work to provide you with the best care.
We help them work together as a team.
We help them communicate to each other.

Coordinating your care

Working with vou — A Health Advocate
regularly checks in with you by phone

to answer any of your questions and
provide ongoing support and assistance
We provide you with educational matei\

to help you get the care you need. We

can refer you to resources that are helpful
to you.




Dear (Member Name),

Welcome! We applaud vour decision to participate in the depression
program provided by Medica and UBH. You are taking an important step
toward managing vour depression and reducing is impact on your
physical health.

As you get started in the program, your Health Advocate will work with
you. We will also work with your primary care physician and your
mental health chinician. By working together, we can better coordinate
your care. Your Health Advocate will contact you regularly to talk about
your depression and provide resources, recommendations or referrals.
Our goal is to help enhance your quality of life by reducing the impact of
depression.

This document is a resource that can help you work more effectively
with your doctor and make wise health care choices. However, you
should not rely on it to replace necessary medical consultations to meet
your individual health care needs. Not all treatments mentioned in this
document are covered by all health plans. You and I can discuss
coverage and the services that best serve your needs. Details about the
program, educational materials about depression and release forms are
enclosed. Please fill out the forms and return them to us in the enclosed
envelope.

Your UBH Health Advocate will contact you within the next two weeks.
Keep in mind that all services and calls are confidential. Information will
be shared only among doctors from whom you are receiving freatment.
In the meantime, if you have any questions, please do not hesitate to call
me.

Sincerely,

Health Advocate Name Ken Joslyn,
M.D.

Health Advocate Medica Medical
Director

UNITED

BEHAVIORAL HEALTH




Medica and United Behavioral Health (UBH) are offering a unique
program for Depression. The program is called Health Advantage by
Medica®™, a personalized depression management program. It is designed
to support and help those with Depression, as well as individuals with a
co-occurring medical illness. It is voluntary and at no cost to you.

Medica and UBH understand the impact that Depression can have on an
individual’s quality of life. Health Advantage by Medica®™ focuses on
improving your overall health and overcoming Depression.

The program gives you information, resources and referrals. This allows
you to receive the support that will be most helpful to you.

Your Health Advocate is here to assist you every step of the way. We do
this by helping you understand your disease more fully and coordinating
care and having ongoing communication between both the behavioral and
medical professionals involved in your care.

Please review the enclosed member materials.

We are excited to work with you!

UNITED

BEHAVIORAL HEALTH
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suffer from depression in any given year.
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Depression is an illness that involves the
body, mood and thoughts. It affects the way
a person eats and sleeps, the way one feels
about oneself, and the way one thinks about
life. Depression is not the same as a passing

blue mood. It is not a sign of personal weakness.

It is not a condition that can be “willed away.”
People with depression cannot easily “pull
themselves together.” Without treatment,
symptoms can last for weeks, months, or even
years. It can even worsen diseases that could
lead to death and could lead to suicide. It can
have a negative impact on other medical
“nditions and make people more likely to
se or develop other diseases. However, with
“appropriate treatment most people get better.

Depression comes in different forms, just

as with other ilinesses, such as heart disease
and diabetes. The forms of depression vary by
severity, number of symptoms and persistence.
Below are a few of the more common forms
of depression.

tajor sion is a combination of symptoms
that mterferes with the ability to work, study,
sleep, eat, and enjoy pleasurable activities. The
symptoms are disabling and may occur only
once but are also likely to occur several times
during life. In some instances, depression may
become severe enough to mimic dementia or
cause a disconnection from reality (psychosis).

Dysthymia is a less severe form of depression
that is long-term. The symptoms are not
disabling, but they may keep someone from
optimal functioning and well-being. Many
people with dysthymia may also experience

a major depression at some time in their lives.

Situational depression or adjustment disorders
occur due to a specific stressor. These disorders
may last only a short time or they may develop
into major depression. The symptoms vary in
severity from mild to severe depending on the
stressor or the support and defenses available to
respond to the stressor.

Symptoms of Depression

Not everyone who is depressed experiences
each symptom. Some people experience a few
symptoms, some many. The severity of symptoms
varies with each individual and also over time.

@

Persistent sad, anxious or “empty” moods

2

Feelings of hopelessness or pessimism

&

Feelings of guilt or worthlessness

@

Loss of interest or pleasure in hobbies
and activities that were once enjoyed,
including sex

£

Decreased energy or fatigue

#

Difficulty concentrating, remembering
or making decisions

&

Insomnia, early-morning awakening
or oversleeping

Fage 1 of 6



s Appetite change and/or weight loss/gain

» Thoughts of death or suicide,
suicide attempts

« Restlessness or irritability

= Persistent physical symptoms that do not
respond to treatment, such as headaches,
digestive disorders and chronic pain

There is evidence that some types of depression
run in families. This suggests that a biological
vulnerability can be inherited. Having a family
history of depression does not mean that you will
become depressed. It means that you may be
more likely to become depressed. Not everyone
with a genetic makeup for depression becomes
depressed. Situational stresses and medical
problems may “unlock” the genetic makeup
leading to depression.

In some families, major depression occurs

in generation after generation. However, it can
also occur in people with no family history of
depression. Whether inherited or not, depression
is associated with changes in brain structures

or brain function.

People with low self-esteem who consistently
view themselves and the world with pessimism
or who are easily overwhelmed by stress are
prone to depression. It is not clear whether this
indicates a predisposition to depression.

There is increasing evidence showing that
physical changes in the body can be accompanied
by mental changes as well. Medical conditions
and diseases, such as stroke, a heart attack,
diabetes, cancer, or Parkinson’s disease, can
lead to depression. The sick person may become
apathetic and unwilling to care for his or her
physical needs, making recovery less likely.
Untreated depression can also affect a person’s
response to treatment for his or her medical
condition. Certain medications can contribute to

Understanding Depression

depression. Serious loss, difficult
relationships, financial difficulty, or any
stressful situation can trigger depression.

Often, a combination of genetic, psychological
and situational factors are involved in the onset
of depression.

The first step in getting treatment for depression
is to have a physical examination. Certain
medications and medical conditions can cause
the same symptoms as depression. These should
be ruled out through physical examination,
interview and possibly laboratory tests. If
physical causes are ruled out, a psychological
evaluation should be done, either by your
physician or by a mental health professional.

tic evaluation will include the

« Complete history of symptoms

= When did they start?

= How long have they lasted?

= How severe are they?

« Have you had them before?

= Have they been treated before?
= Was the treatment successful?

= History of alcohol or drug use

» Questions about thoughts of suicide
or harm to others

» Family history
= Are there family members with depression?
» What treatments worked for them?

= Mental status examination

The choice of treatment will depend on the
outcome of the evaluation. There are many
different types of medications and psychotherapies
that can be used to treat depression. Some
people with milder forms of depression may

do well with psychotherapy (talk therapy) alone.
People with moderate to severe depression

most often benefit from medication. Most

people do best with a combination of medication
and therapy.
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] “re are several different families of

““medications to treat depression. These
medications affect certain chemicals in your
brain thought to be responsible for the mental
and physical changes associated with depression.
These chemicals are called neurotransmitters.
Sometimes your doctor will need to try several
medications before finding one that is best for
you. Knowledge of family members’ experiences
with medications may be helpful in selecting
the medication that is right for you. A complete
list of other medications you take (including
over-the-counter medications, such as aspirin)
is important for limiting the risk of harmful
medication interaction. Sometimes the dosage
will need to be increased for the medication
to be effective. Although some improvements

.may be seen in the first several days or weeks,

; =tors recommend that medications for

_uepression be taken daily for at least one

month in order to get the full benefit.

Patients often stop medications too soon.
They feel better and think they no longer i
need the medicine. They may think that the !
medication is not working. They may also have
side effects that may temporarily be bothersome.
In most cases, the side effects improve or _
disappear with time or they can be managed ?
by adjusting the dose of medication. In order
for the medications to be effective at treating
and preventing return of your symptoms, it is
important to continue them for at least 6-9 :
months. Stopping them too quickly could lead
to a recurrence of the depression. Some

2dications must be stopped gradually to

fv,é the body time to adjust. Never stop 1
medication without consulting with the doctor. Q
There are some people that will need to take
medication indefinitely. ;

H

i

Understanding Depression i

ther Antidepressants

amitriptyline (Elavil)
doxepine (Sinequan)
nortriptyline (Pamelor)
imipramine (Tofranil)
amitriptyline/perphenazine (Triavil)
amoxapine (Asendin)
maprotiline (Ludiomil)
clomipramine (Anafranil)
desipramine (Norpramin)
Vivactil

Surmontil

<& nnbiors

NN
Fluoxetine (Prozac)
Lexapro
Zoloft
Celexa
Paxil CR
Paxil
Fluvoxamine (Luvox)

) otake Inhibitors
Mirtazapint (Remeron)
Bupropion (Wellbutrin)
Effexor

Serzone

Wellbutrin SR
Wellbutrin XL

Effexor XR

Trazadone (Desyrel)
Nardil
Parnate



All medications, including aspirin, have the
potential to cause side effects. Antidepressants
may cause mild and, usually, temporary side
effects (sometimes referred to as adverse effects)
in some people. Typically, these are annoying,
but not serious. However, any unusual reactions
or side effects or those that interfere with
functioning should be reported to the doctor
immediately.

riouth — It is helpful to drink water,
chew sugarless gum and clean teeth daily.

1

tion — Bran cereals, prunes, fruit,

LONsUpalo

and vegetables should be in the diet.

ladc

o T j s — Emptying the bladder
may be troublesome and the urine stream
may not be as strong as usual. The doctor
should be notified if there is marked
difficulty or pain.

|

5 — Sexual functioning may
change; if worrisome, it should be discussed
with the doctor.

» vision — This will soon pass
and usua!ly will not necessitate getting
new glasses.

255 — Rising slowly from the bed
or chair is helpful.

, — This

usually qu1ck|y passes. A person feeling
drowsy or sedated should not drive or
operate heavy equipment. More sedating
antidepressants are generally taken at
bedtime to help sleep and minimize
daytime drowsiness.

dache — This will usually go away.

By Fe
BoNald

it occurs, it is transient after each dose.

.= — This is also temporary. But when

and insomnia (trouble falling
asleep or waking often durmg the night) —
This may occur during the first few weeks;
dosage reductions or the passing of time will
usually resolve them.

Agitation (feeling jittery) — If this happens
for the first time after the drug is taken and
is more than transient, the doctor should
be notified.

Note: The FDA ba arning abour

Dlease falk (o your docton

CRLE,

Lately, there has been much interest in the use of
herbs to treat depression and anxiety. Examples
include St. John’s Wort, ginseng, echinacea, and
gingko. There have been few controlled studies
to evaluate the effectiveness and safety of these
herbs. There is evidence indicating that some

of these herbs may impact the effectiveness of
medications for heart disease, AIDS, and other
medical problems. Therefore, it is important to
discuss the use of any herb with your doctor.

Many forms of psychotherapy can help
depressed people. Some of these treatments

can be brief. They can help patients gain insight
and learn how to change the behavioral patterns
that may have contributed to their depression.
Therapy can also help people learn ways to get
more satisfaction out of life. Longer-term therapies
may be more useful once the initial disabling
symptoms of depression have cleared. Mental
health professionals will help determine which
type of therapy is best for you.

Page 4




How to H

Depression can make you feel exhausted,
worthless, helpless, and hopeless. Negative
thoughts can make you want to give up. It is
important to know that some of the negative
ideas occurring do not accurately reflect what
is going on in your life. These negative feelings
may clear when your depression is treated and
your symptoms have faded. It is important to
try and maintain hope while your treatment is
given time to work. In the meantime, here are
some suggestions:

+ Get regular exercise
= Eat healthy foods and avoid snacking

« Keep a list of tasks to help you
complete them

« Keep your appointments with your physician
and/or therapist

» Continue to take medications as prescribed
« Take time out for pleasurable activities
» Avoid non-prescribed drugs and alcohol

+ Make time to be with friends and family

How Family and Fri

4

The most important thing anyone can do to help
someone that is depressed is to get him or her
the correct diagnosis and treatment. The person
may require encouragement to give treatment
time to work. Sometimes they may need to get
other opinions if treatment is not working. You
. may need to go to the doctor with them to make
sure that the doctor gets accurate information or
to help the person understand the treatment
suggested. The depressed individual should be
encouraged to take medications as suggested by
his or her doctor. The individual should avoid
non-prescribed drugs and alcohol.

Understanding Depression

P
S

As a friend or family member, you also
may need support and information about
depression. It is important that you care
for yourself in order to effectively support
someone that you care about. There are many
groups that can provide this support and can
be located by calling United Behavioral Health
at 1-866-658-4662 or contacting one of the
national organizations listed below.

National Institute of Mental Health

Federal government agency that provides
booklets and fact sheets featuring the latest
research-based information on mental illnesses.

Information Resources and Inquiries Branch
6001 Executive Boulevard

Room 8184, MSC 9663

Bethesda, MD 20892-9663

Phone: 1-301-443-4513

Fax: 1-301-443-4279

TDD: 1-301-443-8431

Web site: hitp//www.nimh.nih.gov
Email: nimhinfo@nih.gov

National Alliance for the Mentally [T (NAMI)
A support and advocacy organization of
consumers, families, and friends of people
with severe mental illness - over 1,200 state
and local affiliates. Local affiliates often give

guidance to finding treatment.

Colonial Place Three
2107 Wilson Blvd., Suite 300
Arlington, VA 22201

1-800-950-NAMI (6264) or
1-703-524-7600
Web site: A

Phone:

More orga

ations on following page




Depression & Bipolar Support Alliance (DBSA)

An organization whose purpose is to educate

patients, families, and the public concerning the i .
nature of depressive illnesses. Maintains an I
extensive catalog of helpful books. 1
i
730 N. Franklin St., Suite #501 ;
Chicago, IL 60610-7204 §
i
'+ @ Phone: 1-312-988-1150 é
Fax: 1-312-642-7243 i
Web site: httr w.dbsalliance. org I
|
National Foundation for Depressive liness, Inc. |
A foundation that informs the public about ;
f
depressive illness. %
i
P.O. Box 2257 §
New York, NY 10116 i
|
Phone: 1-212-268-4260 i
Fax: 1-800-239-1265 I
Web site: http//www.depression.org ! -
|
i
!
i
i
i
[
i
[
i
%.
F
?
i
i
i
|
i
L e
|
:
? © 2005 Medica and United Behavioral Health. Medica®is a registered service mark
! of Medica Health Plans. “Medica” refers to the family of health plan businesses that
é includes Medica Health Plans, Medica Health Plans of Wisconsin, Medica Insurance
; Company, Medica Self-Insured. Health Advantage by Medica™is a service mark of
! Medica Health Plans.
!
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Eagan MN 55123

Outpa’uent Clinic — Abbott Northwestern
Hospital Behavioral Health Services
Minneapolis, MN 55404

612-863-5327

AssoCia L I _
Counselmg and Therapy Serwces
Minneapolis, MN 55416
612-925-6033

Gina Schuc
Edina, MN
612-859-0516

Eagan MN 55123
651-454-0114

)unsehng SerVIces
¢ Cloud, MN 56301-4820
320-255-0343

is

Mental Health Clinic — Outpatient Services
Minneapolis, MN 55407
612-871-0118

e P gical Services — &t Cloud
Counsellng and Therapy Services

St Cloud, MN 56301

320-202-1400

Alis

St Paul, MN

651-647-5722

Cynthia Wittwer Counseling — Redwood Falls

Equine - Assisted Counseling
Redwood Falls, MN 56283
17-644-3838

1 Counscling

651-454-0114

Fairview Counse
Minneapolis, MN
612-672-6999

Hennepin County |
Acute Care Program
Minneapolis, MN 55415
612-347-5770

Mercy Hospital
Outpatient Clinic

Coon Rapids, MN 55433
763-783-1414

New Ulm Medical Center
Support and Therapy Groups
New Ulm, MN 56073
507-233-1000

Nystrom and Associates, Lid
Christian-based Counseling Services
New Brighton, MN 55112
651-628-9566

Pilot City Mental f
Therapy Groups
Minneapolis, MN 55411
612-348-4622

Pyramid Counseling
Therapy Groups

Golden Valley, MN 55427
763-746-2400

Rape and Sexual Abuse Center
Individual Therapy

Minneapolis, MN 55405
612-825-4357

Rice Bducation Center — Will
Willmar, MN 56201
320-231-8920

United Hospital Outpatient C
St. Paul, MN 55102
651-221-0360

Scott County Mental Heal
Counseling Services
Shakopee, MN 55379
952-445-7751

© 2005 Medica and United Behavioral Health. Medica®is a registered
service mark of Medica Health Plans. “Medica” refers to the family of
health plan businesses that includes Medica Health Plans, Medica Health
Plans of Wisconsin, Medica Insurance Company, Medica Self-insured.
Health Advantage by Medica™ is a service mark of Medica Health Plans.

UNITED
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Corporate Office: Mailing Address:

8100 34th Avenue South Mail Stop: 21110T

Bloomington, MN 55425 P.0. Box 1309

www.healthpartners.com Minneapolis, MN 55440-1309
January 31, 2006

Senate Health and Family Security Committee
Senate State Government Budget Division
House Health Care Cost Containment Division

Dear Senators and Representatives,

As one of the pioneers in developing disease management programs in the country,
HealthPartners is excited to see chronic disease management as an agenda item and topic for
discussion for today’s Health Care Solutions Series hearing.

Disease management encompasses a number of different strategies designed to improve patient
health and patient outcomes. At HealthPartners this includes tracking and measuring the delivery
of quality comprehensive care, providing financial incentives for providing optimal care, and
equipping members with the tools needed to improve their health. We constantly measure our
results to assure our members are receiving the greatest value for these efforts.

The results of our programs have been very positive. Our first Diabetes Management Program
began in 1994. Since that program began, the number of amputations among patients in the
Diabetes Management Program has decreased by 45 percent and new cases of retinopathy have

~ declined by 20 percent. In 2005, there were 80 fewer heart attacks within HealthPartners
diabetic population because of disease management and improved care delivery. Diabetes care is
just one example of where disease management can be utilized to improve patient health.

In accordance with today’s Health Care Solutions Series hearing and discussion on chronic
disease management, I wanted to provide you with some information about HealthPartners
efforts to improve the health of our members and patients through improved health behaviors.
Often missed in the discussion of disease management are the steps and tools that can be used to
improve a person’s health before they are diagnosed with a chronic illness. The attached
materials are designed for employers and offer a number of programs available to help
employees improve their health.

Thank you for the opportunity to provide this information for committee members. If you have
any questions about these materials or HealthPartners disease management programs please feel
free to contact me.

Sincerely,

Meett S AL

Geoff Bartsh
Director of Legislative Affairs

Our mission is to improve the health of our members, our patients and the community. SEEEHT5
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Achiever Health Improvement Programs

Promoting healthy lifestyles




Addressing the health needs of all employees

Looking out for the health of all your employees — from those who have active

disease to those who are healthy — makes good financial sense. And when it

comes to helping your employees pursue healthier lifestyles, HealthPartners

Achieve programs deliver the resources you need to empower employees —

and contain costs.

Achieve is your health

improvement solution

By offering Achieve programs, you can
give your employees the resources and
support they need to live healthier lives.
Achieve programs can help you address
important concerns such as employee
satisfaction, retention, absenteeism and
presenteeism. And Achieve helps you
offer health improvement across the
board to all employees — including
those enrolled in HealthPartners
CareSpan® disease management
programs. It’s a win-win solution that
works for employers and employees
alike.




Advantages for employers Personalized programs that support

* Reduces overall health care trends, healthy living
absenteeism and the affects of Achieve programs come in several
presenteeism formats and cover a variety of topics.

Achieve programs are delivered in two
ways: direct to member or through the
employer. This allows members to take
control of their own health and helps
employers support — or jump-start —
those efforts. Many Achieve programs

are also available to non-HealthPartners
* Delivers most programs at no/low cost members.

to employers

° Offers a way for employers to support
and encourage employee health and
wellness

° Provides a support system that is
effective and easy for employers and
employees to engage in

For employees

Advantages for employees These health improvement offerings can

* Offers an outlet and encouragement be accessed directly by your employees,
for employees to be as healthy as they with topics and programs such as:
can be

* Frequent Fitness

¢ Delivers personalized solutions that © 10,000 Steps™ Program

meet individual needs

» Healthy Discounts
> A Call to Change...Phone Courses

 Self-Care Programs

¢ Provides something extra for their
health care premium dollars

* Promotes increased satisfaction with
their employer and their health plan * Health Assessment (coming soon)

°  And much more!




Achieve worksite programs

You can work with HealthPartners to
offer these health improvement
\programs on-site to your employees.
You can customize each one and
implement programs according to your
needs and resources. Achieve worksite
programs include:

» Employee Assistance Program (EAP)

 Health Investment Program —
Featuring HealthPartners’
proprietary health assessment

= Worksite Health-e-Kit* programs
* Corporate Influenza Prevention
program

¢ Disability Intervention and
Prevention

Achieve — good for employees
and employers

When it comes to health and wellness,
Achieve delivers the effective tools and
programs employees need to lead
healthier lifestyles. Employers get

happier, healthier employees who are
more productive and less likely to
contribute to rising health care costs.
Achieve offers real results and real
savings — and the opportunity to make
wellness a priority in your organization.

Ready to learn more about Achieve?

Contact your consultant, broker or
HealthPartners sales representative
today!
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A Call to Change...
Phone Courses

Our convenient, award-winning phone courses provide your
employees with the tools and support they need to make permanent
lifestyle changes. Healthier employees translate into less absenteeism,
more productivity and better cost trends. These courses offer an easy
way to promote healthy behaviors to your employees.

Why phone-based counseling?

Each course is tailored to meet each participant’s needs and offers
one-on-one interaction with our professional phone line staff.
Employees can schedule sessions at their convenience — after
work, during lunch, whatever works for them.

It’s a proven way to deliver effective tools that support real and
lasting change for happier, healthier, more productive employees.

How Our Phone Courses Work

After an initial enrollment call, participants receive a course
workbook with educational lessons and tools. Participants then
schedule additional phone calls when it’s convenient for them.
Participants review lesson materials and complete any personal
discovery activities before each phone call.

Calls are scheduled at one- to two-week intervals. Depending on
the course, the phone sessions last up to 30 minutes. Each phone
session is tailored to meet the individual’s needs.

When the call is completed, outcomes are documented to track the
participant’s progress.

(continued on back)

Measurable results and
satisfied customers

Participants in the weight
management course lost
an average of 13 pounds
(2 BMI units) from the start
of the phone course and
the six-month follow-up.

Quit rate for participants in
the smoking cessation:course
is 21 percent by course-end.
The national average quit rate
is 13 percent for phone
programs.

In all, 60% of stress
management course
participants feel their siress
is either “no problem” or
‘only a slight problem” after
completing the course.

Participant satisfaction is
high across the board:

@

Ninety-eight percent of
respondents indicated they
were satisfied with the
services they received.

Ninety-eight percent of
respondents indicated they
would use a phone line
course again.




Course Overviews for A Call to Change...

Solutions for High
Blood Pressure®™

Up to three phone calls with
either a registered dietitian or
pharmacist

Medication management, healthy
eating, and physical activity

Course workbook, a personal
action plan, food and activity
log, and a clinic visit checklist to
prepare and guide participants
through doctor visits

Healthy
Lifestyles,
Healthy Weight®

Up to 10 phone calls with either
an exercise specialist or
registered dietitian

Healthy eating, physical activity
and exercise, stress management,
weight maintenance, relapse
prevention and more

Course workbook, pedometer,
food and activity log, action
planner, and more

Healthy Choices,
Healthy Baby*™™

Up to four phone calls with either
a health educator or registered
dietitian

Healthy weight gain, benefits of
breast-feeding, nutrition, physical
activity, and stress management

Course workbook and an action
planner

Partners in
Quitting™

Up to nine phone calls with a
tobacco cessation specialist

Preparing for a quit date, setting a
quit date, and practicing skills to
manage high-risk situations after
quitting

Course workbook and step-by-
step quit-smoking “calendar”

Solutions for High

Up to three phone calls with

Cholesterol-lowering medications,

Course workbook, a personal

Back to Health®

exercise specialist

Cholesterol™ either a registered dietitian or eating healthy and physical activity | action plan, food and activity log,
pharmacist and a clinic visit checklist to
prepare and guide participants
through doctor visits
Up to five phone calls with an Importance of good posture; Course workbook and

assessing one’s body mechanics,
aerobic exercise 1o increadse
movement, and tips for coping
with pain

exercise plan

Balancing Stress
for Healthy
Living®

Up to eight phone calls with a
health educator

The “how to” steps of time
management, positive thinking,
relaxation and meditation

Course workbook and an
action planner

-] B
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Ready to learn more?

Contact your broker, consultant or
HealthPartners sales representative today.

HP450102 10/05
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Disability Intervention & Prevention

Comprehensive, coordinated, integrated disability management
from the name you know and trust for quality health insurance

Jlans. HealthPartners offers five services to meet your needs.

Certified Workers’ Compensation Managed Care Plan

Our plan integrates an array of resources to help employees who have
work-related injuries get better — and get back on the job faster. Our
comprehensive plan is proven to:

» Reduce lost work time

» Manage costs to ensure best care and best results

»  Avoid prolonged disabilities

»  Get employees back to work as quickly as possible

Using our 24-hour nurse line, focused provider networks, experienced
medical case managers and dedicated customer service representatives,
our plan ensures that you and your employees have minimal disruption
and continuing support. "Certified by the State of Minnesota Department of Labor

Return-to-Work Case Management

‘From the initial assessment to close care oversight that promotes a
quick, safe return to work, we make sure the health and confidentiality
of your employees — and your bottom line — come first. Our
program delivers:

* Proven medical care coordination and return-to-work planning

» Strategies that prevent disabilities from becoming long-term issues

+ Cost savings through appropriate medical care and reduced lost
work days '

o Results-oriented, multi-disciplinary case management

(continued on back)

Expert advice can make a

big difference in the health
and safety of your employees
— and the productivity of

your company.




Achiever

Workers’ Compensation Bill Review & Provider
Payment

Don’t waste valuable staff time sorting through
complicated workers’ compensation bill review and
provider payment issues — put the experts at
HealthPartners to work for you. We’ll save you time and
money — with an expected return on your investment of
40 percent. Choose from 5 levels of expert service:

Level 1 — Bill review engine

Level 2 — Clinical expertise and bill review engine
Level 3 — Level 2, with Certified Workers’
Compensation Managed Care Program

Level 4 — Level 2, coupled with HealthPartners’ proven
Return-to Work Case Management and Certified
Workers’ Compensation Managed Care Programs

Level 5 — Level 4, paired with an affordable, flexible
HealthPartners’ health insurance plan

Occupational Medicine Services

Keeping your employees and your workplace safe and
healthy through:

Consulting Services. Our occupational medicine staff
helps identify and manage a range of worksite hazards.

Clinical Services. We can perform pre-placement, fitness
for duty, disability and regulatory exams to assure
OSHA, DOT and ADA compliance. Drug and alcohol
testing services are available with Medical Review Officer

)
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(MRO) follow-up as necessary.

Diagnosis and Treatment. Our providers help speed the
recovery process with expert treatment and careful but
aggressive return-to-work plans.

Consulting Services

Disability Management Consulting. We’ll provide expert
medical opinion on cases involving Workers’
Compensation, Family Medical Leave Act (FMLA),
Americans with Disabilities Act (ADA), short-term
disability and long-term disability.

Risk Management & Policy Consulting. Our skilled
medical directors work with you on policy development,
assessment and regulatory compliance and deliver on-site

'

learning sessions.

Occupational Medicine Consulting. Specialists in
ergonomics, worksite safety and occupational medicine
perform health hazard evaluations and provide training
programs.

Ready to save time and money?

HealthPariners is your link to savings, quality care
and superior customer service. To learn more about
our Disability Intervention & Prevention programs,
call 952-883-7364 today.

HP450142 10/05
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10,000 Steps® program — Your employees

can count on feeling great®!

Step up health improvement in your company today

The HealthPartners 10,000 Steps® program motivates
your employees to be more active — and can help
reduce employer-paid health care costs.

This program can help supercharge your workplace by:

* Reducing absenteeism
* Increasing productivity
 Improving job satisfaction

10,000 steps to feeling great or losing weight

The HealthPartners 10,000 Steps® program helps
participants increase the number of steps they take each
day and uses a pedometer as a motivational tool.
Support is available online or by mail. Most adults
average 3,500 to 5,000 steps per day. Simply walking
10,000 steps — realistic, yet challenging — burns an
extra 150 calories or more each day. With these
10,000 steps, most people can reach the recommended
30- minute activity level.

(continued on back)

Recent studies prove that

being active can reduce the
risk of heart disease,
diabetes, high blood pressure,
some cancers and
osteoporosis. The national
recommendation is to get

30 minutes of moderate
intensity physical activity on
most days of the week. Yet
more than 60 percent of
adulis do not get the
recommended amount of
physical activity — 25 percent

are not physically active at all.




More than 40,000 people to date have participated
in this innovative physical activity program:

©

More than 80 percent of participants reported
the program helped them increase their physical
activity

Several evaluations of participant step tracker
logs found a significant increase in steps from
week one to week eight

Most participants reported feeling better overall
and having more energy

Eighty-one percent of participants felt the
program assisted them in increasing their
physical activity

One recent evaluation showed those who tracked
their steps for eight weeks saw a five-pound
weight loss!

Online

The 10,000 Steps® online program includes:

o A state-of-the-art pedometer valued at $29.95

* An interactive, online step-tracking system

¢ An opportunity to get daily motivational emails

 Tips and reading materials to increase and
maintain your active lifestyle

* And more

Mail-based
The 10,000 Steps® mail-based program includes:
A state-of-the-art pedometer valued at $29.95

A personal action planner to get started and stay
motivated

¢ A step tracker log
> Biweekly motivational cards for eight weeks and

bimonthly cards for the following six months

How the program works
progr ¢ And more

The Feel Great edition gives participants

the motivation and tools they need to increase
physical activity and maintain it for life. The Lose
Weight edition gives participants a winning Ready to learn more?

combination of tools and simple, convenient meal Contact your brolfer, consultant or HealthPartners
ideas to feel great and eat well. Both are available sales representative today.

online or in a mail-based format.

a2
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Help 1s on the way with HealthPartners
Employee Assistance Program (EAP)

Statistics show that up to 20 percent of employees have
severe personal problems — stress, money problems, aging
parents, a new baby, addictions, interpersonal conflicts at
work and other issues. Personal problems often spill over
into the workplace, leaving employers to deal with the
impacts and costs associated with absenteeism, turnover
rates, tardiness and even accidents. Your greatest asset —
employees — could become your greatest liability.

You need an EAP

The health of your employees is crucial to your
company’s success. By participating in an EAP, you can
help your employees cope with and resolve their personal
issues and come to work more focused.

HealthPartners EAP can help:
» Assist your company in the diagnosis, counsel and/or
referral of troubled employees to the appropriate care

« Provide a quick response to employee problems to
help the employee return to an acceptable level of
productivity

* Reduce the need for terminating, hiring and training
by helping employees resolve problems before
termination is necessary

 Save your company time and money

* Services administered by AffinityCare, Inc.

- Companies spend over

5 percent of their payroll
on costs associated with

absenteeism.

Personal and interpersonal
factors are linked to 65-80

percent of all terminations.

It 5 percent of your
employees used an EAP,
your potential monetary
savings could be 3.45
percent of payroll for
reduced absenteeism and

improved productivity.




EAP services for employees

EAP by phone
Employees can call for confidential support for

emotional, family/personal, and work-related issues.

Our EAP phone line features:

¢ Unlimited access to a licensed counselor
24 hours/day, 7 days/week, 365 days/year.

» Assistance finding a local mental health provider,
financial consultant, or even a legal advisor.

* Support for managers dealing with tough
on-the-job issues.

EAP Online

HealthPartners EAP provides assistance that’s just
a click away, on topics such as:
* Addiction and Recovery

¢ Anger Management
 Balancing Work and Family
* Depression

> Divorce

* Financial Debt

 QGrief and Loss

e Parenting

° Stress

° And more
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Managers looking for solutions to work issues can
access these topics and more online:

e Legal Issues

¢ Performance Feedback

°* Diversity

* Motivating Your Staff

* Sexual Harassment

EAP Services for employers

HealthPartners EAP offers Work/Life Seminars
that allow you to bring current topics and
information to employees right in the workplace.
When needed, Critical Incident Stress Management
services are available to help you deal with major
accidents/injuries, natural disasters, grief and loss,
and other workplace traumas. In addition, robust
quarterly reporting shows how your EAP dollars
are being used and provides data to help you
determine where additional employee training and
education might be needed.

Is an EAP worth the expense?

Up to 20 percent of a company’s employees may
not be working to full capacity because they don’t
receive the help they need. Problems add up —
quickly — when it comes to lost time, lost (
productivity and lost revenue. The real question
isn’t “Is an EAP worth the money?” but rather,
“Can you afford to be without an EAP?”

Ready to learn more?

Contact youi’ broker, consultant or HealthPartners
sales representative today.

HP450099 10/05
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Corporate Influenza Prevention Program

Catching the flu bug in any organization means lost
work days and more doctor visits for employees —
and lost productivity and rising health care costs for
employers. HealthPartners Corporate Influenza
Prevention program offers an easy way to stop the
flu before it starts spreading in your company.

Convenient and easy to implement

For maximum convenience, we come to you! In
partnership with our vaccine vendors, we work with
you to schedule the place (at one location or all your
sites), date and time. Plus, we consult with you from
initial planning through completion of the flu shot
clinic to ensure a smooth and successful program.

Who may receive the flu shot?

You can choose to offer the program to your
HealthPartners covered employees, HealthPartners
covered employees and their dependents, or to all
employees. An employee who receives HealthPartners
coverage from a spouse/significant other through a
different employer group is also eligible to participate.
Children must be at least nine years old; and for
children under 18, a guardian must sign the

consent form.
( continued on back)

Each year an average

employer group with 1,000
employees would have an
average of 100 people (10%)
coming down with the flu.
This translates to 280 lost
work days and $39,788 paid

in non-productive wages.

— Economic Analysis of Influenza
Vaccine and Antiviral Treatment for
ealthy Working Adults, Annals of
Internal Medicine, 2002; 137:225-231




Best of all, it’s free for HealthPartners members!

* For your HealthPartners members and their
covered dependents, the flu shot clinic is a
covered benefit.

 For plans that require a copay, HealthPartners
has waived the copay.

* We can also work with you to offer a program
for all employees, including those not covered by
HealthPartners. The cost range for nonmembers
is approximately $20-$30 per person.

Here’s how it works

Simply complete an Employer Registration form
and email, mail or fax it to HealthPartners
Worksite Health department. Worksite Health
Department. You can find the form on
HealthPartners Employer Web site.

You also need to designate a contact person. Our
vendor will work with your contact to schedule
dates and times for the flu shot clinic(s). You will
need to provide necessary supplies (tables, chairs,
and wastebaskets) for the nurses.

HealthPartners will send your contact a program
packet including instructions, CDC information
sheets, posters and registration/consent forms. You
can distribute the registration/consent forms to

employees either before or on the date of the clinic.
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On the day of the clinic, your employees will need
to fill out the employee registration and consent
forms and will need to supply their HealthPartners
member number to ensure coverage. If they don’t
have this information, employees must provide their
birth date and Social Security number.

Minimum requirements

Some flu vaccine vendors have a minimum shot
requirement per clinic site. For example, for three
separate sites, or different times scheduled at the
same site, each individual site and/or time has the
minimum shot requirement. That means you may
be charged the minimum shot requirement and/or a
one-time fee whether the specified number of
employees participates or not. This will be
addressed during your planning process.

Flu shots make sense

Our Influenza Prevention program offers you a
convenient, cost-effective way to protect the health
of your employees — and to prevent influenza from
catching on in your company.

Ready to learn more?

Contact HealthPartners Worksite Health department
at (952) 883-7574, or call your broker, consultant or
HealthPartners sales representative today.

A USRETIONL
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Healthy Discounts

HealthPartners Healthy Discounts provide your employees with
extra perks that promote healthy lifestyles — at no additional
cost to you! The benefits? Happier, healthier employees who are
more productive and loyal to your company — plus a chance
for you to reduce cost trends by encouraging physical activity
and healthy choices in your employee population.

Here’s how it works

Your employees who are HealthPartners members simply show
their HealthPartners ID card to participating retailers for
money-saving Healthy Discounts on exercise equipment,
classes, snowboard and ski equipment, spa and wellness
services and much more.

Weight Watchers

+ $10 off a three-month subscription to Weight
Watchers Online. To learn more, visit:
www.weightwatchers.com/cs/healthpartners

o A $10 discount on At Home kits

 Local meeting coupons discount on weekly
meetingfee and waived registration fee

Penn Cycle

o HealthPartners members get 10% off the regular
price of any bike accessories or clothing, and
$15 off the regular price on bike tune-ups

( continued on back)

The HealthPartners Research

Foundation found that
employees who are physically
fit are more productive and

absent less often.

— Journal of Organizational and
Environmental Medicine; Volume 46,
Number 1, January 2004)




. Achiever

Erik’s Bike Shop Solimar Wellness Spa
= 10% off all snowboards and snowboard-related o Full-service wellness, health and day spa providing
accessories, parts and clothing services that support health and healing for body,
’ mind, and spirit. See healthpartners.com for
Professional Karate Studios participation instructions.
o $10 per month off any regularly priced program * A variety of discounts are available on different
- Participating Minnesota locations are Blaine, services, including spa services, classes and special
Cambridge, Coon Rapids, Elk River and Rogers events, wig consultations and services and more.
2nd Wind Exercise Equipment Albertville Premium Outlets
« HealthPartners members get the maximum discount * Obtain a current Albertville Premium Outlet VIP |
available on exercise equipment at every 2nd Wind Coupon Book (normally a $5 value) for free. ‘
store (does not include spas or spa accessories). ° Contains discounts at a variety of Albertville |
o HealthPartners members receive one free in-home Premium Outlet stores, including those with workout

personal training session with purchase of $500 or gear and athletic shoes.

more (for members with home addresses in Twin
Cities and other select locations)

”
Hoigaards Ready to learn more?

Contact your broker, consultant or HealthPartners

Discounts on the following: sales representative today.

¢ 10% off recreational kayaks

* 10% off heart rate monitors

* 15% off camelbak hydration systems

> 15% off cross country skis and ski equipment
> 20% off a ski or snowboard tune-up

* 20% off a bicycle tune-up
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Worksite Health-e-Kit Programs

Employee health improvement made easy and convenient

Now it’s easy to reach out to your employees with on-site
health improvement programs. HealthPartners Health-e-
Kits make it simple for you to offer innovative programs
on physical activity, healthy eating, stress and self-care
that engage employees and address critical health issues.

The Health-e-Kit web site provides simple week-by-week
directions that anyone in your organization can use to roll
out an effective program. Included with the weekly
directions are all the collateral materials necessary — just
click and print. If you’d like, you can even add your
organization’s name to printed materials. The Health-e-
Kit programs also provide all the tools needed to measure
and document improvements in employee health
attitudes, knowledge and behavior.

inside a Health-e-Kit Program

The components of each Health-e-Kit program work
together and build on one another for maximum
impact. Each three-month program contains the
following complementary program components:

« The Score Card
Discover the policies and characteristics of the
worksite environment that make it easier for employees

(continued on back)

A comprehensive review of
more than two decades of
increasingly sophisticated
research shows that worksite
health promotion programs
are associated with long-term
benefits of $3 to $8 for each

dollar invested.

Journal of Health Promotion
2001; 15(5); 296-320




to make healthy choices. Suggestions from each
Score Card can smooth the path for employees to
make health behavior changes and can be
implemented over time.

Motivational Messages

Employees see how healthy choices benefit them and
they are motivated to make changes. Messages use
humor and emotion to grab attention and encourage
behavior change and increased program participation.
The messages are provided in both poster and email
format.

Newsletters

Each useful, engaging newsletter offers practical tips
and strategies for making healthy choices. These
professionally written and designed newsletters can
be distributed by email or interoffice mail. Each
newsletter is paired with an equally engaging email
you can use when sending the newsletter as an email
attachment.

Employee events and programs

These novel, all-employee events and programs target
key health behaviors and give employees the
opportunity to experience making healthy choices.
Events target and reinforce behaviors such as taking
the stairs, choosing healthy snacks and practicing
stress management techniques.

Promotion strategies

Programs are only as good as their participation.
Every event and program includes a complete
promotional strategy designed for maximum impact.

2ypa
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Promotional strategies include:

- Timeline for promotion and program rollout

- Innovative materials that grab attention

- One-of-a-kind messages that put a new spin on
healthy choices

°  Evaluation tools
Document your success with these evaluation tools.
Included are:
- An inviting employee evaluation survey
- Reminders for maximum employee response
- Easy to use tally
- Evaluation summary template

Current Health-e-Kit Programs

e Satisfy
The Satisfy program provides employees with
tasty and convenient ways to eat well.

° Unwind
The Unwind program provides employees with
simple and powerful tools to relieve stress.

°  Energize
The Energize program puts employees on the road
to physical activity.

°  Benefit: Get the best care when you need it
The Benefit program equips employees to
benefit from appropriate and effective use of the
health care system.

Ready to learn more?

Call your consultant, broker or HealthPartners sales
representative today.
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ur CareSpan®™ programs help you manage

your condition for better health

If you have a chronic condition or disease that challenges your health and
your peace of mind, our programs will help you take back control,

CareSpan programs help members with
chronic diseases and conditions such as:

« Diabetes

» Heart failure

= Coronary artery disease

» Chronic obstructive pulmonary disease
* Asthma

* Obesity

¢ Kidney diseases

= Depression

< Behavioral health disorders

» Rare and chronic diseases:

- Amyotropic lateral - Multiple sclerosis
sclerosis (ALS) - Myasthenia gravis

- Chronic idiopathic - Parkinson’s disease
demyelinating - Polymyositis
polyneuropathy - Rheumatoid arthritis
(CIDP) - Sickle cell disease

- Cystic fibrosis - Systemic lupus

- Dermatomyositis erythematosus

- Gaucher’s disease - Systemic sclerosis

- Hemophilia

The HealthPartners CareSpan disease management
programs help you manage your condition so you can
achieve your best possible health. CareSpan services
supplement your doctor’s treatment by providing you
with additional information and support between
appointments to help you understand and manage
your condition.

Here’s how CareSpan works

HealthPartners provides personalized services and /
support to help you to take charge of your health and
make positive lifestyle choices.

» Working with your doctor or health care provider, we
will contact you and invite you to participate in the
CareSpan program that’s right for you.

* You’ll receive a personalized welcome packet with
helpful information about your CareSpan program and
your condition.

» Depending on the severity of your condition, you’ll be
contacted by phone and work with a personal health
manager who’s familiar with your condition.

* Your health manager stays in touch to check on your
progress and continues to provide you with information
to manage your condition.

* We want to help you have the best health possible. So 1fzi
you choose not to participate, you may be contacted
again later and given the opportunity to work with our
CareSpan programs.

CareSpan programs are provided by HealthPartners in
partnership with HealthSuite Partners, Accordant Health
Services and RMS.
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Greg’s Story

Greg visited his clinic and told his doctor that he:

¢ has diabetes

= was in severe pain from a knee injury, which
limited his mobility

* had lost 19 pounds unexpectedly

< was feeling depressed

* had been missing work due to pain and lack
of energy

An examination showed that his knee was infected and
his diabetes was not under control. Due to his multiple
health concerns, Greg’s doctor referred him to
HealthPartners CareSpan programs.

Sue, Greg’s CareSpan health manager, wanted to help
him in ways that wouldn’t:depress him further. She
taught him self-treatments that he could do at home,
which kept him out of the hospital, and reviewed
with him educational materials on diet and blood
sugar levels. ‘

Sue also identified resources that could help him
cope with his situation — from family members to
a home care nurse — and she coordinated efforts
with his providers. She kept in touch with Greg,

following up after doctor appointments and offering

advice and education.

With each doctor visit, Greg’s condition continued to
improve. His blood sugar levels normalized, his pain
lessened, his weight returned to normal and his
mobility improved.

In just four months, Greg was in better health and
going to work regularly, thanks to the integrated care
and support he received through CareSpan.

Depending on your disease and the level of
severity, here are some of the services you
may receive:

e Welcome letter and package

« Targeted educational materials

* Reminders for preventive services
 Nutritional counseling

< Behavior/lifestyle education

« Patient reports

» Satisfaction survey

* And more

There is no cost to you

There is no extra cost to eligible members to participate in
CareSpan programs. We offer these programs to you as
part of our ongoing effort to provide you with the best
quality health care to help you improve your health.

Questions?

For questions about your HealthPartners coverage or other
concerns, please call Member Services at the number on
the back of your member identification card.
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With HealthPartners Frequent Fitness

program, it pays to stay fit!

When you consider that two-thirds of Americans are
overweight or obese, and that increasing physical
activity by just 90 minutes a week can reduce health
care costs, it’s clear the time is right for Frequent
Fitness from HealthPartners.

The Frequent Fitness program promotes regular,
sustained athletic club participation by offering your
employees an incentive to stay fit. Individuals simply
join a participating health club, work out at least eight
times a month, and they’re rewarded for improving
their health with monthly savings off their club
membership fees. Healthier employees are absent less
often and are more productive, which saves you money
in the short term — and in the long run.

t's an affordable way to reward healthy choices.

If you’re concerned about rising health care costs,
health improvement programs like this are a great way
to engage and reward employees. It’s a win-win
situation: employees are rewarded for improving their
health, and it helps employers reduce health care costs.

In October 2003, the

HealthPartners Research

Foundation published the first
research to provide evidence
that increased physical
activity can directly affect
health care costs. The study
found that older adulis who
increase their physical activity
to 90 minutes a week could
immediately reduce their
health care costs by over
$2,000 per year.




Frequent Fitness basics

Workout requirement: Each participant must
work out — and have their health club
membership card swiped to reflect usage of —
at least eight times during the month to earn
reimbursement for that month.

Eligible participants: Adult (age 18+)
HealthPartners members who have
HealthPartners coverage. Non-HealthPartners
members included on a family or couples fitness
membership are not eligible.

Required from participant at program enrollment:
Copy of HealthPartners medical ID card.
Maximum participation per family: A maximum
of two individuals per household can participate
in this program, regardless of whether the
individuals are covered by the same
HealthPartners health plan or not.

Participating area clubs: For the most current
listing, please visit healthpartners.com.

Ready to learn more?

Call your consultant, broker or HealthPartners
sales representative today.

Some of our participating clubs
include:

o Twin Cities and Western
Wisconsin YMCAs

» Northwest Athletic Club

* Gold's Gym

« YWCA

* Flagship Athletic Club

o White Bear Swim & Racquet
» Calhoun Beach Club

* Eagan Community Center

« St. Cloud Area Family YMCA
» Regency Athletic Club and Spa
* The Grove Community Center
* Red Wing Family YMCA

« Eagan Community Center

« Alliance Fitness Center

° Rochester Area Family Y

<« And many more!
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Incentive program available to HealthPartners
members of senior or individual plans and
members of participating employers, age 18
years and older with a limit of two workout
contract incentives per household. Some
restrictions apply. See participating locations
for incentive program details. HealthPartners
reserves the right to modify or discontinue the
program at any time.
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Medica’s Disease Management Programs

Medica presently offers disease management programs for more than 20 health conditions as
part of its full-service benefits package to fully insured customers. These programs are also
available to self-insured customers for an additional fee. The goals for these programs are to
improve health, reduce any complications through early intervention and monitoring, and to
improve satisfaction with health care services.

Disease ~ | Chronic conditions Served © | Program features
Management | L s
program . | e : S
Medica e Pediatric Asthma e Level of care based on
CorChoices™ e Diabetes individual need

For common chronic | , Coronary Artery Disease e Contact by nurses or

conditions

(In partnership with
CorSolutions®, Inc.)

Congestive Heart Failure

Medica
AccordantCare™

For rare diseases

(In partnership with
Accordant Health
Services, Inc.)

Rheumatoid Arthritis

Multiple Sclerosis (MS)

Parkinson’s Disease

Systemic Lupus Erythematosus (SLE)
Myasthenia Gravis

Sickle Cell Disease

Cystic Fibrosis (CF)

Hemophilia

Scleroderma

Polymyositis

Chronic Inflammatory Demyelinating
Polyradiculoneuropathy (CIDP)

Amyotrophic Lateral Sclerosis (ALS
Dermatomyositis :
Gaucher Disease

Health Advantage
by Medica®™

A personalized
depression-
management program

(In partnership with
United Behavioral
Health)

Depression or Depression/Anxiety

Possible symptoms of depression may include:

Feeling down or hopeless

Little interest or pleasure in activities
Sleep changes

Appetite changes

Feeling tired or having little energy

clinical specialists to
assess, monitor and
manage health
conditions

e Telephone access to
registered nurses for
answers about a
specific condition 24
hours a day

e Written
communications
including newsletters
and educational
brochures, with
disease-specific
articles and resources

e Access to on-line
health care
information and health
assessment tools.

e Coordinate health care
services with other
care providers.

Continued =>




Helping Medica Members Lead Healthier Lives

Medica has teamed with best-in-class vendors to offer members, employers and health care
professionals a more comprehensive approach to disease management.

Medica CorChoices

Access to the right care at the right time, based on individual needs

o Third party analysis revealed 3.61 Return on Investment after first year!

» Reduced ER visits and hospital admissions by eleven percent and twenty percent
respectively during first year of program.

» Delivers customized and accessible resources based on individual needs. Resources
include: www.medica.com/member resources/disease management for current
information on specific chronic conditions, interactive tests and quizzes, nutrition
information and advice; Voice ConnectionsSM, a health library accessible by phone with
unlimited, toll-free service; Nurse ConnectionSSM, telephone access to registered nurses
for answers about a condition 24 hours a day; and CorNews, a quarterly newsletter with
disease-specific articles and resources.

« Provides education, motivation and assistance to help members manage chronic
conditions that adversely affect their health and well being.

« CorSolutions is accredited by the National Committee for Quality Assurance (NCQA®). ”

Medica AccordantCare
Education, support and resources for managing 14 rare diseases

« Improves patient clinical outcomes and promotes a better quality of life. Offers
education and support to empower members to self-manage their condition under the
guidance and direction of a primary care provider or specialist.

o Reduces ER visits and hospital admissions due to severe symptoms.

o Delivers customized educational materials, preventive strategies, and support.
Resources include a toll-free dedicated number for 24-hour access to nurses and a team
of healthcare professionals, and customized educational materials, brochures and
monthly newsletters. '

» Monitors and reports on health status. Periodic nurse telephone contacts to complete
personalized health evaluations that help members identify early warning signs of
potential complications and learn preventive self-care strategies. Communication with
health care providers alerts them to changes in a patient’s health status and specific
health needs that are deemed critical. ‘

« Accordant Health Services, Inc., is NCQA-accredited.




Health Advantage by Medica

A personalized depression management program

« Provides education and support for members with depression or depression/anxiety so
they can:

> Better understand their condition.
» Take an active role in managing their depression.

> Improve adherence with their doctor’s recommendations and treatment
plan.

o Delivers a variety of member resources including regularly scheduled telephone calls
and 24 hours access to trained clinical specialists, tailored educational mailings, and
face to face home visits for selected members.

o Consultative support and educational resources for Primary Care Providers in the
diagnosis and treatment of depression.

Information is available online at www.medica.com under “Medica Products”

in “Value-Added Services.” For more information about Medica’s Disease Management
programs, please contact your Medica Account Service Representative. For member-specific
inquires, members may call 952-992-8460 or 1-888-365-8240.

© 2006 Medica. Medica® is a registered service mark of Medica Health Plans. “Medica” refers to the family of health plan
businesses that includes Medica Health Plans, Medica Health Plans of Wisconsin, Medica Insurance Company, and Medica Self-
Insured. Health Advantage by Medica™ is a service mark of Medica Health Plans. CorChoices®™ is a service mark of
CorSolutions, Inc. AccordantCare™ is a trademark of Accordant Health Services, Inc.
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) U Special Kids

Intensive Case Management
for

Children with Complex Medical
Problems

Anne Kelly, M.D., M.P.H.

Division of General Pediatrics and
Adolescent Health

Director, U Special Kids Program

U

U Special Kids

| « Funded by the State of Minnesota

* 50 active cases

- » Statewide, ethnic and income

' diversity

« Medicaid most common insurance

» Hospitalizations largest expenditure

e
e X

,,/G/G Special Kid i

Critical components of success

» Low patient to team ratio allows intensive
management,

Targeting the right population - complex medical
problems, recurrent hospitalizations for acute
illnesses,

Up to date summary of critical information -"SICK
ids”

» “Team care” for whatever...we work for families to
get their child’s needs met,

» Recognizing and treating food allergies,
nutritional deficiencies,

» Improve "gut health” and behaviors, sleep
improve.

°
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Intensive and Expensive
Medical Conditions

AR

« One year in intensive care unit ~ $$$$$5$55$

+ 20 different specialists $$
» Medications, infections, hospitalizations  $$$$$
- OT, PT, speech, ABA, home care 5559

» Private InsuranceHospitalizations
» Medical AssistanceTherapies, Home Care
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U Special Kids

7" Complex surgical, medical and behavioral
problems
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Immunodeficiency
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Growing Children can be
Malnourished

* A Regular Cast of Suspicious Characters
* Sensitivity to cow’s milk
* Chronic antacid suppression “the purple pill”
» Recurrent antibiotics
» Poor quality diet
» Environmental toxins - mold, pesticides,

mercury




difficult to diagnose disorders

u-special Kids I
Non-ldentical Twins with -#-Expensive workups for rare
Cow’s Milk Protein Hypersensitivity disorders:
Suspicions of Munchausen by proxy
"7‘%;‘?,#
/@{xp;;l,v; workups for B

Growing but not healthy
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Mensive management

~"Nutritional and complimentary supplements

improve health

* Nutritional deficiencies,

» Complications of chronic
treatments,

 Unrecognized allergies and
immunodeficiencies,

» Behavioral problems and
sleep disorders, -

~#Niitritional and Complimentary Medicine
A good investment

e m--m:.,_~1

ntensive management

-~~"Nutritional and complimentary supplements

improve health

Hypo-allergenic formula

Probiotics- lactobacilius

Omega 3 - essential fatty acids; Cod liver oil

B vitamins, Zinc, Mg

Melatonin for sleep

Organic foods - reduce artificial sugars, dyes, fats

Eliminate environmental toxins - pesticides, mold,
lake fish, tuna fish

I

)

_a—Intégrative Medicine ~
Long term benefits
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ntegrated Medicine 7

for Complex Medical Conditions
A Good Investment
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FACT SHEET OF NATUROPATHIC MEDICINE

Contact: Helen C. Healy, N.D.
President, Minnesota Association of Naturopathic Physicians (MNANP)
Phone: 651-222-4111
FAX 651-222-8758
Email wellspringelinic@msn.com
Website www.helenhealynd.com

MNANP is the affiliate organization of the American Association of Naturopathic Physicians (AANP)
Websites to check out:

MNANP www.mnanp.org
AANP www.naturopathic.org

Currently there are 23 naturopathic doctors in Minnesota who graduated from 4-year naturopathic medical
schools, accredited and recognized by the U.S. Department of Education.

Most Minnesota N.D.s maintain a license in one of the fifteen states that do license naturopathic doctors.

The majority of N.D.s in Minnesota are practicing in clinics with other practitioners of the healing arts.
Additionally, one recent graduate has joined the University of Minnesota to do research on medicinal
mushrooms and breast cancer, another is a member of U of M’s Community Faculty, hosting medical
students to observe patient consultations. Two N.D.s practice at the Natural Care Center at Woodwinds
Health Campus, and three are on the faculty at The College of St. Catherine, teaching Herbology in the

Masters of Arts in Holistic Health Studies.

As medical clinics move toward a more integrated approach to healthcare, we expect more N.D.s will be
included. Once a bill is passed to license naturopathic doctors in Minnesota, we also expect an influx of
graduates will move to the state, bringing their skills to bridge the gap between conventional and natural

~ medicine perspectives.




NATUROPATHIC MEDICINE IN TREATMENT OF DIABETES

DIET & LIFESTYLE COUNSELING TO PREVENT DIABETES IN AT-RISK PATIENTS

Knowler WC. Barrett-Connor E. Fowler SE. Hamman RF. Lachin JM. Walker EA. Nathan DM.
Reduction in the incidence of type 2 diabetes with lifestyle intervention or metformin. New England
Journal of Medicine. 346(6):393-403, 2002 Feb 7.

BACKGROUND: Type 2 diabetes affects approximately 8 percent of adults in the United States. Some

- risk factors--elevated plasma glucose concentrations in the fasting state and after an oral glucose load,
overweight, and a sedentary lifestyle--are potentially reversible. We hypothesized that modifying these
factors with a lifestyle-intervention program or the administration of metformin would prevent or delay
the development of diabetes. METHODS: We randomly assigned 3234 nondiabetic persons with elevated
fasting and post-load plasma glucose concentrations to placebo, metformin (850 mg twice daily), or a
lifestyle-modification program with the goals of at least a 7 percent weight loss and at least 150 minutes
of physical activity per week. The mean age of the participants was 51 years, and the mean body-mass
index . (the weight in kilograms divided by the square of the height in meters) was 34.0; 68 percent were
women, and 45 percent were members of minority groups. RESULTS: The average follow-up was 2.8
years. The incidence of diabetes was 11.0, 7.8, and 4.8 cases per 100 person-years in the placebo,
metformin, and lifestyle groups, respectively. The lifestyle intervention reduced the incidence by 58
percent (95 percent confidence interval, 48 to 66 percent) and metformin by 31 percent (95 percent
confidence interval, 17 to 43 percent), as compared with placebo; the lifestyle intervention was
significantly more effective than metformin. To prevent one case of diabetes during a period of three
years, 6.9 persons would have to participate in the lifestyle-intervention program, and 13.9 would have to
receive metformin. CONCLUSIONS: Lifestyle changes and treatment with metformin both reduced the
incidence of diabetes in persons at high risk. The lifestyle intervention was more effective than
metformin.

Uusitupa MI. Early lifestyle intervention in patients with non-insulin-dependent diabetes mellitus and
impaired glucose tolerance. Annals of Medicine. 28(5):445-9, 1996 Oct.

Non-insulin-dependent diabetes mellitus (NIDDM) is preceded by impaired glucose tolerance (IGT)
lasting for years before manifesting as overt hyperglycaemia. Both genetic and environmental factors
contribute to the development of IGT and NIDDM. Obesity, physical inactivity and high-fat diet have
been found to predict IGT and NIDDM. Therefore, a diet and exercise intervention from diagnosis of
NIDDM could improve the treatment outcome and prognosis of patients with NIDDM. Furthermore,
because subjects with IGT are at increased risk for diabetes and atherosclerotic vascular disease, it is
reasonable to assume that in terms of reducing the incidence and longterm consequences of NIDDM an
intervention at this phase is more effective than in overt diabetes. Although the nonpharmacological
approach is generally accepted as the first-line treatment of NIDDM its efficacy has often been
questioned. Therefore, it is important to carry out long-term controlled studies to find out to what extent
lifestyle modification could improve the metabolic control and level of major cardiovascular risk factors
known to be associated with poor outcome in NIDDM. This kind of study also gave relevant experience
in planning studies aiming at primary prevention of NIDDM. One-year dietary and exercise intervention
on newly diagnosed NIDDM patients in Kuopio, Finland resulted in a better metabolic control and a
moderate reduction in cardiovascular risk factors as compared to the conventional treatment group. After
the second year of follow-up only 12.5% in the intervention group were receiving oral antidiabetic drugs
vs. 34.8% in the conventional treatment group. Weight reduction and a reduced use of saturated fats
appeared to be the main determinants of successful treatment results. Good aerobic capacity was
associated with an increase in HDL cholesterol. A multicentre primary prevention study on IGT patients




is continuing in Finland applying the same principles of intervention as used in the study on newly
diagnosed NIDDM patients. Pilot results show that glucose tolerance can be improved by lifestyle
changes. .

DIET & LIFESTYLE COUNSELING TO IMPROVE GLYCEMIC CONTROL IN DIABETIC POPULATION
Nicholson AS. Sklar M. Barnard ND. Gore S. Sullivan R. Browning S. Toward improved management
of NIDDM: A randomized, controlled, pilot intervention using a low fat, vegetarian diet. Preventive
Medicine. 29(2):87-91, 1999 Aug.

OBJECTIVE: To investigate whether glycemic and lipid control in patients with non-insulin-dependent
diabetes (NIDDM) can be significantly improved using a low fat, vegetarian (vegan) diet in the absence
of recommendations regarding exercise or other lifestyle changes. METHODS: Eleven subjects with
NIDDM recruited from the Georgetown University Medical Center or the local community were
randomly assigned to a low-fat vegan diet (seven subjects) or a conventional low-fat diet (four subjects).
Two additional subjects assigned to the control group failed to complete the study. The diets were not
designed to be isocaloric. Fasting serum glucose, body weight, medication use, and blood pressure were
assessed at baseline and biweekly thereafter for 12 weeks. Serum lipids, glycosylated hemoglobin, urinary
albumin, and dietary macronutrients were assessed at baseline and 12 weeks. RESULTS: Although the
sample was intentionally small in accordance with the pilot study design, the 28% mean reduction in
fasting serum glucose of the experimental group, from 10.7 to 7.75 mmol/L (195 to 141 mg/dl), was
significantly greater than the 12% decrease, from 9.86 to 8.64 mmol/L (179 to 157 mg/dl), for the control
group (P < 0.05). The mean weight loss was 7.2 kg in the experimental group, compared to 3. 8 kg for the
control group (P < 0.005). Of six experimental group subjects on oral hypoglycemic agents, medication
use was discontinued in one and reduced in three. Insulin was reduced in both experimental group
patients on insulin. No patient in the control group reduced medication use. Differences between the diet
groups in the reductions of serum cholesterol and 24-h microalbuminuria did not reach statistical
significance; however, high-density lipoprotein concentration fell more sharply (0.20 mmol/L) in the
experimental group than in the control group (0.02 mmol/L) (P < 0.05). CONCLUSION: The use of a low
fat, vegetarian diet in patients with NIDDM was associated with significant reductions in fasting serum
glucose concentration and body weight in the absence of recommendations for exercise. A larger study is
needed for confirmation. Copyright 1999 American Health Foundation and Academic Press.

Hanefeld M. Fischer S. Schmechel H. Rothe G. Schulze J. Dude H. Schwanebeck U. Julius U. Diabetes
Intervention Study. Multi-intervention trial in newly diagnosed NIDDM. Diabetes Care. 14(4):308-17,
1991 Apr. '

OBJECTIVE: In a randomized 5-yr multi-intervention trial, we tested the efficacy of intensified health
education (IHE) in improving metabolic control and reducing the level of coronary risk factors and
incidence of ischemic heart disease (IHD). RESEARCH DESIGN AND METHODS: Within the
intervention group, the benefit of clofibric acid was evaluated in a double-blind study. One thousand one
hundred thirty-nine newly diagnosed middle-aged (30- to 55-yr-old) patients with non-insulin-dependent
diabetes mellitus (NIDDM) entered the study. They were classified as diet controlled after a 6-wk
screening phase with conventional dietary treatment. During the follow-up, the control group (n = 378)
was cared for at different diabetes outpatient clinics with a standardized surveillance. The intervention
group (n = 761) had a structured IHE that included dietary advice, antismoking and antialcohol education,
and ways to enhance physical activity. RESULTS: Randomly, 379 of the IHE patients received 1.6 g
clofibric acid/day, and the others received placebo. IHE resulted in improved glucose control (adjusted
fasting blood glucose) levels after 5 yr (control subjects 9.27 mM, IHE group 8.71 mM, and IHE plus
clofibric acid group 8.60 mM, P less than 0.01). The better glycemic control was achieved with fewer
antidiabetic drugs. After 5 yr, antidiabetic drugs were prescribed to 47% of the control subjects, 28% of
the THE group, and 34% of the IHE plus clofibric acid group (cutoff limit for drug application was




postprandial blood glucose of greater than or equal to 13.87 mM). The ratio of polyunsaturated to
saturated fatty acids (0.26 vs. 0.40, P less than 0.01) and physical activity (174 vs. 327 scores, P less than
0.01) were increased, and blood pressure, tobacco, and alcohol consumption were significantly reduced
by IHE. However, IHE had no effect on calorie intake, percentage of fat in the diet (45%), and body
weight. The most important finding was the significant increase of blood cholesterol in all three groups
(+0.47, +0.36, and +0.34 mM, respectively). Clofibric acid only prevented the increase of triglyceride
levels (+0.56, +0.24, and +0.05 mM, respectively). The incidence rate per 1000 for myocardial infarction
was 30.3 for control subjects, 53.6 for the IHE group, and 55.6 for the IHE plus.clofibric acid group. The
corresponding rates for THD incidence were 90.9, 97.8, and 98.8, respectively. Men suffered more
frequently from myocardial infarction, whereas women developed ECG criteria for IHD more frequently.
Among the 35 cases of death, besides cardiovascular diseases, liver cirrhosis and neoplasia were the
predominant causes. The death rate per 1000 in control subjects was 46.2, 30.6 in the IHE group, and 27
among patients with IHE plus clofibric acid. CONCLUSIONS: IHE was of substantial benefit for the
control of glycemia, significantly diminished the need for antidiabetic drugs, and reduced a cluster of risk
factors but had no effect on the control of blood lipids. This could be one major reason for the failure of
IHE, effective lowering of blood pressure, and clofibric acid to prevent cardiovascular complications:
Clofibric acid was only effective in reducing triglycerides.

SPECIFIC DIETARY MODIFICATIONS

Dietary Fats

Tanasescu M. Cho E. Manson JE. Hu FB. Dietary fat and cholesterol and the risk of cardiovascular
disease among women with type 2 diabetes. American Journal of Clinical Nutrition. 79(6):999-1005,
2004 Jun.

BACKGROUND: Nutritional therapy is a cornerstone of diabetes management, but no epidemiologic
studies have investigated the relation between specific dietary fatty acids and cholesterol and
cardiovascular disease (CVD) risk among diabetic patients. OBJECTIVE: This study assessed the relation
between specific dietary fatty acids and cholesterol and CVD risk among women with type 2 diabetes.
DESIGN: Among 5672 women with type 2 diabetes from the Nurses' Health Study, diet was assessed
prospectively and updated periodically. Relative risks of CVD were estimated from Cox proportional

. hazards analysis after adjustment for potential confounders. RESULTS: Between 1980 and 1998, we
identified 619 new cases of CVD (nonfatal myocardial infarction, fatal coronary heart disease, and
stroke). The relative risk (RR) of CVD for an increase of 200 mg cholesterol/1000 kcal was 1.37 (95%
CI: 1.12, 1.68; P = 0.003). Each 5% of energy intake from saturated fat, as compared with equivalent
energy from carbohydrates, was associated with a 29% greater risk of CVD (RR: 1.29; 95% CI: 1.02,
1.63; P = 0.04). The ratio of polyunsaturated to saturated fat (P:S) was inversely associated with the risk
of fatal CVD. We estimated that replacement of 5% of energy from saturated fat with equivalent energy
from carbohydrates or monounsaturated fat was associated with a 22% or 37% lower risk of CVD,
respectively. CONCLUSIONS: A higher intake of cholesterol and saturated fat and a low P:S were
related to increased CVD risk among women with type 2 diabetes. Among diabetic persons, replacement
of saturated fat with monounsaturated fat may be more effective in lowering CVD risk than is
replacement with carbohydrates.

Van Dam RM. Willett WC. Rimm EB. Stampfer MJ. Hu FB. Dietary fat and meat intake in relation to
risk of type 2 diabetes in men. Diabetes Care. 25(3):417-24, 2002 Mar.

OBJECTIVE To examine dietary fat and meat intake in relation to risk of type 2 diabetes. RESEARCH
DESIGN AND METHODS: We prospectively followed 42,504 male participants of the Health




Professionals Follow-Up Study who were aged 40-75 years and free of diagnosed diabetes, cardiovascular
disease, and cancer in 1986. Diet was assessed by a validated food frequency questionnaire and updated
in 1990 and 1994. During 12 years of follow-up, we ascertained 1,321 incident cases of type 2 diabetes.
RESULTS: Intakes of total fat (multivariate RR for extreme quintiles 1.27, CI 1.04-1.55, P for
trend=0.02) and saturated fat (1.34, 1.09-1.66, P for trend=0.01) were associated with a higher risk of type
2 diabetes. However, these associations disappeared after additional adjustment for BMI (total fat RR
0.97, CI10.79-1.18; saturated fat 0.97, 0.79-1.20). Intakes of oleic acid, trans-fat, long-chain n-3 fat, and
alpha-linolenic acid were not associated with diabetes risk after multivariate adjustment. Linoleic acid
was associated with a lower risk of type 2 diabetes in men <65 years of age (RR 0.74, CI 0.60-0.92, P for
trend=0.01) and in men with a BMI <25 kg/m(2) (0.53, 0.33-0.85, P for trend=0.006) but not in older and
obese men. Frequent consumption of processed meat was associated with a higher risk for type 2 diabetes
(RR 1.46, CI 1.14-1.86 for > or = 5/week vs. <1/month, P for trend <0.0001). CONCLUSIONS: Total
and saturated fat intake were associated with a higher risk of type 2 diabetes, but these associations were
not independent of BMI. Frequent consumption of processed meats may increase risk of type 2 diabetes.

Lichtenstein AH. Schwab US. Relationship of dietary fat to glucose metabolism. Atherosclerosis.
150(2):227-43, 2000 Jun.

The relationship between dietary fat and glucose metabolism has been recognized for at least 60 years. In
experimental animals, high fat diets result in impaired glucose tolerance. This impairment is associated
with decreased basal and insulin-stimulated glucose metabolism. Impaired insulin binding and/or glucose
transporters has been related to changes in the fatty acid composition of the membrane induced by dietary
fat modification. In humans, high-fat diets, independent of fatty acid profile, have been reported to result
in decreased insulin sensitivity. Saturated fat, relative to monounsaturated and polyunsaturated fat,
appears to be more deleterious with respect to fat-induced insulin insensitivity. Some of the adverse
effects induced by fat feeding can be ameliorated with omega-3 fatty acid. Epidemiological data in
humans suggest that subjects with higher intakes of fat are more prone to develop disturbances in glucose
metabolism, type 2 diabetes or impaired glucose tolerance, than subjects with lower intakes of fat.
Inconsistencies in the data may be attributable to clustering of high intakes of dietary fat (especially
animal fat) with obesity and inactivity. Metabolic studies suggest that higher-fat diets containing a higher
proportion of unsaturated fat result in better measures of glucose metabolism than high-carbohydrate diet.
Clearly, the area of dietary fat and glucose metabolism has yet to be fully elucidated.

Dietary Fiber Intake . ,

Schulze MB. Liu S. Rimm EB. Manson JE. Willett WC.'Hu FB. Glycemic index, glycemic load, and
dietary fiber intake and incidence of type 2 diabetes in younger and middle-aged women. American
Journal of Clinical Nutrition. 80(2):348-56, 2004 Aug.

BACKGROUND: Increasing evidence suggests an important role of carbohydrate quality in the
development of type 2 diabetes. OBJECTIVE: Our objective was to prospectively examine the
association between glycemic index, glycemic load, and dietary fiber and the risk of type 2 diabetes in a
large cohort of young women. DESIGN: In 1991, 91249 women completed a semiquantitative food-
frequency questionnaire that assessed dietary intake. The women were followed for 8 y for the
development of incident type 2 diabetes, and dietary information was updated in 1995. RESULTS: We
identified 741 incident cases of confirmed type 2 diabetes during 8 y (716 300 person-years) of follow-up.
After adjustment for age, body mass index, family history of diabetes, and other potential confounders,
glycemic index was significantly associated with an increased risk of diabetes (multivariate relative risks
for quintiles 1-5, respectively: 1, 1.15, 1.07, 1.27, and 1.59; 95% CI: 1.21, 2.10; P for trend = 0.001).
Conversely, cereal fiber intake was associated with a decreased risk of diabetes (multivariate relative risks
for quintiles 1-5, respectively: 1, 0.85, 0.87, 0.82, and 0.64; 95% CI: 0.48, 0.86; P. for trend = 0.004).
Glycemic load was not significantly associated with risk in the overall cohort (multivariate relative risks




for quintiles 1-5, respectively: 1, 1.31, 1.20, 1.14, and 1.33; 95% CI: 0.92, 1.91; P for trend = 0.21).
CONCLUSIONS: A diet high in rapidly absorbed carbohydrates and low in cereal fiber is associated with
an increased risk of type 2 diabetes.

Tabatabai A. Li S. Dietary fiber and type 2 diabetes. Clinical Excellence for Nurse Practitioners.
4(5):272-6, 2000 Sep.

This article addresses the current theory, research, and implications of dietary fiber in the management of
type 2 diabetes mellitus (DM; non-insulin-dependent DM). Dietary fiber shows promise in the
management of type 2 DM. The inclusion of sufficient dietary fiber in a meal flattens the postprandial
glycemic and insulinemic excursions and favorably influences plasma lipid levels in patients with type 2
DM. Water-soluble fiber appears to have a greater potential to reduce postprandial blood glucose, insulin,
and serum lipid levels than insoluble fiber. Viscosity of the dietary fiber is important; the greater the
viscosity, the greater the effect. Possible mechanisms for metabolic improvements with dietary fiber
include delay of glucose absorption, increase in hepatic extraction of insulin, increased insulin sensitivity
at the cellular level, and binding of bile acids. Patients with type 2 DM should increase their dietary fiber
intake to 20 to 35 g/d and be aware of the considerations when increasing fiber intake. The nurse
practitioner is in an ideal position to promote dietary fiber intake in such patients.

Chandalia M. Garg A. Lutjohann D. von Bergmann K. Grundy SM. Bﬁnldey LJ. Beneficial effects of
high dietary fiber intake in patients with type 2 diabetes mellitus. New England Journal of Medicine.
342(19):1392-8, 2000 May 11.

BACKGROUND: The effect of increasing the intake of dietary fiber on glycemic control in patients with
type 2 diabetes mellitus is controversial. METHODS: In a randomized, crossover study, we assigned 13
patients with type 2 diabetes mellitus to follow two diets, each for six weeks: a diet containing moderate
amounts of fiber (total, 24 g; 8 g of soluble fiber and 16 g of insoluble fiber), as recommended by the
American Diabetes Association (ADA), and a high-fiber diet (total, 50 g; 25 g of soluble fiber and 25 g of
insoluble fiber), containing foods not fortified with fiber (unfortified foods). Both diets, prepared in a
research kitchen, had the same macronutrient and energy content. We compared the effects of the two
diets on glycemic control and plasma lipid concentrations. RESULTS: Compliance with the diets was
excellent. During the sixth week, the high-fiber diet, as compared with the sixth week of the ADA diet,
mean daily preprandial plasma glucose concentrations were 13 mg per deciliter [0.7 mmol per liter] lower
(95 percent confidence interval, 1 to 24 mg per deciliter [0.1 to 1.3 mmol per liter]; P=0.04) and mean
median difference, daily urinary glucose excretion 1.3 g (0.23; 95 percent confidence interval, 0.03 to
1.83 g; P=0.008). The high-fiber diet also lowered the area under the curve for 24-hour plasma glucose
and insulin concentrations, which were measured every two hours, by 10 percent (P=0.02) and 12 percent
(P=0.05), respectively. The high-fiber diet reduced plasma total cholesterol concentrations by 6.7 percent
(P=0.02), triglyceride concentrations by 10.2 percent (P=0.02), and very-low-density lipoprotein
cholesterol concentrations by 12.5 percent (P=0.01). CONCLUSIONS: A high intake of dietary fiber,
particularly of the soluble type, above the level recommended by the ADA, improves glycemic control,
decreases hyperinsulinemia, and lowers plasma lipid concentrations in patients with type 2 diabetes.

Low Glycemic Index Diet

Rizkalla SW. Taghrid L. Laromiguiere M. Huet D. Boillot J. Rigoir A. Elgrably F. Slama G. Improved
plasma glucose control, whole-body glucose utilization, and lipid proﬂle on a low-glycemic index diet in
type 2 diabetic men: a randomized controlled trial.




OBJECTIVE: To determine whether a chronic low-glycemic index (LGI) diet, compared with a high-
glycemic index (HGI) diet, has beneficial effects on plasma glucose control, lipid metabolism, total fat
mass, and insulin resistance in type 2 diabetic patients. RESEARCH DESIGN AND METHODS: Twelve
type 2 diabetic men were randomly allocated to two periods of 4 weeks of an LGI or HGI carbohydrate
diet separated by a 4-week washout interval, in a crossover design. RESULTS: The LGI diet induced
lower postprandial plasma glucose and insulin profiles and areas under the curve than after the HGI diet.

~ At the end of the two dietary periods, the 7-day dietary records demonstrated equal daily total energy and
macronutrient intake. Body weight and total fat mass were comparable. Four-week LGI versus HGI diet
induced improvement of fasting plasma glucose (P < 0.01, Delta changes during LGI vs. HGI), HbA(Ic)
(P <0.01), and whole-body glucose utilization measured by the euglycemic-hyperinsulinemic clamp (P <
0.05). LGI diet induced a decrease in fasting plasma total and LDL cholesterol (Delta changes LGI vs.
HGI, P <0.01), free fatty acids (P <0.01), apolipoprotein B, and plasminogen activator inhibitor 1
activity. CONCLUSIONS:; Only 4 weeks of an LGI diet was able to improve glycemic control, glucose
utilization, some lipid profiles, and the capacity for fibrinolysis in type 2 diabetes. Even if changes in
glycemic control were modest during the 4-week period, the use of an LGI diet in a longer-term manner
might play an important role in the treatment and prevention of diabetes and related disorders.

Wolever TM. Jenkins DJ. Vuksan V. Jenkins AL. Wong GS. Josse RG. Beneficial effect of low-glycemic
index diet in overweight NIDDM subjects. Diabetes Care. 15(4):562-4, 1992 Apr.

OBJECTIVE--To determine whether low-glycemic index (GI) diets have clinical utility in overweight
patients with non-insulin-dependent diabetes mellitus NIDDM). RESEARCH DESIGN AND
METHODS--Six patients with NIDDM were studied on both high- and low-GI diets of 6-wk duration
with metabolic diets with a randomized crossover design. Both diets were of similar composition (57%
carbohydrate, 23% fat, and 34 g/day dietary fiber), but the low-GI diet had a GI of 58 compared with 86
for the high-GI diet. RESULTS--Small and similar amounts of weight were lost on both diets: 2.5 kg on
high-GI diet and 1.8 kg on low-GI diet. On the low-GI diet, the mean level of serum fructosamine, as an
index of overall blood glucose control, was lower than on the high-GI diet by 8% (P less than 0.05), and
total serum cholesterol was lower by 7% (P less than 0.01). CONCLUSIONS--In overweight patients
with NIDDM, reducing diet GI improves overall blood glucose and lipid control.

SPECIFIC NUTRITIONAL SUPPLEMENTATION

- Chromium

Rabinovitz H. Friedensohn A. Leibovitz A. Gabay G. Rocas C. Habot B. Effect of chromium
supplementation on blood glucose and lipid levels in type 2 diabetes mellitus elderly patients.
International Journal for Vitamin & Nutrition Research. 74(3):178-82, 2004 May.

Intervention trials have shown the beneficial effects of chromium supplementation in type 2 diabetes
(non-insulin-dependent diabetes mellitus). This study investigated the effects of chromium picolinate on
elderly diabetic patients within a rehabilitation program. Thirty-nine diabetic subjects, average age 73
years (18 males and 21 females), undergoing rehabilitation following stroke or hip fracture, were
recruited to participate in this study. An additional 39 diabetic patients constituted the control group.
Along with standard treatment for diabetes, the study group received 200 microg of chromium twice a
day for a three-week period. Blood samples, dietary intake, and anthropometric data were collected prior
to and post-intervention. Throughout the study period, participants received a diet of approximately 1500
kecal/day. Significant differences in the fasting blood level of glucose compared to the baseline (190
mg/dL vs 150 mg/dL, p < 0.001) were found at the end of the study. HbAlc also improved from 8.2% to
7.6% (p < 0.01). Total cholesterol was also reduced from 235 mg/dL to 213 mg/dL (p < 0.02). A trend




towards lowered triglyceride levels was also observed (152 mg/dL vs 136 mg/dL). We conclude that, in
this population of elderly, diabetic patients undergoing rehabilitation, dietary supplementation with
chromium is beneficial in moderating glucose intolerance. In addition, chromium intake appears to lower
plasma lipid levels.

Preuss HG. Anderson RA. Chromium update: examining recent literature 1997-1998. Current Opinion in
Clinical Nutrition & Metabolic Care. 1(6):509-12, 1998 Nov. '

Trivalent chromium is an essential nutrient required for sugar and fat metabolism. The majority of people
eating typical Western diets consume less than the upper limit of the estimated safe and adequate daily
dietary intake, which is set at 50-200 micrograms per day. Insufficient chromium intake is associated with
signs and symptoms similar to those seen in diabetes and cardiovascular diseases. The efficacy of
chromium in the general population relates to its prevention of deficiency or a reduction in the risk of
chronic diseases. It is possible that doses above the estimated safe and adequate daily dietary intake are
necessary for the treatment of certain chronic disease states. In a study performed in China, the use of
1000 micrograms of chromium per day (five times above the upper limit of the estimated safe and
adequate daily dietary intake) was highly effective in relieving many of the symptomatic manifestations
of type 2 diabetes mellitus, including a return of the HbA1C levels into the normal range. Most recent
evidence strongly supports the conclusion that there is little fear of toxic reactions from chromium
consumption. In addition to type 2 diabetes mellitus, chromium supplementation may be useful to direct
overall weight decrements specifically towards fat loss with the retention of lean body mass and to
ameliorate many manifestations of aging.

Alpha Lipoic Acid
Evans JL. Goldfine ID. Alpha-lipoic acid: a multlfunctlonal antioxidant that improves insulin sensitivity
in patients with type 2 diabetes. Diabetes Technology & Therapeutics. 2(3):401-13, 2000.

Alpha-Lipoic acid (LA) is a disulfide compound that is produced in small quantities in cells, and
functions naturally as a co-enzyme in the pyruvate dehydrogenase and alpha-ketoglutarate dehydrogenase
mitochondrial enzyme complexes. In pharmacological doses, LA is a multifunctional antioxidant. LA has
been used in Germany for over 30 years for the treatment of diabetes-induced neuropathy. In patients with
type 2 diabetes, recent studies have reported that intravenous (i.v.) infusion of LA increases insulin-
mediated glucose disposal, whereas oral administration of LA has only marginal effects. If the limitations
of oral therapy can be overcome, LA could emerge as a safe and effective adjunctive antidiabetic agent
with insulin sensitizing activity.

Orzechowski A. Justification for antioxidant preconditioning (or how to protect insulin-mediated actions
under oxidative stress). Journal of Biosciences. 28(1):39-49, 2003 Feb.

Insulin resistance is characterized by impaired glucose utilization in the peripheral tissues, accelerated
muscle protein degradation, impaired antioxidant defenses and extensive cell death. Apparently, both
insulin and IGF-1 at physiological concentrations support cell survival by phosphatidylinositol 3 kinase-
dependent and independent mechanisms. Postprandial hyperglycemia and hyperinsulinemia are found in
insulin resistance, which accompanies the so-called noninsulin dependent diabetes mellitus (diabetes type
2). Evidence also indicates that increased susceptibility of muscle cells and cardiomycoytes to oxidative
stress is among the harmful complications of insulin resistance and diabetes. Limited knowledge showing
benefits of preconditioning with anti- oxidants (vitamin C, E, a-lipoic acid, N-acetylcysteine) in order to
protect insulin action under oxidative stress prompted the author to discuss the theoretical background to
this approach. It should be stressed that antioxidant preconditioning is relevant to prevention of both
diabetes- and insulin resistance-associated side-effects such as low viability and cell deletion.




Furthermore,. antioxidant conditioning promises to provide higher efficacy for clinical applications in
myoblast transfer therapy and cardiomyoplasty. .

Coenzyme 010
Hodgson JM. Watts GF. Playford DA. Burke V. Croft KD. Coenzyme Q10 improves blood pressure and

glycaemic control: a controlled trial in subjects with type 2 diabetes. European Journal of Clinical
Nutrition. 56(11):1137-42, 2002 Nov.

OBJECTIVE: Our objective was to assess effects of dietary supplementation with coenzyme Q10 (CoQ)
on blood pressure and glycaemic control in subjects with type 2 diabetes, and to consider oxidative stress
as a potential mechanism for any effects. SUBJECTS AND DESIGN: Seventy-four subjects with
uncomplicated type 2 diabetes and dyslipidaemia were involved in a randomised double blind placebo-
controlled 2x2 factorial intervention. SETTING: The study was performed at the University of Western
Australia, Department of Medicine at Royal Perth Hospital, Australia. INTERVENTIONS: Subjects were
randomly assigned to receive an oral-dose of 100 mg CoQ twice daily (200 mg/day), 200 mg fenofibrate
each morning, both or neither for 12 weeks. MAIN OUTCOME MEASURES: We report an analysis and
discussion of the effects of CoQ on blood pressure, on long-term glycaemic control measured by glycated
haemoglobin (HbA(1c)), and on oxidative stress assessed by measurement of plasma F2-isoprostanes.
RESULTS: Fenofibrate did not alter blood pressure, HbA(1c), or plasma F2-isoprostanes. There was a 3-
fold increase in plasma CoQ concentration (3.4+/-0.3 micro mol/l, P<0.001) as a result of CoQ
supplementation. The main effect of CoQ was to significantly decrease systolic (-6.1+/-2.6 mmHg,
P=0.021) and diastolic (-2.9+/-1.4 mmHg, P=0.048) blood pressure and HbA(1c) (-0.37+/-0.17%,
P=0.032). Plasma F2-isoprostane concentrations were not altered by CoQ (0.14+/-0.15 nmol/l, P=0.345).
CONCLUSIONS: These results show that CoQ supplementation may improve blood pressure and long-
term glycaemic control in subjects with type 2 diabetes, but these improvements were not associated with
reduced oxidative stress, as assessed by F2-isoprostanes.

Lamson DW. Plaza SM. Mitochondrial factors in the pathogenesis of diabetes: a hypothesis for treatment.
Alternative Medicine Review. 7(2):94-111, 2002 Apr.

A growing body of evidence has demonstrated a link between various disturbances in mitochondrial
functioning and type 2 diabetes. This review focuses on a range of mitochondrial factors important in the
pathogenesis of this disease. The mitochondrion is an integral part of the insulin system found in the islet
cells of the pancreas. Because of the systemic complexity of mitochondrial functioning in terms of tissue
and energetic thresholds, details of structure and function are reviewed. The expression of type 2 diabetes
can be ascribed to a number of qualitative or quantitative changes in the mitochondria. Qualitative
changes refer to genetic disturbances in mitochondrial DNA (mtDNA). Heteroplasmic as well as
homoplasmic mutations of mtDNA can lead to the development of a number of genetic disorders that
express the phenotype of type 2 diabetes. Quantitative decreases in mtDNA copy number have also been
linked to the pathogenesis of diabetes. The study of the relationship of mtDNA to type 2 diabetes has
revealed the influence. of the mitochondria on nuclear-encoded glucose transporters and the influence of
nuclear encoded uncoupling proteins on the mitochondria. This basic research into the pathogenesis of
diabetes has led to the awareness of natural therapeutics (such as coenzyme Q10) that increase
mitochondrial functioning and avoidance of trans-fatty acids that decrease mitochondrial functioning.

Omega-3 Fatty Acids

Tapsell LC. Gillen LJ. Patch CS. Batterham M. Owen A. Bare M. Kennedy M. Including walnuts in a
low-fat/modified-fat diet improves HDL cholesterol-to-total cholesterol ratios in patients with type 2
diabetes. Diabetes Care. 27(12):2777-83, 2004 Dec.




OBJECTIVE: The aim of this study was to examine the effect of a moderate-fat diet inclusive of walnuts
on blood lipid profiles in patients with type 2 diabetes. RESEARCH DESIGN AND METHODS: This
was a parallel randomized controlled trial comparing three dietary advice groups each with 30% energy as
fat: low fat, modified low fat, and modified low fat inclusive of 30 g of walnuts per day. Fifty-eight men
and women, mean age 59.3 +/- 8.1 years, started the trial. Dietary advice was given at baseline with
monthly follow-up and fortnightly phone calls for support. Body weight, percent body fat, blood lipids, .
HbAlc, total antioxidant capacity, and erythrocyte fatty acid levels were measured at 0, 3, and 6 months.
Data were assessed by repeated-measures ANOVA with an intention-to-treat model. RESULTS: The
walnut group achieved a significantly greater increase in HDL cholesterol-to-total cholesterol ratio
(P=0.049) and HDL (P=0.046) than the two other treatment groups. A 10% reduction in LDL cholesterol
was also achieved in the walnut group, reflecting a significant effect by group (P=0.032) and time
(P=0.036). There were no significant differences between groups for changes in body weight, percent
body fat, total antioxidant capacity, or HbA lc levels. The higher dietary polyunsaturated fat-to-saturated
fat ratio and intakes of omega-3 fatty acids in the walnut group were confirmed by erythrocyte biomarkers
of dietary intake. CONCLUSIONS: Structured "whole of diet" advice that included 30 g of walnuts/day

~delivering substantial amounts of polyunsaturated fatty acid improved the lipid profile of patients with
type 2 diabetes.

Thorsdottir I. Hill J. Ramel A. Omega-3 fatty acid supply from milk associates with lower type 2 diabetes
in men and coronary heart disease in women. Preventive Medicine. 39(3).:630-4, 2004 Sep.

BACKGROUND: Omega-3 fatty acids may prevent type 2 diabetes and coronary heart disease (CHD).
We investigated these fatty acids in Nordic cow's milk and whether their supply from milk associates with
type 2 diabetes prevalence and CHD mortality in the Nordic countries. METHODS: Samples (N = 84) of
consumers' milk were collected in five Nordic countries four times during 1 year. Fatty acids were
analyzed using gas chromatography. Fatty acids supply from milk fat was calculated using national food
balance sheets. RESULTS: The omega-3 fatty acids content was higher and omega-6 fatty acid content
was lower in Icelandic milk when compared with milk from other Nordic countries. Type 2 diabetes
prevalence in men correlated inversely with the supply of omega-3 fatty acids and eicosapentaenic acid,
but positively with omega-6/omega-3 ratio in milk. CHD mortality in women correlated inversely with
the supply of eicosapentaenic acid but positively with the omega-6/omega-3 ratio. CONCLUSIONS: Milk
fatty acids content can depend upon the origin of the milk. The higher supply of omega-3 fatty acids from
milk might explain the lower type 2 diabetes prevalence and CHD mortality in Iceland compared to the
other Nordic countries.

Magnesium
Huerta MG. Roemmich JN. Kington ML. Bovbjerg VE. Weltman AL. Holmes VF. Patrie JT. Rogol AD.

Nadler JL. Magnesium deficiency is associated with insulin resistance in obese children. Diabetes Care.
28(5):1175-81, 2005 May.

OBJECTIVE: Magnesium deficiency has been associated with insulin resistance (IR) and increased risk
for type 2 diabetes in adults. This study was designed to determine whether obese children exhibit serum
or dietary magnesium deficiency and its potential association with IR. RESEARCH DESIGN AND
METHODS: We studied 24 obese nondiabetic children (BMI > or =85th percentile) and 24 sex- and
puberty-matched lean control subjects (BMI <85th percentile). We measured serum magnesium, indexes
of insulin sensitivity, dietary magnesium intake (using a food frequency questionnaire), and body

" composition (by air displacement plethysmography). RESULTS: Serum magnesium was significantly
lower in obese children (0.748 +/- 0.015 mmol/l, means +/- SE) compared with lean children (0.801 -+/-
0.012 mmol/1) (P = 0.009). Serum magnesium was inversely correlated with fasting insulin (r(s) = -0.36
[95% CI-0.59 to -0.08]; P =0.011) and positively correlated with quantitative insulin sensitivity check
index (QUICKI) (0.35 [0.06-0.58]; P = 0.015). Dietary magnesium intake was significantly lower in




obese children (obese: 0.12 +/- 0.004 vs. lean: 0.14 +/- 0.004 mg/kcal; P = 0.003). Dietary magnesium
intake was inversely associated with fasting insulin (-0.43 [-0.64 to -0.16]; P = 0.002) and directly
correlated with QUICKI (0.43 [0.16-0.64]; P = 0.002). CONCLUSIONS: The association between
magnesium deficiency and IR is present during childhood. Serum magnesium deficiency in obese
children may be secondary to decreased dietary magnesium intake. Magnesium supplementation or
increased intake of magnesium-rich foods may be an important tool in the prevention of type 2 diabetes in
obese children. :

Lopez-Ridaura R. Willett WC. Rimm EB. Liu S. Stampfer MJ. Manson JE. Hu FB. Magnesium intake
and risk of type 2 diabetes in men and women. Diabetes Care. 27(1):134-40, 2004 Jan.

OBJECTIVE: To examine the association between magnesium intake and risk of type 2 diabetes.
RESEARCH DESIGN AND METHODS: We followed 85,060 women and 42,872 men who had no
history of diabetes, cardiovascular disease, or cancer at baseline. Magnesium intake was evaluated using a
validated food frequency questionnaire every 2-4 years. After 18 years of follow-up in women and 12
years in men, we documented 4,085 and 1,333 incident cases of type 2 diabetes, respectively. RESULTS:
After adjusting for age, BMI, physical activity, family history of diabetes, smoking, alcohol consumption,
and history of hypertension and hypercholesterolemia at baseline, the relative risk (RR) of type 2 diabetes
was 0.66 (95% CI 0.60-0.73; P for trend <0.001) in women and 0.67 (0.56-0.80; P for trend <0.001) in
men, comparing the highest with the lowest quintile of total magnesium intake. The RRs remained
significant after additional adjustment for dietary variables, including glycemic load, polyunsaturated fat,
trans fat, cereal fiber, and processed meat in the multivariate models. The inverse association persisted in
subgroup analyses according to BMI, physical activity, and family history of diabetes. CONCLUSIONS:
Our findings suggest a significant inverse association between magnesium intake and diabetes risk. This
study supports the dietary recommendation to increase consumption of major food sources of magnesium,
such as whole grains, nuts, and green leafy vegetables.

Vitamin C

Armstrong AM. Chestnutt JE. Gormley MJ. Young IS. The effect of dietary treatment on lipid
peroxidation and antioxidant status in newly diagnosed noninsulin dependent diabetes. Free Radical
Biology & Medicine. 21(5):719-26, 1996.

Increased lipid peroxidation and reduced antioxidant status may contribute to the development of
complications in diabetes. The aim of this study was to assess the effects of dietary treatment of
noninsulin-dependent diabetes on these parameters. Twenty patients with newly diagnosed noninsulin-
dependent diabetes were recruited along with 20 age, sex, and smoking-status-matched control subjects.
Dietary intake was assessed by food frequency questionnaire and 24-h dietary recall and blood collected
for biochemical analyses before and 2 months after dietary treatment was initiated. Carbohydrate, fat, and .
protein intake fell in patients following dietary advice. Among micronutrients, intakes of vitamins C, E,
and A, carotene, selenium, copper, zinc, and iron were similar in patients and controls. Vitamin C intake
in patients rose following dietary advice (44.6 +/- 11.7 vs. 49.5 +/- 5.5 mg/d, p < .05), while there was no
change in intake of other micronutrients. Fasting plasma glucose in diabetic subjects fell from 13.6 +/- 1.1
mmol/l at recruitment to 9.7 +/- 1.1 mmol/l after diet (p <.01), and this was accompanied by a fall in
hemoglobin Alc from 7.44 +/- 0.67% to 5.91 +/- 0.57% (p < .01). Serum malondialdehyde was higher in
patients than controls at TO (2.39 +/- 0.55 mumol/l vs. 1.48 +/- 0.33; p <.01), and fell following diet to
1.42 mumol/l (p < 0.01). Ascorbate was lower in patients than controls (1.27 +/- 2.9 mumol/k vs. 41.4 +/-
9.3; p <.01) at baseline and rose after diet to 27.8 +/- 6.4 (p <.01). beta-Carotene also rose after diet in
patients (0.13 +/- 0.04 mumol/l vs. 0.17 +/- 0.04; p <0.05), as did lipid corrected alpha-tocopherol (4.39
+/- 1.09 mumol/mmol cholesterol vs. 5.16 +/- 1.18; p < .05). Reduced lipid peroxidation and improved
antioxidant status may be one mechanism by which dietary treatment contributes to the prevention of
diabetic complications.




Sinclair AJ. Taylor PB. Lunec J. Girling AJ. Barnett AH. Low plasma ascorbate levels in patients with
type 2 diabetes mellitus consuming adequate dietary vitamin C. Diabetic Medicine. 11(9):893-8, 1994
Nov.

Low ascorbate concentrations in diabetes may be secondary to inadequate dietary vitamin C intake or
may relate to the varied metabolic roles of the vitamin. To determine whether inadequate dietary intake is
a factor we calculated daily vitamin C intakes using both a vitamin C questionnaire and a 4-day food
diary in a group of 30 patients with Type 2 diabetes (mean age 68.8 +/- 6.9 yr, 17M/13F) and in 30
community controls (mean age 68.0 +/- 5.5 yr, 12M/18F)). Measures of plasma glucose, serum
fructosamine, and plasma ascorbic and dehydroascorbic acid were obtained from 20 subjects in each
group. There was no significant difference in daily vitamin C intake between the two groups using both
methods: food diary, 61.4 +/- 28.3 (patients) vs 69.5 +/- 33.4 (controls) mg; questionnaire, 54.0 +/- 28.9
(patients) vs 65.0 +/- 30.9 (controls) mg. Vitamin C intake derived from both methods was significantly
correlated (p <0.001). Plasma ascorbate (30.4 +/- 19.1 mumol 1-1) and dehydroascorbate (27.6 +/- 6.4
mumol 1-1) levels were significantly lower in patients vs in controls (68.8 +/- 36.0 and 31.8 +/- 4.8
mumol 1-1, respectively), p < 0.0001 and p < 0.01. Plasma ascorbate levels were significantly correlated
with vitamin C intake derived from the food diary (p < 0.01) and questionnaire (p < 0.01) methods in the
diabetic group only. Low ascorbate levels in diabetes appears to be a consequerice of the disease itself and
not due to inadequate dietary intake of vitamin C. A short vitamin C questionnaire is a convenient and
reliable estimate of vitamin C intake.

Antioxidants
Montonen J. Knekt P. Jarvinen R. Reunanen A. Dietary antioxidant intake and risk of type 2 diabetes.
Diabetes Care. 27(2).:362-6, 2004 Feb. '

OBJECTIVE: The intake of antioxidants was studied for its ability to predict type 2 diabetes.
RESEARCH DESIGN AND METHODS: A cohort of 2,285 men and 2,019 women 40-69 years of age
and free of diabetes at baseline (1967-1972) was studied. Food consumption during the previous year was
estimated using a dietary history interview. The intake of vitamin C, four tocopherols, four tocotrienols,
and six carotenoids was calculated. During a 23-year follow-up, a total of 164 male and 219 female
incident cases occurred. RESULTS: Vitamin E intake was significantly associated with a reduced risk of
type 2 diabetes. The relative risk (RR) of type 2 diabetes between the extreme quartiles of the intake was
0.69 (95% CI 0.51-0.94, P for trend = 0.003). Intakes of alpha-tocopherol, gamma-tocopherol, delta-
tocopherol, and beta-tocotrienol were inversely related to a risk of type 2 diabetes. Among single
carotenoids, beta-cryptoxanthin intake was significantly associated with a reduced risk of type 2 diabetes
(RR 0.58, 95% CI 0.44-0.78, P < 0.001). No association was evident between intake of vitamin C and
type 2 diabetes risk. CONCLUSIONS: This study supports the hypothesis that development of type 2
diabetes may be reduced by the intake of antioxidants in the diet.

Ylonen K. Alfthan G. Groop L. Saloranta C. Aro A. Virtanen SM. Dietary intakes and plasma
concentrations of carotenoids and tocopherols in relation to glucose metabolism in subjects at high risk of
type 2 diabetes: the Botnia Dietary Study. American Journal of Clinical Nutrition. 77(6):1434-41, 2003
Jun.

BACKGROUND: The role of antioxidants in the pathogenesis of type 2 diabetes is uncertain. -
OBJECTIVE: We evaluated cross-sectional relations of dietary intakes and plasma concentrations of
antioxidants with glucose metabolism in a high-risk population. DESIGN: The subjects were 81 male and
101 female first- and second-degree, nondiabetic relatives of patients with type 2 diabetes. Antioxidant
intake data were based on 3-d food records. Subjects taking supplements containing beta-carotene or




alpha-tocopherol were excluded. Plasma antioxidant concentrations were measured by HPLC. By using
multiple linear regression analysis and adjusting for demographic, anthropometric, and lifestyle
covariates, we studied whether dietary and plasma alpha- and beta-carotene, lycopene, and alpha- and
gamma-tocopherol were related to fasting and 2-h concentrations of glucose and nonesterified fatty acids
during an oral-glucose-tolerance test, to the homeostasis model assessment index of insulin resistance,
and to measures of beta cell function (incremental 30-min serum insulin concentration during an oral-
glucose-tolerance test and first-phase insulin secretion during an intravenous-glucose-tolerance test).
RESULTS: In men, dietary carotenoids were inversely associated with fasting plasma glucose
concentrations (P < 0.05), plasma beta-carotene concentrations were inversely associated with insulin
resistance (P = 0.003), and dietary lycopene was directly related to baseline serum concentrations of
nonesterified fatty acids (P = 0.034). In women, dietary alpha-tocopherol and plasma beta-carotene
concentrations were inversely and directly associated, respectively, with fasting plasma glucose
concentrations (P <0.05). In both sexes, cholesterol-adjusted alpha-tocopherol concentrations were
directly associated with 2-h plasma glucose concentrations (P < 0.05). CONCLUSION: The data suggest
an advantageous association of carotenoids, which are markers of fruit and vegetable intake, with glucose
metabolism in men at high risk of type 2 diabetes.

Fenugreek ‘
Gupta A. Gupta R. Lal B. Effect of Trigonella foenum-graecum (fenugreek) seeds on glycaemic control

and insulin resistance in type 2 diabetes mellitus: a double blind placebo controlled study. Journal of the
Association of Physicians of India. 49:1057-61, 2001 Nov.

OBJECTIVES: To evaluate the effects of Trigonella foenum-graecum (fenugreek) seeds on glycemic
control and insulin resistance, determined by HOMA model, in mild to moderate type 2 diabetes mellitus
we performed a double blind placebo controlled study. METHODS: Twenty five newly diagnosed
patients with type 2 diabetes (fasting glucose < 200 mg/dl) were randomly divided into two groups.
Group I (n=12) received 1 gm/day hydroalcoholic extract of fenugreek seeds and Group II (n=13)
received usual care (dietary control, exercise) and placebo capsules for two months. RESULTS: At
baseline both the groups were similar in anthropometric and clinical variables. Oral glucose tolerance test
lipid levels, fasting C-peptide, glycosylated haemoglobin, and HOMA-model insulin resistance were also
similar at baseline. In group 1 as compared to group 2 at the end of two months, fasting blood glucose
(148.3 +/- 44.1 to 119.9 +/- 25 vs. 137.5 +/- 41.1 to 113.0 +/- 36.0) and two hour postglucose blood
glucose (210.6 +/- 79.0 to 181.1 +/- 69 vs. 219.9 +/- 41.0 to 241.6 +/- 43) were not different. But area
under curve (AUC) of blood glucose (2375 +/- 574 vs 27597 +/- 274) as well as insulin (2492 +/- 2536

- vs. 5631 +/- 2428) was significantly lower (p < 0.001). HOMA model derived insulin resistance showed a
decrease in percent beta-cell secretion in group 1 as compared to group 2 (86.3 +/- 32 vs. 70.1 +/- 52) and
increase in percent insulin sensitivity (112.9 +/- 67 vs 92.2 +/- 57) (p < 0.05). Serum triglycerides
decreased and HDL cholesterol increased significantly in group 1 as compared to group 2 (p < 0.05).
CONCLUSIONS: Adjunct use of fenugreek seeds improves glycemic control and decreases insulin
resistance in mild type-2 diabetic patients. There is also a favorable effect on hypertriglyceridemia.

t

Madar Z. Abel R. Samish S. Arad J. Glucose-lowering effect of fenugreek in non-insulin dependent
diabetics. European Journal of Clinical Nutrition. 42(1):51-4, 1988 Jan.

The effect of fenugreek on postprandial glucose and insulin levels following the meal tolerance test
(MTT) was studied in non-insulin dependent diabetics (NIDDM). The addition of powdered fenugreek
seed (15 g) soaked in water significantly reduced the subsequent postprandial glucose levels. The plasma
insulin also tended to be lower in NIDDM given fenugreek but without a statistical difference. Fenugreek
had no effect on lipid levels 3 h following the MTT. Fenugreek may have a potential benefit in the
treatment of NIDDM. ‘
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Rankins J. Sampson W. Brown B. Jenkins-Salley T. Dietary Approaches to Stop Hypertension
(DASH) intervention reduces blood pressure among hypertensive African American patients in a
neighborhood health care center. Journal of Nutrition Education & Behavior. 37(5):259-64, 2005
Sep-Oct. ‘

The purpose of this study was to pilot-test DASH-Dinner with Your Nutritionist, a university-
neighborhood health care center intervention to promote the Dietary Approaches to Stop
Hypertension (DASH) diet. Study participants were low-income African American adults (N =
82) with poorly controlled blood pressure. Six groups, each consisting of 12 to 15 participants
taking antihypertensive medications, met for 1 to 2 hours per week for 8 weeks. The intervention
followed constructs of Social Cognitive Theory and featured dinners based on the DASH diet
plan. Blood pressure was significantly lowered (P < .05) among participants who missed no more
than 2 of 8 sessions. Extension of the DASH-Dinner model could improve blood pressure control
among low-income hypertensive African Americans and reduce health disparities.

Zimmerman E. Wylie-Rosett J. Nutrition therapy for hypertension. Current Diabetes Reports.
3(5):404-11, 2003 Oct. :

A contemporary approach to hypertension and prevention are covered in this article. It contains
important information for clinicians, such as hypertension management, metabolic syndrome
issues, lifestyle behavioral management, nutrient issues, weight loss treatments (ie, medications
and surgical procedures), the role of physical activity, and pharmacologic treatment. The Dietary
Approaches to Stop Hypertension (DASH) trial eating plan is discussed at length, as well as
information from recent trials on hypertension, prevention, and treatment.

Appel LJ. Lifestyle modification as a means to prevent and treat high blood pressure. Journal of
the American Society of Nephrology. 14(7 Suppl 2):599-5102, 2003 Jul.

High BP is one of the most important and common risk factors for atherosclerotic cardiovascular
disease and renal disease. The contemporary approach to the epidemic of elevated BP and its
complications involves pharmacologic treatment of hypertensive individuals and "lifestyle
modification," which is beneficial for both nonhypertensive and hypertensive persons. A .
substantial body of evidence strongly supports the concept that lifestyle modification can have
powerful effects on BP. Increased physical activity, a reduced salt intake, weight loss, moderation
of alcohol intake, increased potassium intake, and an overall healthy dietary pattern, termed the
Dietary Approaches to Stop Hypertension (DASH) diet, effectively lower BP. The DASH diet
emphasizes fruits, vegetables, and low-fat dairy products and is reduced in fat and cholesterol.
Other dietary factors, such as a greater intake of protein or monounsaturated fatty acids, may also
reduce BP.but available evidence is inconsistent. The current challenge to health care providers,
researchers, government officials, and the general public is developing and implementing
effective clinical and public health strategies that lead to sustained lifestyle modification.
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Natural Anti-Hypertensive Antioxidants

Brighenti F. Valtuena S. Pellegrini N. Ardigo D. Del Rio D. Salvatore S. Piatti P. Serafini M.
Zavaroni I. Total antioxidant capacity of the diet is inversely and independently related to plasma
concentration of high-sensitivity C-reactive protein in adult Italian subjects. British Journal of
Nutrition. 93(5):619-25, 2005 May.

Inflammation, a risk factor for cardiovascular disease, is associated with low plasma levels of
antioxidant vitamins. In addition to vitamins, other antioxidants modulate the synthesis of
inflammatory markers in vitro and contribute to the total antioxidant capacity (TAC) of a diet.
However, the relationship between dietary TAC and markers of inflammation has never been
evaluated in vivo. We investigated the relationship between dietary TAC and markers of systemic
(high-sensitivity C-reactive protein (hs-CRP), leucocytes) and vascular (soluble intercellular cell
adhesion molecule-1) inflammation in 243 non-diabetic subjects. General Linear Model (GLM)
analysis showed a significant (P=0.005) inverse relationship between hs-CRP and quartiles of
energy-adjusted dietary TAC, even when recognized modulating factors of inflammation, namely
alcohol, fibre, vitamin C, alpha-tocopherol, beta-carotene, BMI, waist circumference, HDL-
cholesterol, hypertension, insulin sensitivity and plasma beta-carotene, were included in the
model as covariates (P=0.004). The relationship was stronger for subjects with hypertension
(P=0.013 v. P=0.109 for normotensive individuals). Among dietary factors, TAC was
significantly higher (5.3 (sd 3.0) v. 4.9 (sd 2.7) mmol Trolox/d; P=0.026) in subjects with low
plasma hs-CRP (range: 0.0-4.1 mg/1) than in subjects with high plasma hs-CRP (range: 4.2-27.8
mg/l). We conclude that dietary TAC is inversely and independently correlated with plasma
concentrations of hs~-CRP and this could be one of the mechanisms explaining the protective
effects against CVD of antioxidant-rich foods such as fruits, whole cereals and red wine. This
could be of particular significance for subjects with high blood pressure.

Rodrigo R. Passalacqua W. Araya J. Orellana M. Rivera G. Homocysteine and essential
hypertension. Journal of Clinical Pharmacology. 43(12):1299-306, 2003 Dec.

The authors examined the available clinical and experimental data supporting the view that
homocysteine, an alternative risk factor of cardiovascular disease, may play a role in the
pathogenesis of essential hypertension. The mechanism of this disease has not been elucidated,
but it may be related to impairment of vascular endothelial and smooth muscle cell function.
Therefore, the occurrence of endothelial dysfunction could contribute to alterations of the
endothelium-dependent vasomotor regulation. Elevated homocysteinemia diminishes the
vasodilation by nitric oxide, increases oxidative stress, stimulates the proliferation of vascular
smooth muscle cells, and alters the elastic properties of the vascular wall. Thus, homocysteine
contributes to elevate the blood pressure. Also it is known that elevated plasma levels of
homocysteine could lead to oxidant injury to the endothelium. The correction of elevated
homocysteinemia by administration of vitamins B12 and B6 plus folic acid, could be a useful
adjuvant therapy of hypertension.

Alpha Lipoic Acid (ALA)
Wollin SD. Jones PJ. Alpha-lipoic acid and cardiovascular disease. Journal of Nutrition.
133(11):3327-30, 2003 Nov.

Alpha-lipoic acid (ALA) has been identified as a powerful antioxidant found naturally in our
diets, but appears to have increased functional capacity when given as a supplement in the form




of a natural or synthetic isolate. ALA and its active reduced counterpart, dihydrolipoic acid
(DHL.A), have been shown to combat oxidative stress by quenching a variety of reactive oxygen
species (ROS). Because this molecule is soluble in both aqueous and lipid portions of the cell, its
biological functions are not limited solely to one environment. In addition to ROS scavenging,
ALA has been shown to be involved in the recycling of other antioxidants in the body including
vitamins C and E and glutathione. Not only have the antioxidant qualities of this molecule been
studied, but there are also several reports pertaining to its blood lipid modulating characteristics,
~ protection against LDL oxidation and modulation of hypertension. Therefore, ALA represents a
possible protective agent against risk factors of cardiovascular disease (CVD). The objective of
this review is to examine the literature pertaining to ALA in relation to CVD and describe the
most powerful actions and potential uses of this naturally occurring antioxidant. Despite the
numerous studies on ALA, many questions remain relating to the use of ALA as a supplement.
There is no consensus on dosage, dose frequency, form of administration, and/or preferred form
of ALA. However, collectively the literature increases our understanding of the potential uses for
supplementation with ALA and identifies key areas for future research.

Coenzyme 010 ' .
" Pettit FH. Harper RF. Vilaythong J. Chu T. Shive W. Reversal of statin toxicity to human

lymphocytes in tissue culture. Drug Metabolism & Drug Interactions. 19(3):151-60, 2003.

Hydroxymethylglutaryl-CoA reductase inhibitors (statins) are widely used to inhibit biosynthesis
of cholesterol in individuals with elevated serum levels of this risk factor for cardiovascular
disease. We find that statins are toxic to human lymphocytes in cell culture at concentrations less
than 0.1 microg/ml. Addition of their own plasma reverses this toxicity in some, but not all,
individuals. Addition of coenzyme Q10 (CoQ10) with plasma is more effective than plasma alone
in reversing toxicity in some individuals. Apparently, two factors are required to reverse the
cellular toxicity of statins: CoQ10 and a plasma factor found in a subset of individuals. These
observations may provide the basis for a method to assess individual susceptibility to statin
toxicity and to predict which individuals may benefit from supplements of CoQ10.

Sarter B. Coenzyme Q10 and cardiovascular disease: a review. Journal of Cardiovascular
Nursing. 16(4):9-20, 2002 Jul.

This article provides a comprehensive review of 30 years of research on the use of coenzyme Q10
in prevention and treatment of cardiovascular disease. This endogenous antioxidant has potential
for use in prevention and treatment of cardiovascular disease, particularly hypertension,

* hyperlipidemia, coronary artery disease, and heart failure. It appears that levels of coenzyme Q10
are decreased during therapy with HMG-CoA reductase inhibitors, gemfibrozil, Adriamycin, and
certain beta blockers. Further clinical trials are warranted, but because of its low toxicity it may
be appropriate to recommend coenzyme Q10 to select patients as an adjunct to conventional
treatment. ‘ ‘

Vitamin E ‘
Tucker JM. Townsend DM. Alpha-tocopherol: roles in prevention and therapy of human disease.
Biomedicine & Pharmacotherapy. 59(7):380-7, 2005 Aug.

Alpha-tocopherol, one of the eight isoforms of vitamin E, is the most potent fat-soluble
antioxidant known in nature. For years, it was thought that alpha-tocopherol only functioned as a
scavenger of lipid peroxyl radicals, specifically, oxidized low-density lipoprotein (oxLDL),
thereby serving as a chief antioxidant for the prevention of atherosclerosis. In recent years, the
many roles of alpha-tocopherol have been uncovered, and include not only antioxidant functions,




but also pro-oxidant, cell signaling and gene regulatory functions. Decades of clinical and
preclinical studies have broadened our understanding of the antioxidant vitamin E and its utility
in a number of chronic, oxidative stress-induced pathologies. The results of these studies have
shown promising, albeit mixed reviews on the efficacy of alpha-tocopherol in the prevention and
treatment of heart disease, cancer and Alzheimer's disease. Future studies to uncover cellular and
systemic mechanisms may help gulde appropriate clinical treatment strategies using vitamin E
across a diverse population of aging individuals.

Hawthorne '
Gavagan T. Cardiovascular disease. Primary Care; Clinics in Office Practice. 29(2):323- 38 Vi,
2002 Jun

The primary care physician is in a position to advise patients on the efficacy of alternative and
complementary therapies as they relate to cardiovascular diseases. Anti-oxidant vitamin
supplementation has not been shown to be efficacious in decreasing cardiovascular events. N-3
fatty acids appear to be beneficial in secondary prevention of cardiovascular events but their use
in primary prevention is not clear. Adoption of vegetable-based diets, including whole grains, can
be recommended to decrease cardiovascular events, lower cholesterol and help lower blood
pressure. For patients with hypercholesterolemia, cholestin, a red-yeast rice supplement, has been
shown to be effective. Garlic supplements may have some mild cholesterol-lowering effect, but
this effect is not significant enough to recommend clinically. Herbal therapies with hawthorn and
ubiquinone (Q10) are of possible benefit in congestive heart failure. An integrated program of
rigorous diet, exercise and stress reduction in motivated patients with cardiovascular disease may
have value as an alternative to cardiovascular medications and surgical interventions.

Schroder D. Weiser M. Klein P. Efficacy of a homeopathic Crataegus preparation compared with
usual therapy for mild (NYHA II) cardiac insufficiency: results of an observational cohort study.
European Journal of Heart Failure. 5(3):319-26, 2003 Jun.

OBJECTIVES: To compare the efficacy of the homeopathic Crataegus preparation Cralonin for
non-inferiority to standard treatment for mild cardiac insufficiency. METHODS: Multicentre
non-randomised cohort study in patients aged 50-75 years in New York Heart Association class
II. Patients received Cralonin (n=110) or ACE inhibitor/diuretics (n=102) for 8 weeks. To adjust
for confounding by baseline factors, populations were stratified according to propensity score.
After adjusting, there were no statistically significant differences between treatment groups.
Treatment efficacy was assessed on 15 variables. A stringent non-inferiority criterion for the
upper limit of the 97.5% one-sided confidence interval of the treatment difference was set to 0.2x
the standard deviation (S.D.). RESULTS: Both treatment regimens improved scores on most
variables studied, with the greatest effect on double product after exercise (average score
reduction 15.4% with Cralonin vs. 16.0% for the control group). Stringent non-inferiority of
Cralonin was demonstrated on 7 variables. Medium-stringent (0.5xS.D.) non-inferiority was
indicated by 13 variables (exceptions: systolic blood pressure (BP) during exercise and diastolic
BP at rest; for these, differences between treatments were not significant). Both treatments were
well tolerated. CONCLUSION: The Crataegus-based preparation Cralonin is non-inferior to
usual ACE inhibitor/diuretics treatment for mild cardiac insufficiency on all parameters except
BP reduction.

L-Carnitine

Koh SG. Brenner DA. Korzick DH. Tickerhoof MM. Apstein CS. Saupe KW. Exercise
intolerance during post-MI heart failure in rats: prevention with supplemental dietary propionyl-
L-carnitine. Cardiovascular Drugs & Therapy. 17(1):7-14, 2003 Jan.




Exercise capacity in patients with several types of cardiovascular disease can be improved with
dietary carnitine, or carnitine derivatives. Mechanisms underlying this improvement remain
largely unknown in part due to a lack of animal models of cardiac pathology in which carnitine
derivatives improve exercise tolerance. Our goal was to evaluate the ability of propionyl-L-
carnitine (PLC) to improve exercise tolerance in a rat model of exercise intolerance. Fischer 344
rats were followed after either a moderate size MI (n = 22) or sham MI surgery (n = 14). Starting
10 days post-surgery 10 of the MI and 7 of the sham rats received 100 mg/kg/day PLC in
drinking water, which increased plasma and LV total 1-carnitine concentrations 15-23% (p <
0.05). Rats were followed longitudinally until a statistically significant decrease in exercise
capacity occurred in one of the groups, at which time all rats were sacrificed for study of the
isolated perfused hearts. At 12-weeks post-MI exercise capacity had decreased 16 +/- 7% (p <
0.05) in the MI group, but remained within 3% of baseline in the MI group that received PL.C and
the sham groups. Both MI groups exhibited the same degree of LV dilation, decrease in fractional
shortening, and blunting of the response to isoproterenol. We conclude that supplemental dietary
PLC attenuates the exercise intolerance that occurs secondary to post-MI heart failure in rats, but
that this beneficial effect is not attributable to altered LV remodeling, an improved response to
beta-adrenergic stimulation, or increased skeletal muscle citrate synthase activity.

Arsenian MA. Carnitine and its derivatives in cardiovascular disease. Prog Cardiovasc Dis.
40(3):265-86, 1997 Nov-Dec. ‘ ‘

Carnitine and its derivative propionyl-L-carnitine are endogenous cofactors which enhance
carbohydrate metabolism and reduce the intracellular buildup of toxic metabolites in ischemic
conditions. The carnitines have been, and are being used in a spectrum of diseases including
multiple cardiovascular conditions. These include angina, acute myocardial infarction,
postmyocardial infarction, congestive heart failure, peripheral vascular disease, dyslipidemia, and
diabetes. Most published data on carnitine, propionyl-L-carnitine, and other carnitine congeners
are favorable but the clinical trials have been relatively small. In currently used doses, these
substances are virtually devoid of significant side effects.

Omega-3 PUFAs

- Siddiqui RA. Shaikh SR. Sech LA. Yount HR. Stillwell W. Zaloga GP. Omega 3-fatty acids:
health benefits and cellular mechanisms of action. Mini-Reviews in Medicinal Chemistry.
4(8):859-71, 2004 Oct.

Epidemiological evidence has established that ingestion of long-chain polyunsaturated omega-3
fatty acids (omega-3 PUFAs), abundant in fish oils, have profound effects on many human
disorders and diseases, including cardiovascular disease and cancer. Here we briefly review the
dietary recommendations and the food sources that are naturally enriched by these fatty acids.
There are also a number of products including eggs, bread, and cereals available to supplement
omega-3 fatty acid dietary intake. Some of these supplements are proposed to aid different
pathological conditions. While the beneficial effects of omega-3 fatty acids can no longer be
doubted, their molecular mechanism of action remains elusive. Without question, the action of
omega-3 fatty acids is complex and involves a number of integrated signaling pathways. This
review focuses on one of the possible cellular mechanisms by which the omega-3 PUFAs,
docosahexaenoic acid (DHA) and eicosapentaenoic acid (EPA), may function. Studies with
cancer cells suggest that DHA induces cell cycle arrest and apoptosis by activating protein
phosphatases, leading to dephosphorylation of retinoblastoma protein (pRB). Protein
phosphatases are also involved with the protein Bcl2, which regulates the release of cytochrome ¢
from mitochondria, and eventually, activation of the apoptotic enzyme caspase 3.




Engler MB. Vascular effects of omega-3 fatty acids: possible therapeutic mechanisms in
cardiovascular disease. Journal of Cardiovascular Nursing. 8(3):53-67, 1994 Apr.

Dietary consumption of omega-3 polyunsaturated fatty acids (PUFAs) found in seafood and fish
oils is associated with a decrease in coronary heart disease and overall cardiovascular mortality.
Omega-3 PUFAs exert a number of physiologic effects, including relaxation of vascular smooth
muscle, lowering of blood pressure, interference in phosphatidylinositol signaling, a reduction in
platelet aggregation and growth factors, a decrease in atherogenic lipoproteins, a reduction in
thrombotic factors, alterations in eicosanoid metabolism, a decrease in platelet and macrophage
activating factors, and an increase in thrombolytic substances. These factors may provide a
therapeutic means of reducing cardiovascular disease. This article reviews the vascular effects of
omega-3 PUFAs and discusses the hypolipidemic, antihypertensive, antiatherosclerotic,
antiinflammatory, and antithrombotic actions of the omega-3 PUFAs.

Potassium, Magnesium & Calcium
Whelton PK. He J. Potassium in preventing and treating high blood pressure. Seminars in
Nephrology. 19(5):494-9, 1999 Sep.

Our objective was to assess the effects of supplementation with oral potassium on blood pressure
(BP) in humans, using pooled analysis of randomized, controlled trials. Results from 33
randomized, controlled trials (2,609 participants) in which potassium supplementation was the
only difference between the intervention and control conditions were used. Informationon
sample size, duration, study design, potassium dose, participant characteristics, and treatment
results was independently obtained by the authors using a standardized protocol. The findings
from each trial were pooled after weighting the results for individual studies by the inverse of its’
variance. Using a random-effects model, potassium supplementation was associated with a
significant reduction in mean (95% confidence interval) systolic and diastolic BP of -4.44 (range,
-2.53 t0 -6.36) and -2.45 (range, -0.74 to -4.16) mm Hg, respectively. After exclusion of a trial
with extreme results, potassium supplementation was still associated with a significant reduction
in mean (95% confidence interval) systolic and diastolic BP of -3.11 (range, -1.91 to -4.31) and -
1.97 (range, -0.52 to -3.42) mm Hg, respectively. The BP effects of potassium administration
appeared to be enhanced in studies where participants were concurrently exposed to a high intake
of sodium. Increased potassium intake should be included as a recommendation for prevention
and treatment of hypertension, especially in those who are unable to reduce their intake of
sodium. :

Motoyama T. Sano H. Fukuzaki H. Oral magnesium supplementation in patients with essential
hypertension. Hypertension. 13(3):227-32, 1989 Mar.

To elucidate the effects of magnesium on high blood pressure, a 4-week study of oral magnesium
supplementation (MgO 1 g/day) was conducted in 21 outpatients with uncomplicated essential
hypertension. During the study, blood pressure and intraerythrocyte sodium concentration
decreased significantly, and the erythrocyte ouabain-sensitive 22Na efflux rate constant (Kos) and
intraerythrocyte magnesium concentration both increased. Serum triglyceride and free fatty acid
concentrations were reduced. Furthermore, the elevation in Kos significantly and positively
correlated with both the increase in intraerythrocyte magnesium concentration and the decrease in
mean blood pressure. There was a significant inverse correlation between the prestudy Kos and
the decrease in mean blood pressure. In addition, when patients were divided according to their
overall decrease in mean blood pressure, the prestudy intraerythrocyte sodium concentration was
significantly higher in patients with a mean blood pressure decrease of more than 7 mm Hg than




that of patients whose mean blood pressure decrease was less than 7 mm Hg. These results
suggest that oral magnesium supplementation may lower blood pressure through the activation of
a cell membrane sodium pump and may reduce serum lipid concentration. It also suggests that the
lower the prestudy Kos or the higher the prestudy intraerythrocyte sodium concentration, the
more effective the oral magnesium treatment is in lowering blood pressure. Therefore, we
concluded that appropriate oral magnesium intake might be effective as a nonpharmacological
treatment for essential hypertension.

Combined Supplements
DeBusk RM. Dietary supplements and cardiovascular disease. Curr Atheroscler Rep 2(6):508-
14, 2000 Nov.

Consumer use of dietary supplements has increased considerably in recent years, and interest in
using supplements to treat or prevent chronic diseases such as cardiovascular disease is
particularly high. This review examines several popular dietary supplements used for
cardiovascular disease, their likely points of intervention, and what is known to date about their
efficacy and safety.
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Overview

* Presenting today:

—Highlights of two recent reports to the
Legislature
+ Health Care Purchasing Authority (HCPA) --
Executive Summary
* Preliminary Report on a Secure Benefit Set for
the Public Employees Insurance Program
(PEIP) -- Executive Summary

partmont
(Employed

Health Care Purchasing Authority
(HCPA) legislation

« Statutory authority and requirements:
— Minnesota Session Laws. 2005, Chapter 156,
Avrticle 2, Section 47
* “Health Care Purchasing Authority”
(HCPA)

~ Purpose: Unified strategy and joint purchasing
of health care services for the state of
Minnesota

—“Secure benefit set”

< Dgpnriment,
3 ofygmplqvc&’

Agency charges and authorizations

* Report on HCPA formation '
* May form HCPA

* Dept. of Employee Relations (DOER)
may expand PEIP offerings, including
“secure benefit set”
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Stéte agencies participating

¢« Department of Employee Relations (DOER)
— In consultation with Commissioners of:
 Health
e Human Services
» Labor and Industry
« Corrections
« Commerce
» Administration

Dot ® Also: MN Comprehensive Health Association (MCHA)

of Employee

HCPA Study methods

+ Health cabinet meefings and discussions
« Interagency staff meetings and discussions
« Individual staff and commissioner meetings

» Review of previous reports, studies, models,
examples ‘

+ Contacts with other state health care purchasing
entities and policy experts

» Consulting with DOER actuaries .
+ Meetings, conferences, etc. (local, state, national)
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HCPA Backdrop —
Converging interests, challenges

- Scope, complexity, and enormous expense
of health care

* Variation in quality and value

“...between the health care we now
| have and the health care we could

have lies not just a gap, but a chasm.”
« Institute of Medicine’s (IOM) “Crossing the Quality Chasm”

4 Depurtment 7
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Converging interests, challenges
(cont.)
* More than driving volume discounts
+ Key challenge is to buy smarter
— Greater transparency
— Align incentives
« Coordination, consistent reinforcing
messages to the market
- Governor's Health Cabinet
— Smart Buy Alliance

¢ Departnent 8
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Impacts of recent efforts HCPA Options

* Quality measurement "triple play” « Continuum of possible options

— Health Plans — “eValue8”

— Clinic groups — “MN Community Measurement” b Vary by

- Hospitals — “Adverse events” — Mechanisms or approaches
« Clearinghouse: www.Minnesotahealthinfo.org — Level of Government restructuring and
« “Best in class” and value-based purchasing reorganization

— Tiered arrangements (e.g., Advantage) + quality — Potential impacts and benefits

measures
- “Bridges to Excellence” program and other initiatives

* Reduced, streamlined reporting and regulation

— Practicality

Depariment e Department, . 10
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Hlustrative HCPA Options Maximum strength medicine...

pa
S 32
Name D, *Functionally.

foeusedrHoRA || G ! « Same strong Rx for state health care

Description |} Like *C”, but Agencies Single new i
bke G bt s e | purchasing as proposed for health care
narmow set of adopt bast expertise to integrated into new H
objectives practices. Similar advise, guide agency S u pp ly Cha I n

to Governor's agencies . .
) Health Cabinet — High expectations and goals

Pros Engagas Engages Single source of - Eliminates agency . . N Iy
agencies, uses agencies, uses experi review and “sifos” - Rapld adoptlon Of Innovat'ons
existing authority, }f existing authority, ]} guidance to keep - Single, direct path e
resources.Avaids [f resources efforisinsynch || 1o the Governor —~ Transparency and accountability for results
“mission creep”

Cons Does not Does nol eliminate || Potentially limited - Significant - Consequenoes for pOOI‘ performance
eliminate “silos” “silos™ staffing, resources, |} restructuring,
Based on Based on potentiat limited requiring time,
voluntary voluntary impact energy, resources
cooperation end || cooperation and - Creates another
consensus consensus bureaucracy, ; 12
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Shift Gears for a Moment

Depurtment
3 0 Emrluyee
Dalolings .

Secure Benefit Set

+ Part of HCPA legislation

— DOER commissioner

= May expand range Public Employer Insurance
Program (PEIP) offerings :
« Offerings may include secure benefit set
- Preventive care, prescription drugs, catastrophic coverage
» Meet needs of persons such as elderly, disabled, those
with chronic conditions
~ Evidence-based guidelines for purchasing decisions and
coverage designs

% Depariment 14
> of Employee

Again, converging interests,
developments

* Increasing costs of health insurance

« Traditional “All or nothing” choices
— Erosion of employer based coverage and
growth of the uninsured
« Small groups
» Part-time, contract workers
« New products, new approaches

—Wal-Mart, “HR Policy Association”, Aetna,
UnitedHealth Group, others

partment 15

i
;oo

lllustrative 2005 average costs of
health insurance (PPO-national)

r-Sponsored Health Benefits, 2005,
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Secufe Benefit

+ DOER study undertaken as part of
preliminary planning for possible PEIP
options ’
— Reviewed other reports and examples

— Met with state staff and Health Care
Guidelines Workgroup

— Worked with DOER consulting actuaries,
Deloitte Consulting '

FEupiny

[ Dopurtment . 17

i Department
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Public Employees Insurance
Program (PEIP)

« Voluntary pool for local units of government

| * Administered by DOER
| * Available since late 1980's
 Typically small, or very small public sector

employers.
* Array of products — HMO, comprehensive major
medical, HSA-compliant

-~ Range of premium prices and employer contributions

+ Based on product chosen, experience of group, employer
contribution levels

Currently provides health coverage for approx. 94
groups, over 1700 employees

18

| Challenging secure benefit set
balancing act

» “Basic” health benefits
—that are less costly than most typical benefit
designs currently being offered
« Provide individuals with protection from
financial catastrophe due to high medical
expenses, and

» Provide access to needed medical

services and health care proven {o be
effective to maintain and improve health

| Depurtinent
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Examples of some approaches,
interests to reduce benefits costs

',:‘:‘ * Reductions, exemptions from benefit

mandates

+ Benefit caps, limits, exclusions
|| * More individual cost share

— Monthly premium
— At point of service

~ Based on risk factors (e.g., charge smokers
more, nonsmokers less)

20




More examples of some approaches,
interests to reduce benefits costs

» Subsidy
— Explicit
— Implicit
« Discounts
— Not insurance
« New approaches, models’
— Tiering
- Pay for Performance, Centers of excellence
— Consumer Driven Health Plans (HRA, HSA, Etc.)

Depurtment 2
3 Dep:
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‘lllustrative “benefits space”

Annual costs (single)

$1000

$1500 | $2000 | $2500 | $3000 | $3500 | $4000

Limited benefit plans {caps, exclusions)

< Departent
gf gmphm:

Case Studi‘es/Sample Plans

* Selected several types of benefits plans

» Examined costs for several populations .

» Used DOER experience to develop estimated
costs for sample plans
—Plan designs and estimated premium costs are for

discussion only

—Estimated costs developed on a employee only basis as
_well as a employee plus dependents basis.

= Department 28
"~ of Employee
Dolotinns

What can you get for the money?
Brief summary of preliminary modeling

Monthly single
premium range

Typical Features

! $50 - $100

Little or no inpatient coverage; No Prescription
drug (Rx) coverage, Little or no office visit
coverage, Annual caps

H$100-$150

As above (slightly improved), No Rx, and/or High
deductibles and coinsurance

{13150 - $200

Inpatient covered, deductibies and coinsurance,
No prescription drug coverage

(15200 - $250

Inpatient covered, dedugtibles and coinsurance, Rx
coverage (middle of range and above)

;l;‘ $250 - $300

More like fraditional plans, with more cost sharing




Next steps

« Continue to explore options for lower cost
| | insurance products to be available through PEIP
{1|° In particular, DOER plans to:

— Explore Advantage-like arrangements, that could be
available through PEIP

Next steps (cont.)

— More fully develop and analyze the business
case for a secure benefit set through PEIP

— Meet with and discuss benefits design issues
with PEIP-eligible public employers and
stakeholders

— Continue to monitor the health care market

and to identify other innovative health benefit
designs and options

5 Department. 26
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Health Care Purchasing Authority

Executive Summary

|. Introduction

Minnesota Session Laws 2005, Chapter 156, Section 47, requires the Commissioner of the
Minnesota Department of Employee Relations (DOER), in consultation with other state
agencies, to report to the Minnesota Legislature on the creation of a “Health Care Purchasing
Authority” (HCPA) responsible for “all state purchasing of health care.” The study legislation also
allows state agencies to enter into interagency agreements regarding formation of the HCPA.

This report is being submitted in compliance with the statute. It describes several options for
the creation of an HCPA, for review and consideration by the Legislature and to contribute to
additional dialog on the topic of Health Care Purchasing Authority (HCPA) and related health
care reform.

The HCPA study legislation also includes a number of additional provisions regarding the HCPA
itself. These provisions have been addressed within the scope of the study charge, recognizing
the need for pending legislative review and response to this report regarding the initial step of
creating a HCPA.

One such HCPA-specific requirement is that the HCPA define a “secure benefit set” providing -
coverage for preventive care, prescription drugs, and catastrophic coverage. The HCPA
legislation authorizes the secure benefits set to be made available to public sector employers
through an existing voluntary health insurance pooling arrangement known as the Public
Employees Insurance Program (PEIP), as well as to others in the future. DOER administers
PEIP and is forwarding a report on the secure benefits set concept under separate cover to
provide information and to facilitate discussion of the secure benefit concept as part of the
broader legislative consideration of the HCPA.

Il. Study Methods

As required by the study statute, DOER met with commissioners and staff of the following state
agencies: Health; Human Services; Labor and Industry; Corrections; Commerce; and
Administration. In addition, DOER met with the Commissioner and staff of the Department of
Finance and the Director of the Minnesota Comprehensive Health Association.

The interagency effort produced a series of inventories of current state purchasing activities,
purchasing functions and support, and health care quality measurement and quality assurance
activities. These inventories were important to better understand the scope of state health care
involvement and to help in exploring possible new connections and synergies. The interagency -
dialog also provided a forum for the exchange of views, expertise, and real-world experience as
well as a sounding board for ideas and options. In addition, the study included reviews of other
related studies and reports, contacts and meetings with other counterparts and experts, and
participation in both local and national relevant conferences. DOER also met with its contracted
actuarial and benefits consultants, Deloitte Consulting LLP, regarding the secure benefit
concept.
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lll. Study Backdrop and Focus

A number of challenges and developments form an important backdrop to the study and have

shaped and focused it, including:

= Continuing concerns about high and rising health care costs, despite some recent moderation
in rates of cost growth;

= A broad, national awareness of massive underperformance of the US health care system,
marked by variable and sometimes poor quality, with a growing call for significant
restructuring of how health care is delivered and paid for;

v Recent efforts and developments in Minnesota’s health care market and in state government
to address the problems above through greater transparency of health care costs and quality,
and through efforts to align and reinforce incentives to bring about desired change and
improvements.

Given this backdrop, the HCPA study legislation makes important references to achieving
“unified”, “joint”, and coordinated health care purchasing by state government. To date, these
objectives have often been considered in terms of pooling various state groups -- such as state
employees, enroliees of public programs like Medicaid, and others — to gain leverage in
negotiating discounts with health care providers, and for achieving administrative cost savings
through economies of scale.

However, in practice it is often difficult to implement such pooling arrangements because of
differences in the covered populations and different federal and state regulations that may
apply. There may also be differences in administrative and service delivery system
requirements, with differing organizational or operational expertise and capabilities, and varying
competing demands and responsibilities. Cost savings may be relatively low or temporary, or
may accrue largely from cost shifts to other groups with less leverage, such as small employers
and persons purchasing individual coverage. Rarely will such strategies alone lead to the large
scale changes now called for in well-known, well-received national studies such as the national
Institute of Medicine’s 2001 landmark report, Crossing the Quality Chasm. A New Health
System for the 21°' Century.

Crossing the Quality Chasm, and an equally well-known predecessor report, To Err Is Human:
Building a Safer Health System, documented significant shortcomings in the American health
care system. Crossing the Quality Chasm concluded that “Health care harms patients too
frequently and routinely fails to deliver its potential benefits. Indeed, between the health care
that we now have and the health care that we could have lies not just a gap, but a chasm.” The
report stressed that bridging the chasm demands “a fundamental, sweeping redesign of the
entire health care system” that will “require changing the structures and processes of the
environment in which health care professionals and organizations function.”

Crossing the Quality Chasm also stressed that health care purchasing and payment practices
need to be redesigned to help create incentives for change. The report recommended building
“stronger incentives for quality enhancement” and payment methods that:
“provide an opportunity for providers to share in the benefits of quality improvement,
provide an opportunity for consumers and purchasers to recognize quality differences in

! Crossing the Quality Chasm: A New Health System for the 21% Century (2001), IOM. An online version of the
report is available at the National Academies Press website at http:/www.nap.edu/books/0309072808/html/.
Citations from Crossing the Quality Chasm used in this HCPA executive summary report are from a shortended .pdf
summary listed as “PDF Brief’ at http://books.nap.edu/catalog/10027.html.

Page 2




health care and direct their decisions accordingly, align financial incentives with the
implementation of care processes based on best practices and the achievement of
better patient outcomes, and enable providers fo coordinate care for patients across
settings and over time.”

As a result of many inherent limitations of a primarily discount-driven or price-driven strategy,
and because the HCPA legislation itself does not specify such a strategy, this study has focused
on the broader issue of bringing about more fundamental and sustainable changes in health
care. As detailed in Crossing the Quality Chasm, the hallmarks of a better, more cost-effective,
higher quality health care system include:
= greater transparency of health care costs and quality to aid decision making and
improvement; and _
= aligning incentives to ensure that the health care system is accountable for greater results
and value.

In practice, this means an HCPA capable not only of exerting its collective purchasing “muscle”,
but more importantly, exercising a new level of “brainpower” that is information rich, incentives-
oriented, and quality and outcomes focused. The ideal Health Care Purchasing Authority would
be one in which the whole is greater than the sum of the parts, acting together in well planned,
well choreographed movements to bring about the reforms described in Crossing the Quality
Chasm.

The State has a unique opportunity and can play a valuable role in helping achieve the system
reforms envisioned in Crossing the Quality Chasm. It is a major health care purchaser and
market force, directly purchasing on behalf of more than 780,000 residents, or approximately
one in seven Minnesotans — at annual costs totaling more than $4 billion. Two primary
components of state health care purchasing in particular, health benefits for state employees
and their families, and public programs such as Medicaid and MinnesotaCare, have unique
potential to catalyze change.

State public program health expenditures are a major, rapidly growing, visible budget item
receiving considerable legislative, consumer, taxpayer, and media attention. Public program
decisions and operations affect virtually all health care providers and a significant cross-section
of all Minnesotans statewide. State employee health benefits are also not only a significant
budget expenditure in their own right, but have historically been a source of innovation that has
attracted wide local and national attention and health market response. For example, the state
employee health benefits program was an early example of the “managed competition” concept
of offering employees choices of competing health plans, and recently received a national
“Innovation in State Government” award for its introduction of a unique tiered benefit program.

Efforts to further coordinate state health care purchasing and bring about the other

reforms outlined in Crossing the Quality Chasm through a HCPA will also need to consider
changes already occurring in the market and in state government. Market pressures, increasing
consumer and purchaser demand, and provider responses to concerns raised in Crossing the
Quality Chasm and other related studies reports have had an impact. Minnesota has recently
made important strides in providing greater transparency of health care costs and quality to
consumers, purchasers, and health care providers. In the last year alone, important new
standard, comparative measures of health care provider performance have provided a wealth of
previously unavailable information on performance of Minnesota’'s health care system.
Examples of recent health care measurement and reporting include: a public report on health
plan performance, based on a new tool called “eValue8”; MN Community Measurement reports
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on key quality indicators of performance of clinic systems representing over 700 clinics around
the state; and public reporting of “Adverse Events” at Minnesota hospitals.

At the same time, a Governor’s Health Cabinet was recently formed to bring all state agencies
with health care purchasing responsibilities together to identify best purchasing practices and
ways of acting more in concert to align and reinforce incentives for delivering higher value
health care. The concept was later broadened to include the private sector, with the formation
of the “Smart Buy Alliance” comprised of public and private sector purchasers representing
nearly sixty percent of Minnesotans, working together to adopt common strategies and
practices o improve the value of health care received.

IV. Health Care Purchasing Authority Options and Approaches and Discussion

This study focused on developing options for legislative review and consideration regarding a
Health Care Purchasing Authority to more fully coordinate and direct Minnesota state
government'’s health care purchasing. It is important that the options be considered in line with
the system reform objectives such as those outlined in Crossing the Quality Chasm, and with
Minnesota’s unique health care environment at this time.

A continuum of four types of options was developed to illustrate different approaches and
various tradeoffs to creating a state Health Care Purchasing Authority. The options reflect
divergent views and experiences, both within state government, and in the relevant literature
and in practice. Some key variables and tradeoffs distinguishing the options include:

= The mechanisms or approaches used to coordinate and choreograph state health care
purchasing;

The amount of government restructuring and reorganization required;

Anticipated costs, complexity, and time requirements of any changes;

Perceived benefits and impacts; and,

Feasibility and practicality of the options.

The four types of options with a number of respective perceived benefits and limitations are
briefly summarized below. Each option would also have responsibilities for the development
and availability of the “secure benefit concept” described in the study statute, and briefly noted
above. '

Option A — A new “cabinet level agency” HCPA

Some argue that in order to accomplish a truly integrated and coordinated model of state health
care purchasing, with similar goals and incentives for maximum system response, requires a
single new overarching cabinet-level agency with responsibility for all state health care
purchasing policy and management of operations. Under this scenario, state government would
be restructured to bring most or all existing state purchasing responsibilities and activities
together “under one roof”, with a single new management and oversight.

As envisioned, the new agency and its management would have wide-ranging state health care
purchasing responsibilities for most or all state covered populations, ranging from state
employees to public program enrollees to state correctional system inmates and others. The
new agency would centralize and directly administer most or all aspects of: :

= Setting specifications and objectives in contracting with providers and vendors;

= Contract and performance management;
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= Design and implementation of administrative systems and support;

= Data and information processing, and analysis;

= Health care quality and performance strategies and measures; and,

= Purchasing support (e.g., actuarial, legal, data-analytic, and other services, whether provided
internally or by contracts).

It could also potentially have responsibility for overseeing and admlmstermg most or all:
= Billing and enroliment system(s);

= Member information, communications, and support system(s); and

» Claims adjudication and payment.

Perceived benefits , . ‘ '

= Eliminates existing agency and program-based health care purchasing “silos”

v Ensures more uniformity of state purchasing policy and operations

= Eliminates or streamlines redundant activities to achieve administrative savings

= Creates a single, direct path to the Governor and a more direct chain of accountability for
activities and results

Perceived limitations
= Requires significant restructuring
o Initial estimates of movement of 80-400 state staff, depending on scope and
activities of new agency
o Considerable cost for reorganization
e Facilities
= Communications and IT technical mfrastructure
= Personnel issues
=  Communications and relationships with stakeholders
o Considerable time and energy to reconfigure:
= Upwards of 1-2 years
= Ability to focus on purchasing improvements and incentives for system-
wide change during changeover period?
o Would create another bureaucracy
" = Guarantees that new agency perform more efficiently or effectively than
other bureaucracies?

Option B: “Utility” HCPA

This option assumes a much more limited, targeted reorganization and creation of a special
health care purchasing “utility” function. The new utility function would serve as a central
clearinghouse of high level technical and professional expertise to help guide and advise other
state agency purchasing functions. In concept, the utility would be developed to both
recommend best purchasing practices, as well as to review and work with agencies regarding
purchasing activities to be consistent with best practices and overall state-wide health care
purchasing goals. The utility is not viewed as an independent cabinet-level agency, but a
special resource within an existing agency. The utility would likely have an executive director
for management and relations with other senior staff and agency heads, as well as eight to ten
senior level staff with specializations in areas of medical director, analyst, actuary, quality and
performance measurement, and other disciplines. .
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Perceived benefits

= Agencies with purchasing responsibilities would have a single source of review, expertise,
and guidance to help keep their efforts aligned with overall goals and strategies

= Little time-consuming or costly reorganization

= Potential to eliminate or streamline some redundant activities and achieve some
administrative savings

Perceived limitations

= Limited staffing and resources — potentially limited ability to respond to agency needs

= Potentially limited ability to directly influence agency purchasing practices and strategies
and to establish compliance with overall goals and objectives

.Option C: Interactive HCPA

Option C is analogous to the current Governor’'s Health Cabinet. It would provide a vehicle for
bringing state agencies with health care responsibilities together as a special standing group to
collectively develop and implement health care purchasing strategies of broader interest. Under
the existing Governor’s Health Cabinet arrangement, the Governor has named one agency
head to chair a special sub-cabinet made up of the existing agencies with health care
responsibilities. The group meets on a regular basis, or is convened at the call of the chair or as
otherwise needed, to identify best purchasing practices, and strategies and opportunities to
implement the best practices in concert. Participating agency heads also draw upon and bring
together agency staff and outside resources as in-kind support to the effort. The Health Cabinet
is also engaged in similar broader efforts with private sector counterparts through the Smart Buy
Alliance.

The Health Cabinet has provided forums and a vehicle for stakeholders to meet with and
communicate directly with the state’s key health care purchasers and regulators. It has created
a single clearinghouse for health care quality and cost information for use within state
government and the general public. With the Smart Buy Alliance, it has called for health plan
participation in a standard, comparable measure of health plan performance known as eValue8,
which was completed and made available in a report to the public. It has also called for and
supported other forms of recent standard, comparable, public disclosure of health care provider
performance, including Adverse Event reporting of hospital-based adverse patient events and
MN Community Measurement reports on performance of clinic systems representing over 700
Minnesota clinics. '

Perceived Benefits

= Engages existing agency heads with expertise and authority in state health care purchasing
and regulation in mutual problem solving and arriving at more uniform and cohesive
purchasing strategies

= Uses existing resources

= Potential to eliminate or streamline some redundant activities and achieve some
administrative savings

= Does not require reorganization or restructuring

a Can generally act based on existing authority and organization

Perceived Limitations
= Does not eliminate agency and program silos
= Based on voluntary cooperation, shared efforts, consensus among agencies
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= Resources are limited to those currently available and in use for other purposes and priorities
as well

Option D: Functionally focused HCPA

This option envisions a set of working relationships similar to those in the “Interactive” model
above, but would be specifically focused only on a limited, pre-selected, specific set of high
priority functions or desired changes and improvements. For example, the rise of obesity and
diabetes-related conditions is rapidly reaching epidemic proportions and is affecting all state
health care programs and purchasing. The functionally focused version of an HCPA would
draw together agency heads with health care responsibilities to develop and implement
common approaches aimed at greater diabetes awareness, prevention, improved treatment,
and better outcomes. A similar type of emphasis might be to foster and accelerate the use of
interoperable health Information Technology (health IT), to reduce errors in patient care, provide
up-to-date patient information to aid diagnosis and treatment, and to reduce burdensome,
expensive paperwork and administrative hassle factors throughout the health care system.

Perceived Benefits
v Engages existing agency heads with expertise and authorlty in state health care purchasing
and regulation in mutual problem solving and arnvmg at more uniform and cohesive
purchasing strategies
= Maintains tight focus on highly vxsuble high priority areas
e Helps avoid “mission creep” and having too many objectives and insufficient time or
resources to accomplish them
e Limited, targeted focus easier to communicate, engage with stakeholders and the
public
e Performance of HCPA is easier to assess if targets are hmlted narrow, focused
u Uses existing resources
= Potential to eliminate or streamline some redundant activities and achieve some
administrative savings
» Does not require reorganization or restructuring
= Can generally act based on existing authority and organization

Perceived Limitations

» Does not eliminate agency and program silos

= Based on voluntary cooperation, shared efforts, consensus among agencies

= Resources are limited to those currently available and in use for other purposes and priorities
as well

Discussion

The options above were provided to help illusirate an array of possible Health Care Purchasing
Authority structures and relationships. Based on the work of national groups like the national
Institute of Medicine, and its landmark Crossing the Quality Chasm report, key determinants of
success in any HCPA option will be the degree to which any restructured, refocused state
health care purchasing:

= | eads to greater transparency and accountability for health care costs and outcomes;

= |dentifies, aligns, and reinforces the correct incentives to bring about maximum

improvements in patient care and outcomes in the shortest time.
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None of the options alone can guarantee success in reaching these goals. For example, the
“Single Agency” option (Option A above) offers the advantage of bringing all the component
parts together under a single line-authority leadership structure to help ensure that the parts are
working in tandem for maximum impact. However, as discussed above, creating such an entity
would likely require considerable time, effort, and expense. During its formation, attention and
resources may be less available to address the underlying root problems of poor health care
performance. Establishing line authority back to a single designated agency head for all state
health care purchasing will be only as effective as the individual links in the chain and the
agency leader. As many corporations have recently seen, from car manufacturers to airlines,
even the best, strongest line-authority structures and leaders are often not sufficient to survive
or manage the type of sea change considered necessary in health care.

The converse — working within existing agency structures and responsibilities — provides
opportunities to coordinate already available resources and staff to quickly “hit the ground
running.” However, this arrangement is more ad hoc than the creation of a hew single agency
HCPA, and questions remain as to how such a model would remain cohesive and on track in
the face of changing priorities, personnel, and budgets.

Regardless of the HCPA option selected, it will be important that the same standards and
expectations desired for the health care industry and health care supply chain — for
transparency and accountability, and for correctly aligned and reinforcing incentives to bring
about maximum performance improvement — be developed and applied to state health care
purchasing as well. The state’s success in rapidly addressing one of its largest, fastest growing
budget areas to the benefit of all Minnesotans may ultimately be less a function of the way an
HCPA is organized and structured, and more determined by:
= High expectations and goals; _
= The degree to which there is faster adoption of innovations already proven to work in other
agencies or sectors; ‘
= Demands for transparency and accountability for the state’s performance as a health care
purchaser, with standard, comparable measurement and reporting of progress toward
goals; and,
= Consequences for poor performance in reaching goals, such as budget and other
implications.

These are many of the same types of tools and incentives that are needed to help reduce health

care costs and improve quality. Minnesota state government can most effectively position itself
to help achieve these goals if it too takes some of the same strong medicine.

Page 8




Preliminary Report on a
Secure Benefit Set for the
Public Employees Insurance Program (PEIP)

Executive Summary

December 15, 2005
Minnesota Department of Employee Relations




Preliminary Report on a Secure Benefit Set for the
Public Employees Insurance Program (PEIP) -

Executive Summary

I. Introduction and Context
The Problem

Already high and rising health care costs are making health coverage unaffordable for many
and eroding employer-based health insurance. Employers, especially smaller firms, may be
dropping health insurance for employees, scaling back on the coverage available, and/or
requiring that employees pay more. Increasing health care costs, reflected in higher monthly
insurance premiums and out-of-pocket payments when services are provided, are also
significant issues for the self~employed and others without access to employer-based coverage.

The design of most traditional third party health insurance can be a factor in the costs and
erosion of current health coverage. Despite a recent proliferation of hew product offerings, most
health insurance is still quite comprehensive, often presenting employers and individuals with
only an “all or nothing” choice: either to purchase expensive insurance products covering a
wide array of medical services, often with relatively modest direct consumer payments, or to
receive nothing — no health coverage.

In response to concerns about rising health insurance costs, and to address the “all or nothing”
conundrum of existing insurance options, a number of efforts are underway to develop and
market lower cost health benefits and products. Major employers such as Wal-Mart, and a
coalition of over 50 large employers known as the “HR (Human Resources) Policy Association,”
have attracted recent national attention with news that they will be offering new types of health
packages for employees, specifically in attempts to provide lower cost alternatives to
conventional employer-sponsored health coverage. Major insurers and health plans such as
UnitedHealth Group and Aetna have announced new products with lower monthly premiums.
Many states and other organizations are also examining new health coverage products and
offerings.

Purpose and scope of this report

This report is a preliminary exploration of the concept of a “secure benefit set” to help address
the issues above. It is being undertaken as part of requirements and authorizations of
Minnesota Session Laws 2005, Chapter 156, Section 47, which require the Commissioner of the
Minnesota Department of Employee Relations (DOER), in consultation with other state
agencies, to report to the Minnesota Legislature on the creation of a “Health Care Purchasing
Authority” (HCPA) responsible for “all state purchasing of health care.” A report has been
submitted under separate cover for review and consideration by the Legislature describing
several options for the creation of an HCPA, and to contribute to additional dialog on the topic of
a Health Care Purchasing Authority and related health care reform.

The HCPA study legislation includes several provisions related to the design and availability of a
“secure benefit set”, including:
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-« Authorization for the DOER commissioner to make available a secure benefit set to public
sector employers through an existing voluntary health insurance pooling arrangement
administered by DOER, known as the Public Employees Insurance Program (PEIP)".

= Three other HCPA-specific provisions, including:

¢ That the HCPA “convene a panel of health care policy experts and health care
providers, to establish a process to select evidence-based guidelines ... and
implement an lntegrated approach using these guideline for purchasing decisions
and coverage designs;”

e That it define a “secure benefit set” providing coverage for preventive care,
prescription drugs, and catastrophic coverage that also takes into account the needs
of special populations, including persons who are elderly or disabled and persons
with chronic conditions; and

e That it prepare a report and plan for public employers, nursing homes and other long
term care providers, and individuals to purchase the secure benefit set through the
HCPA. :

DOER is exploring the secure benefit set concept for PEIP and is submitting this preliminary
report as part of that exploration and planning process. It is hoped that this information will also
facilitate discussion of the secure benefit concept as part of the broader legislative consideration
of the Health Care Purchasing Authority.

The secure benefit set is not further described in the HCPA legislation. However, the current
context for this issue suggests interest in a benefit set that is “secure” both in the sense of being
less costly, while at the same time providing access to needed care and financial protection.
While such a benefit set could possibly take many forms, there are a variety of converging
interests in the design and availability of:
» “Basic” health benefits that are less costly than most typical benefit designs currently
being offered;
«  Benefits that provide individuals with protection from financial catastrophe due to high
medical expenses; and
» Benefits that provide access to needed medical services and health care proven to be
effective to maintain and improve health.

Il. Study Methods

As part of its planning to offer a secure benefit set through the Public Employees Insurance
Program (PEIP), DOER: ‘
= Reviewed other relevant reports, studies, and private and public sector examples of new
and emerging health benefit designs;
v Met with state agency staff and the Health Care Guidelines Workgroup, an mterd:scrphnary
workgroup of health policy experts and health care providers that advised the Minnesota

! The Public Employees Insurance Program (PEIP) is a voluntary statewide health-dental-life insurance pool
authorized by Minnesota Statutes § 43A.316 that has been in operation since the late 1980s. The program
provides Minnesota's public employers, including counties, cities, townships, and school districts, with the option
to purchase a package of benefits for their employees and retirees, and their dependents. Individually tailored
health plans allow each employer group to choose the amount of deductibles and coverage levels paid.
Employee eligibility and employer contributions are determined by each employer group, most often through
collective bargaining. PEIP currently serves 102 total public employer groups and approximately 2,085 enrolled
employees.
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Department of Health in 2004 and 2005 on how best to encourage the use of evidence-
based guidelines by providers and consumers. The Health Care Guidelines Workgroup
submitted a report on the topic, “Recommendations on Systems Improvements to Advance
Evidence-Based Health Care” to the Legislature in January, 2005.

= \Worked with DOER’s consulting actuaries, Deloitte Consulting LLP, in reviewing the secure -
benefit set concept and examples of alternative benefits designs for PEIP, and in
preliminary modeling and pricing of a continuum of example design options.

lll. Current Health Benefits Costs

A useful starting point in discussions of a secure benefit set is current health care coverage and
costs. Information on current average employer-based-health insurance premiums is provided
in the table below, based on the results of an annual, large, national survey of employer health
benefits by the Henry J. Kaiser Family Foundation/Health Research and Educational Trust
(Kaiser/HRET).2 ‘

2005 Kaiser/HRET Survey:
Average employer-based health insurance premiums

(employee only)

Type of | Average 2005 Monthly Total | Average 2005 Annual Total

Coverage Health Insurance Premium Health Insurance Premium
Rates* Rates*

Single $314 to $346 per month $3,767 to $4,150 per year

Family

$833 to $924 per month,

$9,979 to $11,090 per year

(*average premium costs vary by type of plan: e.g., conventional, HMO,PPO, POS.)

At these costs, medical benefits are generally comprehensive with coverage for at least most
major categories of services such as preventive care, inpatient hospital and outpatient care,
doctor’s office visits, lab, radiology, and other services. Patients and families have out-of-pocket
maximums that limit their out-of-pocket exposure, and unlimited or very high annual limits on the
total benefits that will be provided. However, the average total annual premium costs cited
above for employer-based family health coverage are now more than the annual earnings of
individuals working full-time at minimum wage, and are more than many persons’ mortgage, car,
education, or other traditional major payments. '

Because employers typically contribute to premium costs, however, the employee portion of
monthly premium costs is much lower than the total cost. According to the 2005 Kaiser/HRET
survey, the average employee share of single monthly premiums is $51 per month, and $226
per month for family coverage. Although the dollar amount contributed by employees has risen
substantially in the last few years, employee contributions as a share of the total premium have
been stable at 16% and 26% for single and family coverage, respectively.

Employers typically offer health benefits designs that generally require some forms of cost
sharing at the point services are delivered. The Kaiser/HRET survey report indicates that the
average point-of-service cost share for employees in 2005 is $323 for annual first dollar

2 A description of the sdrvey and its results is available online at http://www.kff.org/insurance/7315/index.cfm.
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deducﬁbles, with $15 to $20 copays per doctor office visit, and $10 to $35 copays for each
prescription drug.

While the average out-of-pocket costs faced by covered individuals are typically much lower
than the actual cost of services, or the portion paid by their employer, they can be significant for
lower income individuals and/or persons with high or persistent medical expenses. In addition,
the cost sharing requirements for some consumers may be much more than the average.
However, the averages above also indicate the level at which individuals are generally required
to pay directly out-of-pocket, which may be instructive in considerations of price points that
individuals or employers may consider acceptable under alternative health insurance product

~ designs and pricing. '

IV. Benefit Design Issues

While there are many efforts underway to develop and introduce health insurance options other
than the current “all or nothing” standard of coverage, the solution is difficult, complex, and
elusive. A combination of health benefits meeting broad, sometimes varying definitions of
affordability, personal financial protection, health needs and value is strikingly difficult to
achieve. In practice, there are many issues and trade-offs to consider, including:

» There are often no agreed-upon definitions of terms such as “catastrophic” or “affordable”,
which can also vary greatly depending on individual situations. [n addition, “preventive” and
“catastrophic” coverage represent important ends of the health care spectrum, but do not

- address important components in the middle of the spectrum that can result in significant
costs and greatly affect health outcomes.

e The challenge of achieving more affordable, attractive health benefit designs is further
confounded by the fact that a relatively small number of persons will have high medical
expenses in a given period, while most will have few or possibly even none. This so-called
“80-20” rule, in which roughly 20% of an insured population accounts for 80% of its costs,
often makes it even more difficult to find a single insurance design that will meet the needs
of all. Some persons will value preventive.and primary care services intended to maintain
generally healthy people in reasonable health, while others with serious iliness or chronic
conditions will value access to a wide array of state of the art services and care. Health
status is also not static, and changes over time, as do employment and incomes, assets and
accumulated wealth, and family status.

+  Excluding or limiting coverage, or increasing the share of costs borne by consumers, can
lower monthly premium costs but may come at a price to many individuals and payers, and
the health care system.

o Benefit costs and exclusions or limitations may result in needed care not being
accessed when it is timely and most cost-effective, resulting in higher subsequent
health care costs. Less comprehensive insurance packages may not provide
desired levels of protection to avoid financial catastrophe due to severe iliness or
injury. ~

e Health care costs that are not covered by insurance may contribute to higher
uncompensated care costs paid for by other health care users, or higher public
program costs if ultimately covered by public programs.

e Concerns have been raised that a proliferation of lower cost insurance arrangements
with limited coverage may “crowd out” other more comprehensive insurance
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arrangements, resulting in fewer, more expensive insurance options for persons with
high health care needs.

= While benefit designs with coverage limitations can be problematic, they may offer more-
affordable insurance alternatives that meet important needs of many persons, especially
those who cannot afford more traditional comprehensive coverage. They have the potential
to provide better options for many than the current “all or nothing” choices which generally
prevail, under which many are receiving nothing. ’ :

e More limited coverage, while not as comprehensive as most insurance products
currently marketed, can still provide not only individual financial protection and
access to medical services, but may also help reduce uncompensated care and
public program costs associated with uninsured persons.

= Determining health benefit levels may involve competing objectives and philosophies. For
example, one approach to defining benefits is to identify the range of needed services to
meset health needs, and then to determine the costs and prices of coverage to provide the
services. This represents the traditional approach to health insurance. An alternative
approach is to determine levels of insurance costs or prices that are considered feasible for
broad groups of users, and then to determine what could be purchased or provided at a
given price.

»  Some promising alternatives and possible approaches to improving health care:quality and
reducing health benefit costs may be difficult to implement directly at this time on a large
scale to result in near term savings. '

For example, in its 2005 report to the Legislature, the Health Care Guidelines Work Group

noted:
“While Minnesota and the United States have committed health care professionals who
deliver excellent care under most circumstances, there is widespread evidence that
there is substantial room for improvement in the delivery of health care services.
...Physicians and researchers have been working over the course of the past several
decades to objectively and scientifically examine which care delivery models and
methods work best for certain types of conditions and for the average patient under
normal circumstances. The more widespread use of “evidence-based medicine” and the
acceleration in the use of “best clinical practice” can improve patient care, provide better
patient outcomes, and has the potential of lowering health care costs.”

In its report, the Work Group also recommended a number of steps to facilitate the
development and use of evidence-based medicine and best clinical practices. Many of the
recommended steps are being undertaken. Conceptually, a further step that could be
considered is a version of a “secure benefit set” that covered only scientifically proven
medical practice. Such a strategy would provide coverage for important forms of medical
care and treatment, and promote continued development and application of evidence-based
medicine. However, at present there is good scientific evidence for only relatively limited
amounts of medical practice. While it is important to acknowledge and foster higher quality
health care and evidence-based practice, developing a secure benefit set that covers only
currently scientifically proven practice would also be limited, leaving potentially large gaps
and questions about coverage. |

% “Recommendations on Systems Imbrovements to Advance Evidence-Based Health Care,” Report to the
Legislature, Minnesota Department of Health, 2005
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= However, even while some desired innovations or changes in benefit design are difficult to
achieve at this time, there may be other alternatives and related strategies that could be
considered. For example, an additional option to support development and use of
scientifically-based health care guidelines is to explore ways to increasingly identify and
reward “best in class providers” or limited “high value networks” of health care providers that
deliver high quality care according to scientifically based guidelines.

Provider rewards and incentives could take a variety of potential forms, including benefit
designs with higher levels of benefit for accessing services through the designated networks
or best in class providers. Another approach that could also be used in combination with
those above, would be the use of “tiered” arrangements in which health care providers are
placed into tiers based on their performance. Each tier is differentiated from the others
through benefit differentials such as copays or deductibles that vary according to the tier of
the provider that is selected for care. The current state employee health benefits program,
Advantage, uses a tiered arrangement, which is briefly described in more detail later in this
report. -

= Finally, an important new issue in alternative health benefit designs or insurance products is
information and assistance to employers, consumers, and others to help them make fully
informed, wise choices. Because lower cost insurance arrangements may have limits or
exclusions that are difficult to identify, understand or evaluate, it will be important to provide
clear consumer disclosures of any coverage limits or exclusions. Clear scenarios should be
~ provided to illustrate potential out-of-pocket costs and financial exposure.

V. Examples of approaches being used to introduce lower cost coverage
alternatives

To date, a number of approaches and tools are being explored and or have recently been
implemented as part of less expensive health insurance alternatives. Several common
approaches, as well as some salient issues and trade-offs of the approaches, are briefly
summarized below and help illustrate the issues described above.

Reductions, exemptions from state benefit mandates

This approach exempts some types of insurance from having to cover some or all benefits
mandated in state statutes. In theory, elimination of mandates reduces the medical services
and treatments that must be covered, resulting in lower premiums. However, in practice, -
researchers have found that mandated benefits are often in demand and would frequently be
offered voluntarily, especially by larger employers, reducing the overall cost savings associated
with mandate-free plans. For the most part, the mandate-free or limited mandate plans have
not redu4ced costs to arrive at significantly lower price points and have not sold well in the
market.

4 Minnesota currently has 26 “benefit mandates” that insurers must cover. According to a recent study, mandated
benefits account for approximately 13% of total private health insurance premiums in Minnesota. However, most
of the cost is due to mandated maternity coverage, which accounts for 6% of premiums. In many instances the
mandates are generally accepted and researchers estimate that most would be offered voluntarily. The greatest
difference is in the small group market, where approximately only 8.5% of the nearly 13% of costs of current
mandates would be covered on a voluntary basis. While the potential reduction in premium costs due to mandated
benefits are estimated to be greatest in the small group market, at 4.3% , the small group market is currently only
15% of the total Minnesota private health insurance market. As a result, elimination of mandated benefits was
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Benefit caps, limits, exclusions
Insurance exclusions or limits can make premiums more affordable and still provide important
levels of insurance protection. However, they come at a price for individuals who need the
services that are limited or not covered. Consumers may also not be fully aware of the
implications of insurance limits, or prepared to pay for uncovered expenses.
«  Examples:
o Annual caps on total benefit that will be paid (e.g., $50,000 or $100,000
* maximum benefit)
o Exclusions of types of services
= e.g., No coverage for certain types of services, such as prescription
drugs, inpatient services, chemical dependency, chiropractic, others
o- Limits — maximum daily, per VISI’[ or annual limits
= e.g., maximum limits on amounts that will be paid per day of inpatient
hospitalization; coverage of only up to a certain amount for doctor’s office
visits or preventive care or prescnptlon drugs.

Greater individual cost share

Increasing the individual’'s share of monthly premium costs, and/or the individual's cost at the
point of service help keep employers’ costs lower in order to offer health coverage and make
contributions to employee coverage. However, this approach raises costs to consumers,
including costs when services are provided that consumers may not have anticipated or
budgeted.

Beyond the issue of who pays, there are also issues of the impact of greater consumer cost
share on consumer behavior. Conventional, comprehensive health coverage with relatively low
cost sharing for consumers is often believed to insulate them from the true costs of health care,
leading to over-consumption of care, increasing demand for medical services, and contributing
to health care cost escalation. Advocates of greater consumer cost sharing point out that if
consumers were more directly aware of and engaged in paying health care costs, they will likely
use fewer services and/or consider less expensive treatment alternatives when available.
However, there are also concerns that it may be difficult for many consumers to shop effectively
when they are ill or injured; that information needed for good decision making may be
unavailable; and that consumers may be “penny wise” but “pound foolish” in not appropriately
seeking care when needed, but then incurring even greater costs for more serious episodes of
care later.
= Examples:
~ o Increased monthly premium
o Increased point of service costs such as deductibles, copays, and coinsurance
o Variable pricing based on risk factors (e.g., charge smokers more, nhonsmokers less)

found to have relatively small impact in the overall Minnesota private insurance market, with an overall premium
reduction averaging 1.3%.

In 1999, Minnesota created a three-year pilot program aliowing insurers with less than 3% of total state market
share to market insurance policies exempt from state benefit mandates except maternity coverage. Two insurers
filed plans to offer the mandate-free policies, but later rescinded the plans when cost differences were not viewed
as significant. More recently, legislation passed in 2005 allows any health plan to offer products that do not
conform to state benefit mandates, with the exception of maternity coverage. As of the end of 2005, no insurers
had yet submitted filings to offer such plans.
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= While controversial, some employers are factoring certain health risks and
behaviors, such as smoking, into pricing of premium rates and out of pocket
expenses, charging smokers more but nonsmokers less.

Subsidies

A variety of direct and indirect subsidies have been made available to reduce health care costs
for individuals, especially low income persons. While subsidies reduce costs for their recipients,
the subsidies must be paid for through some means, raising costs to others. At the same time,
subsidies may only further obscure the true costs of health care and health insurance.

Examples:
o Direct subsidies :

o There are many examples of direct means-tested subsidies to lower the costs of
health insurance for individuals, including the state’s MinnesotaCare program.
(MinnesotaCare also includes benefit limits described above, especially on
inpatient care, to reduce premium costs and to prevent “crowd out” of other forms
of insurance that are already being paid for in the market.)

« Indirect subsidies o

o For example, the State of New York through the “Healthy New York” program,
covers ninety percent of an individual's annual intermediate health costs greater
than $5000 and less than $75,000. This form of state provided reinsurance
represents an indirect subsidy intended to lower the cost of coverage for
individuals and small employers. Minnesota has a similar reinsurance program
for “purchasing alliances” (Minnesota Statutes § 256.956), but its impact has
been very small due to low enrollment.

Discounts

Discounting arrangements are not insurance, but simply discounts off retail prices that
consumers would otherwise pay for health care services. Initially often developed and
promoted as tools to aid consumers without prescription drug coverage to obtain less expensive
prescription drugs, discount arrangements are being widely marketed for many health care
services.

While much less expensive than conventional insurance, discount cards do not provide the -
financial protection or access to health care services of conventional insurance. However, it
should be observed that discounts are an important component of health insurance plans. Even
services which might not be covered by a limited benefit plan due to caps or limitations would
still receive the benefit of the health plan’s discount, providing some relief to the consumer.

New approaches, models

Employers, providers, government, and others are actively exploring new benefit designs and
value-based purchasing arrangements to reduce health care costs and improve the quality and
value of health care expenditures. Some examples include:

« Tiered benefit designs, in which health care providers are placed into tiers based on their
performance. The tiers can be differentiated for consumers on the basis of premium
differentials and/or different costs at the point of service to encourage consumers to access
less costly, higher quality providers.

The State of Minnesota employee health benefit plan, known as Advantage, is one example
of a tiered program in practice. Advantage serves the more than 115,000 employees and
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family members of the State Employee Group Insurance Program (SEGIP). It places
primary care clinics available to state employees into one of four cost levels, based on their
risk-adjusted cost of delivering care and as negotiated in collective bargaining. Advantage
members may then choose any primary care clinic that is available, but they pay higher
copays, -deductible, and coinsurance for more costly choices. In addition, during the recent
annual open enroliment for employees, links were provided in open enrollment materials to
the MN Community Measurement website, which provides information on how over 50
different clinic systems, representing more than 700 clinics, compared on quality.

Advantage gives consumers choices and information that they have never had before, while
creating new market pressures and incentives for health care providers to deliver efficient,
high value care. As a result, Advantage costs did not increase this year, and the program
received a competitive “Innovation in State Government” award from the Council of State
Governments. :

e Pay for Performance, Centers of Excellence. A number of employers are exploring value-
based purchasing concepts to reward high performing health care providers, including
special pay for performance initiatives such as the “Bridges to Excellence” program, and
others. Others are examining and adopting Centers of Excellence programs to identify “best
in class” care delivery and to reward it through special payment rewards and/or increased
patient volume.

« High deductible, “Consumer Driven Health Plans” coupled with savings accounts. Under
these arrangements, insurance products are offered with high deductibles but lower
premiums, coupled with special savings accounts that can be used to pay for services for
which the deductible applies, or for other services that may not be part of conventional
health insurance offerings. In some cases, remaining balances in the savings accounts can
be rolled over from one year to the next, creating incentives to access and use care carefully
so as hot to use up the value of the health care savings account.

Many of these new approaches are being rapidly deployed and adopted in the health care
market. For example, the recent Medicare Modernization Act, which established prescription
drug coverage for Medicare, also created Health Care Savings Accounts (HSAs) used in
conjunction with high deductible consumer driven health plans. Such consumer driven health
plans are among the most rapidly growing types of new health coverage products. Tiered
arrangements are in place for not only state employees, but have been recently announced by
the state’s major health plans for Minnesotans generally. Pay for performance models and
initiatives are being adopted both nationally and locally.

VL. 'Examples of relative pricing of various benefit design alternatives

To provide further perspective on health care benefit options and tradeoffs, an illustrative
“benefits space” with relative price ranges of different benefit alternatives is provided below. For
example, health care discount cards are often available in a range of prices, depending on the
size of the discounts and the array of applicable products and services. Typically, discount
cards are often priced in the range of $50 per month ($600 per year) or even much less, for
single persons. At the other end of the spectrum are traditional employer based health plans,
averaging over $300 per month for single coverage, or over $3600 per year.
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Relative Pricing of Various Benefit Design Alternatives

Annual costs (single)

$500 | $1000 | $1500 | $2000 | $2500 | $3000 | $3500 | $4000

Dis-
count
cards

DOER'’s consulting actuaries at Deloitte Consulting LLP further explored the range of costs and
tradeoffs above by comparing several types of benefit designs recently introduced into the
market. For the purpose of this comparison, prices of several types of recently available health
insurance products were calculated using the experience of the state employee group as an
initial proxy for possible PEIP experience. The pricing estimates were preliminary, and intended
only for illustrative purposes. The pricing estimates were then compared across ranges of
monthly premium levels for single (employee only) coverage, to illustrate what different premium

amounts might buy. The relative levels of coverage and costs of the comparison are
summarized below.
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Monthly single Some Typical Features and Plan Design
premium range ‘

Little or no inpatient coverage
No prescription drug coverage
Little or no office visit coverage
Annual caps and limits (e.g., maximum annual benefit payout
of $100,000)
» Limited inpatient coverage (capped payments per day, or
' subject to high coinsurance)
- $100 - $150 » No prescription drug coverage -
e Deductibles and coinsurance
+ Some annual caps and limits (e.g., maximum annual benefit
payout of $50,000)
Inpatient covered, subject to coinsurance
No prescription drug coverage
Deductibles, coinsurance
Some annual caps and limits (e.g., maximum annual benefit
payout of $50,000 - $100,000)
» Inpatient covered, subject to coinsurance
» Some limited prescription drug coverage (at mid to high end
$200 - $250 of range)
» Deductibles, coinsurance
e Some annual caps and limits (e.g., maximum annual benefit
payout of $50,000 - $100,000)
More like traditional health benefit plans
Coinsurance and deductibles
No annual caps or limits
Copays for prescription drugs in some cases

$50 - $100

$150 - $200

.~ $250 - $300

e o o o

As shown above, the lower the monthly premium cost, the fewer the covered services and the
greater the consumer cost share at the time services are delivered. In particular, at monthly
premium prices below $150-$200 per month, it is difficult to cover significant categories of
services such as inpatient care and prescription drugs. Both these categories are often key to
caring for persons with complex or chronic conditions, and important components of both
preventive and catastrophic coverage called for in the HCPA study legislation regarding secure
benefits.

Preliminary Conclusion/Observation

In attempting to develop a secure benefit set, the more affordable the plan, the less secure the
coverage for the individual. Defining “catastrophic coverage” in an acceptable manner is a key
element in developing an affordable plan. If the definition could be limited to $50,000 per
individual, the affordability index is significantly increased. In a typical population, this would
meet the needs of a high percentage of participants. However, a small percentage would
exceed the maximum limit placing a significant financial burden on the participant or ultimately,
the health care providers. Setting the limit higher moves the projected cost of coverage into the
cost range of traditional plans. A second key element is defining “preventive coverage.” Left to
the definition assigned by most traditional health plans, it would cover a relatively small number
of services. Many would argue that in the context of a limited benefit plan scenario that it should

Page 11 of 12°




be expanded to include treatment for conditions, which left undertreated will lead to catastrophic
cases (e.g., diabetes, asthma, heart conditions). Finally, balancing some minimal leve! of initial
care to enable early diagnosis of conditions against limiting benefits to hold down cost becomes
the third element to consider. These issues will need to be further explored, discussed, and
debated as the secure benefit set is developed.

VIl. Next Steps and Opportunities

Current levels of comprehensive health benefits and coverage have helped provide those with
such coverage access to a wide range of medical services and financial security but at high and
growing costs. In the absence of other alternatives, many employers and individuals are faced
with “all or nothing” health insurance coverage alternatives. Many are no longer -able to afford
current levels of coverage and costs.

DOER will continue to build on this preliminary planning to exploré options for lower cost
insurance products to be available through PEIP. In particular, DOER plans to:

= Capitalize on the success of its tiered arrangement for state employees, known as
Advantage, by exploring similar arrangements that could be available through PEIP.

= More fully develop and analyze the business case for a secure benefit set available through
PEIP, especially in relation to: '

o Insurance choices and arrangements otherwise available to PEIP-eligible groups;

o Intrinsic choices and trade-offs among benefit design alternatives;

o Impacts on PEIP, including potential changes in the number and type of groups
who may become part of PEIP, as well as related staffing, reserving, and other
PEIP administrative and management issues;

o Overall costs and benefits of any changes.

= Meet with and discuss benefits design issues with PEIP-eligible public employers and
stakeholders;

= Continue to monitor the health care market and to identify other innovative health benefit
designs and options.

Page 12 0f 12




ng by to provide all possible
ponder training and

Homeopathy in influenza may







emyslify.com
limforiife.com

Vield, MiN 55423
jmirman




Jacob 1. Mirman, MD, CCH
Registrar
Minnesota Homeopathic Association
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Argument for Inclusion of Homeopathy in
Avian Flu Pandemic Planning.

A. The Disease

According to public health officials a “super-flu” pandemic is likely to
occur at some point.
All evidence indicates that it may be lethal, similar to the 1918 pandemic

B. Conventional Treatment

Vaccine does not exist yet, and it may take many months to make enough
to immunize the US population once it is initially produced.

There are no effective conventional drugs.

Our level of preparedness is not much better than it was in 1918-1919
pandemic, when 500,000 Americans and over 50 million people world-
wide died of the flu.

C. Homeopathy

Historical evidence suggests that Homeopathy is supremely effective in
epidemic disease.

Available clinical research is supportive.

Practitioner and patient experience is overwhelmingly supportive.
Homeopathic medications are cheep and easily available.

Minnesota Homeopathic Association is standing by to provide all possible
assistance to public health officials, including first responder training and
hospital based professional support.

Conclusion: Homeopathy must be further investigated by public health
officials for possible inclusion in the pandemic planning. We have very
little to lose, and possibly a lot to gain.

Historical data, research and other information regarding Homeopathy in influenza may
be found at www.HomeopathyForFlu.com
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“Open your heart with a jest, and let your heart laugh a little; then
become serious.”
Talmud

... what is homeopathy? Here’s how some people responded
0 this question:

e “It’s that health freak medicine using vitamins and mineral
supplements.”

e “It’s organic herbs.”
e  “Never heard of it.”
e “It’s where they use some kind of strange machines.”
e “A form of treatment using suggestion and placebos.”

Though creative, none of these answers is correct. Actually,
homeopathy is the best kept secret in medicine today. While
conventional medicine definitely has its place, it cant match
homeopathy in its effectiveness against human suffering. So
why don’t more doctors practice it? The answer is simple. First
of all, it makes no sense to a “rational” mind—that is, at first
glance. Second, it’s much more difficult to practice than
conventional medicine; most doctors will only dabble in it a bit
and therefore don’t get good results. Finally, if you want to do
t well, you have to take your time and see eight patients a day,
tead of forty, and that’s hard on the wallet.

Since I began my practice, I've searched for a concise booklet
that would explain homeopathy to new and prospective patients.
Having never found it, I realized that I would have to write it.
Here it is. It is directed at lay people just curious about the
subject, as well as doctors and scientists. One thing I know from
experience: when somebody tells me they know what
homeopathy is, they are usually wrong. I hope you find my
explanation helpful.
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“You thought, as a boy, that a mage is one who can do
anything. So I thought, once. So did we all. And the
truth is that as a man’s real power grows and his
knowledge widens, ever the way he can follow grows
narrower: until at last he chooses nothing, but does only
and wholly what he must do ...”

Ursula K. LeGuin

MY CONVERSION:
ACCEPTING THE IMPOSSIBLE

When I began medical school at the University of Minnesota, I
was convinced that the common medical practice of our time,
allopathic medicine, was the only method of healing worth
considering. Still, I attended the meetings sponsored by the
Humanistic Health Committee to introduce medical students to
alternative therapies. That way, I would at least know what
alternatives were available. The committee invited practitioners in
acupuncture, applied kinesiology, chiropractors, rolfers, Trager
therapists, psychic healers and others.  Some " of these
presentations seemed credible; others did not. But when a
homeopath lectured, I was outraged! It made absolutely no
sense! I was certain that anyone who practices something so
ridiculous must be a complete idiot or a crook, though this
gentleman didn’t appear to be either. The whole concept sounded
_ S0 improbable, it fired up my curiosity. I knew I'd have to
@ nvestigate it further, if only to disprove it.

I got a homeopathic first aid book and a few remedies and waited
for a suitable trial case. I didn’t have to wait long. My
grandmother suffered from mild, but frequent, anxiety attacks.
Since immigrating to the United States, she couldn’t find the .
tincture of valerian she always used in Russia. When she had her
next anxiety episode, I gave her Aconite 6X from my
homeopathic kit and told her it was valerian. She gladly took it
and calmed down immediately. Of course, I assumed the result
was only a demonstration of the placebo effect (the power of
suggestion). Just thinking she was getting valerian calmed her.
So, I set out to prove this assumption by giving her a placebo the
next time she became anxious. It looked and tasted exactly the
same, and I was surprised when it didn’t produce the expected
calming result. So once again I gave her Aconite and she calmed
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down. Since then, she has used bottles and bottles of the stuff
and it always helps.

Since I was a child, I dreamed of doing magic. I wondered what
it would be like to have special powers like my heroes in fairy
tales, and later, in science fiction stories. Using this homeopathic
remedy on my grandmother felt very close! I gave her something
that couldn’t possibly work and yet it produced a significan
reproducible effect. I was hooked; I just hadn’t realized it yet.

My final and irrevocable conversion to homeopathy took place in
1985, when my father developed what appeared to be a case of
an autoimmune disease. He had severe muscle pains, sweats, a
fever, weight loss and a very high sedimentation rate (130),
indicating severe inflammation somewhere in the body. He was
admitted to Mount Sinai Medical Center in Minneapolis after
having been ill for about a month. He had a complete workup,
but after ten days, the diagnosis was still uncertain. He was still
getting worse and, by this time, was bedridden. Steroids were
the suggested treatment. Instead, my father saw a doctor who
treated him homeopathically, and he improved dramatically. He
was almost pain free the next day. Within a month, all his other
symptoms resolved, and his sedimentation rate came down to 10.

My father’s case convinced me to investigate this system of
therapy more closely. I researched the literature and sat in with
several homeopathic doctors. I became so impressed with
homeopathy, I decided to study it myself. Once I finished my
residency in Internal Medicine, I studied homeopathy as

comprehensively as I could, which took me all over the worldj

When I returned to the United States, I started my homeopathic
practice while also working part time as a conventional internist.
I soon realized that although conventional approaches can
definitely be of some use, nothing can come close to the
effectiveness of homeopathic medicine. I now only use
allopathic medicine either as a palliative (that is, to help deal with
symptoms temporarily, while homeopathy takes effect), or in the
rare case when homeopathy would not be appropriate.

gmuntil four-fifths of their blood was drained. Other “liquors” were

‘WWdoses of laxatives and emetics. All sorts of poisons, such as
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.. a scientist must ... be absolutely like a child. If he
sees a thing, he must say that he sees it, whether it was
what he thought he was going to see or not. See first,
think later, then test. But always see first, otherwise you
will only see what you are expecting. Most scientists
forget that.”

Douglas Adams
So Long and Thanks for All the Fish

HISTORY OF HOMEOPATHY:
DOUBT BREEDS TRUTH

No discussion of homeopathy is complete without the story of its
founder, Dr. Samuel Hahnemann (1755—1843). Hahnemann
graduated from medical school in 1779, started his practice, and
soon became disillusioned with the prevailing beliefs and
practices of his time. Hahnemann was taught, as were all doctors
of his time, that disease was due to an overabundance of one of
the body’s fluids or “liquors” and that treatment consisted of
draining these excesses. The most accessible “liquor” was blood
and it was drained profusely. There were many variations in
technique, but the goal was -always the same—drain as much
blood as possible’. Doctors advocated drawing blood until no
more came from the vein. Children were supposed to be bled

Mirained through a variety of purging methods including large

arsenic and mercury, were also used. Mercury, for example,
was thought to effectively treat syphilis and was administered
until the patient experienced copious salivation (which we
recognize now as a symptom of severe mercury poisoning).
From our perspective, any compassionate physician should have
rebelled against such outrageous treatment of patients, but
Hahnemann’s colleagues followed what they were taught, not
knowing any better. They did their job to the best of their ability
and with the best methods known at the time.

Is it so different now? Many contemporary doctors give children
antibiotics for any minor cold, a practice that eventually destroys
the immune system. These doctors, too, think this is the best
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way to treat disease. They are honest, hardworking people who
practice medicine as they were taught. You might be inclined to
defend contemporary practices by pointing out that antibiotics do
work and quickly. But bloodletting also often helped in the short
run. Over time of course, frequent bloodletting and poisoning
made people chronically ill, as antibiotics do when used without
moderation.

Hahnemann had a sharp and probing intelligence, and he refuset®®
to trust anyone or anything simply at face value. His writings
indicate that, unlike his colleagues, Hahnemann was not blinded
by unquestioning faith in his professors. He rebelled against
prevailing practices and openly criticized those who followed
them. His writings were so full of contempt for his
contemporaries, that he was soon regarded as the embodiment of
the devil himself. Lacking trustworthy alternatives he could offer
his patients, Hahnemann simply quit medicine altogether. He
worked as a chemist, and to provide additional income for his
growing family, he translated books. It was through this
secondary occupation that Hahnemann eventually stumbled upon
homeopathy. He translated a book written by a popular doctor of
the time that discussed the use of cinchona bark (quinine) in the
treatment of malaria. The author suggested that the bitterness of
the substance produced the curative effect. This didn’t satisfy
Hahnemann’s skeptical mind. He added a critical commentary to
the translation, stating that he could easily list several substances
even more bitter in taste that did nothing to help a patient with
malaria. :

Apparently not satisfied with mere criticism, Hahneman

experimented on himself by taking a large dose of cinchona. He =

developed a fever, sweats, body pains and other symptoms
similar to those of malaria. These symptoms lasted some time
before he recovered.

Hahnemann formulated a hypothesis: cinchona appears to cure
malaria because it produces malaria-like symptoms in healthy
people. He proceeded to test other substances, taking them
himself, giving them to his hapless family and anyone else brave
enough to visit his house, and carefully recorded the symptoms
produced. If malpractice suits were common then, Hahnemann
might never have developed homeopathy.

Hahnemann started seeing patients again. He administered
substances that produced in healthy people the same symptoms
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for which the patient sought treatment. These patients improved
enough to remove any doubt about the validity of his hypothesis.

The Latin phrase Similia similibus curentur defines the one and
only principle of homeopathy: “Let likes be cured by
likes.” This is all homeopathy is. A homeopathic physician’s
oal is to find a substance that produces in a healthy person the
me symptoms the patient suffers from. He or she gives the
atient that substance and watches the “magic.” And what magic
it is!

Homeopathy was brought to the United States by the students of
Hahnemann in mid-18" century. It became an immediate success
and by the end of the century there were thousands of practicing
homeopaths in this country. The New School enjoyed its
popularity until the beginning of 20® century. This is when the
modern drug companies started coming out with new drugs
which were quite effective and easily administered. - It became
easier to prescribe aspirin than to take a comprehensive case to
find a good homeopathic remedy. Most homeopaths took the

easy route, and the science of homeopathy declined to the point
of virtual non-existence. .

A handful of faithful practitioners kept homeopathy going until it
was again recognized for its virtues in the 1970s. Homeopathy is
now enjoying a strong comeback. There are presently several
colleges in this country training quality homeopathic
practitioners. There are also a number of homeopathic clinics
sprouting up all over the world. I must say, it’s a great time to be
homeopath!




“Never accept a drink from a urologist.”

Erma Bombeck’s Father

PROVING:
SICKENING THE WELL TO HEAL THE SICK

Hahnemann’s practice of testing substances on healthy people

determine their specific symptom pictures is called “proving.”®

Hahnemann proved around 100 substances during his career.
His students and followers continued the process, and
approximately two thousand substances have been proven in this
fashion. Because homeopathic practitioners didn’t always know
what to prove, all kinds of unlikely substances found their way
into our Materia Medica books, the collection of information on
remedy pictures. Some of the most unlikely are our most
valuable remedies today. Homeopathic remedies come from
plant, animal and mineral sources. Some of them are strong
poisons, some are inert substances in their crude form. When
properly prepared a (process that will be discussed in the next
chapter), they lose their toxic potential and acquire the ability to
heal.

An extreme example of an unlikely substance becoming a
powerful homeopathic medicine is Pyrogenium. This substance
is derived from raw meat that is left in the sun until it rots. If a
healthy person ate this meat, he or she would develop severe

symptoms: diarrhea, vomiting, fevers with foul smelling sweat gy,

restlessness, body aches. In short, he or she would feel,
well, rotten.

A patient who has not ingested rotten meat, but has these
symptoms for some other reason, will be helped by Pyrogenium.
Of course, a homeopathic practitioner would not recommend
eating rotten meat. Pyrogenium is prepared in the standard
homeopathic way, which is discussed in the next chapter.

We don’t often see patients with typhoid or other intestinal
conditions that cause such symptoms. Nevertheless, while
working for a local HMO a few years ago, I saw a fifty-year-old
man who had developed a “cold” that just wouldn’t go away. He
had constant fevers, foul smelling sweats, restlessness, terrible
mouth odor and other symptoms associated with Pyrogenium. It
had already been three weeks, and he was not getting better. I
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even gave him a strong antibiotic but, as I feared, it didn’t
alleviate the symptoms. The man had influenza, a viral
condition, so of course, antibiotics couldn’t help. I tried them
only out of desperation. I considered admitting him to the
hospital and ran some blood tests in preparation. In the
meantime, I asked him to go to the store that sells homeopathic
emedies and buy Pyrogenium 30c. I doubted it would help, but
couldn’t hurt! He was to take three granules every two hours
and report to me in two days.

Two days passed and his blood test results came back. One look
at them made me shiver. It seemed the virus had affected his red
blood cells. They were hemolyzing (decomposing), and
hemoglobin, the normal constituent of red blood cells, was
spilling into the blood and trying to come through his kidneys to
be eliminated in his urine. In the process, the hemoglobin had
plugged the kidney’s delicate filtering mechanism and early signs
of kidney shutdown were already apparent in the results. The
patient was definitely headed for close monitoring in an intensive
care unit. He would have to get vigorous intravenous hydration
and could end up on dialysis.

A few hours after I read the results, the patient came in. Before I
could say anything he told me, “Doc, I feel thirty percent better.”
He looked a little better too. I.didn’t know what to say. He
wasn’t supposed to be improving; he should have felt worse and
possibly stopped producing urine. He defied the rules, so I
decided to defy mine and wait a bit longer. After all, I was
treating a patient, not a statistic on some report. Still, I drew
lood for more tests.

Another two days passed, and the latest blood test results showed
a slight improvement. The patient came in and said, “Doc, it’s
working. I'm seventy percent better now.” He continued his
steady improvement and the blood abnormalities resolved as
well. He was completely well in a couple of weeks.

A week later he came back for an urgent visit for an acute gout
attack in one of his joints. This development made me even
happier. He’d had these gout attacks previously and a temporary
return of old symptoms in the face of overall improvement is the
best sign we can see (a phenomenon I'll explain in the Payment
chapter).

I advised him to take a pain reliever for pain and eventually, the
gout attack resolved on its own. I saw him a few months later
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when he invited me to a car demolition derby where he was one “Be wary of strong drink. It can make you shoot at tax

of the drivers. Needless to say, at this time he was completely collectors—and miss.”
well. This case illustrates a classic response to a well-chosen Robert A. Heinlein
homeopathic remedy. We don’t always see such textbook cases, Time Enough for Love

but they are by no means uncommon.

REMEDY PREPARATION:
HE LESS WHISKEY YOU DRINK, THE
RUNKER YOU GET

How can a homeopathic practitioner get away with giving
patients a substance like rotten meat? Even in the days when
bloodletting was common practice, Hahnemann recognized that
giving poisonous substances in crude form caused side effects.
Treating syphilis with mercury, even if it fitted the patient’s case
perfectly, still caused mercury poisoning. Hahnemann attempted
to avoid side effects by decreasing the doses and discovered that
not only did the side effects diminish as the doses decreased, but
the effectiveness of the remedy actually increased.

After experimenting for years, Hahnemann finally arrived at the
method of preparation used today. The effectiveness of this
method cannot be accounted for by present day science, and this
is the major stumbling block to widespread acceptance of
homeopathy. However, once you are willing to set this apparent
inconsistency aside, you see dramatic results.

Preparing homeopathic remedies involves serial dilutions and

shaking of the product between dilutions. After several dilutions,

he initial substance is essentially washed out and cannot be

"\ chemically detected in the final product. For instance, one of the
lower potencies, 30c, is a serial dilution of 1 to 100 made thirty
times, which yields a final product diluted 10% times from the
initial substance (that’s 10 with 60 zeros after it!). Of course,
this is far beyond Avogadro’s number of 6.0 x 10%. Therefore,
the chance of finding a single molecule of the initial substance in
the final product is zero for all practical purposes. These
preparations are referred to as submolecular.

30c is a low potency and homeopaths common%y use dilutions
such as 1M (10*°°), 10M (10%°), or 50M (10'%%%). While it
makes no sense whatsoever in light of present day science, in
practice, the higher the dilution, the stronger and longer
lasting the effect.




Now you can see why the rotten meat did not make my patient
sicker. None of it was left in the medicine! It seems ridiculous,
which is why I thought the homeopath who gave the presentation
in medical school was either crazy or a crook. The idea that sub-
molecular preparations could have any effect insulted my rational
mind. It still does, but what can I say ... it works. I try to be
pragmatic in these situations. I knew it would do no harm, so
tried it. When I saw that it worked, I couldn’t turn back.

There have been attempts to explain this phenomenon. For

example, Dr. W. A. Tiller” of Stanford University approached
this subject from the standpoint of theoretical physics. His article
seems too complicated for my simple mind, but some readers
might find it informative. This is the only in-depth scientific
explanation of which I am aware. Other available explanations
are more metaphysical and are the topic of the next chapter.
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“This is much too deep for me.”
Leo Rosten
An epitaph he wrote for his tombstone

PHILOSOPHY:
EXPLAINING THE UNEXPLAINABLE

e concepts at the heart and soul of homeopathy are not
rounded in science, or, at least not the science we know.
Nevertheless, effective practice of homeopathy is impossible
without a thorough understanding of them. With the help of this
philosophy, a practitioner can properly evaluate a case, find the
remedy, and know how not to be distracted. It is the result of
two hundred years of thought and combines elements of religious
philosophy with practical observation.

We start with the concept of Vital Force. It is probably that
something whose edges we can photograph with the Kirlian
process. It animates our physical body (hence, it is called animus
in Latin). The Chinese call it Chi. It controls all of the body’s
natural processes and preserves balance. When it becomes
inactive, we die.

In homeopathic philosophy, the Vital Force is seen as elemental
and indivisible, which means it reacts as a whole to any irritant.
If an imtant is strong enough, it can produce a stable
derangement of the Vital Force, which we call disease. Because
the Vital Force is elemental, it can sustain only one kind of
derangement (disease) at a time. Such a derangement may
somehow dull the ability of the Vital Force to recognize what’s
wrong and that, in turn, causes a chronic illness. Although the
Vital Force may have the power to throw off such an illness, it
may fail to do so because it lacks perception of the problem.
Vital Force is essential to our being, so when it is not well, we
feel the symptoms on all levels.

Homeopathic remedies directly affect the Vital Force. Because
the Vital Force perceives a homeopathic remedy as a disease-
producing irritant, and because the irritant is strong enough, it
stirs the Vital Force into action to repel it. If the disease state
produced by the remedy is similar to the disease we’re trying to
treat, the Vital Force recognizes the similarity and, in repelling the
remedy irritant, it also repels the disease. In effect, we give the
Vital Force a glimpse of itself in a mirror. Because only one
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disease can be active within the Vital Force at any given time,
only one remedy is necessary to cure it.

Even patients who appear to have several diseases such as
asthma, gastritis, headaches, rash and depression need only one
remedy. All of these “diseases” are but symptoms of one central
disturbance existing within the Vital Force.

In The Spirit of Homeopathy, Dr. Rajan Sankaran explains thil

with a metaphor of a pole that has several vines growing and:

wrapping around it. Even though we may not be able to see the
pole itself, we know it is there because without it, the vines
would fall to the ground. We can remove one vine, then another
and yet another, until we think we’ve removed them all, but
they’ll grow right back and will continue to grow back as long as
the pole remains in place to support them.

Here the pole represents the central disturbance within the Vital
Force, and the vines represent our “diseases.” By observing the
shape of the vines on the pole (the minute individual
characteristics of the patient’s symptoms), we can ascertain the
shape of the pole itself (the general characteristics of the inner
disturbance). We then find a remedy that causes a similar
derangement in a healthy person. This remedy is administered in
homeopathic form and triggers the Vital Force into action. The
Vital Force then removes the disturbance (the pole), and all the
individual “diseases” get cured.

For those of you who are scientifically minded, I like the analogy
using FEinsteinian physics. Einstein came up with a theory
explaining the time disturbances that would happen during ne
light speed travel long before such travel could take place. Using
this analogy, homeopathy is like near light speed travel, already
happening. We can observe the effects but can’t explain them.
We now need another Einstein to come up with the explanation.
Of course, if such an explanation were to materialize, it would
radically change our understanding of the universe and the newly
evolved science would be to present day science as Einsteinian
physics was to Newtonian physics of yesteryear.
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“Somewhere, something incredible is waiting to be known.”
Carl Sagan

FROM THEORY TO PRACTICE:
THE MAGIC IN ACTION

\[he practice of homeopathic medicine is often a lengthy process.
ost homeopaths spend an hour or two with a patient on the first

Pvisit. The initial evaluation involves mainly taking the patient’s

history and a minimal physical examination. Practitioners gather
information to understand the patient as completely as possible.
First we note all the symptoms of the presenting complaint in
great detail. We ask what makes the complaint better or worse,
what time of day (down to the hour) it is the worst, what seems
to bring it on, and whether it is associated with any other
symptoms, especially if the connection doesn’t seem to make any
sense. Then we want to understand the patient’s general physical
makeup: whether he is usually cold or hot, how he sweats, what
foods he craves, and so on. A major portion of the interview is
devoted to understanding the patient’s psyche. Since most
physical disease is caused by inappropriate reaction to stress that
builds tension and is therefore released in the form of symptoms,
a homeopath must understand this aspect of the patient in depth.
A keen understanding of what drives the patient, what particular
things the patient finds stressful and how he or she reacts to these
stresses, holds the key to finding that patient’s cure.

Once the data is collected, the essence of the remedy may be clear

nd the prescription is given. More commonly, however, we
must “repertorize.” To repertorize, a practitioner refers to a
repertory, a cross reference of all the symptoms in the Materia
Medica. You may recall that the Materia Medica lists various
remedies and their characteristic symptoms as seen in provings.
There are several Materia Medica books written by different
authors. Besides the proving symptoms, they also include those
symptoms cured with these remedies in the author’s practice.

The homeopath uses the repertory to find those remedies that
have in their picture all the symptoms that are significant in the
patient’s case. There are usually very few remedies that have all
the significant symptoms. Then the practitioner refers back to the
Materia Medica to determine which remedy will fit the patient
best. This is a tedious process, although computer programs to
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assist the practitioner have been developed in the last few years.
Even with computer assistance, however, only a skilled
practitioner can determine which symptoms are significant.

Once a remedy is selected, it may be given in one dose or in a
series of doses. Patients are always scheduled for a follow-up

visit anywhere from two days to two months later. Thesege

follow-ups are very important. They allow the practitioner td
evaluate the response to the remedy administered. The patient is
not in a position to make this judgment. A patient may feel better
and decide he or she is cured, or the patient may feel worse and
decide the remedy is not working. Either judgment may be
completely inappropriate. An apparent improvement may not be
moving in the right direction; an apparent worsening may be a
therapeutic aggravation. Only the practitioner can evaluate the
case objectively, always keeping Hering’s Law of Cure in mind
(the explanation of Hering’s Law is in the next chapter).

Typically, for chronic conditions, I see a patient for a follow-up
in about a month. During that follow-up visit we decide if the
remedy is correct. If it is, we continue with it and the next
follow-up is usually in two to three months. If the remedy was
wrong, we note the symptoms again, I select a new remedy and
schedule another follow-up in a month.

Some Illustrative Cases: By the time my son was three and a
half, we had moved 6 times across 3 continents as I pursued my
studies. When he turned three, we were staying in Bombay,

India. All of this moving was starting to have a negative effecifam

on him. He was fearful and clinging desperately to his mother!
Whenever my wife would leave the room, he would scream at the
top of his lungs.

After taking the case, I gave him Stramonium 1M (Remember,
this is 10" dilution. There is definitely nothing of the original
substance left in the preparation). Stramonium is a poisonous
plant which, when given to healthy people, causes overwhelming
feelings of fear, something like what a child would feel if left
alone in the woods with wild beasts. It is not difficult to see why
he would be so terrified when you consider his state of mind at
the time of the prescription. The remedy produced a remarkable
change. Within two days after the dose (he was given only one
dose) he allowed my wife to leave him in the room alone. He
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then began exploring the house, going up to the second floor,
going outside, etc. He even began talking to strangers.

Another intriguing case was a woman in Bombay. She was
suffering from aches and pains diagnosed as fibromyalgia. Even
before taking the case formally I was able to observe her at home.

One incident struck me. Her refrigerator once broke and she

sked me where to go to have it fixed. This was a bit unusual, as
he was the native and I the foreigner. She just did not feel
capable of taking care of it herself. Later, when I took her case
she told me she was rather shy and didn’t like to go to parties for
fear of looking stupid and being laughed at. She received Baryta
Carbonica 1M. This is carbonate of barium, the stuff we drink
when we have our stomachs x-rayed. When taken in
homeopathic form, this stuff produces a feeling of being stupid,
incapable and dependent. These patients are usually very shy and
fear they will be laughed at. Children requiring this remedy will
often hide behind furniture while in the doctor’s office. Within
two weeks after the dose, this patient had no more pains. She
has improved tremendously on all levels since then.

In both cases, the patients had feelings inappropriate to their
situations. My son was afraid when there was nothing to be
afraid of; the woman felt stupid when she was actually quite
smart. This is what we look for when taking homeopathic cases:
things that don’t make sense or don’t belong, reactions out of
proportion to the situation, strange things. That’s why the initial
interview may seem so strange to some patients: it may appear
that the doctor is not much interested in the patient’s original
omplaint. On the contrary, we are very interested, but the
appropriate remedy may be determined by other seemingly
unrelated symptoms. Sometimes the clue is provided by a
mental-emotional symptom, as in the case above. Sometimes it’s
a strange physical symptom. Once I cured a case of abdominal
pains and indigestion, guided by the patient’s strange
predisposition to get sneezing attacks when exposed to bright
sun. You just never know what will turn out to be the most
important clue in the case.

Sometimes a clue is provided by a patient’s dream. Dreams are
where our feelings can often be seen most clearly, not clouded by
the conscious mind. For example, I was treating a girl with
asthma. When I could find no good clues in her case, I asked
about dreams. She described quite a sad state of affairs. She
was always alone in the dreams, there were no other people
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there, neither her parents nor friends. She was very lonely there.
She sounded quite sad when talking about it. This type of
“orphan” feeling which is usually suppressed in the waking state
but comes out clearly in dreams, is characteristic of Magnesia
Carbonica (magnesium carbonate). One dose of 1M cured the
girl of asthma and she became more cheerful.

Occasionally, knowledge of homeopathy may help a doctor de
with patients who don’t even need a homeopathic remedy. Eve
doctor has seen numerous patients suffering from insomnia.
Upon taking a more careful history, we discover that many of
these patients drink a couple pots of coffee per day. To a
homeopath, these patients are proving (see the chapter on
proving) coffee and should cut its intake immediately. Of course,
any reasonable physician will conclude that. Sometimes it is not
so clear that a patient is experiencing a proving of some substance
(you can also call it a side effect, or poisoning). One of my more
interesting cases was a 95-year-old physician who was
complaining of having very disturbing dreams. He would dream
of finding himself in some strange place, unable to find his way
home. This was the most peculiar symptom in his case. I looked
it up in the repertory and found that Glonoinum (nitroglycerin)
was one of the remedies listed. I reviewed the patient’s
medication list and saw that one of his daily medications was
Nitrobid, a long acting nitrate preparation, similar to
nitroglycerin. We replaced Nitrobid with another drug and the
dream problem resolved.
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“Truth is stranger than fiction because life doesn’t give a
damn about being plausible.”
Leo Rosten

PAYMENT:
THERE IS NO FREE LUNCH

Disease is a disturbance in the Vital Force that interferes with its
ability to deal adequately with stress. Tension builds, and the
Vital Force is unable to discharge it effectively. This tension
causes disease symptoms. The goal of treatment is to trigger a
reaction in the Vital Force so that it recognizes its problem and
acts to diffuse the tension. Since tension may have been building
for some time, other symptoms might appear as it gets diffused.
These are usually symptoms we’ve had before. Hering’s Law of
Cure, which establishes the criteria for evaluating a healthy
response, states that symptoms should appear and then disappear
in the following order: '

e from more to less important organs
e from center to periphery

from top to bottom
e in the reverse order of their appearance in life

The main idea is that a disordered Vital Force spreads inner

~ tension to the wrong places in the body. As the remedy brings

more order, the pressure moves from more important organs to
less important ones, and eventually leaves the body.

Another important concept is suppression. Homeopaths believe
that if a symptom is suppressed by a treatment modality that is
not directed at the center, more important organs may become
affected. This happens, presumably, because an outlet for
diffusion of tension is closed by the treatment and the Vital Force
attempts to diffuse the tension elsewhere.

For example, steroid ointment is often prescribed for children
with eczema. It is usually used over a long period of time to
“heal” the rash and, in most cases, it does the job and everybody
is happy. But such children often develop asthma a few years
down the road. A dermatologist once told me that children often
“grow out” of eczema and “into” asthma. Such children are said
to have “atopic” tendency, and their doctors usually don’t make
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the connection between the use of steroids and the development
of asthma.

But a homeopath looks at this case differently. The eczema is a
result of a disturbance in the Vital Force. If it is suppressed by

the steroids, we can expect some Imore serious disease (o
develop. So the asthma comes. When we treat a child &
homeopathically at this point, we expect the asthma to go away@
and the eczema to reappear for some time. The symptoms move
from within outward (lung to skin), from the more important
organ to the less important ones, and in reverse order of their
appearance. If the child is not treated homeopathically and the
asthma is suppressed with allopathic drugs, then in a few years,
perhaps when the patient is twenty Or thirty years old, the disease
will deteriorate into something more serious yet, such as
depression or migraine headaches. If treated at this time, the
patient can be expected to pass through the asthma stage before
getting the eczema back. When old symptoms return, they must
not be suppressed with local treatment. The Vital Force must
not be interfered with when it is attempting to bring
the disease out to the periphery; otherwise, the
progress of the treatment is halted, and any gains
made may disappear.

For example, a fifty-year-old man came to me for treatment of
depression and insomnia. After the remedy, he started sleeping
much better. At the same time he developed a rash in his groin.
He’d had a similar rash in the past, and, as a matter of fact, still <
had some of the cream he’d used to treat it. Without a second@
thought, he used the cream. The rash promptly disappeared, and %
so did his improved sleep pattern. We were back to square one.

I explained these concepts and gave him another dose of the
remedy. Luckily for him, it worked again and both the sleep and
the rash came back. This time he didn’t suppress it and put up
with the itching for a few months. He made quite remarkable
improvements in his mental health and the rash eventually
resolved as well. This case is not unusual. I've seen this kind of
reaction many times. That’s why we homeopaths watch so
closely for suppression.

The return of old symptoms can be seen as payment for getting
better. When such a reaction happens, I usually ask the patient
one question: “Is this worth the improvement or would you rather

18

have the original sym ” i

i : _ ptoms back?” Most patients fi
impr(l)vement in their general well being so goolzi, the}sl’renzfviillitrl:e
o tolerate a minor aggravation. It would be easy enough tcg>

reverse the case by using allopathi
c d :
usually choose to wait it ou%. P rugs, but my patients




“Be careful about reading health books. You may die of a
: misprint.”
Mark Twain

SAFETY:
DON’T PLAY WITH FIRE

A major misconception about homeopathy is that it is natura

medicine that can never do any harm. It is true that homeopathy ¥

can heal gently and without side effects, but the treatment in most
cases must be directed by a trained practitioner who knows how
to avoid the pitfalls. I can’t stress this enough. Homeopathy is a
very powerful, deep-acting form of therapy. Its effects are more
profound and longer lasting than those of any modern-day
allopathic drugs. The longer I practice homeopathy, the more
respect I gain for its power and the more cautious I become in its
use.

We often say that homeopathic remedies are perfectly adopted for
home use. Homeopathic first aid kits are widely available. I
would not disagree. However, because this method of healing is
so powerful, it is a good idea to learn as much as you can before
using it on your own. See the Further Reading chapter at the
end of this booklet for the suggestions.

Sometimes, when used inappropriately, homeopathic remedies
may cause problems. These are rare but anybody planning to use
homeopathic remedies at home must be aware of the possible
complications and know how to avoid them.

We know that homeopathic remedies may aggravate a pre-
existing condition. This is usually comparatively mild and brief.
Nevertheless, in some cases, even a mild aggravation can be very
serious. This must be considered especially in people with week
Vital Force, such as the elderly and patients with severe chronic
diseases.

For example, people with coronary artery disease have
cholesterol deposits blocking the arteries that supply their heart
muscle. In advanced cases they experience chest pains with even
mild exertion. Coronary arteries have a tendency to spasm
around obstructions and this can cause more pain and, if
prolonged, a heart attack. An otherwise correct homeopathic
remedy given in too high of a potency for the particular
patient could produce an aggravation by causing spasm around
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the obstruction. A point to remember here is that the choice of the
potency is always individualized and what is low for one patient
may be high for another. A qualified professional will know what
is appropriate in a particular case. Somebody treating such a
patient at home may not know the difference and cause more
trouble than they are ready for.

other way -a homeopathic remedy could cause harm is by
roducing a proving. This happens if a remedy is repeated too
frequently and for too long, even in low potencies, especially if a
patient is particularly sensitive to the remedy. The symptoms of
the remedy may start appearing (as in a proving), and the patient
may get quite ill. Many professional homeopaths do administer
remedies in repeated doses, but they know what to watch out for.
Any qualified professional homeopath should be able to
recognize a proving immediately and adjust the treatment before
any serious problems occur. This situation is similar to when a
conventional drug produces side effects and the doctor must
make changes in the treatment. Home prescribers may not always
recognize the problem if they are lulled into complacency by the
commonly held mistaken belief that everything natural is always
safe. :

Combination homeopathic remedies may cause harm in a
different way. This approach creates confusion in the Vital Force
and, while occasionally helping in the short run, it may cause
serious health consequences in the future. You will find
practitioners that would disagree with this statement, but given
my education and experience I believe it to be correct. Since the

jury is still out on this question, I suggest, if you are considering

using over the counter combination remedies, to limit the use to
no longer than a couple of days, just in case I am right.
Personally, I would never use any of these preparations in my
practice. This also goes for the “homeopathic weight loss
patches” currently flooding the market.

In conclusion, if you are planning to use homeopathic remedies at
home, first learn as much as you can; stick to lower potencies,
especially in the beginning; treat only acute self limiting
conditions like colds and flues; treat only generally healthy
people; don’t change remedies frequently; and above all, always
remember your limitations and ask for proper professional help
whenever you have any doubt. Then, by all means, go ahead
and you too will make a miracle from time to time. .
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“It is always ours to question why, and never to just do
: and die.”

This is a twisted version of a rather famous quote. It is unknown
just who twisted it first.

QUESTIONS AND ANSWERS

Q. What kind of diseases can be treated with
homeopathy?

A. As I have mentioned elsewhere in this booklet, Homeopathy
treats the root cause of all symptoms, not specific diseases as
described by conventional doctors. However, people suffering
from constellations of symptoms defined as specific diseases by
the allopaths, such as diabetes, asthma, duodenal ulcer and many
others, may want to know if their particular problem is likely to
resolve with homeopathic treatment. While everyone can benefit
from homeopathic treatment regardless of their presenting
complaint, some conditions are more likely to resolve then
others. The conditions most likely to resolve are those in which
there is no irreversible pathology. For example, asthma and
emphysema are conditions involving the lungs, and while very
different in their specific effect on the lungs, they present with
very similar symptoms of wheezing and air hunger. Asthma is
an active, inflammatory process and the lungs can heal from its

effects once the patient’s Vital Force is cured. Homeopathy can

be very effective in getting rid of asthma. Emphysema, on th
other hand, is a degenerative process that permanently destroys
the lung tissue. = Homeopathy can sometimes make an
emphysema patient feel a little better as far as their lungs are
concerned, but in most cases it can’t reverse the effects of
emphysema. A good homeopath may be able to give you an
opinion regarding whether your specific condition is likely to
resolve with the treatment. However, please keep in mind that it
is the whole person we are treating, not just the presenting
complaint.

Q. What interferes with homeopathic treatment?

A. First and foremost on the list of things that can interfere with
a homeopathic remedy’s effectiveness are strong suppressive
drugs like steroids and immunosuppressants. Since birth control
pills suppress the natural cycle, they too can interfere with a
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remedy. Camphor oil tends to antidote the action of the
remedies, as can some types of dental work. Coffee (decaf or
regular) may interfere in some cases.

A strong shock, either emotional or physical, such as being
injured in a motor vehicle accident or grieving the death of a close
elative can interfere with the effectiveness of a homeopathic
emedy.

Q. What about all those homeopathic combination
remedies widely available today, like “Flu”, “Sinus”,
Headache”, “PMS”, etc.?

A. First of all, they are not homeopathic because they are not
individually prescribed. A patient with a headache may get one
of about a thousand remedies, and it will be different for every
headache sufferer. Yes, potentized drugs are used in these
combinations, but it does not make them homeopathic.

Next, when numerous potentized drugs are used at one time, the
Vital Force gets confused. Keep in mind that each remedy has a
certain disease state associated with it. If one presents the Vital
Force with several disecase states all at the same time, the Vital
Force gets mixed messages. If used for any length of time, these
combination remedies may confuse the Vital Force to the point of
no return. When I get these “confused” cases in my practice it is
very hard to find a good remedy for them. Then, when the
remedy is found, it takes ten fold more time for the remedy to
work. In my opinion, its much healthier to take Tylenol for your
headaches, decongestant for your sinuses and antihistamine for
your insomnia (all in moderation of course), then to use
homeopathic combination remedies.

Q. Do homeopaths wuse electronic equipment for
diagnosis?

A. Some practitioners who call themselves homeopaths do. But
to a classical prescriber these practitioners are not, strictly
speaking, homeopaths. They use homeopathic remedies in a
non-homeopathic way. The same goes for those practitioners
who inject the remedies. There may be value in these approaches,
but they probably shouldn’t be called homeopathy. In classical
teaching, a patient should either ingest (eat) or inhale (sniff) the
remedy.
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Q. Is homeopathy the same as herbal medicine? Is it a
combination of herbs, diets, vitamins and counseling?
A. No, though this can be confusing, as some practitioners do
- get involved in both homeopathy and nutritional counseling. My
personal philosophy is that as you improve in your health, your
body will desire healthy food. @When my patients reques
assistance with their diets, I refer them to a nutritionist who
properly trained in that specialty.

Regarding herbs, they are, strictly speaking, allopathic drugs. In
homeopathy, drugs are chosen according to the principle of
similarity (like cures like). In conventional or allopathic medicine,
drugs are chosen on the principle of opposite (a drug must have
action opposite to that of the disease). For example, a narcotic
lessens a patient’s sensitivity to pain, so it can be used if a person
is experiencing pain. An expectorant makes one’s respiratory
tract secrete more mucus, so it can be used when cough is too
dry. These effects can be achieved by either natural drugs, like
herbs, or synthetic drugs, like most conventional medications.
Conceptually, there 1is little difference between the two
approaches. One must realize that no chronic condition could be
cured by this method. The most one can hope for is palliation, or
temporary improvement. However, sometimes this is all that is
desired, and if one chooses to use an allopathic approach to treat
a condition, a drug that is the most effective and has the least side
effects should be chosen, whether herbal or synthetic.

It is possible to use herbs in a homeopathic way as well, butgs

practitioners who do this well are very hard to find, and such
practice is very poorly standardized. Most herbalists are
allopathic.

Q. What is the best remedy for hay fever, headache,
flu, diarrhea, depression, etc.?

A. There is no such remedy. Homeopathic remedies are not
chosen on such indications.

Q. Will T have to be on a homeopathic remedy for the
rest of my life?

A. No, you will only be on a remedy until you achieve the
desired state of health.
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Q. Are all homeopaths medical doctors? How do I
find a good homeopath?

A. No. In fact, I would not base my choice of a homeopath on
the appearance of MD or DO after their name. My personal
homeopath has initials RSHom (Registered with Society of
omeopaths). These initials are certified by the North American
ociety of Homeopaths exclusively for ‘“non-licensed”
practitioners. This title carries a lot of weight. The best way to
find a good practitioner is to get referred to one by a happy
patient. If you don’t know anybody seeing a good homeopath,
call the practitioners in the area and inquire if they are classical
and how much time they allow for the first visit. If they are
combination prescribers (non-classical) or schedule less then one
hour I would be skeptical. It is possible for a very advanced
practitioner to spend less time on the first interview, but most of
us require at least an hour to get a good case history- Personally,
I schedule two hours for my new patients. One way to find a
good homeopath is by calling a homeopathic study group in your
area and asking them. They would be very happy to refer you.
A study group in your area can be found in the referral list put out
by the National Center for Homeopathy @ (703) 548-7790

Q. What do all those letters mean?

A. Many homeopaths have different initials after their names.
These are usually titles awarded by different homeopathic boards
and schools. Because homeopathic education and certification in
the US have not been standardized yet there are several groups
ertifying their members. Any certification, of course, speaks
only of the particular homeopath’s ability to satisfy the particular
board’s minimum competency requirements and may not reflect
the practitioner’s true level of mastery.

Here are some of the titles you may find:
DHt (Diplomate of Homeotherapeutics): Given by the American
Institute of Homeopathy to medical doctors passing their exam.
The AIH is the oldest organization of physicians in the US,
predating the AMA. In fact, the AMA was originally founded in
response to the threat perceived by the allopathic (conventional)
doctors of the time, from homeopaths forming a national
organization.

DHANP (Diplomate of Homeopathic Academy of Naturopathic
Physicians): As the name implies, this is a title similar to DHt
given by the naturopathic board.
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DNBHE (Diplomate of National Board of Homeopathic
Examiners): This one may sound a bit misleading. It is awarded
by a group of chiropractic homeopathic educators to practitioners
passing their exam.

MFHom (Member of the Faculty of Homeopathy): Given by
the Faculty of Homeopathy, the British equivalent of the AIH, to
doctors passing their exam. This title is recognized by medic
authorities throughout European Community and other countrie.
having historical ties to the United Kingdom. The Faculty runs a
fairly intensive educational program attracting doctors from all
over the world.

FFHom (Fellow of the Faculty of Homeopathy): Awarded to
doctors holding the title of MFHom and showing certain extra
achievement, particularly in the area of homeopathic education.
RSHom(NA) (Registered with Society of Homeopaths (North
America)): Given by NASH (North American Society of
Homeopaths). NASH accepts only non-licensed practitioners as
members and this title signifies the practitioner’s passing of
membership requirements which include demonstrating
proficiency in classical homeopathy. This title was originally
modeled on RSHom of Great Britain.

CCH (Certified in Classical Homeopathy): Given by CHC
(Council for Homeopathic Certification), a fairly new board
trying to unite all these different groups under a common
umbrella. This title certifies that the practitioner, regardless of
their licensure status, passed a minimum competency exam in
classical homeopathy. The interesting new twist added by this
board is a medical portion of the exam required for all non-
medically licensed applicants. This is the first attempt in mode
history of homeopathy in this country to make sure the
practitioner possesses a certain minimum of conventional medical
knowledge in addition to proficiency in homeopathy.

CTHom (Certified Trained Homeopath): This is a diploma given
by ESSH School of Homeopathy in Flagstaff, AZ, to students
demonstrating a certain degree of mastery in classical
homeopathy. I have a heavy personal bias in favor of this title.
I believe its bearers are some of the best homeopaths available.
However, this should in no way diminish the importance of other
titles mentioned above. There are other titles given by other
groups, some probably very good, but having no personal
familiarity with them I will not mention them here.
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Q. Will my insurance pay for homeopathy?

A. T have been told that some insurance companies are coming
around. However, be sure to call regarding your specific policy
before you get treatment to verify coverage. If your homeopath
is an MD or DO and your policy allows you to see that
doctor—you may be reimbursed according to plan rules.

Q. What are the different kinds of homeopathy?

A. There are two major schools of homeopathy in the world
today: classical homeopathy, which I've described here, and
pluralist homeopathy. Classical homeopathy is also called
Hahnemannian or unicist. Its main principle is to use one remedy
at a time to address the whole person. The pluralist approach
uses several remedies simultaneously. It is prevalent in France
and is used by some practitioners in this country. Pluralist
homeopathy is generally frowned upon by classical prescribers
who believe that it is difficult enough to find the one right remedy
and follow its effect on the patient. Therefore, giving several
remedies at once makes it impossible to determine which of them
is causing the change in the patient’s condition. We are also
concerned about the possible deleterious effect on the Vital Force
that may be produced by such prescribing, but as I have
mentioned elsewhere, the jury is still out on this one. '

Q. Has homeopathy been put through scientific
testing?

B A. When I tell my doctor colleagues about homeopathy, they

always want to see some “hard data.” In the medical world this
usually takes the form of studies. Such studies are carried out in
a “double-blind, placebo-controlled” fashion. This means that
two groups of people take either an active drug or a sugar pill that -
looks the same. The pills are administered by a third party and
neither the researcher nor the patient know what anybody 1is
taking until the code is broken. The results of these studies really
help address the issue of whether the drug is indeed effective or a
placebo effect is occurring. The studies I quote in the appendix
show that the submolecular dilutions used in homeopathy really
do produce significant effect on living beings, both humans and
animals. Science can’t explain homeopathy yet, but it is really
immaterial as long as we can demonstrate that it works.
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Q. Are homeopathic remedies all natural?
A. If you haven’t read the entire book, this answer may not
make sense to you. The point is, who cares what the remedies
are, if the healing is natural. The remedies don’t really have any
effect on the body other than to trigger the Vital Force to react.
Once it reacts, healing takes place from within, directed by the
Vital Force. That is, we heal ourselves, and that is the mos
natural kind of healing.

If you still insist on the answer—most are indeed, natural.
Whether this should prompt you to use homeopathy is another
question. You should decide to use it for completely different
reasons. Here are some examples of homeopathic remedies:

Mineral Source:

Arsenicum Album (white oxide of arsenic)
Silica (sand)

Graphites (lead from “fine English pencil”)
Sulphur (elemental sulphur)

Aurum (gold)

Argentum nitricum (silver nitrate)
Petroleum (petroleum)

Hydrogen (hydrogen gas)

Mercurius vivus (mercury)

Plant Source:

Rhus toxicodendron (poison ivy)
Conium maculatum (poison hemlock)
Chamomilla (daisy)

Thuja occidentalis (arbor vitae)

Carbo vegetabilis (vegetable charcoal)
Phytolacca decandra (poke-root)
Urtica urens (stinging nettle)

Lilium tigrinum (tiger lily)

Animal Source:

Crotalus horridus (venom of rattle snake)
Pyrogenium (rotten meat)

Lac caninum (dog’s milk)

Lyssin (saliva of rabid dog)

Tarentula Hispanica (tarantula, tincture of the living spider)
Apis mellifica (honey-bee, tincture of the whole bee)
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And then there are other things I don’t care to mention as an
unaware reader might have an inclination to vomit. Of course, all
of these things are natural and therefore good for you, right?
Right!, but only if well prescribed and given in the appropriate
homeopathic form, and not because they are natural.

Q. Is homeopathy safe in pregnancy?
. This is a hard one. It probably is, but as with all healing
modalities, one has to be very careful. One always has to weigh
the risk of treatment vs. non-treatment. If the mother has a
certain clear state that definitely needs treatment, there is a strong
chance that she will give this state to the baby if untreated, and it
may be a good idea to treat them both at the same time and for the
price of one—but very carefully, and only when the remedy is
very clearly indicated.




“Get your facts first, and then you can distort them as much as
you please.”

Mark Twain

APPENDIX

Quadruple — Blind (Editorial), The Lancet, April 22
1989, p. 914.4

Complete Text :

Can blind discussion remove bias from the reader? Take a trial in
which 149 general practitioners entered 487 patients with an
influenza-like syndrome into a randomized double-blind
comparison of active treatment and matching placebo, both given
sublingually.! The first dose was supervised, the other four
doses were taken on the following mornings and evenings. 478
of the entered patients (98.2%) met the admission criteria (5 out
of 242 patients in the active treatment group and 4 out of 245
placebo patients were ineligible). At admission the groups were
similar in age and proportion with severe illness. The patients
recorded their rectal temperature morning and evening and
whether they still had any or all of five cardinal symptoms within
forty-eight hours of the start of treatment. The recovery rates
were 39/228 (17.1%) in the active treatment group and 24/234
(10.3%) in the placebo group (P=0.03,X%). The relative risk of
recovery was 1.67 (95% confidence interval [CI] 1.1-2.7). The
difference in the proportion of patients who recovered was 6.8%

(95% CI 0.6-13.0%). Logistic regression showed that several g

potential confounders did not substantially alter the effect o
active treatment (odds ratio 1.9, 95% CI 1.1-3.4; P=0.02). Age
and severity at admission were significantly associated with
recovery: younger patients and those with mild or moderate
illness recovered better, as might be expected. All the patients
were asked about the effectiveness of their therapy, and more
expressed favourable judgments about the active treatment (61%
vs. 49%, P=0.02). Use of other symptom-relieving drugs for
pain, fever, cough, or coryza and use of antibiotics were not
confounders; in fact, more patients in the placebo group used
compounds to relieve pain or fever. Can the trial be criticized
more than the authors do already? There might have been

! Ferley JP, Zmirou D, D’ Adhemar D, Balducci F. “A Controlled
Evaluation of a Homeopathic Preparation in the Treatment of Influenza-like
Syndromes.” Br F Clin Pharmacol 1989;27:329-35.
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imbalances between the general practitioners in their recruitment
of patients: every participating doctor should have entered 4-6
patients, to give a total of at least 596 cases. Also, data on 16
eligible patients were not analyzed for efficacy. There were only
four unsupervised doses, but compliance was not reported.
Finally side-effects in both groups were not recorded or reported.
e authors are restrained in their discussion “The effect was
odest ... but nevertheless is of interest”. A 7% difference in
efficacy as defined would be a respectable proportion in most
drug trials’. Now let the code be broken—the active treatment
was a homeopathic preparation.

Ferley, J.P., A Controlled Evaluation of Homeopathic
Preparation in the Treatment of Influenza-like
Syndromes, British Journal of Clinical Pharmacology,
1989, 27, pp. 329-335.

1. A controlled clinical trial was conducted toassess the
effectiveness of a homeopathic preparation in the treatment of
influenza-like syndromes.

2. 237 cases received the test drug and 241 were assigned to
placebo. Patients recorded their rectal temperature twice a day,
and the presence or absence of five cardinal symptoms
(headache, stiffness, lumbar in articular pain, shivers) along with
cough, coryza and fatigue.

3. Recovery was defined as a rectal temperature less than 37.5°C
and complete resolution of the five cardinal symptoms.

4. The proportion of cases who recovered within 48 h of
reatment was greater among the active drug group than among

@the placebo group (17.1% against 10.3%, P=0.03).
~ 5. The result cannot be explained given our present state of

knowledge, but it calls for further rigorously designed clinical
studies.

Reilly, D.T., Is Homeopathy a Placebo Response?
Controlled Trail of Homeopathic Potency, with Pollen
in Hay Fever as a Model, The Lancet, October 18,
1986, pp. 881-886.

The hypothesis that homeopathic potencies are placebos was
tested in a randomized, double-blind, placebo-controlled trial.
The study model chosen compared the effects of a homeopathic
preparation of mixed grass pollens with placebo in 144 patients

2 My emphasis.
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with active hay fever. The homeopathically treated patients
showed a significant reduction in patient and doctor assessed
symptom scores. The significance of this response was
increased when results were corrected for pollen count and the
response was associated with a halving of the need for
antihistamines. An initial aggravation of symptoms was noted

more often in patients receiving the potency and was followed by

an improvement in that group. No evidence emerged to suppo
the idea that placebo action fully explains the clinical responses t0
homeopathic drugs.

Day, C.E.I., Control of Stillbirths im Pigs Using
Homeopathy, International Journal for Veterinary
Homeopathy, Vol. 1, No. 2, October 1986, pp. 26-
28

The author tested Caulophyllum C30 for its effect against
stillbirth in a herd of pigs. Ten sows received Caulophyllum C30
prior to farrowing; ten sows received no treatment (control).
Stillbirth rate was over 20, 8% in the control and 10, 3% in the
treated group. These results are statistically significant.

Fisher, P., Effect of Homeopathic Treatment on
Fibrositis (Primary Fibromyalgia), British Medical
Journal, 1989, 229, pp. 365-6.

Fibrositis (primary Fibromyalgia) is a controversial condition but
is becoming increasingly accepted. It is difficult to treat. We
showed that the homeopathic medicine Rhus toxicondendron 6c
was effective for a selected subgroup of patients with fibrositis,

The improvement in tenderness, which is the best discriminatog
of fibrositis, was particularly distinct. The improvement®

experienced by our patients while receiving active treatment was
at least as great as that reported for any other treatment that has
been assessed double blind.

Kleijnen, J., Clinical Trials of Homeopathy, British
Medical Journal, 1991, 302, 216-23.

Objective—To establish whether there is evidence of the efficacy
of homeopathy from controlled trials in humans.
Design—Criteria based meta-analysis.  Assessment of the
methodological quality of 107 controlled trials in 96 published
reports found after an extensive search. Trials were scored using
a list of predefined criteria of good methodology, and the
outcome of the trials was interpreted in relation to their quality.

32

Setting—Controlled trials published world wide.

Main outcome measures—Results of the trials with the best
methodological quality. Trials of classical homeopathy and
several modern varieties were considered separately.

Results—In 14 trials some form of classical homeopathy was
tested and in 58 trials the same single homeopathic treatment was
iven to patients with comparable conventional diagnoses.
ombinations of several homeopathic treatments were tested in
6 trials; isopathy was tested in nine trials. Most trials seemed to
be of very low quality, but there were many exceptions. The
results showed a positive trend regardless of the quality of the
trial or the variety of homeopathy used. Overall, of the 105 trials
with interpretable results, 81 trials indicated positive results
whereas in 24 trials no positive effects of homeopathy were
found. The results of the review may be complicated by
publication bias, especially in such a controversial subject as
homeopathy.

Conclusions—At the moment, the evidence of chmcal trials is
positive but not sufficient to draw definitive conclusions because
most trials are of low methodological quality and because of the
unknown role of publication bias. This indicates that there is a
legitimate case for future evaluation of homeopathy, but only by
means of well performed trials.

Gibson, R.G., Homeopathic Therapy in Rheumatoid
Arthritis: Evaluatlon by Double-Blind Clinical
Therapeutic Trial, British Journal of Clinical
harmacology, 1980, 9, pp. 453-459.

. Twenty-three patients with rheumatoid arthritis on orthodox
first-line anti-inflammatory treatment plus homeopathy were
compared with a similar group of twenty-three patients on
orthodox first-line treatment plus an inert preparation.

2. There was a significant improvement in subjective pain,
articular index, stiffness and grip strength in those patients
receiving homeopathic remedies, whereas there was no
significant change in the patients who received placebo.

3. Two physicians were involved in prescribing for the patients
and there were no significant differences in the results which they
obtained.

4. No side effects were observed with the homeopathic
remedies.
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Jacobs, J. et al, Treatment of Acute Childhood
Diarrhea with Homeopathic Medicine: A Randomized
Clinical Trial in Nicaragua, Pediatrics, Vol. 93, No.
5, May 1994, pp. 719-725.

Objective—Acute diarthea is the leading cause of pediatric
morbidity and mortality world-wide. Oral rehydration treatment
can prevent death from dehydration, but does not reduce th
duration of individual episodes. Homeopathic treatment for acu
diarrhea is used in many parts of the world. This study was
performed to determine whether homeopathy is useful in the
treatment of acute childhood diarrhea.

Methodology—A  randomized double-blind clinical trial
comparing homeopathic medicine with placebo in the treatment of
acute childhood diarrhea was conducted in Leon, Nicaragua, in
July 1991. Eighty-one children aged 6 months to 5 years of age
were included in the study. An individualized homeopathic
medicine was prescribed for each child and daily follow-up was
performed for 5 days. Standard treatment with oral rehydration
treatment was also given.

Results—The treatment group had a statistically significant
(P<.05) decrease in duration of diarrhea, defined as the number
of days until there were less than three unformed stools daily for
2 consecutive days. There was also a significant difference
(P<.05) in the number of stools per day between the groups after
72 hours of treatment.

Conclusions—The statistically significant decrease in the duration
of diarrhea in the treatment group suggests that homeopathic
treatment might be useful in acute childhood diarrhea. Furthe
study of this treatment deserves consideration.

Reilly, D., et. al, Is Evidence for Homeopathy
Reproducible?, The Lancet, 1994; 344: pp. 1601-06

We tested under independent conditions, the reproducibility of
evidence from two previous trials that homeopathy differs from
placebo. The test model was again homeopathic immunotherapy.

Twenty-eight patients with allergic asthma, most of them
sensitive to house-dust mite, were randomly allocated to receive
either oral homeopathic immunotherapy to their principal allergen
or identical placebo. The test treatments were given as a
complement to their unaltered conventional care. A daily visual
analogue scale of overall symptom intensity was the outcome
measure. A difference in visual analogue score in favour of
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homeopathic immunotherapy appeared within one week of
starting treatment and persisted for up to 8 weeks (P=0.003).
There were similar trends in respiratory function and bronchial
reactivity tests.

A meta-analysis of all three trials strengthened the evidence that
_momeopathy does more than placebo (P=0.0004). Is the
& ‘eproducibility of evidence in favour of homeopathy proof of its
~ activity or proof of the clinical trial’s capacity to produce false-
positive results?

Linde, K., et all, Are the clinical effects of
homeopathy placebo effects? A meta-analysis of
placebo-controlled trials, The Lancet , 1997; 350:
pp.834-43

Background Homeopathy seems scientifically implausible, but
has widespread use. We aimed to assess whether the clinical
effect reported in randomized controlled trials of homeopathic
remedies is equivalent to that reported for placebo.

Methods We sought studies from computerized bibliographies
and contacts with researchers, institutions, manufacturers,
individual collectors, homeopathic conference proceedings, and
books. We included all languages. Double-blind and/or
randomized placebo-controlled trials of clinical conditions were
considered. Our review of 186 trials identified 119 that met the
inclusion criteria. 89 had adequate data for meta-analysis, and
wo sets of trials were used to assess reproducibility. Two
reviewers assessed study quality with two scales and extracted
data for information on clinical condition, homeopathy type,
dilution, “remedy”, population, and outcomes.

Findings The combined odds ratio for the 89 studies entered into
the main meta-analysis was 2.45 (95% CI 2.05, 2.93) in favor of
homeopathy. The odds ratio for the good-quality studies was
1.66 (1.33, 2.08), and that corrected for publication bias was
1.78 (1.03, 3.10). Four studies on the effects of a single remedy
on seasonal allergies has a pooled odds ratio for ocular symptoms
at 4 weeks of 2.03 (1.51, 2.74). Five studies on postoperative
ileus had a pooled mean effect-size-difference of -0.22 standard
deviations (95 % CI -0.36, -0.09) for flatus, and -0.18 SDs
(-0.33, -0.03) for stool (both p<0.05).
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Interpretation The results of our meta-analysis are not compatible
with the hypothesis that the clinical effects of homeopathy are
completely due to placebo. However, we found insufficient
evidence from these studies that homeopathy is clearly efficacious
for any single clinical condition. Further, research is warranted
provided it is rigorous and systematic.
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END NOTES

1. Harris L. Coulter, Divided Legacy: The Conflict Between
Homeopathy and the American Medical Association. (Berkeley,
CA: North Atlantic Books, 1973).

. William A Tiller, Ph.D., “Towards a Scientific Rationale of
omeopathy,” Journal of Holistic Medicine, Vol. 6, No. 2, Fall
1984, (Human Sciences Press), pp. 130-147.

3. James Tyler Kent, Lectures on Homeopathic Materia Medica,
(New Delhi: Homeopathic Publications, 1920), page number 3.

Leo Rosten’s, Carnival of Wit, (Néw York City, NY: Penguin
Books). This is where many of the quotes come from.

37




Further Reading

Dooley, Timothy, MD, ND:

Homeopathy: Beyond Flat Earth Medicine
Timing Publishers, San Diego, CA, ISBN 1-886893-00-4
This is a great book! It discusses essentially the same subjects a
my book, but in a different way. Some people seem to relatd
better to Tim’s presentation than to mine. I highly recommend
this book.

Panos, Maesimund B., MD and Heimlich, Jane: Homeopathic
Medicine at Home

J.P. Tarcher, Inc., Los Angeles, CA, ISBN 0-87477-195-1

This book is for those who would like to dabble in homeopathy a
bit. It will give you the guidelines for prescribing for acute
conditions, like injuries, flues, earaches, etc. This book is well
written and easy to understand. But be careful! Stick to low
potencies, prescribe only when indications are very clear, and
don’t change remedies often!

Vithoulkas, George: The Science of Homeopathy

Grove Press, Inc., New York, NY, ISBN 0-394-17560-3
As the title implies, we are getting more serious here. This is a
definitive work on homeopathic philosophy and practice.

Hahnemann, Samuel: The Organon of Medicine

J.P. Tarcher, Inc., Los Angeles, CA, ISBN 0-87477-223-0
This is the source. This is where it starts and this is where wd
always come back to when in doubt. This is the homeopath’s
bible. It is not to be read lightly, but studied, preferably under
direction of a good teacher.

Coulter, Harris L.: Divided Legacy: The
Between Homeopathy
Association

North Atlantic Books and Homeopathic Educational Services
Berkeley, CA , ISBN 0-913028-96-7

This is for history buffs. This book traces the complete history
of homeopathy in the United States: from the beginning in the
mid-1800s, through the height of popularity, and down through
the decline at the turn of the 20th century.

Conflict
and the American Medical
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CLINICAL MEDICINE |

By David B. Jewett, M. D., Department Editor

HOMEOPATHY IN INFLUENZA—A CHORUS op
FIFTY IN HARMONY

By W. A. Dewey, M. D., University of Michigan

In a plant of 8000 workers we had only one death, Tpe
patients were not drugged to death. Gelsemium was practically
the only rcmedy used. We used no Aspirin and no vaccines,
—Frank Wieland, M. D., Chicago. ‘

Abscnce of the customary drugging was also an element of
the remarkable success in this plant.—Burton Haseltine, M. D,
Chicago. :

There is one drug which directly or indirectly was the cayse
of the-loss of more lives than was influenza itself. You al|
know that drug. It claims to be Salicylic acid. Aspirin's history
has been printed. Today you don’t know what the sedative action
of Salicylic acid is. It did harm in two ways. Its indirect action
came through the fact that Aspirin was taken until prostration
resulted and the patient developed pneumonia.—Frank L. New-
ton, M. D., Somerville, Mass.

I did not lose a single case of influenza; my death rate in
the pneumonias was 2.1%. The salycilates, including Aspirin
and Quinine, were almost the sole standbys of the old school and
it was a common thing to" hear them speaking of losing 60% of
their pneumonias.—Dudley A. Williams, M. D., Providence R. 1,

Three hundred and fifty cases and lost one, a neglected pneu-
monia that came to me aftcr she had taken one hundred grains
of Aspirin in twenty-four hours—Cora Smith King, M. D,
Washington, D. C,

Dean W. A. Pearson of Philadelphia collected 26,795 cases of
influenza treated by homeopathic physicians with a mortality of
1.05%, while the average old schoo! mortality is 30%.

My low death rate at Camp Lee was due entirely to-the fact
that ] avoided the use of Aspirin absolutely. I was complimented
by the chief medical officer as having the lowest death rate in
the hospital. After the medical chief had noted the effect of
Aspirin on the blood and the results which I was having in using
Homeopathy he discouraged the use of Aspirin and the death
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I treated 455 cases of influenza and 20 cases of pneumonig
with no deaths. Remedies: Gelsemium, Bryonmia, Fpis, cte
~—T. G. Barnhill, M. D., Findlay, Ohio.

The importance of homeopathic remedies has been empha.
sized; 24 out of 42 cases who used vaccines had influenza and
there were 8 cases of pneumonia—so vaccines as a prophylactic
failed.—W. L. Love, A, D,, Brooklyn.

Eleven men reported 3,600 cases with 6 deaths. My records
show 750 cases with onc death. Gelsemium, Bryonia and Eupa.
torium were the remedies chicfly—[. A. Swartwout, M. D,
Washington, D. C.

The more Aspirin, Codtin, Dobell’s solution and other extra.
homeopathic remedies used the slower the recovery.—James \V,
Ward, M. D., San Francisco.

The mortality rate in a camp was for pneumonia 25.8%,
The licutenant in charge was persuaded to discontinue Aspirin,
Digitalis and Quinine and the mortality dropped speedily to 157
with no medicine whatever. This was in one ward. Where-
upon it was ordered in other wards and the mortality dropped to
15% with no medicine.—\V. A. Pecarson, M. D., Philadclphia.

I treated 618 cases and had 5 deaths. Three of these had had
allopathic treatment.—R. S, Faris, M. D., Richmond, Va,

One physician in a DPittsburgh hospital asked a nurse if she
knew anything better than what he was doing, because he was
losing many cases. “Yes, Doctor, stop Aspirin and go down to
a homeopathic pharmacy, and get homeopathic remedies.” The
Doctor