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ABSTRACT
Introduction Improved knowledge of prediabetic 
subjects’ profile and their risk of developing type 2 
diabetes mellitus (T2DM) would enhance secondary 
prevention. The primary objective is to describe factors 
associated with incident T2DM in subjects with pre- 
diabetes diagnosed in primary care.
Methods and analysis The study is based on Reunion 
Island, a French overseas region that experiences a 
particularly high disease burden of T2DM. This is an 
observational, non- randomised prospective cohort study 
conducted in primary care in which private general 
practitioner (GP) investigators recruit participants with 
pre- diabetes from their practices regardless of the initial 
motive for consultation. Pre- diabetes is defined by WHO 
criteria, that is, fasting plasma glucose between 1.10 
g/L and 1.25 g/L and/or plasma glucose 2 hours after 
ingestion of 75 g of glucose (2- hour post load plasma 
glucose) between 1.40 g/L and 1.99 g/L. The design is 
based on an annual follow- up by the GP (according to 
French National Health Authority recommendations) with 
collection of clinical and laboratory data and specific 
lifestyle questionnaires answered by telephone at three 
time points: inclusion, and at 2- year and 5- year follow- up 
visits. Follow- up clinical and laboratory data are collected 
by the investigating GP as part of the study, and study- 
specific laboratory collections (serum, DNA and urine) will 
be obtained 2 and 5 years after inclusion. The primary 
outcome is transition to T2DM.
Ethics and dissemination This protocol has been 
approved by the research ethics committee of Saint 
Etienne (CPP Saint Etienne reference number: 2019–03). 
Enrolment began in August 2019. Results will be 
disseminated in at least three papers published in peer- 
reviewed medical journals, one oral communication and 
a large- scale communication to the local population and 
healthcare policymakers.
Trial registration number NCT04463160 and ID- RCB 
2018- A03106- 49.

INTRODUCTION
The rise of plasma glucose levels that precedes 
the onset of type 2 diabetes mellitus (T2DM) 
is a continuous phenomenon reflecting the 
progressive exhaustion of the organs that 

maintain carbohydrate homeostasis.1 Thus, 
the WHO defines impaired fasting glucose 
(IFG) as a fasting plasma glucose (FPG) 
level between 1.10 g/L and 1.25 g/L (6.1–
6.9 mmol/L) and impaired glucose tolerance 
(IGT) as a 2- hour post load plasma glucose 
(2hPG) between 1.40 g/L and 1.99 g/L 
(7.8–11.0 mmol/L) measured by the oral 
glucose tolerance test (OGTT).2 Patients 
with IFG and/or IGT are a target population 
at very high (up to 70%) risk of developing 
T2DM,3 explaining origin of the ‘predia-
betic’ diagnostic category. However, the 
transition to T2DM is evitable and a return 
to normoglycaemia is still possible with the 
early implementation of appropriate life-
style interventions.4 The prediabetic state is, 
therefore, targeted for secondary prevention 
of T2DM.5 A meta- analysis published in 2007 
found that the annual incidence of diabetes 
in subjects with pre- diabetes varied from 5% 
to 10% depending on different IFG and IGT 

Strengths and limitations of this study

 ⇒ Data from the PREDIABetic subjects from Reunion 
Island cohort will facilitate the optimisation of the 
screening and care pathway of Reunionese patients 
at high risk of type 2 diabetes mellitus (T2DM) and 
will consequently reduce its incidence.

 ⇒ This project is innovative as it is one of the rare co-
hort studies conducted in French primary care.

 ⇒ The study will strengthen the network of investigat-
ing general practitioner (GPs) in primary care, which 
will encourage the conduction of other preventive 
care studies.

 ⇒ This study does not impose additional burdens for 
follow- up of prediabetic patients compared with of-
ficial care recommendations.

 ⇒ The major study limitation is that if prediabetic par-
ticipants do not visit their GPs annually as recom-
mended, relevant data such as the precise period of 
transition to T2DM might be lost.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062520 on 21 N

ovem
ber 2022. D

ow
nloaded from

 
 on M

ay 19, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-062520 on 21 N
ovem

ber 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062520 on 21 N

ovem
ber 2022. D

ow
nloaded from

 
 on M

ay 19, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-062520 on 21 N
ovem

ber 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062520 on 21 N

ovem
ber 2022. D

ow
nloaded from

 
 on M

ay 19, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-062520 on 21 N
ovem

ber 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062520 on 21 N

ovem
ber 2022. D

ow
nloaded from

 
 on M

ay 19, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-062520 on 21 N
ovem

ber 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062520 on 21 N

ovem
ber 2022. D

ow
nloaded from

 
 on M

ay 19, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-062520 on 21 N
ovem

ber 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062520 on 21 N

ovem
ber 2022. D

ow
nloaded from

 
 on M

ay 19, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-062520 on 21 N
ovem

ber 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062520 on 21 N

ovem
ber 2022. D

ow
nloaded from

 
 on M

ay 19, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-062520 on 21 N
ovem

ber 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062520 on 21 N

ovem
ber 2022. D

ow
nloaded from

 
 on M

ay 19, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-062520 on 21 N
ovem

ber 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062520 on 21 N

ovem
ber 2022. D

ow
nloaded from

 
 on M

ay 19, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-062520 on 21 N
ovem

ber 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062520 on 21 N

ovem
ber 2022. D

ow
nloaded from

 
 on M

ay 19, 2023 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-062520 on 21 N
ovem

ber 2022. D
ow

nloaded from
 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-062520 on 21 N

ovem
ber 2022. D

ow
nloaded from

 

http://bmjopen.bmj.com/
http://orcid.org/0000-0002-2738-0336
http://dx.doi.org/10.1136/bmjopen-2022-062520
http://dx.doi.org/10.1136/bmjopen-2022-062520
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2022-062520&domain=pdf&date_stamp=2022-10-21
NCT04463160
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/


2 Anthony N, et al. BMJ Open 2022;12:e062520. doi:10.1136/bmjopen-2022-062520

Open access 

profiles.6 This variability underscores the importance of 
the identification of T2DM- associated risk/protective 
factors for the follow- up and management of subjects 
with pre- diabetes. Among these risk factors, both IFG and 
IGT highly increase the risk of incident T2DM.6–8 Other 
associated factors include male sex, hyperuricaemia, 
elevated fasting insulin levels and fasting and postpran-
dial free fatty acid levels.7 8 It is also important to note that 
independently of their diabetic risk, individuals with pre- 
diabetes are at increased risk of cardiovascular and all- 
cause mortality9–12 that could be reduced through early 
detection and management.

In Reunion Island, a French overseas region in the 
Indian Ocean with a large multiethnic and multicultural 
diversity, T2DM is a leading public health problem due 
to its high associated morbidity and mortality. This island 
has the highest standardised prevalence of pharmacolog-
ically treated T2DM of all French regions according to 
data from the French national health data system (10% 
vs 5% in Mainland France in 2015).13 In addition, the 
ENTRED (Échantillon National Témoin Représentatif 
des personnes Diabétiques) study showed that the epide-
miologic profile of Reunionese diabetics differed substan-
tially from that of Mainland T2DM patients, with younger 
age (48 vs 52 years old at first diagnosis), female prepon-
derance (60% vs 46% women), less prevalent obesity 
and overweight (27% and 30%, respectively, in Reunion 
Island compared with 41% and 41% in Mainland France) 
and complications that occur on average 10 years 
earlier.14 T2DM prevention is, thus, one of the island’s 
priority health objectives. Consequently, pre- diabetes is a 
highlighted target for intervention. Diabetes prevention 
programmes targeting prediabetic patients have shown 
worldwide that nutrition and lifestyle interventions are 
effective to reduce the risk of transition to diabetes in 
prediabetic patients.15–17 In France, the recommenda-
tions for general practitioners (GPs) regular practice are 
to detect diabetes using FPG and/or 2hPG based on the 
evaluation of patient’s risk using the Findrisk screening 
tool.15 If a prediabetic status is discovered, then advices 
on lifestyle habits are provided, prescription of medica-
tion is not recommended. Adherence to the GP recom-
mendations by patients with pre- diabetes is frequently 
low due to the lack of dedicated programmes in France. 
In this matter, the French health insurance developed a 
prevention programme based on the American Diabetes 
Prevention Program targeting subjects with pre- diabetes 
in three French department including La Reunion in 
2018: the ‘Say no to diabetes’ programme. As GPs are 
the frontline health actors for pre- diabetes diagnosis, 
the enrolment of patients in the programme was made 
by their GP. In this context of GP mobilisation regarding 
pre- diabetes, we decided to conduct this study in primary 
care setting. Indeed, we believe that improved knowledge 
of this population and of the risk or protective factors of 
the transition to T2DM would assist GPs in the screening 
and care pathway of subjects with pre- diabetes to reduce 
T2DM incidence.

PREDIABetic subjects from Reunion Island (PREDI-
ABRUN) is a cohort of subjects with pre- diabetes estab-
lished in Reunion Island to respond to this need for 
improved knowledge of pre- diabetes. Subjects with 
pre- diabetes are included and followed by private GP 
voluntary investigators. The primary objective of the 
PREDIABRUN study is to investigate personal, social, 
clinical and laboratory characteristics of subjects with 
pre- diabetes and to research those associated with T2DM 
incidence. Secondary objectives are to:

 ► Study factors associated with normalisation of plasma 
glucose levels (transition from pre- diabetes to 
normoglycaemia).

 ► Calculate the annual incidence of T2DM in subjects 
with pre- diabetes.

 ► Compare PREDIABRUN subjects with existing 
cohorts of subjects with pre- diabetes in Mainland 
France (IT DIAB, DAISY) as well as with the subjects 
of the CONSTANCES cohort study (French general 
population) to identify possible factors specific to our 
Reunionese sample.

 ► Study factors associated with the incidence of major 
cardiovascular events during the study period.

 ► Engage investigating GPs in the screening and 
management of pre- diabetes.

METHODS AND ANALYSIS
Patient and public involvement
By aiming to improve knowledge on subjects at risk of 
developing T2DM, PREDIABRUN responds to a primary 
care issue. In this research context, GPs are the health 
professionals most likely not only to obtain relevant 
health data but also to carry out an optimal therapeutic 
education and follow- up of these subjects. The setting up 
of this protocol required the collaboration of several GPs 
who provided essential real- life expertise. The patients 
were not directly involved in the design of the study, but 
the follow- up of the patients in PREDIABRUN is based 
on the national recommendations for annual follow- up 
of subjects with pre- diabetes.15

The participants will be informed, at their request, of 
the overall results of the research and a large- scale diffu-
sion to the local population, and healthcare policymakers 
will also be planned.

Setting and study design
This is an observational, non- randomised prospec-
tive cohort study conducted in primary care in which 
the investigating private GPs recruit subjects with pre- 
diabetes from their practices. Follow- up is planned for 5 
years. Extension of follow- up to 10 years could be consid-
ered depending on future funding. Enrolment began in 
August 2019.

Participants
Inclusion criteria

 ► Age between 25 and 70 years and a diagnosis of pre- 
diabetes defined as an FPG between 1.10 g/L and 
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1.25 g/L (6.1 mmol/L and 6.9 mmol/L) and/or a 
2hPG between 1.40 g/L and 1.99 g/L (7.8 mmol/L 
and 11.0 mmol/L) within the preceding 3 months.

 ► Having consulted one of the GP investigators, regard-
less of the initial reason for seeking care.

 ► Ability to answer a telephone survey questionnaire in 
French.

 ► Affiliate or beneficiary of a social security plan.
 ► Free and informed written consent signed by the 

participant and the investigator.

Criteria for non-inclusion
 ► Diagnosis or treatment of diabetes (except gestational 

diabetes).
 ► Likely to leave Reunion Island within 2 years.
 ► Under guardianship, curatorship or safeguard of 

justice.
 ► Participation in another research study with an exclu-

sion period still in progress.
 ► Severe physical and/or psychological disorders.
 ► Pregnancy.

Measurements
The French National Authority for Health recommends 
that subjects with pre- diabetes should visit their GPs annu-
ally.15 At a minimum, an annual FPG for T2DM screening 
should be prescribed. Study data are divided in routine 
and study- specific categories.

Routine data
Clinical data expected during annual visits include 
anthropometric measurements, major health events and 
current medications. The annual laboratory measure-
ments collected are FPG, lipid profile, liver function, 
complete blood count, blood electrolytes, creatininemia, 
urea, creatinuria, creatinine clearance and albuminuria 
based on the National recommendations on prediabetic 

patients follow- up. The investigating GP is responsible 
for the recording of clinical and biological data using 
a standardised questionnaire (online supplemental 
appendix 1). In addition, specific biological measure-
ment and blood sample are collected at 2 and 5 years of 
follow- up (see the Study- specific data section). All these 
data collected will allow at least an annual update on the 
transition to T2DM.

Study-specific data
Study- specific laboratory tests planned at the 2 and 5- year 
follow- up visits include uric acid, glycated haemoglobin 
(HbA1c), plasma glucose, insulin and C- peptide levels 
at fasting state and then at 30, 60 and 120 min after the 
ingestion of 75 g of glucose, associated to the collection 
of a urine sample (10 mL), serum and DNA (collection of 
two dry 10 mL tubes of blood.

Finally, participants are invited to answer a 30 min 
telephone survey primarily regarding their social status 
(inclusion only) and lifestyle habits regarding food, phys-
ical activity, sleep and mood at three visits: at inclusion, 
and at the 2- year and 5- year follow- up sessions (online 
supplemental appendix 2). Questions regarding depres-
sive symptoms were from the Centre for Epidemiologic 
Studies Depression Scale16 and the other questions were 
extracted from the lifestyle questionnaire used in the 
French national cohort ‘Constances’.17 A summary of the 
study design is shown in figure 1.

Additionally, a linkage to the French national health 
data system is planned to explore outcomes that occur 
beyond the 5- year study period or during intervals lost 
to follow- up. The French national health data system has 
a large database that includes but is not limited to data 
from the national health insurance fund (SNIIRAM data-
base) and hospitals (PMSI database) as well as data on 
medical causes of death (Inserm CépiDC database). This 

Figure 1 PREDIABRUN study design (a) clinical data are recorded during recommended annual visits to the GP for pre- 
diabetes monitoring and routine laboratory tests including at least FPG (b) 30 min telephone survey regarding social data and 
lifestyle habits (inclusion, 2- year and 5- year follow- up); study- specific laboratory tests conducted only at the 2- year and 5- year 
follow- up visits (uric acid, HbA1c, plasma glucose, insulin and C- peptide levels at fasting state and then 30, 60 and 120 min 
after ingestion of 75 g of glucose; urine, serum and DNA collection). FPG, fasting plasma glucose; GP, general practitioner; 
PREDIABRUN, PREDIABetic subjects from Reunion Island.
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will enable us to study future potential outcomes such as 
transition to pharmacologically treated T2DM and major 
adverse cardiovascular events such as myocardial infarc-
tion, stroke and cardiovascular mortality according to 
different prediabetic profiles.

Outcomes
The primary outcome is the transition to T2DM reported 
by the investigating GPs, defined by two measurements 
of FPG ≥1.26 g/L and/or one 2hPG ≥2.0 g/L. In cases of 
missing laboratory data, diabetes will be defined by the 
registration of a diabetes diagnosis or diabetes- specific 
treatment in the patient’s medical record

Regarding secondary outcomes, normoglycaemia is 
defined by FPG <1.10 g/L and 2hPG <1.40 g/L. Major 
cardiovascular events comprise stroke, myocardial infarc-
tion and cardiovascular mortality and will be studied 
through data collected by GPs during the study period.

To evaluate the effect of participating in a pre- diabetes 
research study, changes in pre- diabetes management by 
the investigating GP sample will be assessed by compar-
ison of knowledge, attitudes and practices (KAP) ques-
tionnaires on pre- diabetes obtained at inclusion and after 
at least 1 year of participation. Specifically, the question-
naire focused on knowledge about pre- diabetes biological 
definitions, pre- diabetes screening practices and the pre- 
diabetes management and monitoring (online supple-
mental appendix 3).

Sample size
To perform sufficiently detailed and powerful anal-
yses, we chose to include 2000 subjects. The results of 
the CONSTANCES study presented at the 2018 French 
Society of Diabetology congress estimated that 7.5% of 
the population aged 18–70 years in Mainland France is 
prediabetic, a prevalence 1.5 times higher than that of 
treated diabetics.18 These results allow us to estimate the 
number of Reunionese individuals with pre- diabetes of 
the same age group to between 37 600 (7.5% of the age 
group as in Mainland France) and 75 300 (15% of the age 
group due to the twice- higher proportion of subjects with 
diabetes), based on the estimation of the Reunionese 
population age groups by the French National Institute 
for Statistical and Economic Studies in 2018.19 Consid-
ering a homogeneous distribution of these individuals 
between 1200 GPs (Regional health agency 2017 data),20 
each physician would follow between 30 and 60 subjects 
with pre- diabetes. As recruitment for clinical studies 
is not routine in primary care, the required number of 
investigating physicians was estimated between 100 GPs 
and 150 GPs.

Data analysis plan
First, a general description of the sample characteristics 
at inclusion will be provided. Quantitative variables will 
be described by mean and SD, median, minimum and 
maximum values. Nominal variables will be reported by 
frequency and percentage.

A p value ˂0.05 will be considered statistically signifi-
cant. Associations between different factors (sociode-
mographic, clinical, laboratory and lifestyle factors) and 
the incidence of T2DM will be evaluated by using Cox 
models. The selection of significant factors will use a step-
wise descending procedure. The same procedure will be 
employed to study the association of the normalisation of 
plasma glucose and the incidence of major health events.

The annual incidence of T2DM will be presented 
with a 95%CI by considering the time of follow- up since 
inclusion in the cohort and the total number of patients 
followed over the period.

The comparison of the PREDIABRUN sample with 
samples extracted from other prediabetic cohorts will 
be achieved by the χ2 test (or Fisher’s exact test) and 
Student’s t test depending on whether the variables are 
nominal or quantitative. Sensitivity/specificity analyses of 
different HbA1c thresholds will be performed in compar-
ison with the classification by OGTT. A receiver oper-
ating characteristic curve will be conducted to select the 
most discriminating threshold. Paired sample compari-
sons between the results of the KAP questionnaire were 
completed by investigating GPs at inclusion and 1 year 
later will be performed by the McNemar test.

ETHICS AND DISSEMINATION
Regulatory aspects
This study has been approved by a research ethics 
committee of Saint Etienne (CPP Saint Etienne reference 
number: 2019–03). Informatisation of data is congruent 
with the 003 reference methodology of the French 
Commission on Information Technology and Liberty 
(CNIL). In accordance with the French public health 
code, the University Hospital of Reunion, promoter 
of this research, has provided a civil liability insurance 
policy, and the research is registered on  Clinicaltrial. gov 
and EudraCT. The research is conducted in accordance 
with this protocol. With the exception of emergencies 
requiring specific therapeutic procedures, the investiga-
tors undertake to adhere to the protocol, with particular 
regards to the collection of consent and the reporting 
and follow- up of serious adverse events. The procedure 
for laboratory specimen collection is declared to the 
minister in charge of research and to the director of the 
Regional Health Agency.

Informed consent
During the pre- inclusion visit, which takes place during 
a usual consultation, the investigating GP presents the 
PREDIABRUN study to the previously diagnosed predi-
abetic patient. The investigating GP informs the patient 
and answers any questions regarding the objectives, 
potential constraints, foreseeable risks, expected benefits 
and the rights of the participant in a research study. After 
this information session, the candidate is given a period 
of reflection. Written informed consent is obtained 
before any research clinical or paraclinical examination. 
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In addition, separated signatures are required for the 
collection of urine, serum and DNA.

Steering Committee
A steering committee composed of the two coordinating 
principal investigators, representatives of all institutions 
that collaborated to write the study protocol (the Univer-
sity Hospital of Reunion, the University primary care 
Department, the regional medical association of private 
physicians, the association of teaching GPs), the method-
ologist, statistician, project manager, data manager and 
a representative of the biological resource centre met 
before initiating the research and will meet at least annu-
ally until the study is completed. Its mission is to make all 
important decisions concerning the good progress of the 
research and compliance with the protocol.

Dissemination plan
Results will be disseminated in at least three papers 
published in peer- reviewed medical journals, one oral 
communication and a large- scale diffusion to the local 
population and healthcare policymakers.
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PREDIABRUN initial health questionnaire  

 

Anonymization number: ………………......  Physician: ………………...... 

Visit date (day/month/year) |__|__|/|__|__|/|__|__|__|__| 

Date of birth (month/year) |__|__|/|__|__|__|__|                 

Sex ☐ Male  ☐ Female 

 

Participation in the "Say No to Diabetes" initiative: ☐ Yes ☐ No  ☐ Awaiting CNAM (Caisse 

nationale d’Assurance Maladie1) notification 

 

If no, reason for refusal: 

☐ No reason  ☐ Lack of time due to work  ☐ Lack of time due to family 

☐ Does not feel like it  ☐ Already applies health and dietary measures 

☐ Already knows everything that needs to be done 

☐ Other: ……………………. 
 

CLINICAL EXAM 
 
SBP (mmHg) |__|__|__|  DBP (mmHg) |__|__|__| 

Weight (kg)  |__|__|__|  Height (m)  |__|.|__|__| 

Waist circumference (cm) |__|__|__|  Hip circumference (cm) |__|__|__| 

BMI (automatic calculation weight/height2):  

Maximum weight (kg) |__|__|__|  Year: |__|__|__|__| 

Has already done diets: ☐Yes  ☐No  ☐ Not known 

MEDICAL EXAM 

For women only: 

 

Pregnancies |__|__| Parity |__|__| 

 

Ongoing contraception: ☐ Yes  ☐ No  ☐ Not known 

If yes: ☐ IUD  ☐ Estrogen plus progestin  ☐ Oral progestin  ☐ Progestin implant 

☐ Other……………………. 

Gestational diabetes  ☐ 

Baby BW > 4 kg at term   ☐ 

 
1
 National Health Insurance Fund 
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Baby BW < 2.5 kg at term  ☐ 

Preeclampsia  ☐ 

Personal history of prediabetes during previous assessments 

☐ Yes  ☐ No  ☐ Not known 

If yes: ☐ < 1 year ago  ☐ 1–5 years ago  ☐ 5–10 years ago  ☐  > 10 years ago 

Family history of diabetes: ☐ Yes  ☐ No ☐ Not known 

If yes: ☐ Brother and/or sister  ☐ Mother  ☐ Father  ☐  Grandparent, aunt, uncle, cousin 

Family history of obesity: ☐ Yes ☐ No ☐ Not known 

If yes: ☐ Brother or sister  ☐ Mother  ☐ Father 

Personal cardiovascular risk factors: ☐ Yes  ☐ No ☐ Not known 

If yes: Cigarette smoking: ☐ Current  ☐ Quit > 3 years  ☐ Quit recently  ☐ Never smoked 

Dyslipidemia: ☐ Yes, controlled  ☐ Yes, not controlled  ☐ No 

HBP: ☐ Yes, controlled  ☐ Yes, not controlled  ☐ No 

Personal history of cardiovascular condition: ☐ Yes  ☐ No  ☐ Not known 

If yes: 

Cerebrovascular accident ☐ 

Coronary artery disease ☐ 

Coronary revascularization ☐ 

Heart failure ☐ 

Renal impairment ☐ 

Carotid stenosis ☐ 

Arteritis of the lower limbs ☐ 

Family history of cardiovascular disease: ☐ Yes ☐ No ☐ Not known 

If yes: 

Myocardial infarction or sudden death in a first-degree relative: 

☐ male before age 55  ☐ female before age 65 

Family history of cerebrovascular accident: ☐ male before age 55  ☐ female before age 65 
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Family history of hypertension: ☐ Yes ☐ No ☐ Not known 

If yes: ☐ Brother  ☐ Sister  ☐ Mother  ☐ Father  ☐ Other 

Musculoskeletal disorders: ☐ Yes ☐ No ☐ Not known 

If yes: 

Inflammatory rheumatism ☐ 

Lumbago ☐ 

Gonalgia ☐ 

Hip pain ☐ 

Ankle pain ☐ 

Arthritis ☐ 

Surgical intervention ☐ 

Other ☐ 

Physical limitation of physical activity: ☐ Yes  ☐ No  ☐ Not known 

Other history: ☐ Yes  ☐ No  ☐ Not known 

If yes: 

Respiratory disease: ☐ Yes  ☐ No   If yes, please specify: ……………………. 

Renal impairment: ☐ Yes,on dialysis  ☐ Yes, not on dialysis  ☐ No 

History of urogenital device: ☐ Yes ☐ No   If yes, please specify: ……………………. 

Autoimmune disease: ☐ Yes ☐ No   If yes, please specify: ……………………. 

Hematopoietic system disease: ☐ Yes ☐ No   If yes, please specify: ……………………. 

Cancer: ☐ Yes ☐ No   If yes, please specify: ……………………. 

Gynecological condition: ☐ Yes ☐ No   If yes, please specify: ……………………. 

Gastroenterological condition: ☐ Yes ☐ No 

      If yes to gastroenterological condition:  

                Alcohol induced pancreatitis ☐ Yes  ☐ No 

              Alcohol induced cirrhosis ☐ Yes  ☐ No 

                       Other ☐ Yes  ☐ No   If other, please specify:  ……………………. 
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Surgical treatment: ☐ Yes  ☐ No   If yes, please specify: ……………………. 

Other history: ☐ Yes  ☐ No   If yes, please specify: ……………………. 

Ongoing treatments 

 

Cardiovascular therapy: ☐ Yes  ☐ No  ☐ Not known 

      If yes:  

Anticoagulant: ☐ Yes  ☐ No   

Platelet aggregation inhibitor: ☐ Yes  ☐ No 

 Antihypertensive: ☐ Yes ☐ No 

If yes to antihypertensive: 

ACE inhibitor: ☐ Yes ☐ No Calcium channel blocker: ☐ Yes ☐ No 

ARB: ☐ Yes ☐ No Central alpha antagonist: ☐ Yes ☐ No 

Beta blockers: ☐ Yes ☐ No Diuretic: ☐ Yes ☐ No 

Hypocholesterolemic: ☐ Yes ☐ No 

If yes to hypocholesterolemic:  

        Statin: ☐ Yes ☐ No    Ezetimibe: ☐ Yes ☐ No    Fibrate: ☐ Yes ☐ No 

        Other: ☐ Yes ☐ No   If other, please specify: ……………………. 

Analgesic treatment: ☐ Yes  ☐ No 

Anti-histamine treatment: ☐ Yes  ☐ No 

Other treatments: ☐ Yes  ☐ No   If other, please specify: ……………………. 

BIOLOGY 

Please fill in fasting blood glucose + HbA1c within 3 months, all others within 5 years 

Fasting blood glucose (g): |__|.|__|__|  HbA1c (%): |__|__|.|__|__| 

Creatinine (mg/l): |__|__|.|__| 

Creatinine (ɥmol/l): |__|__|.|__| 

Albumin-to-creatinine ratio (mg/g): |__|__|__|__|.|__| 

Albumin-to-creatinine ratio (mg/mmol): |__|__|__|__|.|__| 

Glomerular filtration rate (CKD-EPI ml/min/1.73 m2): |__|__|__| 

AST (IU): |__|__|__|__|__| ALT (IU): |__|__|__|__|__| 
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Gamma GT (UI): |__|__|__|__| 

TG (g/l): |__|__|.|__|__| 

Total cholesterol (g/l): |__|__|.|__|__| 

LDL-C (g/L): |__|.|__|__| 

HDL-C (g/l): |__|.|__|__| 

OGTT: ☐ Yes  ☐ No 

If yes: Blood glucose (T0, g/l): |__|.|__|__| Blood glucose (T0 + 2, g/l): |__|.|__|__| 
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physician username |__|__|__| patient code |__|__|__| initials |__|__|__| 
 

 1 

PREDIABRUN study – Interviewer questionnaire 

 
Q1. Date of questionnaire completion /___/___/______/ 

Day / Month /Year 
 

Q2. Date of birth    /___/______/ 
Month / Year 

 
Q3. Sex    Male   Female 
 
HOME AND LIVING ENVIRONMENT 
 
Q4. Marital status 

 Married   Single   Cohabiting (never married)   In civil partnership   Separated   Widowed   Divorced 
 
Q5. Do you have children? 

 No   Yes If yes, how many? /______ / child(ren) 
How many dependent children? /______ / 
 
Q6. At home, do you live with other people? 

 No   Yes If yes, how many? /______/,   Part time   Full time 
 
Q7. Where are your parents from? (ref. Laurent Médéa 2003, Journal des anthropologues; multiple answers are 
possible) 
 
Father    Mother 

 White Creole                      White Creole 
 Cafre    Cafre 
 Malbar                         Malbar 
 Zarab                           Zarab 
 Chinese                        Chinese 
 Zorey/Europe              Zorey/Europe 
 Malagasy                    Malagasy 
 Mauritius                       Mauritius 
 Komor                         Komor 
 SubSaharan Africa              SubSaharan Africa 
 North Africa                          North Africa 
 Of mixed race                         Of mixed race 
 Does not know                  Does not know 

 
Q8. Were you born here? 
  Yes   No If no, for how many years have you been in Reunion? /______/ years 
 
Q9. Level of education? 

 Never went to school 
 ≤BEPC (general certificate of secondary education) 
 CAP (vocational school certificate) or BEP (vocational education certificate) 
 BAC (general or professional) 
 BAC + 2 years 
 BAC + >2 years 

 
Q10. Current employment status? 

 Active: 
 Full time   Part time 

 Agricultural/farmer 
 Craftsman, merchant, or entrepreneur 
 Superior management or intellectual professional 
 Business intermediary 
 Employee 
 Worker 
 Public sector civil servant or employee 
 Private sector employee 
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 Unemployed 
 Out of work due to illness or accident 
 On disability 
 Retired 
 On retirement but having retained activity 
 Not engaged in active employment 
 Other, please specify:……………………………………………………………………………………… 

 
Q11. What is the source of your household's current income? (multiple answers are possible) 

 Professionals 
 ASSEDIC or long-term unemployment 
 Benefits [Revenu de Solidarité Active (RSA), Allocation aux adultes handicapés (AHH)] 

  Retirement 
  Benefits [Caisse d'Allocations Familiales (CAF)] 

 Sickness benefits from health insurance 
 Annuitant 
 Alimony 
 Financial assistance from family 
 Scholarship, study grants 
 Other, please specify:………………………………………………………………………………… 

 
PHYSICAL ACTIVITY 
 
Q12. How much physical effort does or did your job require? 
  Sedentary work 
  Light work: walking, light handling (<10 kg) 
  Medium work: handling of fairly heavy objects (10–25 kg) 
  Heavy work: heavy handling (>25 kg) 
  Has never worked 
 
Q13. On average, how much time per week do you spend doing the following activities? 
 

 0, never 0–30 
minutes 

30–60 
minutes 

1–2.5 hours > 2.5 hours 

Handwork      

Household chores      

Walking (leisure or transport)      

Moderate activity (golf, leisure 
swimming, aquafit, or equivalent) 

     

Intense activity (tennis, cycling, 
running, or equivalent) 

     

 
EATING HABITS 
 
Q14. Do you believe your diet is balanced? 
On a scale of 1 (very unbalanced) to 10 (balanced): /______/ 
 
Q15. Are you currently on a diet? 

 No   Yes If yes, is this a plan prescribed by a health professional?   No   Yes 
 
Why are you following this diet? (multiple answers are possible) 

 For medical reasons unrelated to an overweight problem (food allergy, salt-free diet) 
 To lose weight 
 To not gain weight 
 To keep in shape 
 Other reason (vegetarian, personal or religious belief) 

 
Is your diet different from that of your family? 

 No   Yes If yes, does this create any difficulties?   No   Yes 
 
Q16. Do you currently consider yourself to be: 

 Too skinny 
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 Of normal weight 
 Too fat 
 Does not know 

 
From now on, I am going to ask you about your diet in detail. 
 
Q17. How many times a week do you eat the following foods? 
 

 
Never or 
almost 
never 

< Once 
per week 

Once per 
week 

2–3 
times per 

week 

4–6 
times per 

week 

Once a day 
or more How 

many 
units/day? 

Fish/seafood      |__|__| 

Red meat (beef, pork, sheep, game, young goat)      |__|__| 

White meat (chicken, rabbit)      |__|__| 

Milk      |__|__| 

Eggs      |__|__| 

Cheese      |__|__| 

Yogurt, fromage blanc, plain      |__|__| 

Yogurt, fromage blanc, sweetened      |__|__| 

Low-fat dairy products (0–20% fat)      |__|__| 

Sweet desserts (cream, pudding, mousse, ice 
cream) 

     |__|__| 

Fresh fruit (including pressed fruit)      |__|__| 

Dry fruits (nuts, prunes, etc.)      |__|__| 

Honey      |__|__| 

Raw or cooked vegetables      |__|__| 

Pulses (grains, lentils, etc.)      |__|__| 

White rice      |__|__| 

Basmati rice      |__|__| 

Brown rice      |__|__| 

White bread, crispbread      |__|__| 

Whole-wheat bread, multigrain bread, cereals, etc.      |__|__| 

Other starches      |__|__| 

Other whole starchy foods      |__|__| 

Breakfast cereals      |__|__| 

Commercially prepared dishes (canned, frozen, 
restaurant, tray, etc.) 

     

|__|__| 

Fast food dishes (oven bread toasts, sandwiches, 
kebabs, pizza, etc.)  

     
|__|__| 

Fried foods (French fries, chips, donuts, etc.)      |__|__| 

Crackers, appetizers, etc.       |__|__| 

Candies, chocolate, bar treats, etc.      |__|__| 

Butter/margarine      |__|__| 

Oil      |__|__| 

 
Q18. How much sugar do you eat per day (including in coffee, yogurt)? 1 piece = 1 teaspoon 

 Never or rarely eat   1–2   3–4   ≥5 
 

Q19. How much light sugar/artificial sweetener/stevia do you eat per day (including in coffee, yogurt)? 
1 piece = 1 teaspoon 

 Never or rarely eat   1–2   3–4   ≥5 
 
Q20. Do you like your food to be salty, do you add more salt after tasting? 

 No   Yes 
 
Q21. What type of oil do you use most often for seasoning and cooking? 
Rapeseed   Peanut   Sunflower   Mixture (Isio4)   Olive   Other …………………  
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Q22. How many times a week do you drink the following beverages? 
 

 
Never or 
almost 
never 

< Once per 
week 

Once per 
week 

2–3 times 
per week 

4–6 times 
per week 

Once a 
day or 

more How 
many 

units/day 

Sodas or flavored drinks (lemonade, Coke, 
Fanta) 

     |__|__| 

Commercial juices or nectars      |__|__| 

Light sodas or flavored drinks      |__|__| 

Energy drinks (e.g., Red Bull; except 
coffee/tea) 

     
|__|__| 

Coffee      |__|__| 

Tea      |__|__| 

Wine/champagne      |__|__| 

Beer/cider      |__|__| 

Strong alcohol (whisky, rum, pastis, etc.)      |__|__| 
Aperitif (martini, port)      |__|__| 

 
Q23. How often do you drink 5 or more standard alcoholic drinks on the same day? [1 glass of wine (12 cl), 5 cl 
strong alcohol, 25 cl beer] 

 Never 
 <Once per month 
 Every month 
 Every week 
 Every day or almost every day 

 
We will now leave the diet component to discuss your mental health and your general health. 
 
HEALTH 
 
Q24. I'm going to describe to you 20 common feelings that are felt by most people. You are going to tell me 
how often you have felt them over the past week. 
 

 
Rarely or 

none of the 
time (less 

than 

1 day) 

Some 
or  a 
little 

of the time 
(1–2 days) 

Occasionally 
or a moderate 

amount 

of time (3–4 
days) 

 
 

All of the 
time (5–7 
days) 

You were bothered by things that usually don’t bother you 0 1 2 3 

 You did not feel like eating; your appetite was poor 0 1 2 3 

You felt that you could not shake off the blues even with help 
from your family or friends 

0 1 2 3 

You felt you were just as good as other people 0 1 2 3 

You had trouble keeping your mind on what you were doing 0 1 2 3 

You felt depressed 0 1 2 3 

You felt that everything you did was an effort 0 1 2 3 

You felt hopeful about the future 0 1 2 3 

You thought your life had been a failure 0 1 2 3 

You felt fearful 0 1 2 3 

Your sleep was restless 0 1 2 3 

You were happy 0 1 2 3 

You talked less than usual 0 1 2 3 

You felt lonely 0 1 2 3 

People were unfriendly 0 1 2 3 

You enjoyed life 0 1 2 3 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2022-062520:e062520. 12 2022;BMJ Open, et al. Anthony N



physician username |__|__|__| patient code |__|__|__| initials |__|__|__| 
 

 5 

You had crying spells 0 1 2 3 

You felt sad 0 1 2 3 

You felt that people dislike me 0 1 2 3 

You could not get “going” 0 1 2 3 

 
We will now explore your sleep over the past 3 months. 
 
Q25. In the past 3 months, how many times on average have you had the following issues? 
 

 
Never Once a week 

2–3 
times/week 

4–6 
times/week 

Every day 

You have trouble falling asleep      

You woke up several times a night      

You woke up far too early and couldn't get 
back to sleep 

     

You woke up feeling tired after a night's 
sleep of usual duration 

     

 
Q26. In the last week (excluding the weekend), how much time did you sleep on average per night? /___/ hours 
 
Q27. In your profession, do you work at night?     No   Yes 

 
Q28. How would you rate your overall health? 
On a scale of 1 (very bad) to 10 (very good): /______/ 
 
Q29. How would you rate your health in relation to a person of the same age? 
On a scale of 1 1 (very bad) to 10 (very good): /______/ 
 
Q30A. Do you benefit from UMC (Universal Medical Coverage)? 

 No   Yes   Pending 
 
Q30B. Do you receive UMC-C (Universal Medical Coverage-Complementary)? 

 No   Yes   Pending 
 
Q31. Do you have an “Affection longue durée (ALD)”1(Long-term illness) ? 

 No   Yes   Pending 
 
Q32. In the past 12 months, have you or your family (spouse, children) given up some health care for financial 
reasons? 

 No   Yes 
 
Q33. Please indicate how much you agree or disagree with each of the statements below. For each statement, please 
tick the box that best fits your situation at this time. 
 
Tick only one box for each statement. 

1. Strongly disagree 
2. Disagree 
3. Agree 
4. Strongly agree 

 

I think I have good health information 1 2 3 4 

I can find several people around me who understand me and support me 1 2 3 4 

When I don't feel well, the people around me really understand what's happening to me 1 2 3 4 

I have enough information to deal with my health problems 1 2 3 4 

In case of need, I have several people I can count on 1 2 3 4 

I am confident that I have all the information I need to effectively manage my health 1 2 3 4 

I have at least one person who can accompany me to a medical appointment 1 2 3 4 

 
1 In France, a long-term illness is one of the thirty diseases on a list designed by the French health insurance system. This system 

allows for the coverage of conditions that require prolonged and expensive treatment. 
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I have real support from family or friends 1 2 3 4 

I have all the information I need to look after my health 1 2 3 4 

 
Please indicate how easy or difficult it is for you to do at this moment what you are told in each statement below. 
"Health professionals" refers to doctors, nurses, physiotherapists, dieticians, and all other professionals working in the health 
field. 
 
Tick only one box per statement. 

1. Impossible 
2. Usually difficult 
3. Sometimes difficult 
4. Usually easy 
5. Always easy 

 

Ensuring that healthcare professionals understand your situation correctly 1 2 3 4 5 

Finding information about health problems 1 2 3 4 5 

Feeling able to discuss your health concerns with a professional 1 2 3 4 5 

Finding health information from several different sources 1 2 3 4 5 

Having good discussions about your health with a doctor 1 2 3 4 5 

Monitoring health news for the best information 1 2 3 4 5 

Getting health information with wording that you understand 1 2 3 4 5 

Talking to a healthcare professional until you understand everything you need to 1 2 3 4 5 

Obtaining health information on your own 1 2 3 4 5 

Asking questions of healthcare professionals to get the information you need 1 2 3 4 5 

 
 
OPEN-ENDED COMMENTS 
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PERSONAL AND PROFESSIONAL PROFILE 

 

You are: 

☐ A man 

☐ A woman 

 

What is your age? 

.... 
 

For how many years have you been practicing? 

☐ <10 years 

☐ 10 - 30 years 

☐ >30 years 

 

Regarding your type of practice, you practice: 

☐ In rural setting 

☐ In urban setting 

☐ In semi-rural setting 

 

What is your active patient queue? 

☐ <400 patients 

☐ 400-800 patients 

☐ >800 patients 

 

Within your patient pool, what do you anticipate the portion of persons covered by universal health 
coverage (UHC) to be? 

☐ <10 % 

☐ 10-19 % 

☐ 20-30 % 

☐ >30 % 

 

What is the portion of diabetic patients in your patient pool? 

☐ <10 % 

☐ 10-25 % 

☐ >25 % 

 

What is the portion of prediabetic patients in your patient pool? 

☐ <10 % 

☐ 10-25 % 

☐ >25 % 

☐ No idea 
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PREDIABETES DIAGNOSIS 

 

 

With which marker(s) does the High Authority for Health (HAS) define prediabetes? 

☐ Fasting Plasma Glucose (FPG) 

☐ Glycosylated Haemoglobin (HbA1c) 

☐ Plasma glucose 2 hours after a 75g oral glucose dose (OGTT) 

☐ Capillary blood glucose 

☐ Glycosuria using urine test strip (UTS) 

☐ Other:............ 

 

In your opinion, moderate fasting hyperglycemia is defined as fasting blood glucose level between: 

☐ 0.80 - 1.09 g/L 

☐ 1.10 - 1.25 g/L 

☐ 1.15 - 1.30 g/L 

☐ 1.26 - 2.00 g/L 

 

In your opinion, a glucose intolerance is defined as a blood glucose level 2 hours after an oral load of 

75g of glucose between: 

☐ 1.20 - 1.39 g/L 

☐ 1.40 - 1.99 g/L 

☐ 1.50 - 2.59 g/L 

☐ 2.00 - 3.00 g/L 

 

Which of these different statements regarding prediabetes are correct? 

☐ The prediabetic person is at higher risk for cardiovascular disease 

☐ More than 70% of prediabetic patients will become diabetic 

☐ Prediabetes screening and management are not a top priority in preventing diabetes 

☐ It is more cost saving to screen and treat prediabetic patients than to manage diabetic 
patients 

☐ In comparison with to normoglycemic patients, prediabetic patients have a 4 to 10 

times greater annual relative risk of developing diabetes  
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TARGET POPULATION IN PREDIABETES SCREENING 

 

Do you screen for prediabetes? 

☐ Yes 

☐ No 

 

If so, under what circumstance(s)? 

☐ At the patient's request 

☐ During a systematic screening assessment of cardiometabolic diseases 

☐ During targeted screening in patients with risk factors for diabetes 

☐ Other(s) 

 

In which age group do you consider it relevant to screen for prediabetes? 

☐ 20-30 yrs 

☐ 31-40 yrs 

☐ 41-50 yrs 

☐ >50 years 

 

Among the various criteria, which one(s) encourage you to screen for prediabetes/diabetes? 
 Never Occasio

nally 
Often Always 

Hypertension (controlled or not)     

Active smoking     

Heavy alcohol consumption     

Dyslipidemia     

Overweight and obesity     

Age > 45 years old     

Sedentary lifestyle     

Precarious lifestyle     

Family history of cardiovascular event     

Polycystic ovary syndrome     

History of gestational diabetes     

History of hyperglycemia     

 

The FINDRISC score is a score consisting of 8 items. It has been selected in Europe, and in particular 

in France, to assess the risk of developing diabetes within the next 10 years. 

Do you know this score? 

☐ Yes 

☐ No 

 

If yes, do you use it in your practice? 

☐ Yes 

☐ No 

 

If you know it (No to the previous question) but do not use it, what are the reason(s)? 

☐ Lack of time in your daily practice 

☐ Lack of knowledge about the target population 

☐ You believe that there are already many scores to integrate into primary care 

☐ You feel that this score is not relevant 

☐ Other: ........ 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2022-062520:e062520. 12 2022;BMJ Open, et al. Anthony N



4  

PREDIABETES  MANAGEMENT 

 

When confronted with a diagnosis of prediabetes, do you communicate the result to the patient? 

☐ Yes 

☐ No 

 

 If so, disclosure of the result is supported by the following information(s): 

☐ On the disease 

☐ On the increased risk of developing type 2 diabetes 

☐ On the preventative measures that need to be implemented, hygiene and dietary measures in 

particular.  

☐ On the need for specific follow-up 

☐ That reassure the patient about his state of health while relativizing the fact that he/she is not 

diabetic 

 

What is your approach to the management of your prediabetic patients (only one possible answer)? 

☐ Establishment of hygiene and dietary measures (HDM) alone 

☐ Prescription of oral antidiabetic drugs (OAD) alone 

☐ Establishment of HDR + prescription of OAD 

☐ Implementation of simple biological monitoring 

☐ No implementation 

 

Dietary advice 
 

Do you provide  dietary advice? 

☐ Yes 

☐ No 

 

What is your priority in the dietary management (only one answer possible)? 

☐ Remove sugary drinks 

☐ Increase fruit and vegetable consumption 

☐ Reduce rice consumption 

☐ Stop snacking 

☐ Decrease the consumption of saturated fats 

 

Do you refer your prediabetic patients to a nutritionist/dietitian? 

☐ Yes 

☐ No 

Physical activity 

What is the minimum weekly duration of physical activity that you advise your patients? 

☐ 60 mn 

☐ 120 mn 

☐ 150 mn 

☐ 200 mn 

 

Do you prescribe physical activity? 

☐ Yes 

☐ No 
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Therapeutic management 
 

Do you prescribe OADs to your patients? 

☐ Yes 

☐ No 

 

If so, which drug do you prescribe as a first-line drug? 

 ☐ Biguanide (Metformin) 

  ☐ Alpha-glucosidase inhibitor (Acarbose) 

  ☐ Hypoglycemic sulfamide 

 ☐ Glyptin 

 

Treatment training 

 

Eleven therapeutic education programs have been implemented in Reunion Island. 

 

In your opinion, would it be beneficial to include prediabetic individuals in a therapeutic education 

program? 

☐ Yes 

☐ No 

 

Have you heard about the prevention program "Say No to diabetes" carried out by the 

Health Insurance? 

☐ Yes 

☐ No 
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MONITORING OF PREDIABETIC PATIENT 

 

How often do you carry out biological monitoring in a prediabetic patient? 

☐ Every 3 months 

☐ Every 6 months 

☐ Once a year 

☐ Every 1 to 3 years 

☐ Every 5 years 

 

By which biological means(s) do you follow the evolution of glycoregulation dysfunction in 

prediabetic patients? 

☐ Capillary blood glucose 

☐ FPG 

☐ HbA1c 

☐ OGTT 

☐ UTS 

☐ Other 

On what clinical criterion, or criteria, do you evaluate the effectiveness of your management? 

☐ Weight loss 

☐ Decrease in waist size 

☐ Weekly increase in physical activity 

☐ Improvement in the quality of meals assessed by a survey of eating habits 

 

What factor(s) (not pertaining to patients) limit you in the management of prediabetes? 

☐ Lack of personal knowledge 

☐ Lack of official recommendations 

☐ Lack of awareness on the part of the health authorities (Health Insurance) 

☐ Lack of time (necessary for patient education and follow-up) 

 

What factor(s) (pertaining to patients) limit you in the management of prediabetes? 

☐ The non-acceptance of the diagnosis by the patient 

☐ The non-compliance of the patient to the proposed management 

☐ The absence of a drug prescription that would minimize the risks in the long term 

☐ The difficulty of maintaining patient motivation 

☐  The low socio-economic level of the patient and his/her difficulty in accessing care 
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