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Reducing global diabetes burden by implementing solutions 
and identifying gaps: a Lancet Commission 

Diabetes is a silent killer that aff ects men and women, 
young and old, rich and poor. According to the 
International Diabetes Federation, in 2016, one in 
11 adults has diabetes worldwide, one person dies 
with diabetes every 6 s, and US$1 in $9 of health-care 
expenditure is spent on diabetes and its complications.1 
More than 80% of people with diabetes live in low-
income and middle-income countries, and most of them 
have type 2 diabetes.1 In many of these places, the rising 
prevalence in both type 12 and type 2 diabetes highlights 
the potential eff ects of rapid urbanisation on health and 
disease development, especially among individuals with 
genetic predisposition and underserved communities.3 

Between 1990 and 2000, the rates of diabetes-
related comorbidities, such as myocardial infarction, 
stroke, amputation, end-stage renal disease, and 
hyperglycaemia crisis, declined in the USA.4 With 
increased life expectancy and a decline in the prevalence 
of cardiovascular disease, the burden of other 
comorbidities, such as renal disease, cancer, frailty, and 
dementia, is a growing concern.4,5 However, rigorous 
epidemiological data on diabetes-related morbidity 
and cost are limited to only about a dozen countries, 
leaving the true worldwide impact unclear. Further, the 
high burden of diabetes among adolescents and young 
adults in low-income and middle-income countries, 
partly driven by gestational diabetes and childhood 
obesity, might be fuelling new cases of premature 
cardiovascular-renal disease.3 

Although most people with diabetes live in low-income 
and middle-income countries, there is a dearth of data 
from these areas which makes it challenging to defi ne 
needs and prioritise decisions. However, randomised 
clinical trials have now confi rmed that structured lifestyle 
modifi cation can prevent diabetes in people with 
impaired glucose tolerance. These benefi ts can potentially 
be translated into long-term reduction in microvascular 
and macrovascular complications and all-cause death.6 

In both type 15 and type 2 diabetes,8 intensive glycaemic 
control reduces diabetes-related complications and 
death. Together with control of other risk factors, such 
as high blood pressure and lipids, marked reduction in all 
clinical endpoints can be expected.9

The complexity of diabetes transcends biomedical, 
socioeconomical, cognitive, psychological, behavioural, 
political, and technological domains. Despite the 
preventable nature of type 2 diabetes, and the 
treatable nature of both type 1 and type 2 diabetes, 
many children with type 1 diabetes who live in low-
income and middle-income countries do not have easy 
access to insulin and diabetes education,10 while most 
people with type 2 diabetes in these countries remain 
undiagnosed and untreated.11 For primary prevention, 
the challenge lies in raising awareness, promoting 
health literacy, and identifying individuals at high 
risk of diabetes for early intervention. For secondary 
prevention, poor access to care, clinical inertia, 
and treatment non-adherence are major barriers 
in evidence-based practice.12 Given the phenotypic 
heterogeneity of diabetes, and thus the pluralistic needs 
of those aff ected, clinical acumen to identify problems 
and suffi  cient contact time to empower the person to 
change behaviour and adhere to treatment are key to 
successful management. 
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Coordination, patient education, and ongoing support 
are important components of quality diabetes care, but 
most health-care systems are created to provide acute and 
episodic care rather than chronic care. The eff ectiveness of 
team-based chronic care management is well established 
but not widely implemented.13 Thus, the challenge lies in 
designing alternative care models that identify people 
with undetected diabetes, defi ne individual needs, 
provide interdisciplinary care, and measure eff ectiveness 
to make diabetes prevention and control programmes 
accessible, aff ordable, and sustainable.

In this era of globalisation, the questions of how to 
reduce social disparity and health inequality, stratify 
and mitigate risk over a life course, and use technologies 
without losing the human connection with patients 
are not only crucial for individuals with diabetes, but 
also for the families, health systems, and societies 
that care for them.14 This year, diabetes is the theme 
of World Health Day on April 7. In recognition of its far 
reaching implications, The Lancet has commissioned 
global experts in population health, epidemiology, 
clinical trials, and implementation to prioritise the major 
modifi able gaps, especially access to care, education, 
and essential technologies including medications and 
diagnostics, and determine what actions should be 
taken to change the course of the diabetes epidemic.

Sponsored by the Chinese University of Hong Kong, 
more than 20 experts will meet in Hong Kong Special 
Administrative Region, China, on May 25–26, 2016, to 
review the evidence, deliberate, and design a framework 
for answering some of these questions and identifying 
solutions. The goal of the Commissioners is to develop 
an evidence-based advocacy report, and to call on 
relevant stakeholders to take concerted actions to 
improve the lives of people with, or at risk of having, 
diabetes and its comorbidities.5
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For World Health Day see 
http://www.who.int/campaigns/

world-health-day/2016/en/
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