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Screening for type 2 diabetes has been advocated under an as-
sumption that an early start with preventive care will reduce risk
of the multiple complications following the onset of diabetes.
However, the mixed evidence for this assertion has kept dia-
betes screening under debate for decades and lessened its role
in the public health response to diabetes.

In this issue of JAMA, the US Preventive Services Task
Force (USPSTF) presents its Recommendation Statement1

and an updated Evidence Review2 on screening for prediabe-
tes and type 2 diabetes. The task force recommends that

adults aged 35 to 70 years
who have overweight or obe-
sity be screened for prediabe-
tes and type 2 diabetes and
that clinicians “offer or refer
patients with prediabetes to
effective prevention interven-
tions” (B recommendation).

The recommendation is relatively unchanged since the 2015
USPSTF statement,3 except for the lowering of the age thresh-
old for screening from 40 to 35 years and the addition of met-
formin among diabetes prevention interventions.2

Alsointhis issueofJAMA, thestudybyWangandcolleagues4

demonstrates a new high in US total age-standardized diabe-
tes prevalence of 14% in 2015-2018 and no consistent improve-
ments in glycemic control and risk factor management for 10
years. Along with other evidence of potential stagnation of dia-
betes care and outcomes,5 these findings provide important
context to the new USPSTF recommendation and warrant a
closer look at where the biggest missed opportunities lie and
what could be gained with the new screening guidelines.

The USPSTF report assessed evidence of benefit and
harms of 3 interventions: population screening, early risk
factor management for individuals with diagnosed diabetes,
and preventive interventions for those with diagnosed
prediabetes. Seeming to contradict the overall recommenda-
tion, the review concludes that there is little direct evidence
that screening improves health outcomes for people with
diagnosed diabetes. This conclusion relies heavily on the
ADDITION study, which found no benefit of diabetes screen-
ing or detection-driven intensive risk factor management on
long-term outcomes.6,7 However, the potential effects of
screening, detection, and intervention for diabetes and pre-
diabetes simultaneously, as now recommended, has not been
tested in randomized trials. Thus, the rationale to screen
depends on the benefits of the interventions that follow diag-

nosis, including the long-term attention to risk factor man-
agement and the opportunity to prevent diabetes in the large
population at risk.

The benefits of intervention after diabetes diagnosis still
rely largely on the UK Prospective Diabetes Study Group,
which almost 25 years ago showed that glycemic and blood
pressure control in patients with recently diagnosed diabetes
reduced risk of microvascular and macrovascular complica-
tions and, with 10 years of additional follow-up, reduced risk
of myocardial infarction as well as all-cause and diabetes
mortality.8 These benefits were achieved without the advan-
tage of newer medications that have since been added to dia-
betes treatment guidelines (because those medications have
been shown to simultaneously address metabolic, glycemic,
and cardiovascular risk).9 The benefits of intervention among
persons diagnosed with prediabetes relied on 23 studies from
8 countries, collectively showing a relative risk (RR) reduc-
tion in diabetes incidence associated with multicomponent
prevention programs (RR, 0.78 [95% CI, 0.69-0.88]).
Although this magnitude of association was less than the risk
reduction reported in the 2015 report (RR, 0.53 [95% CI,
0.39-0.72]),3 it reflects an important expansion of the litera-
ture beyond the proof-of-concept diabetes prevention trials,
such as the US Diabetes Prevention Program. The updated
evidence review2 includes an increased number of studies,
including more investigations conducted in community set-
tings with diverse populations and longer follow-up. This,
along with the scale-ups of programs seen in the US and UK,
established the viability of individual-based interventions as
an important approach against the diabetes epidemic.10,11

The USPSTF screening recommendations apply to a large
proportion of the adult population. More than 40% of the
adult population will be eligible for the screening, among
whom an estimated one-third most likely will meet USPSTF
criteria for a prevention program.12,13 In theory, strong imple-
mentation across the full chain of recommended actions
could contribute to significant health benefits, ranging from a
reduced incidence of diabetes to a reduction in diabetes-
related complications. However, surveillance data point to 3
major areas of concern that must be addressed to transform
the health of the population.

First, the report by Wang et al4 suggests that diabetes
care has stagnated.3 Among adults with diagnosed diabetes,
the overall levels of glycemic control had not improved
between 2007 and 2018, less than half (48.2%) met blood
pressure targets, and only 21.2% achieved the combined goal
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targets for hemoglobin A1c, blood pressure, and lipids. More-
over, only 10.9% of Mexican American adults, 12.5% of non-
Hispanic Black adults, and 7.4% of younger adults (ages 18-44
years) met the combined goal targets. Even before COVID-19
presented a new challenge as a common cause of severe mor-
bidity with particularly severe outcomes in the population
with diabetes, there was growing evidence that the long-term
improvements in diabetes-related complications have slowed
in these groups.14 Given increasing life expectancy after diag-
nosis and potentially increasing multimorbidity, challenges
of screening may now be less important compared with the
challenges and benefits of successfully providing long-term
glycemic control and sustaining cardiovascular risk factor
management among populations with diabetes who live
decades after diagnosis.

Second, young adults appear to be the group with the most
to lose by current levels of diabetes care delivery and the most
to gain by attention to the new recommendation. This group
has had the greatest relative increase in diabetes prevalence,
the lowest receipt of preventive services and risk factor con-
trol, and an apparent increase in rates of diabetes-related
complications.4,5,14 Although the shift in screening age to 35
years will likely have only a small influence on the numbers
of persons identified with undiagnosed diabetes, an esti-
mated 24.3% of young adults (ages 18 to 44 years) have
prediabetes.13 In 2018, according to state-based data re-
ported by the Behavioral Risk Factor Surveillance System, only
44% in this age group reported being tested in the past 3 years,
and they also were less likely to be referred for, and to under-
take, prevention services.15,16 Young adults with diabetes are
also disproportionately affected by adverse social factors, in-
cluding insecurities involving food, housing, and medica-
tion. Thus, addressing barriers to glycemic and cardiovascu-
lar risk factor control among young adults with newly
diagnosed diabetes, who by default of their younger age carry
the highest lifetime risk of diabetes and diabetes-related com-
plications, makes this group the most likely to benefit from
early intervention.

Third, the delivery of effective preventive interventions
for people with prediabetes represents an ongoing missed op-
portunity. In the 2016-2017 National Health Interview Survey
of 50 912 adults, only 5% diagnosed with prediabetes re-
ported referral to a diabetes prevention program or weight loss
program; of these, 40% reported participation.15 Scale-up of

multicomponent lifestyle interventions under way, which now
include more than 550 000 individuals across 1961 programs
over 9 years in the US and more than 400 000 over 5 years in
the UK, have shown encouraging program attendance and
weight loss when referral occurs and programs are available.10,11

However, the US enrollment represents less than 1% of the eli-
gible US population, as availability, reimbursement, and en-
gagement present challenges to long-term success.10,13

Overcoming a gap so large calls for new ideas, new sci-
ence, and perhaps new frameworks. The concept of predia-
betes has often been met with skepticism because the
USPSTF and American Diabetes Association–adopted defini-
tion of prediabetes (fasting plasma glucose level >100 mg/dL
[5.55 mmol/L] or hemoglobin A1c concentration >5.7%) cap-
tures a large heterogenous risk group; it extends beyond the
risk definitions used in the most influential randomized clini-
cal trials, which required an abnormal oral glucose tolerance
test result to be eligible.2 Although multicomponent lifestyle
interventions are beneficial for glycemic control and cardio-
vascular risk factor control across the full spectrum of risk,17

they are most cost-effective among groups with the highest
levels and glycemic risk.18 Metformin has been shown to be
cost-saving and most effective for prediabetes among
patients who are younger, have higher levels of obesity, and
have a history of gestational diabetes, but this medication
remains rarely prescribed for this indication.18,19 Thus, devel-
opment of a broader framework for diabetes prevention that
matches risk tiers to diverse evidence-based interventions to
serve individuals at varying levels of risk and that provides
more personalized prevention or metformin may enhance
engagement and uptake. Such a framework may ultimately
complement the population-based policies needed to change
population-level risk.

The USPSTF recommendations to act early and identify and
prevent diabetes may have their greatest value if they can reach
young and vulnerable adults through a more diverse range of
effective options for prevention. For individuals identified with
recently diagnosed diabetes, addressing barriers and expedit-
ing access to risk factor management is the clearest route to
prevent complications. However, the greatest transforma-
tion in diabetes-related outcomes can be achieved if the prob-
lem is viewed from a longer-term perspective, whereby suc-
cess is measured throughout the process and not at the
beginning or the end.
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