








4 Changing Tides of the Type 2 Diabetes Epidemic

while relative changes were greatest in
the younger population. Although all racial/
ethnic and socioeconomic groups were
affected, the increases were most pro-
nounced among people with lower levels
of education, and there was a general wid-
ening of disparities between high-risk and
low-risk counties (43). This period was
also distinguished by an accentuation
of a “diabetes belt,” characterized by
broad clustering of counties of high prev-
alence in the Mississippi Valley, through
the Deep South, across the Carolinas and
the Appalachian region, and in American
Indian reservations (44).

However, in 2014, the first plateau in
rates of diabetes prevalence was noted
nationally in a report using data from
NHIS (42). In the overall adult population,
prevalence and incidence rates peaked in
2008 with no further increase in preva-
lence and an approximate 2 percentage
point decline in incidence from about 9
to 7 cases per 1,000 adultsin 2014 (Fig. 3).
A subsequent data release and analysis
2 years later confirmed a continuation
of the plateau in prevalence and the de-
crease in incidence (5). Although the de-
crease in incidence was not significant
in all groups, the same general trends
were observed in all major subsets of
the population (Fig. 4).

Factors Explaining Recent Trends in
Incidence and Prevalence
Several potential explanations exist for the
recent plateau in prevalence and down-
turn in incidence of diagnosed diabetes,
including chance observation, biases re-
lated to detection, changes in diagnostic
thresholds, or, hopefully, real changes in
the risk and incidence for diabetes in the
U.S. Several pieces of information argue
against a chance observation. Most con-
vincingly, analyses of state-specific trends
from the BRFSS have revealed similar
downturns in incidence in the vast major-
ity of states and notable reductions in the
number of counties experiencing increas-
ing prevalence (45). This plateau has also
been portrayed in geographic analyses
showing that the number of counties ex-
periencing increasing prevalence of dia-
betes, obesity, and physical inactivity
has decreased while the number of coun-
ties with decreases in these indices is de-
creasing (Fig. 5) (45).

Ongoing public health efforts to raise
awareness and education, scale diabetes
prevention programs nationally, and
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Figure 3—Trends in age-adjusted diagnosed diabetes prevalence and incidence among adults aged
20-79 years, 1980-2014. The red box highlights the plateau in diabetes prevalence and the decline

in diabetes incidence observed after 2008.

reduce obesity, combined with encourag-
ing trends in diabetes risk factors, provide
hope that the trends in diabetes inci-
dence are on a true downward trajectory
(46,47). Several published reports sug-
gest that these trends in incidence are in-
deed supported by changes in underlying
risk factors. Levels of obesity prevalence
in the U.S., which increased concur-
rently with diabetes over recent decades,
reached a similar plateau in most age, sex,
and racial/ethnic subgroups between
2008 and 2014 (48). Levels of total energy
intake and intake of sugar-sweetened
beverages reached a peak midway through
the 2000s and declined thereafter (49-51).
Similarly, between 2005 and 2012 there

15

12

Cases per 1,000 per year

2006

2007

2008 2009

2010

was a notable increase in the prevalence
of U.S. adults meeting federal physical ac-
tivity guidelines, before reaching another
plateau between 2012 and 2015 (52).
Despite these encouraging trends in risk
factors, the levels of risk of the general
population remain very high and there
are many established risk factors, includ-
ing qualitative aspects of the diet such as
whole grains and fibers and healthy fats,
for which trends in the at-risk population
remain unclear.

Although the recent shifts in preva-
lence and incidence of diagnosed diabe-
tes are robust, there are limitations and
remaining questions about the degree to
which these trends represent the true
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Figure 4—Trends in incidence of diagnosed diabetes among age, sex, and racial/ethnic subgroups of
U.S. adults, 1980-2014. NS, not significant. (A high-quality color representation of this figure is

available in the online issue.)



care.diabetesjournals.org

Diagnosed Diabetes

2004-2008

2008-2012

] LS

[ J<o0

[ ]0-<1.0 [@1.0-<1.3 Il 13-<1.7

7

Leisure-time Physical Inactivity

2004-2008

(J<o0 [@H0-<03

BN03-<0.7 MO.7-<1.1

| B3N

inactivity prevalence, U.S. counties, 2004-2008 and 2008-2012. Previously published in PLOS ONE

Figure 5—Average annual percentage point change in diagnosed diabetes, obesity, and physical

(45). (A high-quality color representation of this figure is available in the online issue.)

underlying trends in diabetes. First, the lack
of population-level data about trends in
case detection prevents quantification of
the degree to which trends are affected by
changes in awareness, screening, and diag-
nostic policies. The change in diabetes def-
inition (adopting a reduced fasting plasma
glucose [FPG] and dropping the oral glucose
tolerance test as a required index) reduces
apparent prevalence but could increase
prevalence practically if the simplicity of
FPG (vs. oral glucose tolerance test) stimu-
lates more testing and diagnosis (53,54).
Similarly, the 2010 adoption of HbA;. to
diagnose diabetes would decrease appar-
ent prevalence if clinicians follow suit and

use the HbA,. in place of the FPG (55).
During the period between 1997 and
2010, greater general awareness about
diabetes may have increased testing and
diagnosis; alternatively, greater aware-
ness about the efficacy of lifestyle change
for people with prediabetes could have
conceivably led some clinicians to delay
diagnosis in favor of encouraging lifestyle
change. The epidemiologic data showing
no change in average age at diagnosis fur-
ther contributes to the ambiguity about
trends in detection and underscores the
need for development and application of
methods to determine the underlying
rate of disease (i.e., true diabetes) (56).

Gregg 5

The Changing Diabetes Morbidity:
Currents Below the Surface

The epidemiologic profile of diabetes in
the U.S, including multilevel impact of
complications and care, along with en-
couraging recent trends in diabetes itself,
raises the question of whether the overall
burden of the diabetes epidemic is sub-
siding and whether future demands will
lessen. However, macro-level trends can
hide currents below surface, including
variation in risk factors, outcomes, popu-
lation subgroups, and places that can
have important implications for the char-
acter of the epidemic, future trends, and
response that is needed.

Differential Age Patterns and Generational
Effects

Where improvements in diabetes complica-
tions have occurred, they have been most
prominent among the older population.
This is most apparent for hyperglycemic
death and LEA, for which age-related differ-
ences have diminished dramatically; for
AMI and stroke, age-related differences
were reduced by half (26). Differential re-
duction by age means that, proportion-
ally, middle-aged adults account for an
increasing proportion of diabetes-related
complications. For example, adults aged
45-64 years accounted for more than half
of amputations in 2010 (vs. one-third in
1990), 44% of hyperglycemic deaths
(vs. 32% in 1990), and almost one-third
of stroke (vs. 20% in 1990). ESRD was the
main exception to the change in age-
related risk. Whether due to an increase
in dialysis referral at a given level of renal
failure or the reduction of CVD as a major
competing risk, rates of ESRD decreased
most in the young, leading to a reversal in
the age relationship, such that ESRD rates
are now higher in older adults.

Trends in Youth and Young Adults

A second undercurrent is the concerning
trends in health among youth and young
adults, including the Millennial genera-
tion (i.e., those born in 1980-2000). Re-
cently published results from the SEARCH
for Diabetes in Youth (SEARCH) study sug-
gest that youth and adolescents aged
10-19 years have experienced increases
in both type 1 and type 2 diabetes inci-
dence from 2002 to 2012, with the most
alarmingincreases seen in type 2 diabetes
among American Indians and Hispanics
(57). These trends in youth are ominous
in light of the observation that youth with
type 2 diabetes have about twice the
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prevalence of diabetes-related complica-
tions as same-aged youth with type 1 di-
abetes, as well as the implications for
long-term risk given the development of
diabetes so early in life (58). These find-
ings are consistent with other concerning
observations, including the continued in-
creases in severe obesity and sedentary
behavior in youth (59,60), the lack of im-
provements in blood pressure control,
the high documented smoking rate, pro-
cesses of care and risk factor improvements,
and the lack of improvement in CVD mor-
tality in young adults (36,39,40,61).

Persistence of Microvascular Complications
The third major current affecting diabetes
complications is the relative persistence
of microvascular complications. As de-
scribed earlier, ESRD had weak improve-
ment among people with diabetes in the
U.S. and, when calculated as a rate per
general population, doubled between
1995 and 2010 (26). National prevalence
of stage 3 and 4 chronic kidney disease
(CKD) has been flat since 2000, while the
prevalence of any diabetes-related CKD
has increased (62). These less encouraging
trends could reflect several factors. First,
they may be a function of the removal of
competing risk, wherein the reduction in
CVD mortality and concomitant improve-
ments in medical management of CVD
have permitted adults with type 2 diabe-
tes to live long enough to develop CKD.
The trends may also represent a weaker
armamentarium, or less attention to the
approaches that can reduce microvascu-
lar complications, including the fact that
improvements in glucose levels occurred
only long after improvements in other
CVD risk factors. Data from Medicare
beneficiaries revealed increases in both
ESRD and retinopathy treatment be-
tween 1992 and 2012 (63,64). Similarly,
the trends may signify a need to improve
the care of people with CKD.

Deceptive Denominators and the Impact of
Longevity

The encouraging reductions in diverse
complications should not be interpreted
as a complete win against the burden of
diabetes-related complications in the U.S.
In addition to the remaining 10-fold in-
creased risk of amputation, fivefold in-
creased risk of ESRD, and 60% to 100%
increased risk of AMI and stroke, the cu-
mulative burden remains high for the av-
erage person with diabetes, as diabetes
leads to substantial disability and a life

span that is reduced by 5 years compared
with the average person without diabetes
(65,66). Moreover, the increase in diabe-
tes prevalence that occurred between
1990 and 2008 continues to drive a large
burden of diabetes-related complica-
tions. When rates of diabetes-related
complications are calculated per 1,000
adults in the overall population (i.e., in-
stead of per 1,000 adults with diabetes),
the findings are not as encouraging; rates
of AMI and hyperglycemic death declined
by more than one-third from 1990 to
2010, but there was no change in rates
of amputation or stroke, and rates of
ESRD doubled (Fig. 6) (26). Examining
trends from this perspective provides a
picture of the diabetes trends in the U.S.
population and is a reminder that revers-
ing the public health burden of diabetes
will require reducing the incidence of di-
abetes itself.

Long-term reduction in all-cause mor-
tality occurring among adults with diag-
nosed diabetes represents a major clinical
and public health success, yet the implica-
tions of this are likely to increase the public
health burden in several ways for years
to come (29). All-cause mortality rates
declined over 40% in men and 25% in
women with diabetes between 1990
and 2010. When combined with increased
incidence during this time, this decline in
mortality contributed to an increase in
lifetime risk of diagnosed diabetes for

&
=1 n ]
©
3
a o
9
& o
p
= "
3 7
<<
T
g 5 .
3 -
S .
=3
o
- &
9] 1 ¢
o
8
< 4
& 3
2 P a
1
0
1990 1995

Diabetes Care

both men and women, now estima-
ted at 40%, along with a mean 3-year in-
crease in years spent with diabetes for
the average person diagnosed at age
60 years. When increases in years spent
with diabetes were aggregated across the
increased number of prevalent cases for a
typical community, there was an approx-
imate doubling of the cumulative number
of years spent with diabetes.

Diversification of Diabetes Complications

The large increase in the number of years
spent with diabetes will extend the oppor-
tunity for people with diabetes to develop
classic complications, keeping the cumula-
tive incidence and total burden high even
if the yearly rate of complications per in-
dividual continues to decline. In addition,
the increase in total years of diabetes,
combined with the large reduction in
CVD mortality, is likely to lead to a diver-
sification in the complications of dia-
betes. This diversification has already
been noted in the form of various cancers
associated with diabetes, disability, cog-
nitive decline, and geriatric syndromes
(67,68). Recent analysis of nationally rep-
resentative data from the Health and Re-
tirement Study (HRS) indicates that
diabetes leads to disability 7 years earlier
than in the population without diabetes
and that the impact on disability-free
years is greater than the effect of diabe-
tes on longevity (69). The diversification is
also being seen in causes of mortality, as

B Myocardial Infarction
@  Stroke

Amputation

X

ESRD

L 4

Hyperglycemic Death

(]
C

@

e

A @ v

2000 2005 2010

Figure 6—Trends in age-standardized rates of diabetes-related complications from 1990 to
2010 among U.S. adults with or without diagnosed diabetes. Previously published in The New
England Journal of Medicine (26). (A high-quality color representation of this figure is available in

the online issue.)
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Table 1—Achievements, successes, and concerns in the epidemiologic trends of diabetes

Achievements and successes

Remaining or emerging problems

Reduction in rates of diverse complications
Increased longevity

Improvements in CVD risk factors

Improved glycemic control

Improved processes of care and self-management
Peak and initial decline in diagnosed diabetes

Persistent CKD

Unclear trends in microvascular complications

Increasing type 1 and type 2 diabetes in youth

Lack of improvement in care and risk factors in youth

Increased community burden fromincreasing lifetime riskand years with diabetes

Diversification of complications

the large proportional reduction of CVD
as a cause of mortality has been compen-
sated for by an increase in all other causes
of death, including those due to renal dis-
ease, infections, and accidents (28).

Implications for Epidemiology
and Prevention
The recent trends and currents in the di-
abetes epidemic have led to expanded
exposure and diversification of diabetes-
related complications. This has several
implications for descriptive epidemiology
and surveillance, clinical effectiveness re-
search, and translation research for public
health action. The diversification of com-
plications will expand the needed metrics
for monitoring morbidity among patients
with diabetes, including cancers, disabil-
ity, and geriatric syndromes, as well as
longitudinal assessment to monitor re-
mission and recovery from morbidity.
The persistent problems of diabetes in
youth in the U.S. population indicate a
need for continued exploration of public
health interventions to reduce incidence.
Although trials of lifestyle interventions
to prevent diabetes have led to success-
ful translation in the form of community-
based prevention programs, numerous
modifiable risk factors for diabetes have
been identified that remain unaddressed
for diabetes prevention. Knowledge of
such risk factors, including diverse quali-
tative aspects of the diet, physical activity,
sleep, environmental toxins, depression,
prenatal factors, and rapid weight gain
early in life, has not been converted into
practical, actionable interventions or
used in effective health promotion. Over-
coming this bottleneck will require new
models of testing interventions, closer ex-
amination of population attributable
risks, and the modeling of the health im-
pact of diverse prevention approaches.
Finally, a stronger infrastructure for
and use of natural experiments to test
the health impact of population-wide pol-
icies and interventions on diabetes pre-
vention and outcomes is needed to

provide a more comprehensive, multi-
tiered approach to confront the continu-
ing problem of diabetes into the future
(70).

SUMMARY AND CONCLUSIONS

This synthesis of epidemiologic findings
related to the U.S. diabetes epidemic re-
veals several major trends and currents
(Table 1). Rates of classic diabetes com-
plications have declined in recent de-
cades, representing a major success for
people with diabetes as well as clinical
and public health efforts that have driven
these changes. Furthermore, after several
decades of unabated increases, the prev-
alence of diagnosed diabetes in adults has
reached a plateau and incidence has
started to decline, indicating initial success
in primary prevention efforts.

Despite these successes, several cur-
rents below the surface of the diabetes
epidemic will present major challenges in
the coming years. These currents include,
1) the continued growth in the numbers
of people with diabetes and continued
increases in diabetes in youth, 2) a pro-
portional shift in overall complications to-
ward middle-aged adults, the relative
persistence of microvascular disease, 3)
diversification of diabetes-related mor-
bidity following the reduction in CVD, 4)
the continued high levels of diabetes com-
plications in the overall population, and 5)
the combined impact of increasing life
span and high prevalence on the total
years and cumulative morbidity burden in
communities. These currents will all play
major roles in the course of the diabetes
epidemic in the future and will challenge
all disciplines of epidemiology to continue
to improve the monitoring and under-
standing of risk factors, risk stratification
approaches, and the future prioritization
of interventions.
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