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Case Study

Exploring Reimbursement Options for the National
Diabetes Prevention Program: Lessons Learned From a
Pilot Project in Los Angeles, 2014-2018
Jennifer Torres Mosst, PhD, MScPh, MSSW; Amelia DeFosset, MPH; Megala Sivashanmugam, MPH;
Tony Kuo, MD, MSHS

ABSTRACT

Context: Although Medicare and several state Medicaid programs are beginning to cover the cost of delivering the National
Diabetes Prevention Program (National DPP), little is known about the logistical challenges to establishing reimbursement
options for these services.
Objective: To describe Los Angeles’ experience working with payers to identify and establish reimbursement pathways
for National DPP providers.
Design: A case study was conducted to identify regional options for covering the costs of the National DPP.
Setting: Los Angeles.
Participants: A managed care organization along with selected National DPP providers (those that provide in-person and/or
online services) participated in this regional pilot project.
Intervention: The Los Angeles County Department of Public Health explored and prototyped reimbursement options for
the National DPP, using input from and participation by target health plans (payers) and program providers.
Main Outcome Measure: The establishment of a regional reimbursement approach for the National DPP.
Results: Pilot project participants weighed the pros and cons of billing (Medicare/Medicaid)/reimbursing for program ser-
vices directly, ultimately choosing to go with a third-party integrator that worked with payers to handle the administrative
process of reimbursing program providers for their services. The integrator negotiated and obtained reimbursements on
the behalf of the National DPP providers.
Conclusions: Lessons from this case study suggest an emerging need to build further capacity among National DPP
providers, as they are often community-based organizations that are not equipped to bill Medicare/Medicaid directly for
services. A third-party integrator represents a viable approach for addressing this logistical issue.

KEY WORDS: access to care, diabetes prevention, Medicaid Managed Care Plan, National Diabetes Prevention

Program, reimbursement
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The prevention of type 2 diabetes is a public
health priority in the United States.1 In 2012,
the economic burden of prediabetes and dia-

betes was estimated to be $245 billion nationally; in
California, this cost was $32.3 million.2-4 This bur-
den can be mitigated through expansion of the Na-
tional Diabetes Prevention Program (National DPP),
a yearlong lifestyle change program focused on im-
proving diet and physical activity among prediabetic
participants. The program is well studied and has been
shown to effectively delay or prevent the onset of
diabetes.3-5 Nationally, efforts have been underway to
scale the National DPP, including significant invest-
ments by the Centers for Disease Control and Pre-
vention (CDC) at the state and local levels to trans-
late this program into community settings, and build
infrastructure to support large-scale uptake.6-8 In
2014, with support from the CDC, the Los Angeles
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County Department of Public Health launched the
Chronic Disease Prevention Strategy (CDPS), a pri-
mary goal of which was to expand the National DPP
to reach safety-net populations disproportionately
impacted by diabetes (eg, low-income and race/ethnic
minority groups).9

At the start of the CDPS initiative, the cost of par-
ticipating in the National DPP was approximately
$500 per person. This cost was prohibitive to both
safety-net audiences and the community-based orga-
nizations (CBOs) frequently tasked with delivering
the program to them (even when offset by grant fund-
ing, CBOs often absorbed at least part of program
costs).10,11 There were very few options by which Na-
tional DPP providers could receive reimbursement for
these services.10-13 Although much needed, establish-
ing reimbursement mechanisms for the National DPP
was highly complex, requiring simultaneous action
at the national, state, and local levels (see Table 1).
Specifically, there was a need for processes, policies,
and systems to enable Medicare/Medicaid to cover
services provided outside of the traditional health
care settings (eg, clinics, hospitals). Locally, there
was a parallel need to build/strengthen infrastruc-
ture that would allow organizations providing the

National DPP, with little to no experience with med-
ical billing, to leverage forthcoming reimbursement
options. When the CDPS was launched, there were
no existing models or practical guidance around how
best to navigate this process.

The present case study describes the experience of
the CDPS in helping regional payers and National
DPP providers conceptualize reimbursement/billing
approaches for National DPP services that could meet
their needs. The case study describes the 3-stage pro-
cess involved in conducting this pilot project and
discusses key considerations and steps taken to navi-
gate the unique complexities at each stage: stage 1—
identifying the right partners; stage 2—identifying an
appropriate reimbursement approach; and stage 3—
prototyping select reimbursement options. Ethical ap-
proval for this research was obtained from the Los
Angeles Department of Public Health institutional re-
view board (IRB No. 2015.08.589).

Stage 1: Identifying the Right Partners

To identify and engage a payer (insurer/funder) to
partner on the pilot project, the CDPS staff weighed
potential options among those available in the region

TABLE 1
Understanding National and Regional Reimbursement Options for the National Diabetes Prevention Program
Coverage
Options

Federal and Statewide Coverage
Opportunities/Implementation Efforts Local Coverage Opportunities/Implementation Efforts

Medicare Federal Coverage Options:
Medicare Demonstration Project: Launched in 2015 to

establish the cost-effectiveness of the program for public
payers. The project’s intent was to determine whether an
expanded and high-quality DPP model (reaching a target
population such as seniors or low-income individuals)
could reduce long-term spending due to diabetes and its
medical complications.

Partnered with key stakeholders (statewide and locally) to
develop comments for the CMS to influence the
development of the rule-making process for establishing
MDPP. Provided insight into the local impact to
implementing polices at the state and local levels.

Comments developed included best practices and lessons
learned from local providers on implementing and billing
for National DPP services.

Medicaid Federal Coverage Options:
In partnership with the NACDD, the CDC launched the

Medicaid Demonstration Project, which awarded funds
to 2 states (Maryland and Oregon) to develop and/or test
reimbursement options for increasing coverage of the
National DPP with the long-term goal of using their
experience to influence policy that could make the
National DPP a covered benefit under Medicaid.

Partnered with a large managed care organization to
develop and/or test reimbursement options for increasing
coverage of the National DPP with the long-term goal of
using their experience to influence policy that could make
the National DPP a covered benefit under Medicaid.

State Coverage Options (California):
The State Department of Public Health in partnership with

statewide advocacy groups worked together with the
state legislature to create an item in the 2017-2018
governor’s budget; it earmarked and allocated funding for
Medi-Cal (California’s Medicaid Plan) to pay for
beneficiaries’ participation in the National DPP. The
governor’s budget was approved by the State Legislature
in July 2017.

Shared best practices and lessons learned with state
partners to assist with the development of the Medi-Cal
National Diabetes Prevention Program (Medi-Cal DPP)
reimbursement efforts.

Participated in statewide key stakeholder coalition efforts to
develop guidance for developing guidelines for billing and
reimbursement practices for Medi-Cal DPP.

Abbreviations: CDC, Centers for Disease Control and Prevention; CMS, Centers for Medicare & Medicaid Services; DPP, Diabetes Prevention Program; MDPP, Medicare DPP;
NACDD, National Association of Chronic Disease Directors.
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(see Table, Supplemental Digital Content 1, available
at http://links.lww.com/JPHMP/A635, partners con-
sidered for piloting billing and reimbursement op-
tions) and selected a large regional Medicaid managed
care organization (MCO). The MCO, through discus-
sion with the CDPS team, then identified available Na-
tional DPP modalities (eg, in-person, online) and local
provider organizations that could fit the needs of their
clients (see Table, Supplemental Digital Content 1,
available at http://links.lww.com/JPHMP/A635, part-
ners considered for piloting billing and reimburse-
ment options). Ultimately, 2 providers were engaged
as potential partners, one small local CBO offering the
program in-person and one national company offer-
ing online services within the Los Angeles area. The
local CBO was seen as well positioned to participate,
with more than 10 years of experience delivering Na-
tional DPP services (in English and Spanish) to under-
served communities in Los Angeles and prior experi-
ence contracting with the MCO. The online provider
(the only operating in the area at the time) had ample
experiences working with other MCOs generally and
also offered Spanish and English content tailored it to
a low-literacy audience.

Stage 2: Identifying and Selecting a
Reimbursement Approach

After partners signed on to the project, they began
working to identify available reimbursement options
(eg, fee structures or payment pathways) wherein the
MCO could reimburse for National DPP services de-
livered by the providers. Informed by the National
Association of Chronic Disease Directors National
DPP Medicaid Coverage Learning Collaborative (of
which the CDPS was a part),14 the group consid-
ered 3 potential mechanisms: (1) use of a fee-for-
service payment schedule; (2) alternative contractual
arrangements that use Requests for Proposal, Mem-
orandum of Understanding, and/or direct invoicing
services to bundle services packages; and (3) use of a
third-party integrator to recover reimbursements. Re-
sults and lessons learned from the identification and
selection process can be found in Table 2. Fee for
service was immediately ruled out because this op-
tion has been found to disincentivize prevention ser-
vices for payers (with high cost associated with de-
lays in seeking services by patients, especially among
high-need populations)15; contracting and third-party
integrator options were explored in the prototyping
phase.

Stage 3: Prototyping Reimbursement Options

In consideration of anticipated facilitators and
barriers to implementing billing and reimbursement

practices for National DPP services among payers and
program providers in Los Angeles (see Table 2), the
CDPS staff worked closely with the MCO to test and
implement potential reimbursement options. First, the
MCO explored contracting with program providers
directly. This option appeared to provide the most
flexibility for establishing service delivery and pro-
gram performance benchmarks that were manageable
to providers, while ensuring quality and fidelity. How-
ever, in the course of contracting, they encountered
a number of challenges including lengthy adminis-
trative delays, challenges with establishing set cost
for program delivery, and agreeing to terms around
sharing participant/patient data between entities (a
detailed description can be found in Table 2). In
particular, although the selected providers were rel-
atively experienced at delivering the National DPP,
they generally lacked sophisticated data management
and tracking systems required to efficiently bill and
receive reimbursements for their services. They also
lacked familiarity with the length and complexity
of payer’s contracting processes. Given the number
of challenges the MCO experienced in executing
this approach with the local program providers, the
MCO settled on the use of a third-party integrator
to facilitate billing and reimbursement of services
rendered by National DPP providers. The integrator
that was eventually selected for this project had
extensive experience in contracting with various
MCOs and already had established relationships
with many of the National DPP providers in the
region, including the CBO engaged for the pilot
project. The third-party integrator also had extensive
experience in addressing some of the challenges en-
counter by the MCO in attempting to secure multiple
contracts with National DPP service providers, which
included lack of contracting experience with payers
and lack of infrastructure to track and submit data to
payers.

Contracting experience

As described earlier, contracting experience played a
vital role in deciding how the MCO would move for-
ward with establishing a reimbursement model for
National DPP services. During the project, contract-
ing was the only mechanism that could be used to
directly bill and reimburse for National DPP ser-
vices. Therefore, selecting a partner with this expe-
rience was crucial. As described in Table, Supple-
mental Digital Content 1 (available at http://links.
lww.com/JPHMP/A635, partners considered for pi-
loting billing and reimbursement options), many of
the National DPP providers in the region lacked or
had limited experience contracting with payers and
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TABLE 2
Options for Reimbursement of the National Diabetes Prevention Program in Los Angeles County

Payment Option (Approach) Characteristics
Facilitators to Implementing This

Reimbursement Option
Barriers to Implementing This

Reimbursement Option
Role of the Option in the Pilot

Project
Fee for service A reimbursement approach in

which a provider is paid a fee
for each service rendered.

Rewards providers for caring for
sicker patients.

Affords patients and providers
with greater choice and
flexibility of services that can
be provided.

Incentivizes toward a greater
volume of care (potentially
leading to unnecessary
services) and/or costlier care
(potentially driving up costs).

Disincentivizes prevention.
Costs (risks) to payers are

particularly inflated with the
high-need population because
of delays in seeking services
and number of test and
procedures that may be
needed.

Approach was not selected
because it would have been
too expensive for program
participants, given the level
and number of contacts
involved with the yearlong
DPP program (out of reach of
the priority population).

Approach works better for
higher-income people than for
lower-income people.

Generally, a better approach for
commercial insurance than for
public payer insurance or
related options.

Alternative administrative
mechanisms: using
contractual mechanisms such
as a Request for Proposal,
Memorandum of
Understanding, and/or other
invoicing arrangements

Contract can specify specific
payment schedules and
processes, such as number of
participants to be served,
weight loss requirements.

Approach provided payment in
one lump sum, and providers
could use these funds to cover
the cost of the program.

Administrative cost to both the
payer and the provider.

Preestablished pricing may not
cover the cost of program.

Flexibility to develop
program-specific delivery
schedules and performance
benchmarks.

Can support various program
formats (no a priori
restrictions).

Flexibility in selecting partners
within the contracting
process.

Because prices are established
via a negotiation process, final
reimbursement rates may not
cover the cost of program.

Administrative processes to
execute contract between the
provider and the payer can be
lengthy and there are not
many models for how to
navigate complexities (eg,
confusion over who would
“own” a client’s data, when
both organizations are
classified as protected entities
and thereby subject to HIPAA).

Not all National DPP providers
have experience with
contracting at the level of
payers, especially smaller
CBOs.

Contracting was initially selected
as the best reimbursement
approach for the pilot project,
and a direct contract
negotiation process was
initiated between an in-person
CBO provider and the
managed care organization.

Contracting was seen as
promising because it allowed
the provider and the payer to
develop a process for covering
the National DPP that met both
their needs (eg, included
mutually agreed-upon
payment benchmarks and
price per service delivery unit).

(continues)
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TABLE 2
Options for Reimbursement of the National Diabetes Prevention Program in Los Angeles County (Continued)

Payment Option (Approach) Characteristics
Facilitators to Implementing This

Reimbursement Option
Barriers to Implementing This

Reimbursement Option
Role of the Option in the Pilot

Project
Third-party payer/integrator Private company that specializes

in serving as an administrative
go-between for payers and
National DPP providers, in
exchange for a percentage of
the provider’s revenue from
reimbursement and a set fee
for the payer (one company
was operating nationally
during the project period).

Requires that payers and service
providers separately contract
with the integrator before they
can interface.

The integrator works with the
payer to establish payment
benchmarks and service
delivery schedules.

The integrator works with the
service provider to establish
processes to be able to bill
payers for services.

Removes administrative burden
for participating partners.

Experience/flexibility in
contracting with multiple types
of partners.

Experience with information
sharing and privacy issues.
Knowledgeable on the
reimbursement process and
options and can help tailor
arrangement to meet the
needs of all parties to the
contract.

Administrative cost to both the
payer and the provider.

Established pricing may not
cover the cost of program for
service providers since
reimbursement is based on
rates established nationally
and does not take into account
any unique services the
program provider may offer to
participants.

The national company may have
limited access to regional
providers or knowledge of
practice landscape.

Process for patient identification
and referral creates
competition for limited
resources among program
providers.

After attempting to develop
direct contracts between
partners, a third-party
integrator was selected as the
best option for the project
because it removed the
administrative hurdles from
the payer and the service
provider and allowed them to
focus on growing the program.

The integrator provided both
parties with support in
establishing infrastructure for
billing and reimbursement.

Working with the third-party
payer/administrator provided
National DPP providers the
support to navigate the
administrative approvals of the
health plan or Medicaid
managed care organization
directly. Making partnerships
with payers possible to smaller
CBOs.

Abbreviations: CBO, community-based organization; DPP, Diabetes Prevention Program.
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encountered challenges in executing a contract with
the MCO. In contrast, the third-party integrator had
tremendous amount of experience in partnering not
just with payers (both public and private) but also
with various types of National DPP service providers
(an essential element the MCO lacked). Therefore, a
contract between the MCO and the third-party in-
tegrator meant access to a partner with the ability
to work with and contract with a variety of organi-
zations (eg, employers [both large and small], health
care providers, CBOs, and other health plans), a part-
ner with the capacity to establish multiple contracts,
and a partner with the data systems and infrastructure
in place to handle all of the administrative processes
involved with reimbursing for National DPP services
(eg, ensuring program providers were in good stand-
ing with CDC recognition standards, are providing
services to plan members, and receiving and check-
ing for accuracy of bills generated), making this con-
tract advantageous by both the payer and the service
providers. For the payer, it provided them with the
freedom of only having to negotiate one contract for
billing and reimbursement of National DPP services.
They worked directly with the third-party payer to es-
tablish program eligibility for billing, establish bench-
marks for reimbursement, and negotiate payment and
reimbursement terms (see Table 3 for sample payment
schedule). While from the service provider standpoint,
working with the integrator reduced the administra-
tive challenge of executing a direct contract with the
MCO, it also paved the way to receive reimburse-
ment from other payers in the integrator’s network
(which otherwise would have required individual
contracts/negotiations).

Data infrastructure

In addition, agreeing on the data that could be shared
and systems for ensuring the quality of data to
support billing were seen as a major challenge for
the MCO in trying to execute a contract with lo-
cal service providers. For the CBO participating in
the pilot, although it had worked with payers in the
past, it was through grants or mini contracts that did
not require it to establish rigorous systems for track-
ing and submitting data to the payer. For the MCO,
the third-party integrator served as a type of qual-
ity assurance agent/intermediary who could work di-
rectly with providers to ensure that all data related
to payment benchmarks and billing were submitted
in a timely and accurate manner. From the provider
standpoint, as part of the fee paid to the third-
party integrator, it could access tools (eg, reporting
data portals and templates) and technical assistance
to support and streamline the data collection and

TABLE 3
Centers for Medicare & Medicaid Services:
Fee-for-Service Schedule for the Reimbursement of the
Medicare Diabetes Prevention Programa

Service Provided in the First Year
Reimbursement Amount

(in US Dollars)
Core sessions

1 Session attended $25
4 Sessions attended +$50
9 Sessions attended +$100
5% Weight loss baseline +$160
9% Weight loss from baseline +25

Maximum total for core sessions in the
first year

$360

Maintenance sessions (maximum of
6 monthly sessions over 6 mo in the
first year)
3 Maintenance sessions attended

with maintenance of 5% weight
loss

$45

6 Maintenance sessions attended
with maintenance of 5% weight
loss

+$45

Maximum total for maintenance
sessions in year 1

$90

Maximum total for the first year $450

aSeveral states, including California’s Medi-Cal program, are planning to use or are
already using a similar arrangement as the Centers for Medicare & Medicaid Ser-
vices’ fee schedule to reimburse for services delivered by providers of the National
Diabetes Prevention Program. These providers must be a Centers for Disease Control
and Prevention–recognized entity.

reporting process needed to successfully reimburse for
services.

Despite the associated benefits, participants of the
pilot identified some challenges to working with a
third-party integrator. First, working with a third-
party integrator would restrict the number and types
of service providers the MCO could work with. Op-
erationally, only programs that had contracted with
the third-party integrator could receive reimburse-
ment. However, not all service providers in the re-
gion had the option to work or would choose to
do so. For instance, health care systems typically
have restrictions against these types of arrangements.
Consequently, the MCO would lose some control
in building out a network of service providers tai-
lored to meet the needs of their members, prioritiz-
ing instead the administrative ease of working with
providers in the integrator’s network. Another, a chal-
lenge identified by both the MCO and the service
provider working on this pilot project was the ad-
ditional administrative cost associated with contract-
ing with the third-party integrator. For the service
provider associated with this pilot, the additional cost

Copyright © 2020 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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was prohibitive when weighed against the cost asso-
ciated with program implementation (ie, paying the
coaches, materials/supplies, incentives) and the reim-
bursement amounts received for providing the pro-
gram. Ultimately, accommodating the profit margin
reduction associated with working through the third
party caused the provider to seek additional streams
of funding such as grants to cover the cost of sustain-
ing the program over time.

Lessons Learned

The objective of this case study was to highlight how
a local public health department worked with a large
MCO and local community-based services providers
to identify a reimbursement approach that could be
used to cover the costs of delivering the National DPP
to a safety-net population. The planning process de-
scribed in the case study represents a novel effort in
the field of diabetes prevention. In 2015 (at the time
this pilot project was initiated), few, if any, compara-
ble approaches or models existed; just bringing part-
ners to the table to discuss this issue was a significant
step forward. The resulting discussions highlighted
important considerations around 2 key stages: (a) es-
tablishing partnerships that fit the intended goal of
the pilot and (b) selecting a reimbursement approach
(option) that fits. In regard to the first, the project
was guided by the funder’s goal to reach safety-net
populations, which helped focus partner selection and
engagement and facilitated critical reflections around
associated benefits and challenges (eg, working with
CBOs with deeper reach among underserved groups
but often with undeveloped administrative infrastruc-
ture). In regard to reimbursement options, the im-
portance of flexibility in setting terms that would
mutually benefit both the payer and the provider
(eg, mutually agreed upon reporting/quality assurance
standards, services benchmarks, and fee schedules
for reimbursement) was key to ensuring the pilot’s
success.

After engaging in collaborative learning and plan-
ning for several years, the partners in Los Angeles ulti-
mately determined that the administrative burdens of
partnering directly were too great and that a third-
party integrator was the most feasible and sustain-
able approach, although it resulted in less revenue to
the providers. In particular, the providers that partic-
ipated in this project struggled to navigate the payer’s
administrative processes. As practice landscapes vary

across jurisdictions (different organizational players,
different populations, different regulatory environ-
ments), other jurisdictions may encounter different or
unique challenges. While the process described for Los
Angeles may not address all of the issues that other ju-
risdictions may encounter, the key considerations that
emerged throughout the pilot project could provide a
road map for others to follow, as they build provider-
payer networks in their own communities.
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Types of National Diabetes Prevention Program Payer 

Partner Typea Partner Characteristics Partnership Advantages Partnership 

Disadvantages 

How partner was 

included in the pilot 

project 
Private Health 

Plan/Commercial 

Insurer 

Health Maintenance 

Organization 

(patient must select a 

Primary Care 

Provider who 

coordinates care). 

Preferred Provider 

Organization 

(patient can access 

doctors of choice 

without referral) 

Membership available on the 

commercial market sold by 

broker/agent.  

Typically, available through 

employers or can be 

purchased by individuals. 

Invested in prevention as a cost-

control strategy (view investment as 

a long-term positive investment for 

company’s bottom line). 

Having commercial insurers on 

board as advocates for National 

Diabetes Prevention Program 

(DPP) coverage lends credibility to 

idea that coverage is good 

investment and paves the way for 

public payers to participate.  

Typically have enough capital for 

investment in DPP coverage to be 

sustainable  

Typically, do not cover 

priority population:   private 

health plans are generally 

expensive when purchased 

individually or are provided 

by employers that do not 

work with safety-net 

populations. 

 

Provided insight during 

early discussions on the 

priorities of the commercial 

insurance sector (i.e. 

importance of the financial 

bottom line for covering 

prevention programs). 

Not included as partner for 

pilot project because they 

had limited access to the 

priority population that was 

a target of this pilot project. 

     

Medicare Federal health insurance 

program for people who are 

over 65 and certain younger 

people with disabilities or 

end stage renal disease. 

Covers almost all individuals over 

65, a group with a high burden of 

diabetes.  

Lessons learned a from Medicare 

Diabetes Prevention Program pilot 

project would be broadly applicable 

to other states and jurisdictions 

because the program is national.  

Does not cover majority of 

priority population under 65. 

Would require National DPP 

providers to sign up as 

Medicare vendors through a 

complicated and lengthy 

application process.  

Certain providers left out of 

reimbursement arrangement 

(i.e., digital providers). 

Opted to focus the pilot 

project on Medicaid 

recipients, and not 

Medicare, as federal 

coverage through Medicare 

was expected during the 

project period.  

     

Medicaid Managed 

Care Plan 

Provides delivery of 

Medicaid health benefits and 

additional services through 

contracted arrangements 

between state Medicaid 

Typically cover large segments of 

the priority population.  

Experience contracting with 

different provider types (private, 

CBO). 

Process for establishing a 

new reimbursement program 

can take quite a bit of time. 

Selected as payer type to 

participate in the pilot 

project.  

 



agencies and MCOs that 

accept a set number of 

members per month for a 

fixed fee (capitation).  

Have arrangements with 

certain physicians, hospitals 

and health care providers to 

serve patients at a reduced 

rate.  

Experience in establishing contracts 

and reimbursement processes such 

as benchmarks, reimbursement 

eligibility, data collection 

requirements.   

 

Must receive approval from 

board for all actions and 

payments to be made. 

Contracting among the 

various providers can be 

difficult depending the level 

of capacity to engage in 

MCO’s administrative 

processes.  

The specific Medicaid 

Managed Care plan selected 

to partner on the pilot had 

developed a strategic 

agenda focused on growing 

prevention programs and 

improving offerings to 

members.  

 

Types of National Diabetes Prevention Program Provider 

Provider Type Partner Characteristics Partnership Advantages  Partnership 

Disadvantages 

How Provider Type was 

included in Pilot Project 
In-person: 

Community- Based 

Organization  

National DPP delivered via 

in-person group meetings 

facilitated by a lifestyle 

coach. 

Low literacy options. 

Uses the CDC Prevent T2 

Curriculum. 

Often conducted at partner 

sites (i.e. employer site, 

health clinic, community 

center) or on-site at CBO. 

Strong ties to communities, 

can engage potential 

participants at local events.  

Social engagement/support is 

key  

Engagement between lifestyle coach 

and participants. 

Facilitates peer-to-peer learning and 

collaboration. 

Flexibility as to where the program 

is delivered. 

CBOs tend to be trusted by 

community members with whom 

they have existing relationships. 

Often CBOs are smaller 

organizations with greater flexibility 

to establish contracting with a 

variety of partners (relative to 

private organizations or health 

systems).  

Consistent accessibility to lifestyle 

coach and other program 

participants. 

 

Lack of contracting 

experience in working 

directly with payers. 

Lack of infrastructure to track 

and submit data to potential 

partners. 

Potential need to address 

competing priority such as 

childcare, work schedules, 

and distance. 

 

Selected as partners in the 

pilot project because of 

reach among, and 

background of working 

with, the priority population.  

DPH had established 

partnerships with several in-

person providers as part of 

1422 efforts.  

Specific CBO partner also 

had experience contracting 

with payers. 

  

In-person: Health 

System 

National DPP delivered via 

in-person group meetings 

facilitated by a lifestyle 

coach. 

Low literacy options. 

Uses the CDC Prevent T2 

Curriculum. 

Social engagement/support is 

key  

Built in referral infrastructure 

(EMR). 

Medical provider engagement in 

referral improves enrollment rates 

in the program. 

Physician and administrative 

engagement can facilitate program 

development and/or payer 

partnerships. 

Lengthy administrative 

processes (legal review and 

contracting issues).  

Challenges with data 

sharing/virtual information 

exchange. 

Not all community members 

could participate, if program 

Partner not selected due to 

potential administrative 

delays such as contracting 

and legal issues that would 

need to be addressed. 

 



Conducted on-site at 

administering health system 

offices/clinics. 

Trusted partner by 

community and other 

organizations. 

 

Engagement between medical staff, 

lifestyle coach and participants. 

Facilitated peer to peer learning and 

collaboration. 

Consistent accessibility to lifestyle 

coach and other program 

participants. 

Capacity to work with a variety of 

payers. 

 

is only offered to health 

system patients. 

Identifying space and 

soliciting administrative buy-

in within individual clinics 

hosting classes anticipated to 

be a challenge.  

 

Online/Digital (group 

based) 

National DPP is delivered 

100% web-based/online. 

Virtual lifestyle coach. 

Web-based/telephonic chat 

options with coach. 

May try to connect 

participants to participatory 

program components 

(forums, events) based on 

region. 

Offered in English and 

Spanish. 

Low literacy options. 

Uses the CDC Prevent T2 

Curriculum.  

Program can be done anywhere 

(location/transportation not a 

restriction). 

Reduced scheduling barriers that 

keep participants from 

starting/finishing the program 

(competing priorities).  

Used targeted digital outreach to 

attract wide group to program. 

Administrative issues (legal 

review and contracting 

issues). 

Issues with data 

sharing/virtual information 

exchange (online provider 

engaged in the pilot project 

considered to be a “health 

provider”, invoking HIPAA 

issues) 

Limited access among those 

without computer or smart 

phone or with low literacy or 

limited technical capacity.  

Initially selected as partners 

in the pilot project because 

MCO thoughts digital 

format would be of interest 

to their members (due to 

flexibility and ease of 

participating). 

Although an ideal partner 

for this project contracting 

with a digital provider 

proved to be a challenge. 

Most of the challenges were 

administrative that were 

difficult to overcome such 

as data sharing. 

 
Abbreviations: National DPP, National Diabetes Prevention Program; CBO, Community-based organization; MCO, Managed Care Organization; CDC, Centers 

for Disease Control and Prevention; DPH, Los Angeles County Department of Public Health; EMR, Electronic Medical Record; HIPAA, Health Insurance 

Portability and Accountability Act;  

aMedicaid Fee for Service - A joint federal program that provides health coverage to certain categories of low asset people, including children, pregnant women, 

parents of eligible children, people with disability and elderly needing nursing home care.  Although this is a payer option nationally, this option was not selected 

as there are a limited number of Medicaid Fee for Service eligible individuals in CA as many participants are typically enrolled into Medicaid managed plans.    

 


