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Rethinking the Goals of Diabetes
Prevention Programs

Diabetes Care 2021,44:2457-2459 | https.//doi.org/10.2337/dci21-0038

In September 2001, the Centers for Dis-
ease Control and Prevention (CDC) iss-
ued a press release stating that “twin
epidemics of diabetes and obesity con-
tinue to threaten the health of Ameri-
cans” but that encouraging new studies
(i.e., the Diabetes Prevention Program
[DPP] experimental trial) indicated that
type 2 diabetes could be prevented and
that “promoting healthy lifestyles sho-
uld be a national priority” (1). Twenty
years later, this press release could be
issued today with almost no revision
and be completely accurate. In 2001,
6.4% of the U.S. population had diag-
nosed diabetes; currently 10.5% of
Americans do (2). Today’s prevalence
closely matches projections made in
1992 based on “the overly pessimistic
assumption that there will be no scien-
tific or medical discoveries to reduce
the prevalence of diabetes” (3).

Yet, strategies for preventing diabe-
tes have been developed in the inter-
vening years. In 2001, the DPP made
history as one of a handful of clinical
trials that was stopped early because
the risk-benefit ratio so clearly favored
the experimental interventions over pla-
cebo (4). This remarkable efficacy buo-
yed support for wide-scale implementa-
tion of the DPP “lifestyle” arm, which
had the goals of promoting =5% weight
loss and =150 min of weekly physical
activity. Achievement of these two goals
was demonstrated in the DPP trial to
significantly reduce type 2 diabetes risk
short-term (within 5 years).

Enthusiasm for the DPP trial sharply
contrasted with the challenges of imp-
lementing diabetes prevention in the
broader population (5,6). There is lim-
ited evidence that participants in subse-
guent iterations of the DPP provided in
clinical and community settings reached
weight loss goals (7) or had lower inci-
dence of diabetes in the ensuing years
(8). This prompted health care systems
and community organizations to experi-
ment with “adapting” or “tailoring” the
DPP (e.g., incorporating stakeholder per-
spectives [9], peer vs. health care facili-
tators [10], in-person vs. online delivery
[11]). These adaptations were made to
address the weaker effectiveness of
the program and to increase reach
and retention of racial/ethnic minor-
ity, lower income, and other under-
served populations with the highest
diabetes burden (12).

A Different Approach to Adapting the
DPP

In this issue of Diabetes Care, Ritchie
et al. (13) present a variant of the CDC'’s
DPP curriculum delivered in an urban
safety-net health care system. This study
examined the effectiveness of a “Flex”
version of the DPP as compared with
standard DPP using a sequential imple-
mentation comparative design. In this
“Flex” DPP, participants select their own
goals for the 12-month program, which
may or may not involve weight loss and
physical activity; vary goals over time;
and focus their attention on only one
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goal each week. What makes this study
innovative is that it modifies the ends,
or goals of the program (i.e., the weight
loss and physical activity goals) rather
than the means (i.e., the DPP delivery
and curriculum, which were consistent
with CDC guidelines for both the Flex
and standard program). Richie et al. pro-
vide compelling evidence that this Flex-
DPP is comparable to the standard DPP
in terms of weight loss and retention
during the program; both were, like in
previous implementations of the DPP in
community settings, far less than what
was achieved in the original trial. Partici-
pants who completed the Flex-DPP, how-
ever, achieved other important diabetes
prevention goals, such as being more
likely than those who completed the
standard DPP to have an HbA;. in the
normoglycemic range.

The Ends Justify the Means?

The logic behind this Flex model is two-
fold. First, it addresses the problematic
mismatch between the goals of the DPP,
i.e.,, “preventing diabetes” primarily via
weight loss and physical activity, and
goals of participants, which are often
more akin to “getting healthier” or
“feeling better.” Second, it recognizes
that this mismatch, when paired with
the reality that most participants fail
to meet the DPP weight loss goal,
contributes to participants disengag-
ing with behavior changes and ulti-
mately discontinuing the program.
That is, the Flex-DPP did not merely
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“tailor” the DPP delivery or curricu-
lum to minority populations to ach-
ieve the fixed goals of the DPP, as is
common with DPP adaptations. Rather,
it accepted that even in intervention stud-
ies of predominantly non-Hispanic White
populations (who presumably require less
tailoring to support program recruitment,
engagement, and retention), there is sub-
stantial attrition and limited evidence
that participants achieve DPP weight loss
goals. Instead, it prioritized participant
goals in (realistic) anticipation that a per-
son-centered approach would also dec-
rease diabetes risk, albeit potentially via
other intermediate goals.

Centering Diabetes Prevention
Within a Health Equity Lens

While today there is suggestive evidence
that the incidence of diabetes has stabi-
lized and risk of complications and diabe-
tes mortality have declined, these gains
have not been experienced by all groups
(14,15) and diabetes risk remains stro-
ngly patterned by social factors (12). For
example, racial and ethnic minorities
have ~50% higher prevalence of diabe-
tes compared with non-Hispanic Whites,
and the prevalence of diabetes among
those with less than a high school educa-
tion is approximately double that of
those with some college education.

While the impact of the lifestyle arm
in the DPP experimental trial on short-
term (<5 vyear) incidence of diabetes
did not vary by race/ethnicity (4), there
were variations by race in achieving the
=5% weight loss goal. In 2019, Apolzan
et al. (16) reported that while 68% of
White participants achieved =5% wei-
ght loss at 12 months, only 65% of His-
panic, 64% of Asian, and 48% of African
American participants did (Appendix
Table 1). Meeting this weight loss goal
was associated with lower diabetes inci-
dence at 15-year follow-up (61% vs.
39%). Taken collectively, these findings
imply that the lifestyle arm of the DPP,
if implemented as originally designed,
may inadvertently widen racial dispar-
ities in diabetes risk long-term.

Leaders in the field have redoubled
calls for centering diabetes prevention
within a health equity lens (17-19). This
means addressing not only individual-
level social determinants of diabetes
risk (e.g., food and housing insecurity,

mobility limitations, and psychosocial
distress) but also structural factors (e.g.,
housing, employment, agricultural, and
transportation policies) that shape indi-
vidual-level determinants across genera-
tions. This perspective emphasizes the
need to address not just the symptoms
but also the systems and policies that
produce diabetes disparities.

Conclusions

While the CDC has begun making struc-
tural revisions to DPP implementation
to improve reach of the program (e.g.,
Medicare reimbursement, reducing the
weight loss goal from 5% to 4% of initial
body weight), these changes are modest
(20). Furthermore, proposals such as dif-
ferential Medicare reimbursement based
on participant weight loss ($338 cap for
those failing to achieve the weight loss
goal vs. $635 for those succeeding) (20)
provide little financial incentive for org-
anizations serving minority and under-
served populations to offer the CDC’s
DPP (21,22).

In sum, anchoring DPP “success” to
weight loss goals (that there is limited
evidence can be achieved), rather than
to goals related to improved function-
ing, quality of life, or health self-efficacy
(23-25), serves as a disincentive to both
program participants and to the com-
munity and health care organizations
that are essential in offering the pro-
gram, particularly those positioned to
improve health in minority and under-
served populations. Flexible approaches
to diabetes prevention, like those pro-
posed by Richie et al., that use the
same means of the DPP, but to different
ends, should be adopted as part of our
national strategy of health promotion.
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