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We appreciate the opportunity to re-
spond to Gregg et al. (1) regarding our
commentary on community-based life-
style modification programs to prevent
diabetes (2). Gregg et al. believe that we
have a disagreement over the interpre-
tation of the extant data and that in our
analysis we ignored other important
findings of the landmark trials.
Gregg et al. (1) cite the 2012 system-

atic review by Ali et al. (3) (which we
discussed in our article) as evidence
that in community programs “an aver-
age 4% weight loss was observed” (1),
which Gregg et al. believe is “compara-
ble” to the major prevention trials.
What Gregg et al. (1) ignore is the fact
that the duration of the intervention
and follow-up in 24 of the 28 studies in
the Ali article was less than 1 yeard
most were 3–9 months; only 4 had a
duration of 1 year. As we showed (2),
which was also confirmed in a more re-
cent meta-analysis of lifestyle interven-
tions (4), community-based studies
lasting 1 year were able to achieve a
weight loss compared with control sub-
jects that is less than half that achieved
in the Diabetes Prevention Program
(DPP) and;30% less than in the Finnish
Diabetes Prevention Study (DPS). And
that is in the first year, when weight
lost is at its maximum.
This shortfall in weight reduction is

critically important because the inability
to come close to replicating the landmark

trials and the fact that weight regain vir-
tually always occurs means that the de-
gree of diabetes prevention likely to be
achieved in a community setting will be
miniscule at best.

Gregg et al. (1) go on to state that
physical activity and diet quality are “in-
dependently” important and they cite a
Centers for Disease Control and Preven-
tion Web site (lacking peer-review and
no reference list at this writing) and a
2008 review article that provides only
a cursory assessment of community-
based prevention. While it is true that
the Chinese study (5) achieved great
success without weight loss, the inter-
vention was so poorly described that no
other study we know of has even men-
tioned the Chinese approach as the
template for a community program. In
addition, the design, conduct, and anal-
ysis of the study are questionable (2,6).
To our knowledge, there is no study
conducted in Americans or Europeans
that has shown that diabetes preven-
tion can be achieved by means other
than weight loss.

Gregg et al. also state that the “58%
relative reduction in diabetes incidence”
(1) in trials is a very high bar to achieve
in a community setting and other preven-
tion efforts with weaker effect sizes are
widely recommended. However, their
characterization of the DPP and DPS is
misleading. As we pointed out (2), the
58% reduction was over the 2.8 years of

the DPP follow-up and 3.2 years in the
DPS, not for all time or for even 5 years
of prevention efforts. Had either the DPP
or DPS continued for a longer period, the
extent of the reduction would certainly
be far less. Thus, community programs
do not have “a large margin” (1) to be
as effective as other prevention efforts
in medicine.

Moreover, and most important, the
major randomized controlled trials
have not demonstrated any meaningful
clinical outcome. After more than a de-
cade of follow-up, both the DPP and DPS
have yet to show any impact from life-
style modification on diabetes-related
complications as a result of the approx-
imate 4-year delay in the diagnosis of
diabetes (7,8). What then do we expect
to happen in a community program that
does not achieve close to theweight lost
in the randomized controlled trials?
Would less delay be valuable?

Finally, Gregg et al. justify the need
for community prevention on the “high
prevalence of prediabetes” (1), which to
them is a high-risk state. But most peo-
ple with prediabetes will never develop
diabetes and the term itself has virtually
no evidence base (9,10). The landmark
trials were conducted on subjects who
were mostly at the cusp of the diagnos-
tic threshold, not the majority of those
with prediabetes who meet the current
definition but whose dysglycemia is
modest.

1Department of Medicine, University of North Carolina School of Medicine, Chapel Hill, NC
2Department of Internal Medicine, Charles R. Drew University, Los Angeles, CA

Corresponding author: Richard Kahn, rak6200@gmail.com.

© 2014 by the American Diabetes Association. Readers may use this article as long as the work is properly cited, the use is educational and not for profit,
and the work is not altered.

Richard Kahn1 andMayer B. Davidson2

e276 Diabetes Care Volume 37, December 2014

e-
LE
TT
ER

S
–
C
O
M
M
EN

TS
A
N
D
R
ES
P
O
N
SE
S

http://crossmark.crossref.org/dialog/?doi=10.2337/dc14-1927&domain=pdf&date_stamp=2014-11-05
mailto:rak6200@gmail.com


All told, therefore, we are not intrin-
sically against lifestyle modification but
continue to believe that it is unaccept-
able to pour money into programs that
have no evidence they can achieve a
meaningful clinical outcome in a pop-
ulation that as a whole is not at high
risk. In this age of health care budget
constraints, there are countless more
evidence-based efforts that should take
precedent.
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