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We thank Dr. Garvey for his letter (1) in
response to our 2015 Diabetes Care Edi-
tors’ Expert Forum on the prevention of
type 2 diabetes (2). We appreciate his
comments regarding the importance of
the topic and the need for effective pre-
ventive strategies. Dr. Garvey also pointed
out two shortcomings in our paper thatwe
would like to address.
Dr. Garvey first stated that “there was a

relative lack of emphasis onmedication-
assisted weight loss as a primary
treatment approach, whereas conventional
diabetes medications were afforded
greater discussion” (1). He further
stated, “All five medications approved
for chronic management of obesity are
highly effective for treating type 2 diabe-
tes, and published clinical trials for three of
these medications also demonstrate high
efficacy for type 2 diabetes prevention,
namely, orlistat, liraglutide 3 mg, and
phentermine/topiramate extended re-
lease (ER) [3], which was not referenced
in the forum” (1). We fully agree that
weight loss in the rangeof10%doesappear

to be maximally effective and can indeed
reduce progression to type 2 diabetes.
However, our goal in this Expert Forum
was to specifically target studieswhose pri-
mary aimwas primary prevention of type 2
diabetes. For instance, the study evaluating
phentermine/topiramate ER trials (4) was
not primarily a type 2 diabetes prevention
trial but rather reported type 2 diabetes
incidence as a “subanalysis of a phase 3,
randomized, placebo-controlled, double-
blind study of overweight/obese subjects
(BMI $27 to #45 kg/m2) with two or
more comorbidities.” Thus, although we
appreciate Dr. Garvey’s point and do not
dispute the evidence he presented for
weight loss per se driving diabetes remis-
sion, our intent was to feature studies
with a main goal of primary prevention of
type 2 diabetes. In addition, although it is
clear that weight reduction in obese sub-
jects with prediabetes and metabolic syn-
drome reduces the risk of type 2 diabetes,
this is not true in Asian populations with
normalBMIand impairedglucose tolerance
(IGT). Both Indian and Chinese prevention

trials have shown that we can achieve sig-
nificant reduction in the incidence of type 2
diabetes without weight loss by lifestyle
management.

The second shortcomingDr.Garvey sug-
gested was our “focus only on prediabetes
as a condition conferring high diabetes risk
and to ignoremetabolic syndrome.”Again,
for this Expert Forum, we tried to identify
those cohorts within the broader category
of “prediabetes” for which there were
specific reported interventions. Clearly,
the most consistently studied group of in-
dividuals with prediabetes has been those
with IGT. We recognize that the “predia-
betic” state encompasses impaired fasting
glucose (IFG), IGT, and combined IFG/IGT.
These three subcategories may represent
somewhat different pathophysiologies,
and individuals in all threedwith or with-
out metabolic syndromedhave been
shown to have increased diabetes risk
(5). Furthermore, it is understood that in-
dividuals at the lower end of the glycemic
range in all three groups are at lower risk
for progressing to diabetes than those at
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the higher end. Althoughwe are not ignor-
ing the fact that other components ofmet-
abolic syndrome are also associated with
an increased risk of type 2 diabetes, there
aremany other factors that increase risk in
people with prediabetes. In addition, very
few studies have evaluated the primary
prevention potential specifically in people
with metabolic syndrome.
We do not disagree with Dr. Garvey’s

statements; rather, we want to clarify
that our approach was primarily to focus
on major primary prevention programs.
We agree that heightened awareness
and further evaluation are required for in-
dividuals in all three subgroups of predia-
betes (IFG, IGT, and combined IFG/IGT)
and especially for those in each subgroup
who are at the higher end of the glycemic
range and thus at higher risk. We also rec-
ognize Dr. Garvey’s work on weight loss
and diabetes prevention and agree that
weight loss in obese people may be the
most important factor in type 2 diabetes
prevention.
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