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OBJECTIVE — To conduct a literature review of community-based interventions intended to
prevent or delay type 2 diabetes.

RESEARCH DESIGN AND METHODS — Recently published findings about the po-
tential to prevent or delay type 2 diabetes with intensive lifestyle interventions prompted a
literature search for community-based diabetes prevention interventions. The literature review
design was a search of databases for publications in 1990-2001 that identified reports on
community-based interventions designed to prevent or modify risk factors for type 2 diabetes.

RESULTS — The search revealed 16 published interventions, 8 of which were conducted in
the U.S. and involved populations disproportionately burdened by diabetes (e.g., American
Indians, Native Hawaiians, Mexican Americans, and African Americans). Of the studies report-
ing results among youth, there were posttest improvements in intervention groups in knowl-
edge, preventive behaviors, and self-esteem. Among studies reporting results among adults, most
reported improvements in intervention groups in knowledge or adoption of regular physical
activity. Several investigators offered important reflections about the process of engaging com-
munities and sharing decision making in participatory research approaches, as well as insights
about the expectations and limitations of community-based diabetes prevention research. Many
of the studies reported limitations in their design, including the lack of control or comparison
groups, low response rates or lack of information on nonresponders, or brief intervention
periods.

CONCLUSIONS — There is a critical need to conduct and publish reports on well-designed
community-based diabetes prevention research and share information on the process, results,
and lessons learned. Armed with recent positive findings about diabetes prevention and litera-
ture documenting community-based efforts, advocates at local, state, and national levels can
collaborate to stem the rising tide of diabetes in communities.

Diabetes Care 26:2643-2652, 2003

n a decade’s time (1990-2001), the
prevalence of self-reported (diag-
nosed) diabetes increased 61% in the

sociated with obesity and weight gain (3),
which also increased over the same time
period. One projection is that the 11 mil-

U.S. (1), including a startling 76% in-
crease from 1990 to 1998 among people
in their 30s (2). Accounting for roughly
95% of all diabetes, type 2 diabetes is as-

lion U.S. residents with diagnosed diabe-
tes will increase to 29 million in 2050 (4).
The escalating prevalence of type 2 diabe-
tes portends serious consequences for the
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quality of life of those affected and their
families and communities.

To stem the rising tide of diabetes,
public health policies need to move up-
stream toward prevention or at least a de-
lay in the onset of type 2 diabetes. A number
of recent studies offer scientific evidence
and new hope for curtailing the epidemic
of type 2 diabetes with support for inten-
sive lifestyle modification and modest
weight loss as effective interventions
among adults at high risk for developing
type 2 diabetes (5-7). The transitional
state in the natural history of diabetes
when impaired glucose tolerance (IGT),
impaired fasting glucose, or both are
present has recently become known as
“pre-diabetes,” which affects 12 million
overweight Americans aged 45-74 years
(8), also raising their risk for cardiovascu-
lar disease (9). Detection of pre-diabetes
is not a goal of most diabetes screening
programs (10), but the lengthy develop-
mental period of diabetes, coupled with
the potential to prevent or delay the onset
of type 2 diabetes, offers an opportunity
for multifaceted prevention efforts.

Distinct preventive medicine strate-
gies have been described by Rose (11) as
follows: 1) the “high-risk approach,”
which identifies and focuses exclusively
on individuals at highest risk for develop-
ing diseases; and 2) the “population or
public health approach,” which attempts
to reduce risk factors for or causes of dis-
eases within communities, which are gen-
erally defined in terms of localities but can
also represent groups who share a com-
mon cause or interest (12). Rose identi-
fied advantages and disadvantages for
both approaches. For example, the high-
risk approach is generally cost-effective
with a high likelihood of benefit for mo-
tivated individuals. The population ap-
proach, often called the community-
based approach, offers a smaller benefit to
individuals but more potential for bene-
fiting the larger population. Whereas the
high-risk approach is palliative, the com-
munity-based approach aims to address
the underlying causes of ill health (11);
the latteris typically predicated on respect
for community strengths, including cul-
tural practices and wisdom, with mean-
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Federal agencies, voluntary organiza-

tions, and others aim to reduce the bur-

Both high-risk and community-based
den of diabetes by translating research

ingful participation of the community
approaches are likely to be required for
the challenging goals of preventing or de-
laying type 2 diabetes (13). Participatory
action research, which involves collabo-
ration of those affected by the issue being
studied (14), with researchers in the po-
sition of co-learners (15), may be partic-
ularly suited to strategies for primary
prevention of diabetes in well-defined
communities (13). Such approaches tend
to be valued by local communities be-
cause they can ensure the cultural rele-
vance of interventions (16,17).

findings into practice at multiple levels,
including providing support and assis-
tance to states and territories to develop
comprehensive, sustainable programs to
prevent and treat diabetes among their
constituents. To evaluate the promise of
primary prevention of diabetes using

from the beginning.

community-based approaches, the Cen-
ters for Disease Control and Prevention
conducted a literature review to examine
community-based interventions. The
purpose of this review was to inform
translation efforts for diabetes primary pre-
vention at local, state, and national levels.

was part of a larger review conducted to
examine all interventions specifically de-
signed to prevent or delay type 2 diabetes
or modify its risk factors among youth or

RESEARCH DESIGN AND
METHODS — This literature review

Inclusion criteria included English-

munity-based approaches. Medline, the
Educational Resources Information Cen-
ter, and the Combined Health Informa-
tion Database were searched to find
interventions specifically focused on dia-
betes prevention.

language articles published between 1990
and 2001 that reported on diabetes pre-

adults, whether from high-risk or com-

vention interventions in any country.

”n,wm%&wx,m
0= 9
S mELE g3
mw/mrlsnrms
03 AT 80T
W.mw %bmm.l.c
== s [ g =
ARS8 ESYEE
(HdMIS%A
st 3 "2 8
SEv vz 29
5225 8EEC
— o= © < =
OO0 5T o= 0w
S > 080w X
;I.dpat_se
n e Ve oo 1Y
mmmtwn eim
— apme.mbnwa
SIS = .S
[1»wampdeM
S L EESSNZ
QD2 = = e
= o8B VvVT- o oud
$S8E55%¢e 28
S“CVduu W/O

s3u1A19s 9]qeIaZA

PUE 1INIJ UT SI5810UT

JUEdYTUSIS {SALIOTed

8101 pue (SaLI0[ed (8101

Ppue SUIAIDS ey £1e191p
Ul S3SBIIDIP JUBIYIUSIS

pasoxdut

Apuesytugts 98pa
-1AM0W e SANqRI]

S[eLIIEW [euon

-BONPI JUBAI[IL

Aremino jo asn
£q padofaaap suossa]

sagueyd

pa1981e1 10N JuedyIuSIS ON

ASIDIIXD
pue ‘pooj ‘yieay
uo sjar[Rq pue
SapminIe jo uon
-e10[dxa Surpnpout
‘UONUIAINUL 10Joq
duarpne 19818) JO
JUIISSISSE IATILULIO
spuago| pue
‘sawes ‘saLols ued
-LI9WY 9ATIEN] JO 95
(S9s5900MS
pue saxel
-STu $,910£02 3}
WOIj UIeI] Ued U0
°9'T) WOTEINP? 1931
-1put dzIjoquIAs 01
s101onnsul £q pasn
Jureu 310£09 (S1U2D
-S3]0PE 0FeqIUUIAN
£q pauSisap werdoid

SSAUITJ 1L[NISLAOTPIED
pasoxdun Sunsaddns
‘sater asynd ur asearddq
sage1aAaq pare
-8ns jo uondwnsuod
UT UOTONPAI TULdYIUTIS

sonel
UInsur-a509
-3 ur IseaId

-ut Juedyrudig

painseawt
126 10N

(stsATeue [edonsnels ou)
$21005 1YSIY PaAdIyde
%68 ‘9Fpapmow Jo
s1samsod pue s1saroxd
Paydlew JO $19s uIU UO

pa1981e1 10N Pa1981e1 10N

Aanoe
Tears£yd Sunouwroid
Juauodwod [00yds-131)y
juauoduwod
BLIIJED [00YDS
WNNOLLIND [I[edy
Sunsixa Juawarddns
01 pauSIsap uonuUIA
-I97UT WOOISSE[d (0015
uoneINpa YI[eay 1uadied
payrpowt
sjooyps ut £jddns poog
paonponut
uoneINP3 S
-9qEIp Paseq-umnoLLImy)
Ayanoe restsdyd
dziseydwa 01 paysiqel
-59 AJ[IOB] SSaU[[aM U]
oK pue ‘Ainoej
AunuIuod uryim
PIYSI[rISI SHI0M
-19u [epos antoddng

X0
[N € UM
uonnu poos pue A1
-anoe (edtskyd ysnoayy
uonuasaid s319q
-BIP INOQE UOTBULIOJUT
spuaoid 01 paudisap
UOTIUIAIUI [EUOTIEINPT

S[aA9] A11Ande pue
WI91S2-J[35 ‘Aed1y)o
-J[os ‘98pamoury
aeay et 9[qed
-89A pue JImj 958210
-ut 01 103 A1epuodas
1e] £poq £red
-yroads :sa1aqetp 10§
S1010€] Y[SLI 95LAID
-9p 01 1203 Arewtig

S{uLIp 1jos jo uon
-dumnsuod paonpar
pue ‘xeiut 9[qe1asoa
PUE 1INIJ PISEAIOUL
‘Kanoe rearsAyd
paseanur 1oddng
10108 Y[SLI SANICBIP
Jo ouafeaard aonpay
SIUDSI[OPE JO SPIdU
oy1ads Surssarp
-pe weidoxd uon
-edNPa YIedY usIsaq
uoneInpa
s3a19qeIp ut
J101 diysiapeay e
01 SIUAISI[OPE 10]
Aunmizoddo apraoag
weidoxd aanisuds
Areano dojaaap 01
SIMIND UEIpU] [EUOT
-1pext jo s10adse asn

wr=u
ooy ues
spuowt JO 101ISIp [00Yds
6 e pauod 1sa100d Ut sjooyds

-31 SI[Msa1 ‘s1eak 7
dnoig jonuoo ou
‘TeruduLIadxa-15eNn)

0Mm) Ul S19peIs Y
UBOLIDWY-UBITXIN
Sexa] ‘oruoluy ues

€LT = u(uy
-9seq| 191je s1eak
) waloid-prur
‘611 = U :durpseqg
s[ooyds Y31y om)
18 (716 Sopeid)
SIUIISI[OPE TUNZ
OJIXIN MIN ‘uon
-BAIISAI O[qang Tunz

s1eak 4
dnoi3 jonuod ou
‘TerudurLIadxa-1seNn)

Ye=1u

(s1eaf g1—¢ 1
pase) s1uadsajopy

eyse1q

-9N ‘UOTIBAIISAT
uerpuy 03eqaUUIA

(ond)
doysyiom Kep-jrey
dnoi8 jonuoo ou

qeruduiadxa-1seng)

(7€) "Te 19 ouradr]

(0€) ySnequay pue [ma

(€0 'Te 19 mo[Ie|N

2645

DiaBETES CARE, VOLUME 26, NUMBER 9, SEPTEMBER 2003



Community-based lifestyle interventions

parodar 10N

sarqeIp jo
SISED MAU XIS @

1SANTUNWIOD

uostreduwon
sa19qeIp jo

SISED MU ON @
Lrunuwod

UOTIURAIIU]

Pa193181 10N

parodar 10N

191

JO S9sed Mau Ino @

sanunu
-wod uostiedwon)
sanunu

-wod uostredwod

ut ueyl [INg pue
amssaid poojq
1[0154S 1oMO]

Arenueisqns e
191

JO SISED MIU XIS @
Kunw

-WO0d UOTUIAINIU]

panodar loN

Downloaded from http://ada.silverchair.com/care/article-pdf/26/9/2643/665148/dc0903002643.pdf by guest on 09 April 2024

paruodarloN

dnoi3

UOTIUAIIUL

ur yoam 1ad duo

1se] 18 Aianoe

Sunpoid-1eams

Jo dduaresard

pue saraqeip

JO 33paymony]

Ul Sasea1dul

JuedyTusIS (oA
-INS [BUONDIS-SS017)

Ananoe guonpoid

-1eams ut pageSud

oym syuedonred

uonuaA

-191u1 Jo uoniod

-o1d ut uononpaz
Jueoyrudis 110100

ISIDIIXD
Temngar ut Sut
-tedonred synpe
Jjo uoniodoxd
Y (P
-9u0 Aq) pasea1d
-ut Anedounu
JUO Ul PAINPUOD
ugredures Sunyrem
10J partodal symsay

suoneziuedio
[800] jo saaneIudsaidar
pue saquiaw L

-nuwod jo dnoid y1opn

Judwdojaaap 103foxd
ur s1aquidu Au
-NUWOD JO TUIWIA]OAU]

Ananoe

Teatsfyd arowoid 01

J101BUIPIO0D UOTIEIIIAL

Ppairy ‘santoey A

-NUIWOD JO IS() "SIAN[

JO uonNqLusIp 10j 10
-unoyD pueq jo UONOUES

satdarens

uonuaadid Ajnuapt

o1 UQN muuwﬂmzu (@]

Ppa1e[a1 SI01ABY] pue

‘sapmime ‘a3papmowy

Jurwex? 01 Ljru
-nuumod L:B SMITATINU]

PassnosIp 10N

Sas Ajrunuwuiod

£33 1e s[ela

-BUI [BUOTIEDNPI JO UOT)
-NQUISIP pue SaNIATIOR

SSIUATEME ‘BIPIW JO IS}
“UOTIURAIAUL D21

(suonens

-uowap uR{00d 3-9)
eIUL 1BJ UL 95BN @

(surexgoad Sur

Sem <8-9) Ananoe [edt

-sAyd rem3a1 ur asearou] @

:uonemdod [e1a
-ua3 ur uonowoid Yipedr]

1oddns ey
-uawuoaaud ‘usredwed
LIPIW ‘SINOY JURINEISAT
pue 1rewadns ‘suon
-ensuoudp Sunjood
“(qp 2ru-0T “8-9)
S1U9A9 A11AT10 [821SKY ]
(sdnoi3 Sunyem <3°9)
Aanoe redtsdyd pue
‘10102 1ySrom ‘dgueyd
Kxera1p 01 parear
sar3a1ens Juowa[dw] @
{(seare
[enuapisax ‘saoejd
-10M ¢8°9) sanunu
-WOD UIYIM UOTIUIAIIU]
santanoe pauuerd
moqe drqnd woju] @
3810400 vrpaw urelqO @
suonuaA
-I91UI 10] JUIWIUOIIAUD

£orj0d 2anzoddns 91e910) @

‘suonuAAIUL AJIUNWwo”)

SIIALIS
3uru2919s Jo Isn
aseaIUI pue $319q
-BIP 10J S10108] S
moqe (s1adedsmau
pue oIpe1 jo asn

¢8°9) ssauazeme astey

uonemdod
[eI9UA3 9 UT S99
-BIP 10J S1010¥) S

A[qeyrpot 20NPARy

(sTaquuaut
Armumuwuod utmy
‘sdnoid Funyem
©38°9) suoddns
[EIUSUIUOIIAUD PUe
(Sunduequd 1YFam
-19A0 '3°9) s101
-oe] st Juonpar
£q saaqerp 7 2dKy

JO 22UaPIOUL 20NPIAR

A8utpuodsaiiod
19o1Jo

doudeAdld a1 ompay

(Ananoe esAyd
9sBIIOUL ‘N[RIUL

Je] A1e191p 20npax
8°9) s10108j ¥su
Sunuanyyur £q %67
Aq savaqerp 7 2dfy

JO 20UaPIOUL 20NPIARY

s1eak ¢

Anunw

-wod uostredwod
‘TeruauLIadxa-15eNn()

syuouwt 91
sdnoig uosted
-wod om1 ‘dnoid
UOITUIAIIUL JUO

‘reruounLiadxa-1send)

s1eak O]
saned
-prunw uostied
-wod om) ‘sdnoid
UOTIUIAINUT I}
‘reruounLiadxa-1send)

660°0T = U u0s
-edwod (06E T
= U UONuAIIU]
plo s1eak g1 =
SUEDLIWY UBdLIJy
eurjore)

YUoN ‘Ysorey (81) Te 12 nedjadug

CHT = u ‘sypuowt
91 'sympe 0¢1
= U :durpaseq
:£3AINS [BUONDIS-X
(saraqerp
7 2d£) 10§ ysu fer
-[rurey Je 10 [Im
sfenplatpur) su
Y31y, 1e synpe
GOT jo ueaw
:£3A1nS 110100
pueg
uerpu] ueSeueyQ
epeue)

“erquIm o) ysnug (07) e 12 [P1ueq

wawoMm 007'¢
pue ww 007'¢ = U

saniedorunm
Ja1) ut uonendog

UIPAIMG “WOPI0IS (b€ ‘€E) Te 12 sexelg

saqerp
JO dduareAdId

SId{Ieul [B21UI]D

S101ABYQ(Q ‘sapninie
98papmotry]

sjuauoduiod
JueAd[a1 A[[eInImd pue
ﬂﬁwaﬁODrﬂ %H@CSEEOU

SUONUAAIIIU]

sataqerp 7 2d£ jo

uonuaaaid 10j (s)[eon

uonemp
pue usisap Apnig

az1s ojdures
duATpNE 19818
uonedo[ oryderSoan

DU

SISy

suondusap Apnig

sInpp u1 s212qv1p g 2dK) Av)ap 10 Juaaaud 01 pauSisap suonuaaiUl pasvq-uonvindod—rg qeL

DiaBETES CARE, VOLUME 26, NUMBER 9, SEPTEMBER 2003

2646



Satterfield and Associates

23pd uimojof uo panunuod

Downloaded from http://ada.silverchair.com/care/article-pdf/26/9/2643/665148/dc0903002643.pdf by guest on 09 April 2024

Reur yoIes
PUE 9DURIJUINIILD
1STEA UT SISEAID
-3p ULdYIUSIS @
:dnoi3 uostredwon)
dnoi3 uostred
-wod ey} 950oN(3
JO SUOTENUDUOD
ewsed ur asearour
Ppue ureg 1ySom
1918313 Apuedyrusis @
ISeJ IYy-7
I191Je uInsul pue
3s0on[3 Jo suon
-e1uadu0d ewserd
pue ‘anssaxd
poojq drjoiserp
amssaid pooiq
J10154s “IyFrom
‘TN Ul Saseard
-u1 JuedyIusIS @

painseaut J0N :dnoid uonuaarauy

Ppa1981e1 10N pa1981e1 10N

parodar 10N panodar 10N

parodar 10N parodar 10N

sdnoi3
U22M1( SIOUI
-I9JJIp TUBOYIUSIS
Aqreansnels ou Inq
sdnoi3 yioq ut
Ananoe TedrsAyd
JO S[2A3] pasea1du]
dnoi3 uostreduiod
'sa K1ATIO® Ted
-1syd pue 1ej £1e19
-1p 10§ 33e1s UON
-DB 0] 90ULAPE 01
A[ox1] 2101 33eIS
uonoe-a1d ut
dnoi3 uonuaanu]

pautodar 10N

pautodar 1oN

SNO0J AIIMd
YIM SINI[SMAU pue
‘sTaquIaW AJIUNWUod
£q uoneinyoey dnoid
‘A103S1Y puE 2ImInd
uo s1xeads edoy Sut
-pnpout ‘UonNUIAIIUL
pareard Arunuuod

(ewld) wreypo,Q Wy

UONUIAIANUL LIS
-9 2atsuodsar £Je
-Immo Jo Hﬂwagoﬁu»QmD

UOTIUAIUL JO USISIP
ut Qyrunwwod 3y} Jo
JUSUIIAJOAUT TUBDYIUTIS

A
-NUWOD YIM PIISA
-a1d pue £q parerouad
sa1891e11S UONUAAIIU]
UOTIUIAINUL
sreudoxdde e
-0 jo yuswdoaadp
PUE UONTULIP W]
-qoxd ut pre 01 uondI|
-102 e1ep orgderSourg

oy
-[no pue £101s1Y JO UON
-erodioout £q pared|ioej
‘Bururea] ParodaIp-jas
UO Paseq UONUIAI
-ut 9[A1S9J1] PaInIdNIS
-un :dnoi8 uostredwon)
SUOTIEIISUOWIP UOTIEIR
-daxd pooy pue ‘Buiajos
wapqoad dnoid Aejdajox
pue Surpppout se yons
‘sanbruyd [eroraeydq
‘SUONURAIIUL UONLIINU
pue Ananoe pearsAyd
Pparmonns utajoaut
uonuaAIIUL PIseq-£1
-1anoe dnoig uonuaarajuf

Juedonzed yim
SUOTDUNJ PAL]II-S)
-9qerp puane o1 uosiad
110ddns Ajrurey paurexy
SINTUNUIWOD 10q
Ul UOTIUIAINUL A[KISIYTT

Spooj [euonipen
19138 01 sdnoid pue
sdnoi3 Supyyem Surpnyd
-ur ‘sjuauoduiod uon
-~UIAIANUT SUONUIW AJJoLIg
Juauodwod Lyanoe
[eatsAyd pue uoneonpa
UONILIINU SIPN[OUL SUSIA
awoy Jo saLas ygnoiyy
UOTIEINPI JUO-01-9U()
(sitey yapeay
enuue ‘skeq A1ear]
<§9) s1uaad Aunuwuiod
10(eur Je SUONIBIUASAI]
(surex3oid uotsIAd[)
pue orper “'3'9) erpauwt
SSEU Y3NOIY) SIT0YD
91A1s9J1] Ia1B3Y INOqR
uoneINpa AuUNuUImoD)
uonowoid Suruadids
i day 01 sdnoid
Amunwwod Suisnoy
orqnd pue ‘sdnoid oo
‘s191u20 Ayunwuiod

SaUOINYD YIAM MIOA

(fnsaqo
3°9) s10108] Ysu
s319qeIp Ul sasueyd
10§ way) dredwiod
puE suonuIAIIUL
91415911 oyroads
01 22UIAYPE 1S9
uon
-~UQAIUT PIEPULIS
ynm paredwiod
s101a€Yaq KIS
-9 saaoxdwt uos
-10d 110ddns Arurey
YIM UOTIUIAIIUL
S1K1S9J1] JT SUTULINA(

uonuaaaid s

-3qe1p 01 saydeoid

-de 2anisuas
Apermind dojaasg

A1saqo AJre
-nonaed ‘sataqerp
10§ 1019} YSLL AJIPOIN.

1ek 1
paziwopuey

s1edf 4

TeruawLIadxa-15ENnY)

syquout 71
Passnosip
Jou uSisap Apnmig

@Mmmzu
-SIp Jou uoneINq

TeruauLIadxa-15ENnY)

S6=1u
oA [Sow
-10u 1nq 1ySem
-I9A0 AIE OYM
sinpe (eq)

Weypo,0 [Py
BuoOZLLYy
‘Aunuuon)

UBIPU] JOATY] B[l (97) Te 10 uekereN

LyT =1u
s3a19qeIp 10§

MSII Je SueleMer]
SN
‘lleMeH Ul Santu

-NUIWIOD [eINI OM ]
Ppassnasip

Jou az1s ddures
sage[ia

SUONEN] IS11] OM [
epeue)

‘elqunjod yshug

(€0) Te P e

(70 Mgy

Ppassnosip

Jj0u 2z1s a[dures
BPRUED) ‘QAIISHY
2a1D-2:qUO

suoneN 1s1L.]

EpeUR) ‘OLRIUQ (12) Te 12 uuyos[ENID

2647

DiaBETES CARE, VOLUME 26, NUMBER 9, SEPTEMBER 2003



Community-based lifestyle interventions

Downloaded from http://ada.silverchair.com/care/article-pdf/26/9/2643/665148/dc0903002643.pdf by guest on 09 April 2024

20U219)
-TWINd2II 1stem ﬁﬂw
Qg ‘ureS ySom
HO-# mwﬂu\:\,—ﬂu
uostreduod

UCN uonuaAIduL
UMD SIOUI

Pa123181 10N -I9JJIp WBdYIUGIS

dnoid uos
-redwod ur ure8
14Som ‘dnoid
UOTIUIAIUL

ut (011102 1S
Ajuo

P123181 10N

uawom Juoure

BILD[011SI[OD

-10d41 pue 101

Jo 9ouapeaard ut
$95L9109p 1uedYIUsIS

21015

© Wolj 1ej 3501}

s pareduwod

31015 e 01 1uade(pe

Surprsar syued

-nred Apnis 10§

paia) dsearour 1918213

-[eun saraqerp NG ueau ut
JO 9oudEAdI] saseaIdUL JULdYIUSIS

eIut
ey £1e191p pue
“JUNOWE ISIOIIXI
©98pajmony $319q
-eIp 10 SaYDINTD
uostredurod
PUE UOTUIAINUL
U2M19( U

-I9JJIp JUBOYIUSIS
dnoi8 uostredwios
ut AuIPIP g
dnoid uonuaaia
-UI Ul 9SDIAXD JO
JUNOWE U ISLILD
-Ul JUedYIusis
¢dnoig uosuredwon
ut uey) dnois
UONUIAIUL UT
33pajmotny salaq
-BIp JO UONUNI

a10w APUedyIusis

Ppa1a31e1 10N

eale

ut 9a1doad puefs] oy

-eJ SUOWIE S[LLIEW

uonuIAIANUL JO uon
-EPI[eA pue uonenjeAy

syuedpnaed

Apnis pue s101e20pa

eay Anrunuiod sa
-9qe1p I0j A1DIUYID JUWeS

S8

-aens areudordde Ae

-mimd,, Sutdofaadp st
103(01d 1e1) sa1€1S APNIY

uonuaadd pue Jusw
-1e21) Ul 9STOI9X9 pue
191P JO I[01 PUE S
-BIp U0 sIaquuawt A
-NUWWOd PUE [IDUNOD
Amunwuod yum
SUOISSNOSIP JAISUIIXT

S107€2NP2 ey
ATunuIuod saaqerp
SurA[oAUT SI1AIIS UOTY
-owoxd {I[eay [ed0] pue

suonensuowap SunjooD
WNISEUWAS [820] 18

599) diyszoquiaw paonpay
sdnoid aso
-19%3 Aq Pamol[o] suots

-S35 SSAUAILME SINCBI(]

weadod Is1o19xd

luow-4, pue ‘uonel

-uasaid 0dpra Juo ‘uon
-ejuasaid 101ednpa dUQ

S1078D
-Npa I[eay Arunuwod
sa1aqerp pauren Surpnpd
-UI JJLIS 9DIAIS [I[EAY]
Aq uonowouid yipeay
Suro8uo 1uanbasqng
s1eak
-1 10 1078203 eI
ISIDIIXI
pue 191p uo suentsAyd
£q uoneonpa [euwiojuy

az1s Apoq pue
‘snuqey Arerarp ‘si
-qey 9s1019%9 93pa
-|mouwy SR
uo werdoid afL1sayi
Pare[RI-SANAqRIP

Jo 10oeduur arenyeasy

9SIDIIXD
pue ssauareme sl
-9qetp 10y urerdoxd
1oqid jo 1edunt pue
Anpqeridasoe aenjeag

st A1eu0100 pue
DUEIN0) MWOUWLM
ut spua) aulwexyg

(ond) sxeak 7
dnoid
uostreduwod

‘TeruauLIadxa-1seNng)

(A1rea
papud) sypuout 4
dnoid
uostedwod
‘reruauiLiadxa-1send)

s1eak /.
[eruawLadxa-send)

P =u
:uostredwod (g
= U [UONUAINU]
sue
-ouIeS WINSIAN
Jo suonegaid
-10D 2Inygd oM T
puE[EdZ MIN

‘puepony ynos (67) Te 19 suowwis

66 = U
ruostredwod (g1

= U TUONUIAINU]
210§

-10M wersaukjog
puE[EdZ MIN

‘puepony ynos (87) 'Te 19 suowwis

L9t =1u

pIo

s1eak G < uon
-epndod [eursuoqy

eI[ENSNY [eNUD) (L7) e 1 Lojmoy

saqerp
Jjo AUIBAAL]

SI9MIBW [ed1ul]D)

SI01ABUA] ‘SapMIme
98paymouyy

syuduoduiod
JueAd[a1 A[[eInIMmd pue
JUSUIIAJOAUT AJTUNUITOD)

SUOTIUAINU]

sarqeip ¢ 2d£ jo
uonuaaaxd 10] (s)[e0D

uonenp
pue usisap Apmig

az1s ajdures
duATpNE 19818
uonedo[ oryderdoan

ERlIENEIEN]

SISy

suondusap Aprig

panunuo)—r dqel

DiaBETES CARE, VOLUME 26, NUMBER 9, SEPTEMBER 2003

2648



grouped by their focus on type 2 diabetes
or other categories (e.g., prevention of
obesity). Articles were then grouped by
the approach to intervention (high-risk or
community-based). Studies using the
high-risk approach were defined as those
based in a clinical trial setting. Commu-
nity-based approaches included those in
which authors described the intervention
as a “community-based prevention effort”
or a “population-based approach.”

This review reports on the original re-
search articles that used community-
based approaches to prevent type 2
diabetes. The interventions may have had
more than a primary prevention compo-
nent (i.e., a secondary or tertiary preven-
tion component). For example, Project
DIRECT targeted the general population,
as well as individuals with diabetes in the
community (18). However, because the
intent of this report was to review com-
munity-based interventions designed to
modify risk factors for or prevent type 2
diabetes, only Project DIRECT interven-
tion components targeted at primary pre-
vention are discussed.

RESULTS

Description of studies

The search revealed 16 reports published
in peer-reviewed journals that met the in-
clusion criteria, and most included tar-
geted populations known to be at higher
risk for the development of type 2 diabe-
tes than the U.S. population at large (18—
34). In the U.S., these populations
included the Akimel O’odham (Pima)
(19,26), Ho-Chunk (Winnebago) (23),
and Zuni Pueblo (30) peoples; Native Ha-
waiians (25); Mexican Americans
(31,32); and African Americans (18).
Four studies were conducted in Canada
(20-22,24), two in New Zealand (28,29),
and one each in Australia (27) and Swe-
den (33,34). Table 1 presents an overview
of the methods and results (if reported)
for each of the studies targeted at youth;
Table 2 presents the same information for
adult-focused studies.

Of the 16 interventions, 6 targeted
youth, 9 targeted adults, and 1 targeted
both groups. Because Gittelsohn et al.
(21) targeted both youth and adults, this
intervention is included in both tables but
is counted as only 1 of the 16 interventions.

The majority of studies reported us-
ing a quasi-experimental design and a

pre-/posttest methodology. There was a
wide range of sample sizes: from 24 ado-
lescents on a U.S. Indian Reservation (23)
to all residents living in several munici-
palities in Stockholm, Sweden (33,34).
The length of programs ranged widely,
from a half-day workshop (23) to a 10-
year multiple-county intervention (33,34).

All interventions but one (28) com-
bined diet and exercise strategies in their
program. Many of the interventions of-
fered nutrition education that included
cooking and food preparation demonstra-
tions, grocery store tours, and recipe ex-
changes. Exercise components included
residential walking programs, creation of
exercise facilities, gentle exercise classes,
and running clubs.

The various program components
were designed to engage the target popu-
lation in the development, implementa-
tion, and promotion of the interventions.
Many incorporated culturally relevant
messages, symbols, and strategies, with
respect for and inclusion of traditional
foods, activities, and knowledge. Many
were also based on a holistic view of
health, embracing spiritual, mental, emo-
tional, and physical dimensions.

Intervention outcomes

Results were reported for 11 of the 16
interventions. The articles that did not
present results focused on the process of
developing the program, or results were
not available at publication time.
Interventions targeting youth. For the
four articles reporting results for youth
(23,30-32), none of the studies included
a control group; thus, all results are re-
ported for the intervention group(s), from
baseline to follow-up periods. Below, we
provide a brief description of each study
targeting youth and their reported results.
Table 1 includes further details on each
study.

Marlow et al. (23) worked with ado-
lescents residing on an Indian reservation
in Nebraska to develop a culturally appro-
priate education program to improve
healthy eating and physical activity
among adolescents. Four adolescents led
a half-day workshop using Native Amer-
ican stories and activities to support be-
havioral adaptations. Pre- and posttest
comparisons were used to measure
knowledge change, although only 9 sets
of the 24 questionnaires were completed.
Eight of the nine achieved an increased

Satterfield and Associates

diabetes knowledge score, although sta-
tistical analyses were not conducted.

In a program designed for students at
two high schools in Zuni, New Mexico,
Teufel and Ritenbaugh (30) targeted the
reduction of diabetes risk factors (e.g.,
obesity and insulin resistance) through
various strategies, including integration
of diabetes education into the school cur-
riculum and modification of the school
food supply. Knowledge, attitudes, and
behaviors surrounding type 2 diabetes
were targeted as secondary risk factors.

The article we reviewed reported re-
sults from baseline to mid-project (2 years
after baseline). Risk factors were assessed
using various measures, such as BMI, bio-
electrical impedance analysis (BIA), 30-
min oral glucose tolerance test, activity,
and 24-h dietary recalls. Knowledge, atti-
tudes, and beliefs were measured using a
questionnaire. The 24-h dietary recalls
showed nonsignificant increases in fiber
consumption and significant decreases in
consumption of sugary beverages. From
baseline to mid-project, BMI in both fe-
males and males decreased in individuals
with a BMI =24 kg/m?; however, these
results were not significant. Significant
improvements in sitting pulse rates and
glucose-insulin ratios were also seen, thus
suggesting improved cardiovascular fit-
ness and a decline in hyperinsulinemia.

The third study reporting results (31)
targeted a predominantly Hispanic popu-
lation of fifth-grade students in schools on
the Texas-Mexico border. The program
was designed to encourage healthy life-
styles through a curriculum focused on
improving self-efficacy, knowledge and
behaviors regarding type 2 diabetes, diet,
and exercise. Two groups of teachers and
their students were involved, with both
groups using the curriculum and one
group receiving training on implement-
ing the program. Pre- and posttests were
administered to determine knowledge of
diabetes, foods, exercise, exercise self-
efficacy, and related behaviors. Use of the
program showed significant improve-
ments in knowledge and self-efficacy and
diet- and exercise-related behavior
change. The program was effective with
or without the training.

Trevino et al. (32) targeted at-risk
Mexican-American fourth graders attend-
ing schools in San Antonio to reduce
overweight and dietary fat intake by im-
plementing educational and behavioral
change components within four influen-
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tial social systems for youth (parents, the
classroom, the cafeteria, and after-school
care). Body fat was measured by BIA and
BMI; dietary fat intake was measured
through three 24-h dietary recalls. Pre-
liminary results were presented for their
2-year intervention at a 9-month period,
and significant decreases in dietary fat
servings and percent calories, significant
increases in fruit and vegetable servings,
and significant increases in diabetes
knowledge were found.

Interventions targeting adults. Seven
of the ten interventions that targeted
adults reported results (20,25-29,33).
Many of the studies targeting adults did
include comparison groups, although
these may not have been used in all com-
ponents of the intervention. Below are de-
scriptions of the seven interventions.

Bjaras et al. (33) targeted three major
risk factors for diabetes among residents
of several Stockholm municipalities: im-
proving physical activity levels, improv-
ing healthy food intake, and decreasing
obesity levels. The article reviewed for
this work focused on the results of walk-
ing campaigns targeted at residents in one
municipality who were not regularly ex-
ercising. Information on knowledge and
attitudes about health was collected via
self-report questionnaires after the walk-
ing programs. Knowledge about the rela-
tionship between physical activity and
several chronic diseases was fairly high,
although only 50-57% of all participants
thought that exercise could prevent dia-
betes. One-third of the survey respon-
dents had previously not been exercising
regularly.

Daniel et al. (20) conducted an inter-
vention to reduce prevalence of risk fac-
tors for and the development of diabetes
among an indigenous population living
on areservation in British Columbia, Can-
ada. Both behavior change and environ-
mentally supportive interventions were
used, including walking groups, cooking
demonstrations, a media campaign, and
hiring people in the community to pro-
mote the intervention. The intervention
community was matched with two com-
parison communities, and cohort (rela-
tives of people with diabetes) and cross-
sectional (adults in the general
community) populations were surveyed
in all communities. Questionnaires on
physical activity and dietary behavior, di-
abetes knowledge, and health beliefs were
used in cohort and cross-sectional popu-

lations within each community; clinical
markers such as blood pressure, choles-
terol, and glucose were also assessed
among cohort groups. Among cohort
populations, both BMI and systolic blood
pressure significantly decreased for the
intervention community relative to com-
parison communities; however, no other
significant changes were seen. Among
cross-sectional populations, the interven-
tion group showed a significant increase
in knowledge of diabetes and an increased
prevalence of sweat-producing activity.

Among Native Hawaiians with or at
risk for diabetes, a family support inter-
vention was compared with a standard in-
tervention in Hawaii to examine any
association between the Stages of Change
construct and diet and exercise behaviors
(25). Both groups received a lifestyle in-
tervention for 6 months, and participants
in the family support intervention re-
ceived a trained self-identified family sup-
port person. Although mean changes in
diet and exercise behaviors from baseline
to follow-up varied widely and were not
significant for either group, patterns of
change based on the Stages of Change
model for individuals in pre-action stages
were encouraging for the idea of includ-
ing a family support person in a lifestyle
intervention. Participants in the family
support group who progressed from pre-
action to action/maintenance stage gener-
ally made healthier changes than the
standard intervention group.

In a randomized pilot trial of lifestyle
interventions in an Akimel O’odham
community in Arizona, normoglycemic
obese adults were randomized to an “Ac-
tion” group and a “Pride” group for 12
months of intervention to reduce risk fac-
tors for diabetes (26). Participants in the
Action group were guided by a structured
activity and nutrition intervention,
whereas participants in the Pride group
engaged in self-directed learning experi-
ences grounded in an appreciation for
their culture and history.

At 6 and 12 months, both groups re-
ported increased levels of physical activity
and the Pride group reported a decreased
intake of starch; however, group differ-
ences were not statistically significant. Af-
ter 12 months, weight, BMI, systolic and
diastolic blood pressure, 2-h plasma glu-
cose, and 2-h insulin had significantly in-
creased in the Action group, whereas
waist circumference had decreased signif-
icantly in the Pride group. Although dif-

ferences were not statistically significant,
members of the Action group gained
more weight on average than members of
the Pride group.

Rowley et al. (27) conducted a com-
munity-wide prevention program among
indigenous people in Australia to examine
trends in glucose tolerance and risk of
coronary heart disease. The intervention
included discussions held in clinical set-
tings on the benefits of diet and physical
activity in preventing diabetes. Results in-
cluded decreases in IGT prevalence; how-
ever, BMI increased significantly during
the 7-year period. The increase in BMI
was greater among participants who lived
in close proximity to a store compared
with those residing far from a store.

Two groups of hospital workers, di-
vided between an intervention and com-
parison group, participated in a pilot
diabetes awareness and exercise program
in New Zealand (28). At 6 months from
baseline, significant differences were seen
between groups in the report of regular
exercise activity (increases in the inter-
vention group, decreases in the control
group). No differences occurred in BMI or
weight change.

An urban program conducted among
Western Samoans in New Zealand in-
volved an intervention and comparison
group from two different churches (29).
The intervention involved diabetes
awareness sessions, exercise groups, and
cooking demonstrations. Baseline and re-
peat assessments involving clinical mark-
ers (e.g., glucose or fructosamine, anthro-
pometric measurements) and a diabetes
knowledge questionnaire were used to
assess outcomes. Results for the interven-
tion church included stability of weight
contrasted to a weight gain in the compar-
ison church. The intervention group
demonstrated a significant reduction in
waist circumference as well as an increase
in diabetes knowledge and regular exercise.

CONCLUSIONS — Research on
community-based prevention of diabetes
is in its beginning phases, reflected in the
paucity of studies found by this review.
Among the studies that have been pub-
lished, most have been conducted among
populations disproportionately affected
by diabetes, with their communities ei-
ther initiating or collaborating with re-
searchers. This finding, in itself, is
important and likely reflects the concern
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of leaders about diabetes from these
communities.

Many researchers and collaborative
communities are breaking ground by im-
plementing culturally relevant prevention
programs in settings where many socio-
economic and environmental challenges
exist. The inclusion of community health
workers, traditional practices (e.g., bush
food), and the use of metaphors and
stories in a number of these studies pro-
vides examples of genuine community in-
volvement and application of cultural
knowledge.

Although the studies we have reviewed
are to be lauded for using participatory
approaches, said to be the new gold stan-
dard for federally funded research (35),
most had a number of limitations. Only
one of the interventions we found used an
experimental design (26), likely because
of the cultural unacceptability of this ap-
proach (25). Some comparison groups
find this design discomfiting enough to
mount their own interventions, even
when promised a delayed intervention
(31). The successful Pride group (26) was
essentially meant to be a comparison
group that chose to incorporate tradi-
tional ways (36). Interventions that show
the most promise were associated with
well-designed research combined with
participatory approaches.

Other common study limitations in-
cluded the shortness of intervention du-
ration, large numbers of nonresponders,
and the inability to match pre- and post-
test data or to link self-reported lifestyle
changes to health outcomes/indicators
(e.g., BMI, prevalence of IGT). Few stud-
ies demonstrated positive outcomes in all
the intermediate outcomes of interest
(e.g., healthy eating behaviors and physi-
cal activity/exercise). Further, few studies
assessed whether the interventions are ef-
fective in reducing plasma glucose levels
or other diabetes risk factors among target
populations.

The limitations of the studies also
provide us with the gaps in the literature
and directions for future research. Re-
searchers should be encouraged to use
more rigorous designs to evaluate com-
munity- and population-based interven-
tions, including pre- and posttest designs.
In addition, more community-based
studies that examine proximal outcomes
such as self-reports or measured reports
of physical activity (e.g., pedometer) and
weight loss, as well as clinical outcomes

(e.g., plasma glucose levels, HbA . lev-
els), are needed. Studies that include ex-
amination of community change
indicators such as store buying patterns
or the use of walking paths might be re-
vealing, particularly in programs that use
an ecological framework.

Although recent clinical trials have
shown that intensive lifestyle modifica-
tion and moderate weight loss can pre-
vent or delay the development of type 2
diabetes (5-7), many of these clinical tri-
als were conducted in resource intensive
settings; adopting preventive measures
on a population-wide basis will be more
challenging. Community-based interven-
tions can dovetail with high-risk ap-
proaches and are valuable for reasons that
differ from the high-risk approach. In ad-
dition to promoting lifestyle adaptations,
population-based approaches, governed
by the community, can identify and sup-
port protective factors within the culture
that can be supported in meaningful
ways. They may also help garner social
support among family and community
members and have far-reaching influ-
ences that, along with environmental
changes, can help support adaptive re-
sponses among people at various points
along a continuum of risk.

However, to document these benefits,
community-based interventions should
use strong research designs with partici-
patory approaches. These two ap-
proaches, used together, can help confirm
the potential effectiveness of population-
based endeavors to foster conditions that
allow populations to be healthy, make
healthy choices, and prevent diabetes.
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