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Reviews/Consensus Reports/ADA Statements
[

Understanding and Addressing Unique
Needs of Diabetes in Asian Americans,
Native Hawaiians, and Pacific Islanders

Type 1 diabetes Type 2 diabetes

Aged 0-9 Aged 10-19  Aged 0-9
years* years*® years*

Denominator (N) 154,899 165,504 154,809
Cases (n) 40 127 2
Prevalence per
1,000 (95% CI 0.26(0.19-0.35) 0.77 (0.65-0.92) NPt 0.52 (0.42-0.64)
Denominator (N) 753299 806,921 753,299 806,921
Cases (n) 48 59 5 98
Incidence per
100,000(95% CI) 6.4 (48-85)  7.4(5.8-9.6) y 12.1 (9.9-148)

[Data are derived from Liu ctal. (10). “Age at the time of diagnosis for incident cases and age in the year 2001
for prevalent cases. Rate not presented (NP) due 10 stmall nu

King et al. Diabetes Care May 2012




BMI Cut Points to Identify At-Risk ot
Asian Americans for Type 2 Al rorowa e s’
Diabetes Screening

Digbetes Core 201538150158 | 0L 10.2337/dc24.2391

American
Diabetes

William - Boston
Maria Rosario G. a - San Diego
Alka M. Kanaya— — San Francisco
Jane L. Chiang — — Alexandria VA
Wilfred Fujimoto — - Hawaii

How to use BMI as a simple initial screening
tool to identify AA who may have diabetes or
be at risk for future diabetes

The question being considered is the most
appropriate BMI Cut Point indicative of
elevated risk

Using only North American data
Not to refine overweight/obesity

Prospective cohort or longitudinal studies
BMI and non-diabetes status at baseline
Followed by periodic re-ascertainment
until diagnosis, preferably with OGTT
Allows capture of BMI data at the earliest
time point following DM diagnosis
Sensitivity, specificity and ROC curve can
be calculated
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The Women'’s Health Initiative (24.8 kg/m?)

The Distance Study from Northern California
(23.9-26.6 kg/m?)

The Seattle Japanese-American Community
Diabetes Study (24.9-25.4 kg/m?)

The Canadian Study (22.6-24.6 kg/m?)

The Multiethnic Study in Hawaii (22-24.9
kg/m?)

Very heterogeneous BMI Cut points

Higher DM Incidence with lower BMI,
compared to Caucasians

BMI of 25 would miss a significant %

A BMI Cutpoints of 23, 24 seem reasonable

Optimum BMI Cut Points to
Screen Asian Americans for
Type 2 Diabetes

DO 10.2337/dc14-2071 Kyoko K Sato,” ond Wilfred ¥.

1663 participants, ages 2 45 y.o., 2 hour OGTT
Mediators of Atherosclerosis in South Asians Living in
America study, North Kohala Study, Seattle Japanese
American Community Diabetes Study, and the
University of California San Diego Filipino Health
Study

* without a prior diabetes diagnosis




Table 2—Sensitivity, specificity, positive predictive value, and AUROC among
Asian American adults, ages 245 years without known type 2 diabetes
Misclassification

BMI (kg/m?) Diabetes (%) Sensitivity (%) Specificity (%) PPV (% rate

Total N =1,663
=22 255 (15.3) 90.8 184 153 0.91
=23 238 (14.3) 847 288 195 0.87
=24 208 (12.5) 74.0 40.7 203 0.85

179 (10.8) 63.7 52.8 215 0.84
145 (8.7) 516 65.3 232 0.83
122 (73) 434 73.6 25.1 0.83
=275 102 (6.1) 36.3 77.8 24.9 0.86

Dn Targeted

[ Jomsgma sensty G [speciteiy 9
79.7

23.5 347
235 80.6 281
235 rizld 30.5
236 80.5 324
228 80.6 326
234 80.5 29.2
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Sensitivity approximated specificity at BMI >
25.4 kg/m?

At BMI > 25 kg/m? , sensitivity (63.7%),
specificity (52.8%) were low

Limiting screening BMI = 25.4 kg/m?2 would
miss 36% of newly diagnosed diabetes
Lowering BMI to 23 achieved 85% sensitivity
and would miss only 15% diagnosis

Comparingy

Regional Office Western Pacific (WHO)
— > 23 for overweight , 25 for obesity
— WHO - 23.0 to 27.5 as action points

Japan (JASSO) — 25 as obesity
China — 24 overweight

India — 23 overweight

 Testing for diabetes should be considered for
all Asian American adults who present with a
BMI of > 23 kg/m?
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Seattle - 1970’s Tokyo —1970’s Seattle - 1970’s
Japanese Americans Japanese White Americans

Age 45-74 years old

Nisei men 20% > 40 years old Age 45-74 years old
Nisei women 16% Men 5%, Women 4% Men 12%

Heavier Least heavy Women 14%

Diet similar to American diet Heaviest

position

Typical Western Diet (TWD)

50% Carbohydrates
16% Protein

34% Fat

6 g Fiber/1000 calories

Improvement of Insulin Sensitivity by Isoenergy High
Carbohydrate Traditional Asian Diet: A Randomized
Controlled Pilot Feasibility Study

C. Hsu', Ka Hei Karen Lau', Motonobu Matsumoto®, Dalia Moghazy', Hillary Keenan?,

A) when
transitioning from a traditional Asian diet (TAD) to a typical Western diet (TWD), which has not been reported before. This.
|w-nm-¢mmamluaiym. nchuded 284N 0 22CA who were s sk of developing type 2 dabeset.
)

measures, bpid profie, markers were assessed. vmuunm) both AR

and CA 4U/mLxh, P=0001) and 16 kg; P=0.001). body fat (~1.7%,
$<0.001) and trunk fat (~22% P<0.001). Comparing changes rom TAD 1o TWD, A ha a smate HOM i Sk o
034, P<001) tanCA {14 1009 k3 P =0.001 bt Ak~ UL xh,
P=001S vs Chc - 4660 to 223.5 ML xh, P= 0034) and homeostaic satic odel asessmentinsuin resstance (HOWA:

W =03 w02 P 0042 v3 CA 01 100, o 0221).
simitar anergy, TAD induced weight koss and improved insulin sensitivity in both groups. while TWD worsened the
metabolic profile.

Trial Registration: ChinicalTrils gov NCTO0379548

Ctation: M WE. L 100K, Matsumco W, Maghary O Kewrn I, e o Sanst
R Dt haiond ortrobas e Sy Sy PLo OVE 3 404831, G101 ol por VOSS)
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Will the transition from a traditional Asian diet
(TAD) to a typical western diet (TWD) produce
any difference in physiological effects? Will
these changes be different for AA vs. CA?

Baseline Profile forallpal pa olled Asian Americans vs
Caucasian Americans (N=50)
I I

Age

BMI (kg/m?2)

HbA, (%)

Insulin AUC (pU/mL x h)
Glucose AUC (mg/dL x h)

349 =87 BS/cE'8.2

229+28 237 +23

54+11 54 +03
5758.2 & 3782.7 3557.8 £ 1291.3
15973.0 * 3526.5 13252.9 +3438.5

PLoS One. 2014 Sep 16;9(9):e106851
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Physiological Responsestos e
including drop-outs (Intent-to-treat) (N=41)

I

AVisit 3-Visit 2
Weight (kg) -16+15 <0.001 0.5+12 0.009 <0.001
Trunk Fat % 22+19 <0.001 11+ 20 0.001 <0.001
Insulin AUC (pU/mL x h) 960.2 & 1775.5  0.001  438.2 = 1590.4 0.208 0.001

HOMA-IR -03+0.7 0.022 0.1+0.6 0.339 0.018

Total Cholesterol (mg/ -25.6 * 23.9 <0.001 20.4 +21.1  <0.001 <0.001

Physiological RESpo
Americans and CaucasianfAmericans'in Intervention Group,
including drop-outs (Intent-to-treat)

| ] Asian Americans (N=23) Caucasian Americans (N=18)

TAD? WD P-valued TAD ) [
AVisit 3-Visit 2 AVisit 4-Visi AVisit3-Visit2 AVisit4-Visit3
Weight (kg) 18+16 03+09 <0001 -14%+14 09%15

Insulin AUC -1402.4 606.2 £ 2235+
i +

(WU/mL x h) 2320.8 1898.9 el e =0 | 1094.0

HOMA-IR REE X 02+07 0042 -01%03 0003
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The future of personalized medicines? [Pittsburgh Post
Gazette http://bit.ly/1qVn3qS]
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