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Summary

There is a need for preventive strategies to help combat the rising prevalence of type 2
diabetes. This article aims to provide an updated summary of diabetes prevention efforts
by reviewing relevant literature published between 2007 and 2009. These include results
from the long-term follow-up of diabetes prevention trials and the roll-out of community-
based interventions in “real world” settings. Some countries have begun to implement
population-based strategies for chronic disease prevention, but investment in developing
and evaluating population-level interventions remains inadequate. By focussing on the
“small change” approach and involving a number of different agencies, it may be possible
to shift the population distribution of risk factors for diabetes and cardiovascular disease
in a favourable direction. The cost-effectiveness of primary prevention strategies for type
2 diabetes has not been universally demonstrated. Some of the uncertainties relating to
screening for diabetes have now been resolved but longer-term data on hard
cardiovascular disease (CVD) outcomes are still needed. Recent findings from
cardiovascular prevention trials among patients with longstanding diabetes cast doubt on
the benefits of very intensive treatment of glycaemia but do highlight the benefits of
treatment early in the course of the disease.

In summary, individual countries should aim to develop and evaluate cost-effective,
setting-specific diabetes risk identification and prevention strategies based on available
resources. These should be linked to initiatives aimed at reducing the burden of
cardiovascular disease, and complemented with population-based strategies focusing on
the control and reduction of behavioural and cardiovascular risk factors by targeting their
key determinants.
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Introduction

The International Diabetes Federation (IDF) consensus on type 2 diabetes prevention
[1], and an accompanying editorial [2], underlined the need for preventive strategies to
help combat the rising prevalence of this serious and costly disease. Since the publication
of these articles, there have been a number of significant additions to the diabetes
prevention literature. These include results from the long-term follow-up of diabetes
prevention trials and the roll-out of community-based interventions in “real world”
settings. Some of the uncertainties relating to screening for diabetes have now been
resolved. Recent findings from cardiovascular (CVD) prevention trials among patients
with longstanding diabetes cast doubt on the benefits of very intensive treatment of
glycaemia but do highlight the benefits of treatment early in the course of the disease. In
this article we aim to review the relevant literature published between 2007 and 2009 in
order to provide an updated summary of diabetes prevention efforts. While it is
acknowledged that tackling the burden of type 2 diabetes will involve a number of multi-
level strategies, this paper focuses on primary and secondary prevention initiatives i.e.
prevention and early detection.

Long-term follow-up of diabetes prevention trials

Intensive lifestyle and pharmacological interventions reduce the rate of progression to
type 2 diabetes in people with impaired glucose tolerance (IGT). In a meta-analysis of
published diabetes prevention trials, Gillies et al [3] reported pooled hazard ratios of 0.51
(95% CI 0.44 to 0.60) for lifestyle interventions vs. standard advice, and 0.70 (0.62 to
0.79) for oral diabetes drugs vs. control. These corresponded to estimated NNTs (number
needed to treat) of 6.4 for lifestyle and 10.8 for oral diabetes drugs, during follow-up
ranging from 3 to 6 years. Longer-term follow-up for two of the main diabetes prevention
trials continue to provide encouraging results. In the Finnish Diabetes Prevention Study
(DPS), there was a 43% reduction in the relative risk of developing diabetes between the
lifestyle intervention and control group after a median of seven years [4]. Beneficial
lifestyle changes and risk reduction were sustained even after discontinuation of active
lifestyle counselling. Similar findings were reported in the long-term follow-up of the Da
Qing study following six years of active intervention [5], where differences between the
combined lifestyle intervention groups and the control group persisted over 20 years of
follow-up (HR 0.57; 95%CI 0.41 to 0.81). Despite a slight separation of the Kaplan-Meier
curves in the latter part of follow-up, there was no significant difference between the
intervention and control groups in the rate of first CVD events (0.98; 95%CI 0.71 to
1.37), CVD mortality (0.83; 95%CI 0.48 to 1.10), and all-cause mortality (0.96; 95% CI
0.65 to 1.41), though for the time being there is limited statistical power to detect
differences for these relatively rare outcomes.

Translating findings from diabetes prevention trials into the
community

We have proof of concept of the potential to prevent diabetes from trials in people with
IGT and long-term results from these studies are encouraging. However, the challenge is
now one of translation. Researchers have begun to turn to the design and evaluation of
more pragmatic diabetes prevention initiatives that can be implemented in the “real
world”. These initiatives are less intensive and costly than those evaluated in the
diabetes prevention trials, and hence more readily rolled out into the community. We
outline a few examples to demonstrate progress in this field.

In Finland, the “"Good Ageing in Lahti Region” (GOAL) study [6] recruited 352 middle-
aged men and women with elevated type 2 diabetes risk from local primary healthcare
centres and implemented lifestyle and risk reduction objectives derived from the Finnish
DPS [7]. Physicians and nurses prospectively referred patients with already-identified risk
factors (obesity, hypertension, elevated blood glucose or lipids) to the study nurse where
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patients were screened using the FINDRISC questionnaire [8]. Following six group
counselling sessions delivered by trained public health nurses over one year, 20% of
participants achieved at least four of five key lifestyle goals, with significant reductions in
important clinical measures and low attrition rates. However, physical activity and weight
loss goals were achieved significantly less frequently than in the reference trial, and in
order to increase impact, the authors suggested that programme exposure and
treatment intensity needed to be increased. Similar initiatives have been implemented in
Australia as part of the Greater Green Triangle (GGT) Diabetes Prevention Project [9] and
the “Live Life Well” project [10].

Using a comparable approach, the Diabetes Education & Prevention with a Lifestyle
intervention Offered at the YMCA (DEPLOY) study aimed to deliver a formal, group-based
adaptation of the American Diabetes Prevention Programme (DPP) lifestyle intervention
in a small pilot cluster randomized controlled trial (RCT) in community YMCA facilities
[11]. 92 overweight adults with abnormal glucose metabolism agreed to take part
following a recruitment campaign, which included letters outlining the effectiveness of
lifestyle modification to prevent diabetes sent to randomly selected households and
invitation to diabetes risk-screening events at participating YMCA centres. Individuals
with a BMI > 24 kg/m?, or > 2 diabetes risk factors, and a random capillary blood
glucose of 110-199 mg/dL were invited to take part. Trained lay facilitators delivered 16
classroom-style meetings focused on building knowledge and skills for goal-setting, self-
monitoring and problem-solving over 16-20 weeks, followed by monthly larger group
meetings (57% overall attendance rate). After 12 months, the intervention group
experienced a significantly greater decrease from baseline in body weight (6%; 95%CI
3.8 to 8.3) compared to the controls (1.8%; 95% CI 0.3 to 3.9) (p=0.008) [11] and
modelled 10-year CHD risk (p=0.007) [12].

While early results from these and other trials are encouraging, the samples were small
and largely self-selected, follow-up was short, the interventions remained relatively
intensive and many studies lacked formal comparison (control) groups. Robust
measurement of lifestyle behaviours was scarce and there were challenges in recruiting
and retaining individuals at high risk. Research into the understanding of diabetes risk
suggests that socially and economically disadvantaged groups will be particularly difficult
to access and are at high risk. In a survey of clinical records in two American community
health centres that served urban African Americans and Hispanics, risk assessment was
poor, screening tests were under-utilized, and documentation of counselling and referral
interventions for risk factors was low [13]. Providers believed that their lifestyle
recommendations were unlikely to be adopted by patients. Very few providers (9%) were
appropriately able to identify each of obesity, physical inactivity, glucose abnormalities
and hypertension as risk factors for diabetes. Patients reported limited knowledge
regarding diabetes risk and prevention, low self efficacy and limited behaviour change
skills, in addition to multiple external barriers to lifestyle change.

Aside from the challenges of translating DPS- and DPP-like prevention initiatives into the
community, evaluating such interventions will rely in part on a willingness to consider
study designs aside from the RCT to examine the feasibility and effectiveness of new
prevention initiatives. While RCTs are rightly regarded as the gold standard for
evaluating efficacy, their utility for addressing questions in public health intervention
research is not universally or uncritically accepted [14]. Indeed, knowing about
intervention reach, uptake, acceptability, cost and implementation, as well as how
interventions work in different sub-groups of the population and via which mechanisms,
is particularly important to public health policy makers and commissioners. The
difference in attendance, adherence and drop-out rates between each community-based
setting, the higher proportion of women taking part in prevention initiatives [6, 9, 11],
and the range of methods used to identify at-risk individuals underlines the importance
of setting-specific intervention development and evaluation. Ruge et al have observed
that most eligible individuals choose not to participate in diabetes prevention trials [15].
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One size will clearly not fit all. The delivery of the DPP via the YMCA, for example, may
be useful in the USA for its accessibility to broad segments of the population and because
it sets fees for programme access that are based on cost-recovery alone [11]. However,
the low level of participation in community-based diabetes risk screening events in the
DEPLOY study suggests that a range of different approaches may be needed to engage
people who are at risk for diabetes.

Ackermann et al [11] argue that future research should assess and compare the use of
multiple recruitment strategies, in both healthcare and non-healthcare settings, to
optimize the reach of diabetes prevention translation activities, in conjunction with low-
cost intervention delivery by appropriate community partners. There remain multiple and
multilevel challenges for the real-world adaptation of DPS- or DPP-like interventions in
the community, with a need to balance fidelity of intervention delivery and the
optimization of effectiveness, with minimization of costs and improved sustainability
[16].

National efforts to prevent diabetes

Finland is one of the first countries to implement a large-scale, multi-level diabetes
prevention strategy. The DEHKO project [17] includes a population strategy aimed at
improving nutrition and increasing physical activity in the entire nation, an individualized
strategy for those at high risk, and a programme of early detection and management for
people with type 2 diabetes. In 2010, the population-level effects of the programme will
be studied in terms of coverage, effectiveness, rate of adoption, feasibility and
permanence. The DE-PLAN study (“Diabetes in Europe - Prevention using Lifestyle,
Physical Activity and Nutritional Intervention”) [18] is another large-scale diabetes
prevention initiative, which aims to develop community-based type 2 diabetes prevention
programmes for individuals at high risk across Europe. The implementation of the
intervention programme has begun in each local project centre, with the distribution of
several thousand FINDRISC questionnaires and the identification of those at high risk.
These types of initiatives can also be expected to help reduce risk for other chronic
conditions such as obesity, cancer and cardiovascular disease. The recently introduced
UK “Change4Life” programme [19] is a society-wide movement that aims to prevent
people from becoming overweight by encouraging them to eat better and move about
more. The initial stage of the Change4Life campaign is targeting young families by
advertising on television, in the press, on billboards and online, and will hopefully help
improve risk factors for a range of different conditions.

These types of initiatives advocate a “small-change approach” to chronic disease
prevention, an approach which is gathering momentum in the prevention literature [20-
22]. Hill writes, for example, that “...a small-changes framework, aimed at helping people
make conscious small changes in lifestyle behaviours, in combination with efforts by the
private sector to gradually ‘ratchet down’ some of the environmental factors that have
contributed to excessive energy intake and the declining rates of physical activity, can be
successful in reducing obesity rates” [21]. Indeed, we can help prevent the increasing
prevalence of diabetes and other chronic diseases by shifting the distribution of health
behaviours in a positive direction. Such initiatives, supported by educational and social
marketing campaigns, and public sector efforts targeting collective determinants, are
more likely to have an impact on population health than focussing purely on individual-
based prevention strategies. The increase in diabetes prevalence is due to a shift in the
whole glucose curve, and not just the movement of a small section of the curve from IGT
to type 2 diabetes. In order for these public health endeavours to succeed, more
attention needs to be given to understanding the determinants of behaviours linked to
chronic disease at the population level and on the evaluation of efforts to shift the entire
distribution of behaviour [2].
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Cost-effectiveness of diabetes prevention

Three-year results from the Indian-DPP [23] suggest that both metformin and lifestyle
are cost-effective for preventing diabetes among those with IGT in India. We have also
seen the publication of new modelling studies for diabetes prevention which encompass a
screening stage in their calculations of cost-effectiveness. Gillies et al [24] modelled four
different strategies for the screening and prevention of type 2 diabetes in the UK
context: screening for diabetes; screening for diabetes and IGT, followed by either
lifestyle intervention or drugs; and no screening. The authors demonstrated that it was
likely to be cost-effective to intervene in those found to have impaired glucose regulation
rather than wait for individuals to be diagnosed with diabetes [25]. Similarly, Hoerger et
al [26] showed that screening for IGT and/or impaired fasting glucose (IFG) in the
overweight and obese US population followed by a DPP-lifestyle intervention has a
relatively attractive cost-effectiveness ratio. While these results are encouraging,
modelling studies are only as robust as their underlying assumptions. Uncertainties exist
about key model parameters, as well as the real costs and benefits of screening, and
practical considerations about the feasibility, acceptability and affordability of
interventions [25]. Results from modelling studies of screening and prevention strategies
for diabetes are most sensitive to changes in intervention-related parameters [26, 27].
Interventions must therefore be effective for prevention strategies to have attractive
cost-effectiveness ratios. However, effective and affordable lifestyle interventions for
diabetes prevention in everyday practice are still lacking [25].

There is still a need for data from long-term RCTs with robust outcome data to assess the
long-term clinical and economic impact of primary and secondary diabetes prevention
programmes. The cost-effectiveness of upstream interventions at the population level will
also be hard to establish. As personal behaviours take time to change and the health
benefits can take even longer to establish [28], the delayed effects of small lifestyle
changes will be difficult to measure and attribute to any population-based prevention
measures. However, a narrow focus on diabetes is likely to underestimate the true
impact on population health of individual and collective interventions to promote change
in key health behaviours such as diet and physical activity.

Screening for diabetes

Since the publication of the IDF consensus, some of the uncertainties relating to
screening for diabetes have been resolved. The Anglo-Danish-Dutch Study of Intensive
Treatment of people with newly diagnosed diabetes in primary care (ADDITION) consists
of a screening phase followed by a pragmatic open-label cluster randomized controlled
trial comparing the effect on cardiovascular risk of intensive multi-factorial therapy with
standard care in patients with screen-detected diabetes [29]. Data from the ADDITION
trial show that people with screen-detected diabetes exhibit an adverse but modifiable
cardiovascular risk profile at diagnosis [30, 31]. CVD risk factors improved between
diagnosis and one-year follow-up in the Cambridge and Dutch-ADDITION arms and were
significantly lower among intensively treated patients [32, 33]. Furthermore, a controlled
trial of the psychological impact of stepwise screening for diabetes embedded in the
ADDITION-Cambridge trial showed that anxiety, depression, worry about diabetes and
self-rated health were not significantly different in participants invited to screening and
those not invited (controls), indicating that screening for type 2 diabetes is associated
with limited psychological harm [34, 35]. These results suggest that screening for
diabetes might be worthwhile. However, the key determinant of the effectiveness and
cost-effectiveness of diabetes screening is the magnitude of cardiovascular risk reduction
following early detection and intensive treatment, and this remains uncertain.

While evidence is beginning to suggest that earlier, intensive treatment of diabetes is
effective, it still remains unclear who to screen, how often, and how to tackle problems of
uptake. Evidence from a national pilot screening programme for type 2 diabetes in
deprived areas of England demonstrated the difficulty in implementing and evaluating
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diabetes screening initiatives in primary care [36]. There was inconsistency in executing
the screening protocol, lack of quality control, lack of adequate diagnostic testing after a
positive screening test e.g. 31% of individuals with a positive screening test did not have
a diagnostic test result recorded on their notes, and a lack of systems for routine data
collection on screening. Furthermore, screening for a disease inevitably finds more
people at high risk than people with the disease, and as reviewed earlier, it remains
unclear what to do with these individuals in a real world setting. Results from the DE-
PLAN project, which aims to develop and test models of identification and intervention in
individuals at high risk of type 2 diabetes in 17 European countries, will provide further
evidence on effective ways of finding and treating those at risk of diabetes [18].
Similarly, the UK Department of Health has just introduced a Vascular Risk Assessment
programme [37], which will identify large numbers of people in primary care who might
benefit from interventions to reduce their risk of CVD and diabetes, and may provide
opportunities to evaluate different risk identification strategies.

Glucose continuum and cardiovascular risk

Observational studies show a consistent and continuous association between glycaemia
and CVD risk that extends below the diabetic threshold [38, 39]. However, results from
long-term follow-up of diabetes prevention trials show relatively small reductions in
glycaemia and have not yet demonstrated reduced CVD morbidity or mortality in
intervention groups. Furthermore, recent findings from CVD prevention trials among
patients with longstanding diabetes cast doubt on the benefits of very intensive
treatment of glycaemia [40]. Conversely, the hypothesis that tight glycaemic control
early in the course of type 2 diabetes can reduce CVD risk is supported by subgroup
analyses of the recent ACCORD, ADVANCE and VADT trials [40-42]. Similarly, early blood
glucose control reduced myocardial infarction and all-cause mortality in patients with
diabetes in the UK Prospective Diabetes Study [43], and preliminary findings from the
diabetes screening literature support the notion that early detection and treatment might
be worthwhile [32, 33]. Skyler et al have therefore suggested that glycaemic control may
be important before macrovascular disease is well developed but has less impact when
vascular disease is advanced [44]. In addition, numerous lifestyle intervention studies
(for diabetes prevention [45], weight reduction and/or increasing physical activity) have
demonstrated encouraging short-term (6-48 months) benefits in reducing CVD risk
factors (blood pressure, cholesterol, insulin resistance etc.) but the effect on CVD
mortality and events is unknown. This remains an important gap in the current research
base [46], particularly at a time when population-based screening to identify those at
high CVD risk is proposed [37, 47].

The continuous association between glycaemia and CVD risk, and perhaps also risk of
microvascular complications [48], also challenges the notion of diabetes as a disease
defined by a simple threshold. We have previously stated that as “...most of the
population burden of cardiovascular disease attributable to hyperglycaemia comes from
the large number of people with moderately raised levels of glucose, rather than the
smaller number of people with high levels, it follows that the most effective population
strategy for preventing this burden is to attempt to shift the mean glucose level in the
population by increasing average levels of activity and reducing obesity”. This endeavour
is similar to the “small change” approach and suggests that if the blood glucose curve
can be shifted to the left we may be able to prevent larger numbers of diabetes-related
complications than simply focusing efforts just below the current somewhat arbitrary
diagnostic threshold.

IDF Diabetes Atlas fourth edition Prevention of Type 2 Diabetes | 7



Discussion

We previously argued for investment in “real world” diabetes prevention initiatives [2].
Encouraging results from community-based prevention efforts have contributed to an
emerging evidence base in this field [6, 9, 11, 49, 50]. The translation of evidence from
DPS- and DPP-like programmes into larger-scale prevention endeavours has highlighted
a number of challenges for the future, including how to identify people at high risk and
encourage them to participate; maximizing response and attendance rates; programme
intensity, fidelity and sustainability; and the development of effective and cost-effective
interventions. It is unclear whether the efficacy of the DPS and DPP interventions in
populations with IGT and overweight/obesity would be similar in populations defined as
at risk using somewhat different criteria e.g. not dependent on 2-hour blood glucose. We
do not know which interventional elements from the prevention trials can be omitted to
reduce cost. It is also unclear how much of the programme is required to achieve
behaviour change and the nature and frequency of follow-up to achieve maintenance of
change. Multiple external barriers to lifestyle change, limited understanding of diabetes
risk and prevention by both providers and the public [13], and limited behaviour change
skills will also impede the implementation of these types of initiatives on a larger scale.
We need further small-scale evaluations using robust measurement of lifestyle
behaviours, as well as larger studies evaluating more pragmatic diabetes prevention
programmes with longer-term follow-up.

Some countries have begun to implement population-based strategies for chronic disease
prevention, but investment in developing and evaluating population-level interventions
remains inadequate. By focussing on the “small change” approach and involving a
number of different agencies, it may be possible to shift the population distribution of
risk factors for diabetes and CVD in a favourable direction. This approach should be
combined with more intensive diabetes prevention programmes in those at high risk. The
cost-effectiveness of primary prevention strategies for type 2 diabetes has not been
universally demonstrated. Feasible, acceptable and affordable diabetes prevention
interventions still need developing, and longer term data are needed to assess the clinical
and economic impact of diabetes prevention programmes. In relation to screening and
earlier detection, while preliminary results from the ADDITION trial suggest that early
detection and treatment of diabetes may be beneficial, again, longer-term data on hard
CVD outcomes are still needed. Furthermore, the practicalities of implementing and
evaluating a diabetes screening programme are unresolved. Goyder et al [36] suggest
that primary care will have an increasing responsibility for primary prevention and early
detection of diabetes and CVD risk and future programmes will be more effective if
lessons are learned from the experience of the kinds of initiatives outlined in this article.
Finally, while both observational and trial evidence suggests that blood glucose control
earlier in the disease trajectory might reduce CVD risk, long-term evidence on the costs
and benefits of this approach are unknown.

In conclusion, individual countries should aim to develop and evaluate cost-effective,
setting-specific diabetes risk identification and prevention strategies based on available
resources. These should be linked to initiatives aimed at reducing the burden of
cardiovascular disease, and complemented with population-based strategies focusing on
the control and reduction of behavioural and cardiovascular risk factors by targeting their
key determinants. The successful evaluation of these types of initiatives will depend in
part on a willingness to consider study designs other than the RCT. The answer to some
important outstanding questions in the diabetes prevention field rely on waiting for the
long-term follow-up of studies that are already in progress, particularly with regards to
CVD morbidity and mortality reduction. However, in the meantime there is much that can
be done and increasing evidence on which to base decisions about what to do in order to
reduce the burden of disease associated with type 2 diabetes.

IDF Diabetes Atlas fourth edition Prevention of Type 2 Diabetes | 8



Acknowledgements

We thank Jonathan Shaw, Paul Zimmet and George Alberti for their helpful comments on
the paper.

IDF Diabetes Atlas fourth edition Prevention of Type 2 Diabetes | 9



References

[1]

[2]

[3]

[4]

[5]

(6]

[7]

[8]

[9]

[10]
[11]

[12]

[13]

[14]

[15]

[16]

Alberti KG, Zimmet P, Shaw J. International Diabetes Federation: a consensus on
Type 2 diabetes prevention. Diabet Med. 2007 May;24(5):451-63.

Simmons RK, Griffin SJ, Wareham NJ. Researching how to realize the potential of
diabetes prevention. Diabet Med. 2007 Oct;24(10):1055-7.

Gillies CL, Abrams KR, Lambert PC, Cooper NJ, Sutton AJ, Hsu RT, et al.
Pharmacological and lifestyle interventions to prevent or delay type 2 diabetes in
people with impaired glucose tolerance: systematic review and meta-analysis.
Bmj. 2007 Feb 10;334(7588):299.

Lindstrom J, Ilanne-Parikka P, Peltonen M, Aunola S, Eriksson ]G, Hemio K, et al.
Sustained reduction in the incidence of type 2 diabetes by lifestyle intervention:
follow-up of the Finnish Diabetes Prevention Study. Lancet. 2006 Nov
11;368(9548):1673-9.

Li G, Zhang P, Wang J, Gregg EW, Yang W, Gong Q, et al. The long-term effect of
lifestyle interventions to prevent diabetes in the China Da Qing Diabetes
Prevention Study: a 20-year follow-up study. Lancet. 2008 May
24;371(9626):1783-9.

Absetz P, Valve R, Oldenburg B, Heinonen H, Nissinen A, Fogelholm M, et al. Type
2 diabetes prevention in the "real world": one-year results of the GOAL
Implementation Trial. Diabetes Care. 2007 Oct;30(10):2465-70.

Tuomilehto J, Lindstrom J, Eriksson JG, Valle TT, Hamalainen H, Ilanne-Parikka P,
et al. Prevention of type 2 diabetes mellitus by changes in lifestyle among
subjects with impaired glucose tolerance. N Engl ] Med. 2001 May
3;344(18):1343-50.

Lindstrom J, Tuomilehto J. The diabetes risk score: a practical tool to predict type
2 diabetes risk. Diabetes Care. 2003 Mar;26(3):725-31.

Kilkkinen A, Heistaro S, Laatikainen T, Janus E, Chapman A, Absetz P, et al.
Prevention of type 2 diabetes in a primary health care setting. Interim results
from the Greater Green Triangle (GGT) Diabetes Prevention Project. Diabetes Res
Clin Pract. 2007 Jun;76(3):460-2.

Health N. Life Life Well project.

Ackermann RT, Finch EA, Brizendine E, Zhou H, Marrero DG. Translating the
Diabetes Prevention Program into the community. The DEPLOY Pilot Study. Am ]
Prev Med. 2008 Oct;35(4):357-63.

Lipscomb ER, Finch EA, Brizendine E, Saha CK, Hays LM, Ackermann RT. Reduced
10-Year Risk of Coronary Heart Disease in Patients Who Participated in a
Community-Based Diabetes Prevention Program: The DEPLOY pilot study.
Diabetes Care. 2009 Mar;32(3):394-6.

Rosal MC, Benjamin EM, Pekow PS, Lemon SC, von Goeler D. Opportunities and
challenges for diabetes prevention at two community health centers. Diabetes
Care. 2008 Feb;31(2):247-54.

Victora CG, Habicht JP, Bryce J]. Evidence-based public health: moving beyond
randomized trials. Am J Public Health. 2004 Mar;94(3):400-5.

Ruge T, Nystrom L, Lindahl B, Hallmans G, Norberg M, Weinehall L, et al.
Recruiting high-risk individuals to a diabetes prevention program: how hard can it
be? Diabetes Care. 2007 Jul;30(7):e61.

Ackermann RT, Marrero DG, Hicks KA, Hoerger TJ, Sorensen S, Zhang P, et al. An
Evaluation of Cost Sharing to Finance a Diet and Physical Activity Intervention to
Prevent Diabetes. Diabetes Care. 2006 Jun;29(6):1237-41.

IDF Diabetes Atlas fourth edition Prevention of Type 2 Diabetes | 10



[17]

[18]

[19]
[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

[29]

[30]

[31]

Finnish Diabetes Association. The Development Programme for the Prevention and
Care of Diabetes in Finland 2000-2010 (DEHKO).

Schwarz PE, Lindstrom J, Kissimova-Scarbeck K, Szybinski Z, Barengo NC,
Peltonen M, et al. The European perspective of type 2 diabetes prevention:
diabetes in Europe--prevention using lifestyle, physical activity and nutritional
intervention (DE-PLAN) project. Exp Clin Endocrinol Diabetes. 2008
Mar;116(3):167-72.

NHS. www.nhs.uk/Change4Life 2009.

Unal B, Critchley JA, Capewell S. Small changes in United Kingdom cardiovascular
risk factors could halve coronary heart disease mortality. J Clin Epidemiol. 2005
Jul;58(7):733-40.

Hill JO. Can a small-changes approach help address the obesity epidemic? A
report of the Joint Task Force of the American Society for Nutrition, Institute of
Food Technologists, and International Food Information Council. Am ] Clin Nutr.
2009 Feb;89(2):477-84.

Simmons RK, Harding AH, Jakes RW, Welch A, Wareham NJ, Griffin SJ. How much
might achievement of diabetes prevention behaviour goals reduce the incidence of
diabetes if implemented at the population level? Diabetologia. 2006
May;49(5):905-11.

Ramachandran S, French JM, Vanderpump MP, Croft P, Neary RH. Using the
Framingham model to predict heart disease in the United Kingdom: retrospective
study. Bmj. 2000 Mar 11;320(7236):676-7.

Gillies CL, Lambert PC, Abrams KR, Sutton AJ, Cooper NJ, Hsu RT, et al. Different
strategies for screening and prevention of type 2 diabetes in adults: cost
effectiveness analysis. Bmj. 2008 May 24;336(7654):1180-5.

Goyder EC. Screening for and prevention of type 2 diabetes. Bmj. 2008 May
24;336(7654):1140-1.

Hoerger TJ, Hicks KA, Sorensen SW, Herman WH, Ratner RE, Ackermann RT, et
al. Cost-effectiveness of screening for pre-diabetes among overweight and obese
U.S. adults. Diabetes Care. 2007 Nov;30(11):2874-9.

Ramachandran A, Snehalatha C, Yamuna A, Mary S, Ping Z. Cost-effectiveness of
the interventions in the primary prevention of diabetes among Asian Indians:
within-trial results of the Indian Diabetes Prevention Programme (IDPP). Diabetes
Care. 2007 Oct;30(10):2548-52.

Woolf SH. A closer look at the economic argument for disease prevention. Jama.
2009 Feb 4;301(5):536-8.

Lauritzen T, Griffin S, Borch-Johnsen K, Wareham NJ, Wolffenbuttel BH, Rutten G.
The ADDITION study: proposed trial of the cost-effectiveness of an intensive
multifactorial intervention on morbidity and mortality among people with Type 2
diabetes detected by screening. Int J Obes Relat Metab Disord. 2000 Sep;24
Suppl 3:56-11.

Echouffo-Tcheugui JB, Sargeant, L.A., Prevost, A.T., Williams, K.M., Barling, R.S.,
Butler, R., Fanshawe, T., Kinmonth, A.L., Wareham, N.J., Griffin, S.G. How much
might cardiovascular risk be reduced by intensive therapy in people with screen-
detected diabetes? Diabet Med. 2008;25:1433-9.

Sandbaek A, Griffin, S.J., Rutten, G., Davies, M., Stolk, R., Khunti, K., Borch-
Johnsen, K., Wareham, N.]J., Lauritzen, T. Stepwise screening for diabetes
identifies people with high but modifiable coronary heart disease: the ADDITION
study. Diabetologia, in press. 2008.

IDF Diabetes Atlas fourth edition Prevention of Type 2 Diabetes | 11



[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

[40]

[41]

[42]

[43]

[44]

[45]

[46]

Griffin S, Wareham, NJ., Kinmonth, AL., Prevost, T., Barling, R., Williams, K. Does
intensive treatment of screen-detected diabetes improve outcomes? One year
impact on cardiovascular risk factors in the ADDITION (Cambridge) trial.
European Association for the Study of Diabetes. Amsterdam, Netherlands 2007.

Janssen PG, Gorter KJ], Stolk RP, Rutten GE. Randomised controlled trial of
intensive multifactorial treatment for cardiovascular risk in patients with screen-
detected type 2 diabetes: 1-year data from the ADDITION Netherlands study. Br ]
Gen Pract. 2009 Jan;59(558):43-8.

Eborall H, Davies R, Kinmonth AL, Griffin S, Lawton J]. Patients' experiences of
screening for type 2 diabetes: prospective qualitative study embedded in the
ADDITION (Cambridge) randomised controlled trial. Bmj. 2007 Sep
8;335(7618):490.

Eborall HC, Griffin SJ, Prevost AT, Kinmonth AL, French DP, Sutton S.
Psychological impact of screening for type 2 diabetes: controlled trial and
comparative study embedded in the ADDITION (Cambridge) randomised
controlled trial. Bmj. 2007 Sep 8;335(7618):486.

Goyder E, Wild S, Fischbacher C, Carlisle ], Peters ]. Evaluating the impact of a
national pilot screening programme for type 2 diabetes in deprived areas of
England. Fam Pract. 2008 Oct;25(5):370-5.

DOH. Putting Prevention First. Vascular checks: risk assessment and
management. London; 2008.

Levitan EB, Song Y, Ford ES, Liu S. Is nondiabetic hyperglycemia a risk factor for
cardiovascular disease? A meta-analysis of prospective studies. Arch Intern Med.
2004 Oct 25;164(19):2147-55.

Selvin E, Marinopoulos S, Berkenblit G, Rami T, Brancati FL, Powe NR, et al. Meta-
analysis: glycosylated hemoglobin and cardiovascular disease in diabetes mellitus.
Ann Intern Med. 2004 Sep 21;141(6):421-31.

Gerstein HC, Miller ME, Byington RP, Goff DC, Jr., Bigger JT, Buse ]B, et al. Effects
of intensive glucose lowering in type 2 diabetes. N Engl ]J Med. 2008 Jun
12;358(24):2545-59.

ADVANCE. Intensive Blood Glucose Control and Vascular Outcomes in Patients
with Type 2 Diabetes. N Engl J Med. 2008 Jun 12;358(24):2560-72.

Duckworth W, Abraira C, Moritz T, Reda D, Emanuele N, Reaven PD, et al. Glucose
control and vascular complications in veterans with type 2 diabetes. N Engl ] Med.
2009 Jan 8;360(2):129-39.

Holman RR, Paul SK, Bethel MA, Matthews DR, Neil HA. 10-year follow-up of
intensive glucose control in type 2 diabetes. N Engl J Med. 2008 Oct
9;359(15):1577-89.

Skyler JS, Bergenstal R, Bonow RO, Buse J, Deedwania P, Gale EA, et al. Intensive
glycemic control and the prevention of cardiovascular events: implications of the
ACCORD, ADVANCE, and VA diabetes trials: a position statement of the American
Diabetes Association and a scientific statement of the American College of
Cardiology Foundation and the American Heart Association. Diabetes Care. 2009
Jan;32(1):187-92.

Ilanne-Parikka P, Eriksson JG, Lindstrom J], Peltonen M, Aunola S, Hamalainen H,
et al. Effect of lifestyle intervention on the occurrence of metabolic syndrome and
its components in the Finnish Diabetes Prevention Study. Diabetes Care. 2008
Apr;31(4):805-7.

Deedwania P, Kosiborod M, Barrett E, Ceriello A, Isley W, Mazzone T, et al.
Hyperglycemia and acute coronary syndrome: a scientific statement from the

IDF Diabetes Atlas fourth edition Prevention of Type 2 Diabetes | 12



[47]

[48]

[49]

[50]

American Heart Association Diabetes Committee of the Council on Nutrition,
Physical Activity, and Metabolism. Circulation. 2008 Mar 25;117(12):1610-9.

Kohro T, Furui Y, Mitsutake N, Fujii R, Morita H, Oku S, et al. The Japanese
national health screening and intervention program aimed at preventing
worsening of the metabolic syndrome. International heart journal. 2008
Mar;49(2):193-203.

Wong TY, Liew G, Tapp RJ, Schmidt MI, Wang 1], Mitchell P, et al. Relation
between fasting glucose and retinopathy for diagnosis of diabetes: three
population-based cross-sectional studies. Lancet. 2008 Mar 1;371(9614):736-43.

Balagopal P, Kamalamma N, Patel TG, Misra R. A community-based diabetes
prevention and management education program in a rural village in India.
Diabetes Care. 2008 Jun;31(6):1097-104.

Seidel MC, Powell RO, Zgibor JC, Siminerio LM, Piatt GA. Translating the Diabetes
Prevention Program into an urban medically underserved community: a
nonrandomized prospective intervention study. Diabetes Care. 2008
Apr;31(4):684-9.

IDF Diabetes Atlas fourth edition Prevention of Type 2 Diabetes | 13



