Examining Unmet Basic Needs and
Healthcare Gaps Among Medicaid
Beneficiaries With Type 2 Diabetes
PURPOSE OF THE STUDY
This pilot study will allow us to demonstrate our ability to identify type 2 diabetics from clinical data within a Medicaid managed care
population, reach them by phone, and engage them in research. Further, data collected in this pilot study will allow us to better describe
the unmet basic needs and healthcare gaps in this population and interest in navigation that will inform the final design and
expected effect sizes of the future trial.

STUDY AIMS
Aim 1: Demonstrate familiarity with the data. Identify and characterize the type II diabetes “profile” for all adults (age 18-75) in a state
Medicaid insurance plan using clinical data (i.e., claims, authorization, assessment) accessed through data agreements with the Centene
Center.
Research Question 1: What socio-demographic and medical factors describe the adults on Medicaid with type 2 diabetes? What
percentage is not adherent to each diabetes-related HEDIS measures (e.g., HbA1c testing, HbA1c <9.0, retinal screening, and 		
screening for kidney damage)? What percentage had costly healthcare utilization (i.e., an ED visit or hospitalization) in the past 12
months?
Research Question 2: What factors from the clinical data (e.g., gender, age, months in health plan, have a regular physician) or
health risk assessment data (lifestyle behaviors) are associated with the percentage and pattern of adherence to diabetes-		
related HEDIS measures and healthcare utilization (e.g., ED visits)?
Aim 2: Demonstrate feasibility. Survey a random sample of 100 Medicaid adults with type 2 diabetes to identify and characterize their
unmet basic needs, knowledge of diabetes and treatment, diabetes self-management, and interest in receiving navigation for diabetes
and/or basic needs.
Research Question 1: For our sample, what percentage have each unmet basic need? What percentage has one, two, three or 		
more unmet needs? Do certain needs tend to cluster together?
Research Question 2: How are individual and cumulative unmet basic needs associated with sociodemographics, diabetes 		
knowledge, self-care, interest in navigation, and barriers?
Aim 3: Estimate effect and sample sizes for a future trial. Examine associations between unmet basic needs and measures of the diabetes
“profile,” knowledge, self-care, and interest in receiving navigation.
Research Question 1: Are unmet basic needs positively associated with non-adherence to HEDIS measures, ED visits, and 		
hospitalizations? Are some types of unmet basic needs more influential?
Research Question 2: Does diabetes knowledge and self-management behaviors mediate the effect of unmet
basic needs on diabetes-related HEDIS gaps, especially HbA1c?

BRIEF DESCRIPTION
We will survey a random sample of 100 Medicaid adults age 18-75 in Louisiana with type 2 diabetes to identify and characterize their unmet
basic needs, such as food, shelter, utilities, transportation, physical safety, and social connectedness; their knowledge of diabetes and
treatment; diabetes self-management; and interest in receiving navigation services to assist with their diabetes, health concerns and/or
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unmet basic needs. For all identified patients, we will link personal identifiers with other clinical data sources to characterize the population and
describe the unmet basic needs and healthcare gaps in this population.

BACKGROUND
Diabetes is a significant public health problem involving increasing healthcare costs.[1] Over 29 million people have diabetes in the U.S. and 90-95
percent are type 2, and the prevalence continues to rise (over 300 percent since 1988).[6] Complications from diabetes including heart disease,
stroke, and kidney disease are the seventh leading cause of death. Healthcare costs for patients with diabetes are estimated at 2.3 times higher
than age- and sex-matched individuals without diabetes, and account for 20 percent of all healthcare costs.[7] Suboptimal adherence to diabetes
treatment and control creates significant healthcare gaps.
People with diabetes have suboptimal adherence to recommended levels of HbA1c (57 percent), blood pressure (45 percent), and lipids (47 percent
LDL <100), and only 12.2 percent are adherent to all three.[2] The Healthcare Effectiveness Data and Information Set (HEDIS) is a tool used by health
plans to measure performance on important dimensions of healthcare and service. Health plans can use HEDIS measures to identify areas for
improvement and to compare against other plans. We will use diabetes-related HEDIS measures to document individual and population adherence
among diabetics in one state Medicaid insurance plan to recommended annual screenings including HbA1c testing (HbA1c <9.0), retinal or dilated
eye exam by an eye care professional (or a negative retinal exam in the prior year), and screening for kidney damage.
Diabetic patients with unmet basic needs are at a greater disadvantage. Increasing attention is paid to the social determinants of health, which
include education, health literacy, neighborhood safety, social support, and ability to meet basic needs.[8-10] Transportation, distance from care,
neighborhood environment, employment, and food insecurity are basic needs that have been associated with diabetes-specific behaviors and
health outcomes.[11-17] Most research has focused on food insecurity, which is related to greater cost-related medication non-adherence, worse
self-reported health,[18] poor glycemic control,[19,20] less fruit and vegetable intake, and lower diabetes self-efficacy.[20] Unmet basic needs
thwart abilities to address disease prevention and health promotion.
Having unmet basic needs interferes with making behavior changes like managing glucose control. When needs like food, shelter, safety, and money
for necessities are unmet, fulfilling them supersedes addressing other life challenges, including modifying unhealthy behaviors.[21] This is not simply
a matter of prioritization, but also because scarcity diminishes one’s cognitive capacity to focus on other goals.[22] This can lead to short-term
thinking; poor decision making; and reduced awareness of, attention to or persistence in pursuing resources to resolve the problem.[22-26] Lowincome individuals also have less access to resources like money, credit, knowledge, power, social support, and broad social networks. Those with
greater resources have more opportunity to learn about health risks and treatments and take action to reduce risk and minimize the consequences
of disease.[27,28] Having unmet basic needs is linked to psychological stress, sleep disturbances, physical and mental health problems, and
mortality,[29-35] and reduces the likelihood of engaging in health-promoting behaviors, keeping healthcare appointments, and using medication as
prescribed.[36-38] Novel intervention solutions are needed to improve diabetes control and reduce health disparities. Trials incorporating two or
more standard interventions, such as clinician education and disease management, may produce a median improvement in HbA1c of 0.48 percent
[39] Such effects wane over time and are not utilized equally by all diabetic patients.
Effective and sustainable intervention approaches are needed for low-income populations, like building partnerships with systems that already
serve them and addressing their priority problems.[40,41] For example, in our research with low income callers to United Way 2-1-1 for assistance
with unmet basic needs, only 8 percent of calls were directly related to health concerns or healthcare gaps; 77 percent were for help paying bills,
42 percent were for home and family needs, 9 percent were for employment, and 6 percent were for housing.[5] However, those who resolved
the problem they called about were more likely to contact a health referral for recommended prevention services like a mammogram or quitting
smoking.[42] Patient navigation programs have been implemented to improve navigation through health systems, continuity of care, timely
treatment, knowledge and self-efficacy for complex self-management behaviors, and social support.[3-5] Our own research has documented
the value of navigator interventions for improving health behaviors among low-income populations.[5,43,44] Further, interventions that address
basic needs like housing and food have shown beneficial effects on health behaviors, psychological distress, and mental health outcomes.[45-50]
Although there have been no randomized trials to date, a growing number of studies support the benefits of addressing basic needs to impact health
outcomes and utilization.[41,51]

STUDY METHODS
Clinical data. For each identified patient with type 2 diabetes, we will document their diabetes-related healthcare in the prior 12 months (e.g., HEDIS
measures, ED utilization, hospitalization) from claims, authorization and/or assessment data. We anticipate that self-reported data from health risk
assessments (HRAs) such as demographics, diet, exercise, sleep, and smoking status will be available for a subset of the sample. Characterizing the
presence of comorbidity in this population is important for understanding the complex burden patients face and comparing with other published
studies of patients with type 2 diabetes.

Survey Design and Procedures. Potential participants will be contacted by telephone to invite their participation, confirm eligibility, obtain verbal
informed consent, administer the cross-sectional survey (or reschedule for a more convenient time), and obtain contact information for mailing a
$25 check or gift card incentive. To address participant burden, the final survey design will not take more than 30 minutes to complete.
Survey Measures. Key Variables: We have experience assessing unmet basic needs, including seven items that assess the likelihood that
the respondent’s personal safety, housing, food, and financial needs will be met in the next month.[5,44] Additional items will cover reliable
transportation, child/elder care (if applicable), and social isolation,[54-56] and how long they have had the unmet need. Diabetes knowledge will
be assessed with a short validated scale (e.g., 57-61) and the diabetes self-care activities scale (11 items)[62] will assess the frequency of specific
behaviors in the last seven days (e.g., follow healthy diet, exercise, blood glucose testing, foot care). Using items we develop for this study, we
will assess their 1) prior experience with navigators broadly defined: any prior relationship with individuals who assisted with their diabetes care,
including case managers, social workers, educators, nutritionists, and diabetes-specific counselors (specialists or lay individuals); 2) interest in
having a navigator to assist with their diabetes and health concerns and/or unmet basic needs.
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