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ABSTRACT
Objective: Information about prognostic outcomes can be of great help for people with predia-
betes and for physicians in the face of scientific controversy about the cutoff point for defining
prediabetes. We aimed to estimate different prognostic outcomes in people with prediabetes.
Design: Prospective cohort of subjects with prediabetes according to American Diabetes
Association guidelines.
Main Outcome measures: The probabilities of diabetes onset versus non-onset, the odds
against diabetes onset, and the probability of reverting to normoglycemia according to different
prediabetes categories were calculated.
Results: The odds against diabetes onset ranged from 29:1 in individuals with isolated FPG of
100–109mg/dL to 1:1 in individuals with FPG 110–125mg/dL plus HbA1c 6.0–6.4%. The prob-
ability of reversion to normoglycemia was 31.2% (95% CI 24.0–39.6) in those with isolated FPG
100–109mg/dL and 6.2% (95% CI 1.4–10.0) in those with FPG 110–125mg/dL plus HbA1c
6.0–6.4%. Of every 100 participants in the first group, 97 did not develop diabetes and 31
reverted to normoglycemia, while in the second group those figures were 52 and 6.
Conclusions: Using odds of probabilities and absolute numbers might be useful for people with
prediabetes and physicians to share decisions on potential interventions.

KEY POINTS
Communicating knowledge on the course of the disease to make clinical decisions is not
always done appropriately.
� Prediabetes is an example where risk communication is important because the prognosis of
subjects with prediabetes is very heterogeneous.

� Depending on fasting plasma glucose and HbA1c levels, the odds of probabilities against dia-
betes onset ranged from 29: 1 to 1: 1.

� Depending on fasting plasma glucose and HbA1c levels, the number of subjects in 100 who
revert to normoglycemia ranged from 31 to 6.

� Using probabilities and number absolutes on the prognosis of prediabetes may be useful for
people with prediabetes and physicians to share decisions on potential interventions.
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Introduction

Identifying patients at risk of developing a disease in
order to implement interventions that prevent or
delay onset is a key activity of clinical practice. Early

identification of these individuals requires knowledge
of the natural history of the disease and empirical evi-
dence that supports the effectiveness of the interven-
tion [1–2]. The information gleaned from this process
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must then be communicated to patients, enabling
them to make an informed decision about potential
interventions. However, communicating knowledge on
the course of the disease is not always done appropri-
ately. Instead, individuals with a pathological or meta-
bolic anomaly frequently hear that they are at higher
risk for developing the disease [3–4]. This information
may be insufficient for making a decision, as a situ-
ation that doubles the risk of developing the disease
could reflect an absolute increase of 10 to 20%, or of
0.1 to 0.2%.

One option is to prioritize communication on abso-
lute risk [5–7]. This strategy may sometimes require
knowledge on the magnitude of the risk of develop-
ing the diseases for a variety of values, for example,
when the range of abnormal metabolic values (above
normal but below the diagnostic threshold) is wide.
With this information, people situated at different
points along this range could better understand their
chances of developing the disease. Similarly, in situa-
tions in which metabolic indicators could revert to
normal, it is necessary to communicate the likelihood
of this happening.

Prediabetes is a case in point. The term refers to sit-
uations in which blood glucose or glycated hemoglo-
bin (HbA1c) is higher than normal but lower than the
cutoff for diabetes diagnosis [8–9]. People with predia-
betes present a higher risk of developing diabetes
than those without [8–10], but some also revert to
normoglycemia [9,11,12]. Thus, in people with differ-
ent levels of prediabetes, communication of this infor-
mation could be useful for deciding between different
strategies to lower the risk of diabetes or raise the
probability of returning to normal glycemic levels.

This informed decision-making could also be of
great help to clinicians given the controversy among
the scientific community with regard to the lower limit
of fasting plasma glucose (FPG) and HbA1c for defin-
ing prediabetes [13–17]. The American Diabetes
Association (ADA) established that a subject with FPG
between 100 and 125mg/dL or with HbA1c between
5.7% and 6.4% has prediabetes [8]. According to some
authors, physicians should propose weight loss or
physical exercise, to delay the development of dia-
betes, to subjects with these a FPG or HbA1c values.
And, in some cases, incorporate pharmacological ther-
apy [13–15]. However, other authors consider that
these values represent an unnecessary burden for the
health system, since most of these subjects will not
develop diabetes in at least 10 years of follow-up and
a large part will revert to normoglycemia [16–18]. In
addition, these subjects will experience the secondary

effects of the interventions without this early identifi-
cation implying an improvement in their prognosis.

The aim of this study, performed in a prospective
cohort of people with prediabetes according to
American Diabetes Association (ADA) criteria, is to esti-
mate several prognostic outcomes according to a
wide range of FPG and/or HbA1c values and to show
the results as odds of probabilities and as absolute
numbers to aid patients and their physicians in deci-
sion-making.

Subjects, material and methods

Study design

The Primary Health Care Study on the Evolution of
Patients with Prediabetes (PREDAPS Study) followed a
cohort of people with prediabetes and another with-
out glucose metabolism disorders. Details of the study
have been described previously [19]. Family physicians
throughout Spain conducted the study in the context
of everyday clinical practice. In 2012, people aged 30
to 74 years who presented to primary health care for
any reason were invited to participate in the study.
Exclusion criteria were: diabetes, terminal disease,
pregnancy, surgery or hospital admission in the three
months prior to baseline, or any hematological disease
which could alter HbA1c values. Analyses were
restricted to the prediabetes cohort. Individuals were
included in this cohort if they met ADA criteria for
prediabetes: FPG levels of 5.5 to 6.9mmol/L (100mg/
dL to 125mg/dL) and/or HbA1c range from 39 to
47mmol/mol (5.7% to 6.4%). In 2012, 1184 people
with prediabetes were enrolled; 831 completed the
five years of follow-up to 2017. Therefore, 353 subjects
dropped out of the study before 2017. These subjects
were included in the analyzes and contributed to the
risk of diabetes and the likelihood of reverting to
normoglycemia up to the time of loss to follow up.
Mean follow-up was 4.2 years.

Participants gave their written informed consent
before inclusion. The study was classified by the
Spanish Agency of Medicines and Medical Devices as
a non-intervention (observational) post-authorization
study, and the study protocol was approved by the
Parc de Salut Mar Clinical Research Ethics Committee
in Barcelona (2011-4274-I).

Procedure

After collecting baseline information about sociode-
mographic characteristics, medical history, and health-
related habits from participants’ clinical records, their
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family physicians conducted personal interviews. FPG
and HbA1c values were obtained annually. Participants
were followed for up to five years or until dropout,
death, or diabetes onset.

Diabetes was defined as either FPG �7mmol/L
(126mg/dL) or HbA1c �48mmol/mol (6.5%).
Reversion to normal glucose regulation was consid-
ered if FPG and HbA1c values were FPG < 5.5mmol/L
(100mg/dL) and HbA1c <39mmol/mol (5.7%),
respectively, at the time of the last visit.

For this study, participants were divided into eight
categories on the basis of baseline diagnosis of predia-
betes: isolated FPG 5.5-6.0mmol/L (100–109mg/dL),
isolated FPG 6.1–6.9mmol/L (110–125mg/dL), isolated
HbA1c 39–41mmol/mol (5.7–5.9%), isolated HbA1c
42–47mmol/mol (6.0–6.4%), FPG 5.5–6.0mmol/L
(100–109mg/dL) plus HbA1c 39–41mmol/mol
(5.7–5.9%), FPG 5.5–6.0mmol/L (100–109mg/dL) plus
HbA1c 42–47mmol/mol (6.0–6.4%), FPG 6.1–6.9mmol/
L (110–125mg/dL) plus HbA1c 39–41mmol/mol
(5.7–5.9%), and FPG 6.1–6.9mmol/L (110–125mg/dL)
plus HbA1c 42–47mmol/mol (6.0–6.4%).

Statistical analysis

For each prediabetes category, the sex- and age-
adjusted incidence rate of diabetes and the sex- and
age-adjusted incidence rate of regression to normogly-
cemia per 1000 person-years were calculated, with
95% confidence intervals (CI) [20]. The standard popu-
lation for adjustment (distribution by age and sex)
was the entire prediabetes cohort. Based on these
incidence rates, the probability of diabetes onset or
reverting to normoglycemia during follow-up were cal-
culated. Incidence rates were assumed to remain con-
stant over five years of follow-up, such that each
probability has been estimated as 1 – exp (�incidence
rate � 5) [21]. Likewise, based on these probabilities,
for every 100 people in each prediabetes category, the
number of participants who developed diabetes,

reverted to normoglycemia, and continued at predia-
betes levels were calculated (the latter was calculated
by subtracting the sum of the two previous propor-
tions from the unit) and represented by pictograms.

The probability of diabetes non-onset was calcu-
lated in a complementary way as the probability of
diabetes onset. Since diabetes non-onset can be con-
sidered a successful outcome, we also calculated the
odds between the probability of diabetes non-onset
versus onset. For example, an odds of 3 (3:1) would
mean that diabetes non-onset is three times more
likely than diabetes onset. And after converting the
odds into probability, that is, dividing the odds by one
and then adding the odds, it would mean that 3 out
of 4 people would not develop diabetes.

Finally, additional analyses were used to test the
extent to which the differences in prognosis between
prediabetes categories could be due to differences in
health behaviors. Cox regression analysis was used to
determine the magnitude of the association of predia-
betes categories with the risk of diabetes onset and
with reversion to normoglycemia. The first model
included adjustment for sex and age. In the second,
health behaviors at baseline were added to model 1.
And in the third model, health behaviors assessed at
each year of follow-up were entered as time-depend-
ent covariates and added to model 1.

Results

Supplementary table 1 shows the baseline characteris-
tics—demographic distribution, biochemical parame-
ters, hypertension, obesity and health-related
behaviors—according to each category of prediabetes.
Table 1 shows the number of participants at baseline,
person-years of follow-up, and sex and age-adjusted
incidence rates. The overall incidence rates of diabetes
and reversion to normoglycemia were 42.8 per 1000
person-years (95% CI 37.0–48.6) and 43.9 per 1000
person-years (95% CI 38.1–49.8), respectively. The

Table 1. People at the beginning of follow-up, person-years of follow-up, and sex and age-adjusted incidence
rates of diabetes and regression to normoglycemia per 1000 person-years according prediabetes category.

Prediabetes category

People at the
beginning of
follow-up

Person-years of
follow-up

Incidence rate
of diabetes (95% CI)

Incidence rate of
regression (95% CI)

Isolated FPG 100–109mg/dL 152 680 6.8 (0.6–13.0) 74.8 (55.0–100.9)
Isolated FPG 110–125mg/dL 102 426 38.4 (20.5–56.3) 36.2 (19.3–55.8)
Isolated HbA1c 5.7–5.9% 204 941 9.9 (3.7–16.1) 84.5 (66.2–103.9)
Isolated HbA1c 6.0–6.4% 112 501 19.3 (6.5–32.2) 38.7 (5.9–50.0)
FPG 100-109mg/dL & HbA1C 5.7–5.9 % 138 600 35.2 (18.6–51.8) 29.0 (16.4–43.6)
FPG 100-109mg/dL & HbA1C 6.0–6.4 % 128 524 52.8 (30.3–75.3) 23.2 (5.3–36.7)
FPG 110-125mg/dL &HbA1C 5.7–5.9 % 140 579 55.5 (36.1–74.8) 30.3 (14.6–44.1)
FPG 110-125mg/dL &HbA1C 6.0–6.4 % 208 671 132.3 (103.9–160.8) 12.9 (2.8–21.0)
Overall 1184 4922 42.8 (37.0–48.6) 43.9 (38.1–49.8)

95% CI: 95% confidence interval.
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lowest incidence rate of diabetes was observed in the
prediabetes category for isolated FPG 100–109mg/dL;
and the highest, in individuals with FPG 110–125mg/
dL plus HbA1c 6.0–6.4%. As for reversion to normogly-
cemia, the highest rate was in the group with isolated
HbA1c 5.7–5.9%, and the lowest in the category with
FPG 110–125mg/dL plus HbA1c 6.0–6.4%.

Table 2 shows the probability of diabetes non-onset
versus onset, as a percentage, and the odds against
diabetes onset according to the prediabetes catego-
ries. The overall probabilities of diabetes non-onset
versus onset were 80.7% vs 19.3%, and the overall
odds were 4:1. The highest odds against diabetes
onset were observed in individuals with isolated FPG
100-109mg/dL (29:1) and isolated HbA1c 5.7–5.9%
(20:1). Their probabilities of diabetes non-onset versus
onset were, for the isolated FPG 100–109mg/dL
group, 96.7% (95% CI 93.7–99.7) vs 3.3% (95% CI
0.3–6.3); and for the isolated HbA1c 5.7–5.9% group,
95.2% (95% CI 92.3–98.2) vs 4.8% (95% CI 1.8–7.7). The
lowest odds against diabetes onset were observed in
the FPG 110–125mg/dL plus HbA1c 6.0–6.4% group
(1:1), whose probabilities of diabetes non-onset versus
onset were 51.6% (95% CI 44.8–59.5) vs 48.4% (95%
CI 48.5–55.2).

Table 2 also shows the probability (in percent-
age) of reversion to normoglycemia. The overall
probability was 19.7% (95% CI 17.3-22.0). The high-
est probabilities were among those with isolated
HbA1c 5.7–5.9% (34.5%, 95% CI 28.2–40.5) and iso-
lated FPG 100–109mg/dL (31.2%, 95% CI 24.0–39.6),
while the lowest was in the category with FPG
110–125mg/dL plus HbA1c 6.0–6.4% (6.2%, 95%
CI 1.4–10.0).

For each category of prediabetes, Figure 1 shows
the odds against diabetes onset (converted in prob-
ability) as well as the number of participants whose
blood glucose and/or HbA1c values remained at pre-
diabetic levels, normalized, or progressed to diabetic

levels during follow-up. Of every 30 individuals with
isolated FPG 100–109mg/dL and of every 2 individuals
in the FPG 110–125mg/dL plus HbA1c 6.0–6.4%
group, 29 and 1 did not develop diabetes, respect-
ively. For every 100 subjects in the first group 97 indi-
viduals did not develop diabetes and 31 normalized
the glycemia, while in the second group the figures
were 52 and 6, respectively.

Participants’ health-related behavior, whether at
baseline or over follow-up, barely affected the pro-
gression to diabetes onset or reversion to normogly-
cemia according to prediabetes categories
(Supplementary tables 2 and 3).

Discussion

Main findings

The evolution of participants with prediabetes over
five-years follow-up was heterogeneous, depending on
baseline FPG and HbA1c levels. The probability of dia-
betes non-onset/onset ranged from 97%/3%, in people
categorized as prediabetic based on the sole criterion
of isolated FPG levels of 100–109mg/d-L, to 52%/48%
in those whose FPG values were 110-125mg/dL and
whose HbA1c levels were 6.0–6.4%. As a result, the
odds against diabetes onset were 29:1 in the former
group and 1:1 in the latter, while the probability of
reverting to normoglycemia was 31.2% and 6%,
respectively.

Strengths and limitations

The long period of follow-up and the annual assess-
ments of FPG and HbA1c are strengths of this study.
In contrast to other studies reporting diabetes inci-
dence only as a rate (making it difficult for clinicians
to communicate the prognosis to prediabetic
patients), in the present study, the prognosis was cal-
culated according to different prediabetes categories

Table 2. Sex and age-adjusted probabilities of diabetes non-onset and onset, odds of diabetes non-onset versus onset and sex
and age-adjusted probability of reversion to normoglycemia.

Prediabetes category

Diabetes

Probability (%) of diabetes
non-onset (95% CI)

Probability (%) of
diabetes onset (95% CI)

Odds of non-onset
versus onset (95% Cl)

Probability (%) of reversion to
normoglycemia (95% CI)

Isolated FPG 100–109mg/dL 96.7 (93.7–99.7) 3.3 (0.3–6.3) 29: 1 31.2 (24.0–39.6)
Isolated FPG 110–125mg/dL 82.5 (75.5–90.3) 17.5 (9.7–24.5) 5: 1 16.6 (9.2–24.3)
Isolated HbA1c 5.7–5.9% 95.2 (92.3–98.2) 4.8 (1.8–7.7) 20: 1 34.5 (28.2–40.5)
Isolated HbA1c 6.0–6.4% 90.8 (85.1–96.8) 9.2 (3.2–14.9) 10: 1 17.6 (2.9–22.1)
FPG 100–109mg/dL & HbA1C 5.7–5.9 % 83.9 (77.2–91.1) 16.1 (8.9–22.8) 5: 1 13.5 (7.9–19.6)
FPG 100–109mg/dL & HbA1C 6.0–6.4 % 76.8 (68.8–83.5) 23.2 (14.1–31.4) 3: 1 11.0 (2.6–16.8)
FPG 110–125mg/dL &HbA1C 5.7–5.9 % 75.8 (68.6–85.9) 24.2 (14.1–31.4) 3: 1 14.1 (7.0–19.8)
FPG 110–125mg/dL &HbA1C 6.0–6.4 % 51.6 (44.8–59.5) 48.4 (40.5–55.2) 1: 1 6.2 (1.4–10.0)
Overall 80.7 (78.4–83.1) 19.3 (16.9–21.6) 4: 1 19.7 (17.3–22.0)

95% CI: 95% Confidence interval. PREDAPS Study. 1. Probability of diabetes non-onset versus onset.
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as a probability. Also the probability of diabetes has
been compared with the probability of diabetes non-
onset, which is of great interest to physicians and
patients when deciding the alternatives of action.
Likewise, the inclusion of probability of reversion to
normoglycemia is very useful to weigh deci-
sion-making.

In most studies, there are certain overlaps in the
criteria used to define prediabetes categories. In this
study, the prognosis was estimated at different FPG
and HbA1c thresholds, using mutually exclusive and
collectively exhaustive categories. PREDAPS did not
include participants with prediabetes diagnosed based
on oral glucose tolerance test (OGTT) [19,22], therefore
it was not possible to estimate the prognosis for dif-
ferent categories according to this criterion. Although
OGTT values even in isolated form have been shown
to predict diabetes, it is not a test performed routinely
in clinical practice. Therefore, its relevance is more for
scientific practice than for routine clinical practice.

The results could be biased patients who aban-
doned were different from those who remained.
However, the distribution and frequency of age, sex,

lifestyles and health problems at baseline, shown in
Supplementary table 1, were similar in the subjects
who completed the study than in those who aban-
doned it throughout the follow-up.

The present study shows the prognosis in subjects
with prediabetes aged 35 to 74 years. The findings
could have been different if the lower age limit had
been higher. However, no modification was observed
in the relationship between the different categories of
prediabetes analyzed and the prognostic results, after
performing separate analyzes in subjects under 50 and
in subjects 50 years of age and older.

This observational study was carried out in routine
clinical practice. Therefore, a complete absence of
intervention cannot be ruled out, as physicians
advised patients on lifestyle changes based on clinical
and laboratory parameters. In any case, the impact on
the development of diabetes was small since the inci-
dence rate hardly varied throughout the five years of
follow-up. Its magnitude in the first and last year was
4.1 and 4.2 per 100 person-years, respectively.

In subjects with prediabetes, other factors, apart
from FPG and/or HbA1c levels, are relevant for clinical

Figure 1. Pictograms to explain the prognosis of prediabetes per 100 people at five years’ follow-up in each prediabetes category
in the PREDAPS study. Probability of diabetes non-onset versus onset, and number of people who revert to normoglycemia, con-
tinue with prediabetes , and who develop diabetes .
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decision-making. Like social context, housing stability,
and financial barriers. Such factors have not been con-
sidered in the present study. Physicians, especially in
primary health care, must weigh the knowledge of
these factors in each patient with the information on
the different results of the evolution of prediabetes
shown here.

The present study did not consider other clinical
disorders and health conditions, as for example cardio-
vascular events, for which people with prediabetes
could be at risk, and which should be communicated
to patients. In the PREDAPS study, the probability of
experiencing any cardiovascular event was 4.9% in the
participants with prediabetes, suggesting that the inci-
dence in the lower-risk categories was modest [23].

Finally, the analyses did not take into account the
use of antihypertensive or lipid lowering drugs. The
frequency of use of these drugs was high given the
high prevalence of hypertension and dyslipidemia in
these subjects. However, the inclusion of these condi-
tions in the analysis did not modify the relationship
between the different categories of prediabetes and
the prognostic results (supplementary tables 2 and 3).

Implications for clinical practice

The proportion of people with prediabetes who
develop diabetes or return to normoglycemic levels
varies in the literature [11]. The diverse criteria used to
define prediabetes and the different periods of follow-
up explain some of this heterogeneity, while the vari-
able distribution of prediabetes phenotypes from one
place to another also need to be considered. For
example, about 20% of people with prediabetes in the
Japanese population presented altered levels of both
FPG and HbA1c [10,24], compared to 50% in the
PREDAPS study [19,22], a difference that could explain
the higher five-year incidence of diabetes in the
Spanish compared to the Japanese cohort. However,
the prognosis was similar in both populations when
analyzed according to prediabetes phenotypes
[10,19,24], suggesting that our results are probably
quite similar to other geographical settings.

In observational studies following people with pre-
diabetes for 1 to 10 years, most do not develop dia-
betes, and a large proportion returned to
normoglycemia [9,11]. In the present study, the prob-
ability of diabetes non-onset was 80.7%, while the
probability of reverting to normoglycemia was 19.7%.
Other studies with similar follow-up periods have
reported similar results [10,11,24,25]. These results
have prompted some authors to consider that the

ADA-established thresholds of 100mg/dL for glycemia
and 5.7% for HbA1c for defining prediabetes favors
overdiagnosis and confers an unnecessary burden on
the health system, as it converts healthy people into
patients [16–18]. On the other hand, other authors
argue that these values increase the diabetes onset
risk, and they consider that physicians should advise
weight loss and physical activity, with or without
medication, to all people with abnormally high indica-
tors in order to delay or prevent the development of
diabetes [13–14]. Some authors consider it necessary
to recommend behavioral modifications even in peo-
ple with FPG or HbA1c values below these cut-
offs [13,14,26].

The ADA thresholds for defining prediabetes were
established as the result of an intersubjective consen-
sus among numerous actors from different institutions
and professional groups. Controversy around the exact
values is likely to continue given the heterogeneity in
the prognosis for prediabetes in different studies [27]
as well as the different criteria applied in clinical prac-
tice [28]. Some physicians consider that the
Hippocratic Oath requires intervention to attend peo-
ple who are sick, whereas others interpret it to include
care for healthy people, even if most will not develop
the disease. In light of this debate, shared decision-
making between people with prediabetes and their
physicians could be the appropriate option for the
best clinical practice, as part of win-win philosophy.

For example, doctors who recommend intervention
in people with an FPG of 100–109mg/dL and/or HbA1c
of 5.7–5.9% consider that these people will benefit
from preventive care. According to one study, behav-
ioral modification in such populations can reduce the
relative risk of developing diabetes to a similar extent
as in people with higher values [29]. However, consider-
ing that the implementation of these measures is bene-
ficial implies a value judgement.

According to the findings found here, 97% of peo-
ple diagnosed with prediabetes based solely on FPG
values, and 95% diagnosed based on HbA1c, will not
develop diabetes within five years. Most of them
would not consider it beneficial to attempt to increase
their chances of not developing diabetes through
behavioral modifications. This is despite the fact that
reversion to normoglycemia could increase from
31–35% to 45%, in line with results from a meta-ana-
lysis of intervention studies that combined changes in
diet and physical activity, yielding a relative risk of
reversion of 1.53 [30]. Something different happens in
people who belong to other categories of prediabetes.
For example, 52% of the people with FPG of
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110–125mg/dL plus HbA1c of 6.0–6.4% will not
develop diabetes. Considering the relative risk of dia-
betes incidence of 0.59 obtained in the previously
mentioned meta-analysis [30], this percentage would
increase to 71% with behavioral modifications. Thus,
these people would likely consider this potential
increase to be of great value.

Authors have also taken a public health perspective
to support the appropriateness of interventions in
low-risk individuals, as this contributes to reducing
diabetes incidence in the population [31]. However, it
is unreasonable to attribute efficiency to the option of
dedicating societal resources to ensure adherence to
healthy behaviors in people whose risk of developing
diabetes is less than 5%. Although some studies justify
the ADA cutoffs as cost-effective, this research has not
specifically looked at the cost-effectiveness of inter-
ventions in the prediabetes categories associated with
a lower risk of developing the disease [32–34].

Implementing preventive interventions in healthy
people –with doubtful clinical justification- is quite dif-
ferent from treating a patient who has sought help for
a specific problem [35]. This task requires physicians
to improve their understanding and ability to commu-
nicate about the risk of the disease they seek to pre-
vent and the absolute risk reduction that the possible
intervention entails [36]. Physicians also need
adequate ways to present the information to ensure
its usefulness during clinical decision-making.

The first step should be to transmit information
about the natural history of the disease. The number
absolutes shown here in pictograms constitute a sim-
ple way for people with diverse levels of prediabetes
indicators to understand their chances of developing
diabetes, returning to normal glycemic levels, or con-
tinuing in the same prediabetic situation. Moreover,
the information about the probabilities against dia-
betes onset can provide valuable information for sub-
jective judgements about whether or not to adopt the
preventive measures that their doctors proposals. On
hearing this information, some people with prediabe-
tes may not even want to know about the different
options their physicians describes.

A second stage would provide physicians with the
existing evidence supporting the intervention(s) that
they recommend. In this case, they have no choice
but to try to make these recommendations compatible
with the odds of probabilities and the absolute num-
bers. However, most intervention studies about behav-
ioral changes and/or drug prescriptions do not
disaggregate the results according to various catego-
ries of prediabetes.

In summary, judgements and values associated
with interpreting findings from scientific knowledge
about prediabetes and its application to clinical
practice vary among different physicians. Moreover,
these value judgements may be different from their
patients’ preferences. Communicating information on
the prognosis of prediabetes in different ways that
are understandable could be useful for assisting
people with prediabetes and their physicians make
informed and shared decisions about different inter-
vention options.
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