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Abstract
Beginning in January 2018, the Centers for Medicare and
Medicaid Services (CMS) plans to cover the Diabetes Pre-
vention Program (DPP), also referred to as Medicare DPP.
The American Psychological Association Society for Health
Psychology (SfHP) and the Society for Behavioral Medicine
(SBM) reviewed the proposed plan. SfHP and SBM are in
support of the CMS decision to cover DPP for Medicare
beneficiaries but have a significant concern that aspects of
the proposal will limit the public health impact. Concerns
include the emphasis on weight outcomes to determine
continued coverage and the lack of details regarding re-
quirements for coaches. SfHP and SBM are in strong sup-
port of modifications to the proposal that would remove the
minimumweight loss stipulation to determine coverage and
to specify type and qualifications of Bcoaches.^
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The American Psychological Association Society
for Health Psychology (SfHP; Division 38) and the
Society of Behavioral Medicine (SBM) are in support
of the Centers for Medicare and Medicaid Services
proposal to cover the Diabetes Prevention Program
(DPP) [1].However, both organizations have concerns
about some areas of the proposal that could be
strengthened. Recommendations for strengthening
this proposal are outlined in detail below.
Between February 2013 and June 2015, the Centers

for Medicare and Medicaid Services (CMS) funded
YMCA of the USA to test whether DPP could be
successfully delivered by nonphysician, community-
based organizations to Medicare beneficiaries diag-
nosed with prediabetes [2]. Findings from this study
demonstrated that participants who attended four or
more core sessions had clinically significant weight
loss (i.e., 5% loss of their initial weight), and there
was an estimated savings of $2650 for each Medicare
beneficiary enrolled in the pilot over a 15-month
period [2].

Based on these findings, Medicare plans to cover
DPP delivered in clinical and nonclinical settings,
including remotely (by Web or phone). The Medi-
care DPP proposes a 12-month program that uses
the Center for Disease Control and Prevention
(CDC)-approved National Diabetes Prevention
Program curriculum, which was designed to be
delivered in community and healthcare settings in
a group format by trained community health
workers or health professionals [3]. The CDC Na-
tional DPP consists of 16 core sessions delivered
over 16–26 weeks and the option of monthly core
maintenance sessions over 6 months if the Medi-
care beneficiary achieves and maintains a mini-
mum 5% weight loss of their initial weight [1, 3].
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Implications
Practice: Healthcare providers and clinicians
should consider limitations of public health impact
if weight outcomes associated with DPP determine
continued coverage. Furthermore, clinicians that
are well trained in weight management treatments
should not require CDC certification.

Policy: Legislators and policy makers should en-
sure that adequate reimbursement is provided to
underserved populations that may not show imme-
diate benefits fromweight loss treatments related to
the DDP program implementation.

Research: The Society for Health Psychology and
the Society for Behavioral Medicine encourage the
implementation and translation of the DPP inter-
vention in practice settings that integrate this
evidence-based intervention approach that has
been demonstrated effective.

Electronic supplementary material
The online version of this article (doi:10.1007/
s13142-017-0468-2) contains supplementary mate-
rial, which is available to authorized users.
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During the first 6 months (weeks 1–26), each of the
16 core sessions should be at least 1 h long and must
address one of these topics from the CDC National
DPP curriculum:

1. Welcome to the National Diabetes Prevention
Program

2. Self-monitoring weight and food intake
3. Eating less
4. Healthy eating
5. Introduction to physical activity (move those

muscles)
6. Overcoming barriers to physical activity (being

active—a way of life)
7. Balancing calorie intake and output
8. Environmental cues to eating and physical

activity
9. Problem solving

10. Strategies for healthy eating out
11. Reversing negative thoughts
12. Dealing with slips in lifestyle change
13. Mixing up your physical activity: aerobic fitness
14. Social cues
15. Managing stress
16. Staying motivated, program wrap up

The last 6 months of the 12-month intervention
must include at least one core maintenance session
per month (minimum of six sessions) that addresses a
different topic each session:

1. Welcome to the second phase of the program
2. Healthy eating: taking it one meal at a time
3. Making active choices
4. Balance your thoughts for long-termmaintenance
5. Healthy eating with variety and balance
6. Handling holidays, vacations, and special events
7. More volume, fewer calories (adding water, vege-

tables, and fiber)
8. Dietary fats
9. Stress and time management

10. Healthy cooking: tips for food preparation and
recipe modification

11. Physical activity barriers
12. Preventing relapse
13. Heart health
14. Life with type 2 diabetes
15. Looking back and looking forward

To be eligible for coverage of DPP, Medicare bene-
ficiaries would need to be (1) enrolled inMedicare Part
B; (2) have a body mass index (BMI)≥25 (BMI≥23 if
self-identified as Asian) on the date of the first core
session; and (3) within 12 months prior to attending
the first core session have an A1C between 5.7 and
6.4%, or a fasting plasma glucose of 110–125 mg/dL,
or a 2-h post OGTT glucose of 140–199 mg/dL. Eli-
gible beneficiaries would be able to enroll in theMedi-
care DPP only once, but those who complete the 12-
month program and achieve andmaintain at least a 5%
weight loss would be eligible for additional monthly

maintenance sessions for as long as he or shemaintains
the 5% weight loss.
Only organizations (clinic or community-based)

with a CDC-certified DPP program will be eligible to
apply for enrollment in Medicare as a supplier begin-
ning January 1, 2017. CMS expects to fully implement
Medicare DPP by January 1, 2018. Medicare DPP
coaches will be required to obtain a national provider
identifier; however, there were no further details about
the background requirements for the coaches in the
proposed plan. Reimbursement is based on session
attendance and weight loss at the time claims are
submitted (see Supplementary Table 1 for an
overview of the program structure).
The DPP was a landmark study that demonstrated

that intensive lifestyle interventions were effective in
preventing type 2 diabetes and producing clinically
significant weight loss over and above metformin and
placebo [4]. Recognition of DPP, an evidence-based
program, by a payer is an important step that will
hopefully open the door for large-scale implementa-
tion of other evidence-based behavioral interventions
in healthcare and community-based settings. Howev-
er, there are several limitations in CMS’s proposal to
coverDPP that may have implications for its reach and
impact.
SfHP and SBM have concerns that requiring a

5% weight loss over the first 6 months in order
to continue coverage for DPP may adversely im-
pact high-risk groups (e.g., racial/ethnic minori-
ties, low-income patients) given limited empirical
evidence that a 5% weight loss can be achieved
in these populations within a 6-month time peri-
od. This proposed stipulation on coverage could
further widen the gap in health disparities as
high-risk patients will have less access to treat-
ment [5]. SfHP and SBM recommend that failure
to lose 5% weight loss after the first 6 months of
the Medicare DPP should not prompt Medicare
to discontinue coverage but encourage providers
to collaborate with patients to identify additional
treatment options (e.g., meal replacements, indi-
vidual treatment with a behavioral psychologist
and/or with a dietitian, and/or weight loss med-
ication) that should also be covered by Medicare
as an extension of Medicare DPP, as described in
an evidence-based guide to help providers build
and coordinate a multidisciplinary team to help
patients manage their weight [6]. In summary,
this guide highlights the use of the five As
counseling framework (Assess, Advise, Agree, As-
sist, and Arrange) [7, 8] to help providers: (1)
address patients’ psychosocial issues, medical,
and psychiatric comorbidities associated with
obesity treatment failure; (2) deliver intensive
counseling that involves goal setting, self-moni-
toring, and problem solving; and (3) provide su-
pervision, support, and accountability when pa-
tients are referred to a specialist (e.g., behavioral
psychologist or dietitian) or clinic or community-
based program.
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In addition toCMS requiring aminimum 5%weight
loss in the first 6 months to cover core maintenance
sessions, beneficiaries need to maintain this 5% weight
loss in order to have continued coverage of monthly
maintenance sessions after the first year. Several ran-
domized clinical trials, including DPP, have demon-
strated that 1–2 years after a patient achieves clinically
significant weight loss of 5% or more, they experience
weight regain. Some of this regain can be attributed to
Bmetabolic adaptation^ or Badaptive thermogenesis,^
a biological process in which resting energy expendi-
ture falls in response to reduced caloric intake and
weight loss. This makes further weight loss more diffi-
cult and in many cases leads to weight regain. Weight
regain can also be due to receding behavior changes
often resulting from behavioral and environmental
challenges and barriers. Regardless, maintenance ses-
sions are essential to offset both of these processes as
recidivism rates are likely to be higher in the absence
of guidance on how to combat these processes. Further
justification for not curtailing benefits for people who
regain some weight is evidence for health benefits of
lifestyle intervention even when weight is regained.
Ten years after the DPP [9], the lifestyle intervention
group continued to show an advantage in reducing
diabetes incidence despite weight returning to levels
of the medication and placebo groups. The SfHP and
SBM strongly recommend that this weight mainte-
nance threshold be removed and beneficiaries contin-
ue to have access to the maintenance sessions.
The proposal lacks detail about who is considered a

qualified Bcoach^ to deliver Medicare DPP besides
requiring a national provider identifier and that the
organization should be certified by the CDC to pro-
vide DPP services. DPP was developed by clinical
health psychologists, and it is unclear if Medicare
DPP will be expanded to reimburse licensed clinical
psychologists who already provide evidence-based
weight management treatment in individual- or
group-based formats. We believe that it is not appro-
priate to require health professionals who specialize in
weight management (e.g., clinical psychologist and
registered dietitians) to be certified by the CDC, when
their training, license, years of experience practicing in
this space, and continuing education credits should
deem them appropriate for delivering the DPP or
supervising other health professionals or lay health
educators to deliver the program. Otherwise, the re-
quirement to be CDC certified creates a hurdle for
licensed clinical psychologists and dietitians who are
highly experienced specialists in weight management
treatment.
In summary, SfHP and SBM are in support of

payers reimbursing DPP to be delivered in clinical

and nonclinical settings. Although CMS’s proposed
plan leads the effort in the large-scale implementation
of DPP, we are concerned about the limited public
health impact it may have given the emphasis on
weight outcomes to determine continued coverage
and the lack of clarity about the role of clinicians
who specialize in weight management and diabetes
prevention. SfHP and SBM are in strong support of
modifying the Medicare DPP proposal to remove the
minimum weight loss stipulation to determine cover-
age and to specify type and qualifications of Bcoaches.^
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