
 

 

 

  

 

 

 

 

  

 

 

 

 

 

 

 

 

            

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

BMJ Updates Diabetes Best Practices  
 
With the global rise in Type 2 diabetes nearing epidemic rates, there is no shortage of research 

being conducted on evidence-based best practices regarding the prevention, diagnosis, and 

treatment of both diabetes and prediabetes.  Although there is broad agreement that an increasingly 

large number of people have prediabetes, one in three American adults, there is no widely accepted 

definition of how to identify the diagnosis.  Meanwhile, there is a significant body of research 

regarding the potential consequences of both over-testing and over-treating people who may never 

go on to become diabetics. 

In a meta-analysis published in 2017 by the British Journal of Medicine, Barry ET. al concluded, “A 

screen and treat policy will be effective only if a test exists that correctly identifies those at high risk 

(sensitivity) while also excluding those at low risk (specificity); and an intervention exists that is 

acceptable to, and also efficacious in, those at high risk. This review has shown that of the two 

screening tests for pre-diabetes that are available and acceptable to patients and clinicians, fasting 

glucose is specific, but not sensitive and HbA1C is neither sensitive nor specific.” (Barry et al., 2017)  

Based on these findings, researchers support the premise that using low specificity/low sensitivity 

standard screen-and-treat procedures results in a large number of patients being either over treated 

or falsely re-assured regarding their risks of developing Type 2 diabetes.  Instead, researchers are 

again advocating for population-based interventions aimed at entire communities citing: 

 Lifestyle interventions lasting 6 months – 2 years resulted in a 31% relative reduction in the 

relative risk of developing diabetes (95% CI). 

 Lifestyle interventions lasting 3 – 6 years resulted in a 37% relative reduction in the relative 

risk of developing diabetes (95%CI). 

 Taking metformin (Glucophage) resulted in a 26% relative risk reduction (95% CI). 

The researchers formally noted that other systematic reviews done throughout Europe have found 

similar relative risk reductions regarding the conversion of pre-diabetes into Type 2 diabetes based 

on both lifestyle modification and the use of metformin including tightly controlled trials with stringent 

population enrollment criteria.   

What does this mean?  The New England Journal of Medicine put it quite simply, “beyond reducing 

diabetes risk, lifestyle intervention led to substantial health benefits and health care cost savings 

although metformin conferred fewer benefits and prevented fewer cases of diabetes, thanks to its 

lower cost it yielded net savings” (Fradkin, Roberts, & Rodgers, 2012, para 3). 

As always, we appreciate your ideas and feedback.  Thank you for the quality work you do.  All 

editions of the Friday Focus are available on the SWHP website: https://swhp.org/en-

us/prov/news/providers-friday-focus. 

 

 
Roy Champion, M.S., B.S.N. 

Clinical Quality, RN 
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Scott & White Health Plan is pleased to introduce Big White Wall, a new program 
being offered to Commercial members in Bell and McLennan counties.   
Big White Wall can help you connect your patients with behavioral health resources 
without having to deal with some of the typical challenges.  Barriers such as stigma, 
inconvenience, and cost can be insurmountable for patients who have behavioral health 
needs.  And as you know, if resources are not offered when patients are open to help, 
they may never seek the treatment they need. 
 

What is Big White Wall? 
 

    engagement, offer encouragement, and ensure safety and anonymity for members  

 Peer-to-peer support community 

 Support for members with emotional and behavioral health issues plus behavioral support for 

members with chronic health conditions 

 Proprietary algorithms and machine learning to personalize member recommendations 

 Evidence-based, self-paced, CBT-based courses, as well as, self-improvement tools, 

assessments, and resources 

Which SWHP members are eligible?  

We are currently piloting this program to the following members: 

 Baylor Scott & White Health employees 18 years of age and older that live in Bell or McLennan 

counties 

 SWHP Commercial members 18 years of age and older that live in Bell or McLennan counties 

(including ACA/Exchange members and members of employer plans) 

After a successful pilot period, Big White Wall may be made available to a larger population of our -

membership.  We will keep you informed of any updates or changes. 

If your patient may benefit from Big White Wall, where should you refer them?      

Your patients who are experiencing the following conditions may benefit from joining the            

Big White Wall community: 

 Depression 

 Anxiety 

 Stress 

 Insomnia 

 Pre-/post-partum depression 
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