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Special Diabetes Program for Indians 
(SDPI)

• SDPI was established by Congress in 1997 

– Today, provides $150 million/year for the 
prevention and treatment of diabetes through FY 
2017

• SDPI currently provides grants for 369 programs in 
35 states:

– 301 Community-Directed Programs

– 68 DP/HH Initiatives (final year)



Special Diabetes Program for Indians
1997 - 2017

$30 M $100 M  $150 M
1997-2000 2001-2003 2004-2017



Special Diabetes Program for Indians



SDPI Funds:
Helping Make Real Success Happen

Funds People &             ↑ Services

Programs

Improve Clinical                 Reduce Diabetes &

Measures Complications



SDPI: Increased Access to 
Diabetes Treatment and Prevention Services 

1997 - Before
SDPI funding

2010

Diabetes clinics 31% 71%

Diabetes clinical teams 30% 94%

Diabetes patient registries 34% 94%

Nutrition services for adults 39% 89%

Access to registered dietitians 37% 77%

Culturally tailored diabetes education 
programs

36% 99%

Access to physical activity specialists 8% 74%

Adult weight management programs 19% 76%

Source: Evaluation of the SDPI Community-Directed Diabetes Programs



SDPI Community-Directed (C-D) Programs

Since FY 1998, C-D grant programs:

• Implement diabetes treatment and prevention 
programs based on scientifically proven Best Practices

• Are designed to address local community priorities
• Have increased access to many types of services
• Large variety of diabetes treatment and prevention 

programs
- Makes for challenges in quantifying direct

impact of SDPI



SDPI DP/HH
• SDPI Diabetes Prevention/Healthy Heart (DP/HH)

– Demonstration Projects: FY 2004-2009
– Initiatives: FY 2010-2015

• DP/HH grantees have accomplished what they were funded to do
– Translated diabetes science and successfully implemented intensive 

programs in AI/AN communities
– Their lessons learned and funds are being merged into the C-D grant 

program
• DP/HH grantees funded through September 29, 2016

– Can request no-cost extension ≤12 months, also 3-month grant close-out (up to 
Dec 2017)

• C-D programs encouraged to implement activities/services similar 
to those done by the DP/HH programs

• DP/HH Toolkits available soon
– DP toolkit in final clearance, HH receiving final edits



Tribal Leaders Diabetes Committee 
(TLDC)

• Tribal Leader advisory group to the IHS Director

– Makes recommendations on SDPI and chronic disease 
issues to the IHS Director

– Next TLDC meeting: this Thursday, April 14

• Membership

– One Tribal official (and alternate) from each IHS Area

– One IHS member

– Non-voting Technical Advisors from NIHB, NCAI, NCUIH, 
Tribal Self-Governance Advisory Committee, Direct Service 
Tribes Advisory Committee



IHS Division of Diabetes (DDTP)
• IHS Headquarters Division

• IHS “National Diabetes Program” started in 1979

• Administers the SDPI program

• Division of Grants Management (DGM) administers grant aspects

• Follows diabetes science and translates it to clinicians and I/T/U 
programs nationwide

• Training and technical assistance to clinicians, educators, and grantees

• Provides tools: Best Practices, Standards of Care, algorithms

• Website: www.diabetes.ihs.gov

• Diabetes Data

• National and Area diabetes prevalence estimates

• Annual Diabetes Care and Outcomes Audit

• Data collection and feedback to sites on diabetes care 



www.diabetes.ihs.gov – Home Page 



Area Diabetes Consultants (ADCs)

• One ADC in each IHS Area

• Crucial part of the National-Area-Local diabetes 
network 

• Important roles in SDPI

– Project officer for Area grants

– Assist grantees with many issues

• Serve as resource for Area I/T/U sites on clinical 
and programmatic issues related to diabetes, 
Diabetes Audit, etc.



SDPI FY 2016



SDPI Funding History: 1998-2017
SDPI Funding 1998 - 2017

FY Legislation and Amount

1998 -
2002

Balanced Budget Act (BAA), P.L. 105-33, signed Aug 1997:  authorized $30m annually for 5 years; authorized grants for providing 
services for the prevention and treatment of diabetes in AI/ANs 

2001 –
2003

Consolidated Appropriations Act (CAA) of 2000, P.L. 106-554, signed Dec 2000:  authorized additional $70 m for FY 2001; additional 
$70 m for FY 2002, and $100 m for FY 2003

2004 –
2008

Reauthorization of SDPI, P.L. 107–360, signed Dec 2002:  extended SDPI for 5 years (FY 2004 to FY 2008) and authorized $150m per 
year for each of the 5 years

2009 S.B. 2499 SCHIP Extension Ac, signed Dec 2007: extended SDPI for one year (FY 2009) and authorized $150m for FY 2009   

2010 -
2011

Medicare Improvements for Patients & Providers Act of 2008, P.L. 110 – 275, signed July 2008:  extended SDPI for two years (FY 
2010 and FY 2011) and authorized $150m for each year

2012 -
2013

Medicare and Medicaid Extenders Act of 2010, H.R. 4994, signed Dec 2010:  extended SDPI for two years (FY 2012 and FY 2013) 
and authorized $150m for each year

2014 American Taxpayer Relief Act of 2012, P.L. 112-240, signed Jan 2013: extended SDPI for one year (FY 2014) and authorized $150m

2015 Protecting Access to Medicare Act of 2014, PL 113-93; H.R. 4302: extended SDPI for one year (FY 2015) and authorized $150m

2016-2017 Medicare Access and CHIP Reauthorization Act of 2015: extended SDPI for two years (FY 2016 and FY 2017) and authorized $150m 
for each year

TOTAL $2,490,000,000



SDPI “3.0”
• 1.0: FY 1998

– First year of SDPI

• 2.0: FY 2004
– First competitive grant application process

– Start of SDPI DP/HH Demonstration Projects

– Changes to funding distribution and formula

• FY 2010
– New Funding Opportunity Announcement (FOA), but no 

changes to SDPI

• 3.0: FY 2016
– New FOA, several changes to SDPI



Consultation/Confer on FY 2016

• Dear Tribal Leader and Urban Indian Organization Leader 

Letters sent by IHS Acting Director on March 19 and May 

3, 2015, respectively

– Opened Tribal Consultation/Urban Confer processes

• Input received from across the country

• TLDC meeting held May 14, 2015

– Reviewed national input

– Made recommendations to IHS Acting Director

• Letters to Tribal and Urban Leaders with IHS Acting 

Director’s final decisions: June 29, 2015



SDPI FY 2016

• Five year FOA (pending funds availability)

• Competitive Application Process

• Tribes new to SDPI allowed to apply for 1st time since 1997

• Updated user population and diabetes prevalence data used in  
funding formula

• Single calendar year budget cycle

• SDPI DP/HH funds merged into Community-Directed (C-D) 
grants

– Virtually all C-D grantees received more than they applied for

• Data Collection on C-D grants

– New set of Best Practices

– SDPI Outcomes System



SDPI FY 2016 

Funding Distribution

• Tribal and IHS Grants $130.2m

• Urban Grants $8.5m

• SDPI Program Support $6.1m

• Data Infrastructure Support $5.2m

$150.0m





SDPI FY 2016 Applications

• Funding Opportunity Announcement (FOA)

– Posted on Federal Register: August 4, 2015

– Application deadline into Grants.gov: October 7, 2015

• DDTP provided substantial support to applicants

– 22 webinars, emails, and extensive website information

• Funds were awarded to all applicants who successfully met 

application criteria
– Competition was to achieve a fundable score on the objective application 

review (competition was not against each other)

– Applications that were of insufficient quality and/or late were not awarded 

SDPI funds



SDPI FY 2016 Grantees

• Applications that received fundable score and have 

received Notice of Grant Award (NOA): 276

– 232 Tribal, 15 IHS, 29 Urban

– # of new grantees: 5

• 4 in California Area

• 1 in Nashville Area

– # of programs funded: 301

• Primary grantees: 276

• Sub-grantees: 25



# FY 2016 Grantees by Area
• Alaska: 19

• Albuquerque: 29

• Bemidji: 33

• Billings: 12

• California: 37

• Great Plains: 20

• Nashville: 5 (+ 20 sub-grantees)

• Navajo: 8 (+ 5 sub-grantees)

• Oklahoma City: 34

• Phoenix: 36

• Portland: 40

• Tucson: 3



It’s Working!

Data
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Diabetes Care and Outcomes 
Audit 2015

333 I/T/U Facilities

116,743 Charts
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2015 ANNUAL DATA REPORT
VOLUME 2: END-STAGE RENAL DISEASE

Chapter 1: Incidence, Prevalence, 
Patient Characteristics, and 

Treatment Modalities



Data Source: Special analyses, USRDS ESRD Database. *Adjusted for age and sex. The standard population was the U.S. 
population in 2011. Abbreviations: Af Am, African American; ESRD, end-stage renal disease.

Figure 1.5(b)  Trends in adjusted* ESRD incidence rate (per million/year),
by race, in the U.S. population, 1996-2013

Vol 2, ESRD, Ch 1 34



Data Source: Special analyses, USRDS ESRD Database. *Point prevalence on December 31 of each year. Adjusted for age 
and sex. The standard population was the U.S. population in 2011. Abbreviations: Af Am, African American; ESRD, end-
stage renal disease.

Figure 1.14(b)  Trends in the adjusted* prevalence (per million) of ESRD,
by race, in the U.S. population, 1996-2013

Vol 2, ESRD, Ch 1 35



USRDS

• “The ESRD incidence rates for Blacks, Native Americans, and 

Asians have declined over the nearly 20-year period shown in 

Figure 1.5.b. The decline has been greatest (over 2-fold) 

among Native Americans. …the ratio of incidence rates for 

Native Americans versus Whites decreased from 2.6 to 1.1.” 

(USRDS 2015 ADR, ESRD, ch. 1, Highlights, emphasis added)

• “…the remarkable decline in incidence rates among Native 

Americans has resulted in a 29% decline in the prevalence of 

ESRD in this population since 2000. This represents the only 

instance, since the beginning of ESRD care in 1973, of a 

decline in adjusted prevalence for a major racial group.“

(USRDS 2015 ADR, ESRD, ch.1 Highlights, emphasis added)



SDPI: 18+ Years of Successful Interventions

Why does SDPI work?  Some thoughts…

• Shines a sustained spotlight on diabetes

• Federal-Tribal-Urban partnership

– Tribal Consultation/Urban Confer

– Local priorities take the lead

• Diffusion

• Accountability

• Best Practices, Data

• National infrastructure (DDTP, ADCs, DGM)

– Feedback loop

• Taps into the tremendous spirit of creativity and 

passion for the wellbeing of people in our 

communities



SDPI Looking Ahead: 
The job is far from done

• We’ve come a long way since 1997!

• But it will take decades of intense interventions to address 
diabetes

• Scientific understanding of risk factors expanding well 
beyond genes and lifestyle choices

– Many are related to the deepest issues in our communities 

– Poverty, food insecurity, trauma, depression, toxic exposures, etc.

– Diabetes is intricately connected to the healing of our communities

– We must have an infrastructure in place which can adapt

• SDPI continues to evolve and to be part of the healing



Questions?

Thank you

for your support of SDPI




