
 

Methods Research Report  
 
 
 
 
 
 
 
 
 
 
 
Linking Evidence Reviews to Organizational Guideline 
Planning: A Pilot Test of an Interactive, Web-Based 
Presentation and Discussion of Evidence  



Methods Research Report 

Linking Evidence Reviews to Organizational Guideline 
Planning: A Pilot Test of an Interactive, Web-Based 
Presentation and Discussion of Evidence  

Prepared for: 
Agency for Healthcare Research and Quality 
U.S. Department of Health and Human Services 
5600 Fishers Lane 
Rockville, MD 20857  
www.ahrq.gov 

Contract No. 290-2015-00007-I, 290-2015-00010-I 

Prepared by: 
Kaiser Permanente Research Affiliates Evidence-based Practice Center 
Portland, OR 
Southern California Evidence-based Practice Center-RAND Corporation 
Santa Monica, CA 

Investigators: 
Jennifer S. Lin, M.D., M.C.R. 
Lisa V. Rubenstein, M.D., M.S.P.H. 
Tracy L. Beil, M.S. 
Susanne Hempel, Ph.D. 

AHRQ Publication No. 18(19)-EHC025-EF 
October 2018   



ii 

Key Messages 
Purpose of review 
We pilot-tested the effectiveness of a cyberseminar (an interactive, web-based presentation and 
discussion of evidence) in integrating systematic review findings into organization-specific 
clinical guidelines within a large, integrated health system. This project was undertaken in 
collaboration with key partners at the Kaiser Permanente Care Management Institute. Our core 
learnings include: 

Key messages 
• Dynamic presentation formats can simultaneously address the evidence needs of high-

level health system decision-makers and those working to implement clinical guidelines.
• Timing and organizational readiness are critical to the adoption of evidence.
• There is a need for evidence to be placed into a larger decisional context for optimal use

by health systems.
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This report is based on research conducted by the Kaiser Permanente Research Affiliates 
Evidence-based Practice Center (EPC) and the Southern California Evidence-based Practice 
Center-RAND Corporation under contract to the Agency for Healthcare Research and Quality 
(AHRQ), Rockville, MD (Contract No. HHSA 290-2015-00007-I, HHSA290-2015-00010-I). 
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Therefore, no statement in this report should be construed as an official position of AHRQ or of 
the U.S. Department of Health and Human Services. 
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clinicians, health system leaders, and policymakers, among others—make well-informed 
decisions and thereby improve the quality of health care services. This report is not intended to 
be a substitute for the application of clinical judgment. Anyone who makes decisions concerning 
the provision of clinical care should consider this report in the same way as any medical 
reference and in conjunction with all other pertinent information, i.e., in the context of available 
resources and circumstances presented by individual patients. 

This report is made available to the public under the terms of a licensing agreement between the 
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Preface 
The Agency for Healthcare Research and Quality (AHRQ), through its Evidence-based 

Practice Centers (EPCs), sponsors the development of evidence reports and technology 
assessments to assist public- and private-sector organizations in their efforts to improve the 
quality of health care in the United States. 

The reports and assessments provide organizations with comprehensive, science-based 
information on common, costly medical conditions and new health care technologies and 
strategies. The EPCs systematically review the relevant scientific literature on topics assigned to 
them by AHRQ and conduct additional analyses when appropriate prior to developing their 
reports and assessments. 

To improve the scientific rigor of these evidence reports, AHRQ supports empiric research 
by the EPCs to help understand or improve complex methodologic issues in systematic reviews. 
These methods research projects are intended to contribute to the research base in and be used to 
improve the science of systematic reviews. They are not intended to be guidance to the EPC 
program, although may be considered by EPCs along with other scientific research when 
determining EPC program methods guidance. 

AHRQ expects that the EPC evidence reports and technology assessments will inform 
individual health plans, providers, and purchasers as well as the health care system as a whole by 
providing important information to help improve health care quality. The reports undergo peer 
review prior to their release as a final report. 

If you have comments on this Methods Research Project they may be sent by mail to the 
Task Order Officer named below at: Agency for Healthcare Research and Quality, 5600 Fishers 
Lane, Rockville, MD 20857, or by email to epc@ahrq.hhs.gov. 

Gopal Khanna, M.B.A. Arlene Bierman, M.D., M.S. 
Director Director 
Agency for Healthcare Research and Quality Center for Evidence and Practice 

Improvement 
Agency for Healthcare Research and Quality 

Stephanie Chang, M.D., M.P.H. Jasmine Bihm, Dr.P.H., M.P.H. 
Director Task Order Officer 
Evidence-based Practice Center Program Center for Evidence and Practice 
Center for Evidence and Practice Improvement Improvement 
Agency for Healthcare Research and Quality Agency for Healthcare Research and Quality 

Christine Chang, M.D., M.P.H. 
Task Order Officer 
Center for Evidence and Practice 
Improvement 
Agency for Healthcare Research and Quality 
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Linking Evidence Reviews to Organizational Guideline 
Planning: A Pilot Test of an Interactive, Web-Based 
Presentation and Discussion of Evidence 
Structured Abstract 
Objectives. The goal of the Clinical Operations Evidence Review cyberseminar pilot project was 
to develop and test a method for facilitating the adoption and implementation of an EPC report’s 
findings into a health system’s clinical guideline.  
 
Methods. This project was a collaboration with key partners at the Kaiser Permanente Care 
Management Institute (CMI). Over several months, we developed, implemented, and evaluated a 
1-hour interactive, web-based presentation and discussion of evidence on interventions to 
prevent (or delay) the onset of diabetes. Through phone interviews and an online survey, we 
evaluated the content and usefulness of the EPC report to inform a clinical operations guideline 
and implementation process, the utility of the cyberseminar itself, and the extent to which this 
process was likely to inform decision-making at Kaiser Permanente. 
 
Results. The cyberseminar: (1) targeted multiple disciplines and levels of leadership in the 
decision-making process, (2) engaged participants using an interactive rather than didactic 
(static) format, and (3) delivered the evidence in a context relevant to stakeholders. Stakeholders 
included members of Kaiser Permanente’s diabetes guideline development team and national and 
regional implementation leaders for diabetes prevention efforts within Kaiser Permanente.  
 
The cyberseminar was well received and served the needs of the guideline development team. 
The presentation focused on a high-level summary of the systematic review evidence; 
comparison of review findings with other systematic reviews; a description of implementation 
issues for included lifestyle interventions; a review of CMS reimbursement for lifestyle 
interventions; and a discussion about pre-identified considerations. Our key partners at CMI 
agreed that hearing from people working on implementation of diabetes prevention interventions 
in different regions was helpful, as was being able to query evidence reviewers during and after 
the cyberseminar. Guideline developers reported that the cyberseminar would change aspects of 
guideline and process.  
 
Participants identified several areas EPC reports could address beyond effectiveness and harms 
that would be particularly helpful to health care organizations, including: (1) information about 
implementation and monitoring considerations for included interventions, (2) information on 
important subgroups, (3) (if applicable) information on how reports have been used to inform 
national guidelines, and (4) consistency between report findings and other existing systematic 
reviews. 
 
Conclusions. Our pilot cyberseminar shows promise as a dynamic format to link evidence and 
evidence reviewers to organization-specific guideline development, and to integrate key 
stakeholders into the early guideline development process. The success of this effort required 
both the readiness of the health system and a partnership between evidence reviewers and the 
health system. 
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Background 
It may take many years for effective interventions to be widely implemented in health-care 

delivery organizations. While research syntheses continue to identify interventions with the 
potential to improve health care, dissemination of the findings is slow. Diffusion of innovation 
and adoption of promising research findings are complex.1 Research into methods that may help 
to close the gap between research and practice is critical to promote evidence-based practice in 
health care. Making evidence syntheses available to health-care delivery organizations alone may 
not be enough. Research and researchers are often criticized as being too distant from day-to-day 
health care practice,2-3 and practitioners emphasize that research findings do not provide useful 
guides to action.4 Approaches that facilitate thinking through what a particular piece of research 
might mean for practice in a specific setting and engaging practitioners may help to adopt 
systematic review findings in clinical practice. 

Systematic evidence reviews produced by Evidence-based Practice Centers (EPCs) are used 
by groups, such as clinical professional organizations, health care organizations, and federal 
agencies, to inform clinical practice guideline development, program planning, and research 
priorities. The Agency for Healthcare Research and Quality’s (AHRQ) EPC program wants to 
improve the utility and increase the uptake of existing EPC reports by health systems. To support 
this goal, AHRQ funded the EPCs to partner with health systems to develop and test 
dissemination and implementation products that would help health systems utilize EPC reports. 

Health systems rely on systematic reviews and research-based evidence when creating, 
adopting, and adapting clinical guidelines as the basis of their policies and practices. These 
guidelines influence a range of decisions integral to the delivery of care within a system (e.g., 
decision-making regarding training, patient safety procedures, improvement targets, service 
delivery options), as well as system policy (e.g., patient eligibility, staffing requirements, 
mandated programs). 

The Kaiser Permanente Research Affiliates (KPRA) and Southern California (RAND) EPCs 
worked together to develop and test an interactive seminar tool—the Clinical Operations 
Evidence Review (COER) cyberseminar—to facilitate the uptake of EPC report findings by 
Kaiser Permanente, a large, integrated health care system in eight states (California, Colorado 
Georgia, Hawaii, Maryland, Oregon, Virginia, Washington) and the District of Columbia. Kaiser 
Permanente has close to 12 million members and is the largest managed care organization in the 
United States. 

The COER cyberseminar was conceptualized as a 1-hour interactive, web-based presentation 
and discussion by EPC and health system leaders responsible for guideline development. The 
cyberseminar’s design was informed by the RAND EPC’s expert panel work, the Veterans 
Administration (VA) cyberseminar program for national dissemination of research, and the 
KPRA EPC’s experience working with the United States Preventive Services Task Force 
(USPSTF). 

Goal/Objective 
The primary goal of the COER cyberseminar project was to develop and test a method to 

facilitate the successful adoption and implementation of an EPC report’s findings into a clinical 
guideline developed by a health system. In support of that goal, we brought together those who 
develop and implement clinical guidelines along with evidence reviewers to learn from each 
other’s experiences. We also evaluated the development process and the COER cyberseminar to 
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make actionable recommendations for AHRQ and the EPC program to support their goal of 
improving the utility and increasing the uptake of existing EPC reports by health systems. 

Methods 
Health System and Representative Description 

To pilot-test the COER cyberseminar process and format, we collaborated with leadership at 
the Kaiser Permanente Care Management Institute (CMI). CMI is responsible for creating and 
maintaining evidence-based clinical practice guidelines for Kaiser Permanente. Each guideline 
has a guideline development team (GDT) that comprises a clinical operations lead, 
methodologist, and representatives from each region. The GDT is responsible for creating 
operationalizable guidelines at the national level that then are disseminated to stakeholders at the 
regional level in various areas (e.g., implementation, quality, IT) for their input and approval. 
The guideline is meant to serve as a minimum standard for clinical practice, such that each 
region may implement more than the recommended care if wanted. Each region is responsible 
for implementing the guideline into practice. We invited the GDT and representatives from 
regional implementation to participate in the interactive cyberseminar. 

EPC representatives initiated the project by establishing a partnership with key individuals at 
Kaiser Permanente CMI: the Senior Manager of Evidence Services and the Medical Director of 
the Center for Clinical Information Services, both of whom oversee the National Guideline 
Program, as well as a methodologist and an evidence analyst in the National Guideline Program 
who are responsible for diabetes-related guidelines (see Process Description). The methodologist 
is a clinician with expertise in clinical epidemiology, whose role is to frame the question(s) and 
assist the evidence analyst in conducting and interpreting systematic reviews for the GDT. The 
evidence analyst provides both scientific support and administrative support to the GDT. 

We chose these four partners because of their unique vantage point: they understand both the 
EPC product and the evidence needs of the health system, frequently utilizing EPC reports and 
conducting evidence reviews to support the National Guideline Program. Our health system 
partners facilitated the identification of the topic and EPC report of interest, and they served as 
liaisons to other key individuals within Kaiser Permanente throughout the project. Both the 
methodologist and evidence analyst served as our primary collaborators in developing, 
administrating, and evaluating the cyberseminar. 

Process Description 
This project spanned several months (Table 1). We initially contacted our key partners in 

September 2017. At this time, they expressed an interest in cardiovascular-related (including 
diabetes) topics. We provided them with a list of 13 recent cardiovascular EPC reports, from 
which the cardiovascular clinical leads identified the report most relevant to their work. The 
leads selected the systematic review in support of the USPSTF recommendation on screening for 
abnormal glucose conducted by the Pacific Northwest EPC.5 

We interviewed our CMI partners to learn why they selected the report. We then developed a 
draft of the cyberseminar and engaged the methodologist for the diabetes GDT to ascertain the 
team’s evidence needs. She provided feedback on the format and focus of the cyberseminar, 
contributed content and slides for it, and volunteered to moderate the session. Next, we worked 
with our CMI and GDT partners to identify relevant regional stakeholders outside of the 
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guideline team, and to identify pre-seminar questions relevant to guideline or post-guideline 
decision-making. These questions helped frame the cyberseminar agenda and discussion. 

After agreement was reached on the basic content, we refined the content and slides over an 
approximately 1-month period. During this time, we worked with the evidence analyst to identify 
a date/time for the cyberseminar that would work for all core GDT members and invited Kaiser 
Permanente national and regional partners whose primary focus was implementation. The 
evidence analyst hosted the cyberseminar and distributed pre-meeting materials and post-meeting 
surveys. 

Table 1. Project timeline 
Date Methods Project Activity 

2017 
Sep Initial contact to establish relationship with Kaiser Permanente 

Oct Development of core concept of COER cyberseminar 

Nov 11/29/17 
Kaiser Permanente identification of EPC report of interest 

Dec 12/21/17 
Kickoff call with Kaiser Permanente 

2018 
Jan 

1/5/18 
Consultation with Kaiser Permanente methodologist 
1/17/18 
Scheduled cyberseminar and invited attendees 

Feb 

2/12/18 
Cyberseminar 
2/28/18 
Debrief call with key partners 

Mar 3/5 – 3/23/18 
Survey of cyberseminar participants 

Apr 4/15/18 
Submitted draft report 
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Evaluation Methods  
Our evaluation focused on three areas: (1) the content and usefulness of the EPC report 

within a clinical operations guideline and implementation process; (2) the usefulness of the 
cyberseminar, including the identification of evidence presentation elements that were most 
helpful and improvements that should be made; and (3) the extent to which the process was 
likely to inform decision-making at Kaiser Permanente. 

 
We primarily used two data sources to evaluate the EPC report and the cyberseminar: 
1) Interview with our key partners. Following the cyberseminar, we developed an interview 

guide to evaluate the EPC report, the process used to develop the cyberseminar, and the 
cyberseminar itself. We used the guide in a conference call debriefing with the four CMI 
and GDT partners (Appendix A). 

2) Survey of several cyberseminar participants. We developed a short, online, post-panel 
survey. The evidence analyst sent the survey to nine cyberseminar participants (Appendix 
B). We surveyed three GDT members and six implementation and/or quality leads. We 
intentionally surveyed people who not only represented each of the eight regions but 
could reflect the national perspective. 

In addition to the formal interview and survey, we took minutes of all phone calls with 
Kaiser Permanente partners. We also documented participant discussion and questions during the 
cyberseminar itself. 

Results 
Final Product Description 

The COER cyberseminar was a 1-hour, interactive, web-based presentation and discussion 
hosted by CMI and facilitated by the Kaiser Permanente methodologist for the diabetes GDT. 
Information was co-presented by EPC representatives and the methodologist (Appendix C).  

The cyberseminar was developed to communicate the findings from the evidence report and 
to facilitate a discussion about the evidence and relevant context. The aim of the cyberseminar 
was to help the GDT update its clinical practice guidelines about diabetes prevention and 
facilitate the implementation of evidence-based interventions in Kaiser Permanente clinics. 
Clinical leads with CMI selected the specific EPC report because they were in the process of 
updating their guidance on diabetes prevention when we made our initial contact. 

The GDT indicated that a focus on evidence from an EPC report on pharmacologic and 
nonpharmacologic treatment of prediabetes to prevent (or delay) the onset of diabetes would be 
particularly helpful. One of our key partners at CMI, the methodologist, also informed us that 
this topic was particularly relevant because in April 2018, Medicare began covering the Diabetes 
Prevention Project (DPP), which is an intensive lifestyle behavioral intervention to prevent 
diabetes. Many Kaiser Permanente regions had already begun to develop and offer intensive 
lifestyle behavioral interventions to their members.   

The presentation consisted of a high-level summary and description of the systematic review 
evidence; comparison of this systematic review with other systematic reviews identified and used 
by the GDT; a description of implementation issues for lifestyle interventions included in the 
systematic review (e.g., training needed, mode of delivery, intensity/number of contacts); a 
review of CMS reimbursement for lifestyle interventions; and a discussion about 
issues/considerations pre-identified in collaborations with the diabetes GDT leadership. 
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The cyberseminar had three main objectives.  
1) Engage stakeholders from multiple disciplines and levels of leadership early in the 

process of attaining an understanding of the evidence to improve downstream 
implementation. After selecting the EPC report of interest, CMI leadership determined 
that the diabetes GDT was the appropriate audience for the cyberseminar. Our 
understanding was that the GDT typically formulates its evidence-based guidance, then 
this guidance is circulated to a larger group of stakeholders (e.g., implementation, IT, and 
quality representatives at the regional level) in a second round of approval. We aimed to 
include and engage this larger group of stakeholders by introducing them to the key 
evidence earlier in the process. Our partners at Kaiser Permanente supported our 
approach and helped to identify and invite these individuals. Twenty-nine of 45 people 
invited attended the cyberseminar. Participants included a mix of diabetes GDT 
members, national and regional representatives working on implementation of lifestyle 
interventions, and primary researchers studying the implementation of lifestyle 
interventions at the regional level. Participants were a mix of clinicians (including nurses) 
and administrators. 

2) Be interactive rather than didactic. We developed pre-seminar questions that we 
distributed about a week before the seminar to “prime” the audience for engaged listening 
and to get them thinking about the relevance of the evidence to their clinical context 
(Appendix D). We also maximized discussion time by limiting the presentation of the 
evidence to focus on key decision points, and by facilitating discussion through the 
conference call line or online chat boxes, with the methodologist as the facilitator for the 
session. In our initial consultation with the methodologist, we obtained guidance to keep 
the evidence focused at a high level and limited to no more than 20 minutes; we were 
advised as to which key question (of the eight questions) addressed in the EPC report we 
should focus on. 

3) Deliver the evidence in a context relevant to our stakeholders; thus, be a collaborative 
and iterative process. The KPRA EPC had an existing relationship with CMI leadership 
and the methodologist who facilitated the discussion. From the selection of the EPC 
report of interest to the development of the cyberseminar itself, we aimed to solicit and 
incorporate our partners’ experience and expertise. The methodologist briefed us on the 
process to date and the evidence sources the diabetes GDT had used for their decision-
making prior to the identification of the selected EPC report. Thus, we were able to 
compare results of the previously considered evidence to the EPC report findings and 
identify the relevant information in the review that addressed specific implementation 
concerns. We shared draft versions of our slides and cyberseminar content with our key 
partners and the two clinical leads of the diabetes GDT. By doing this, we were able to 
tailor the presentation to other specific needs, for example, include an emphasis on 
implementation issues related to the DPP intervention and a focus on the evidence (and 
evidence gaps) regarding virtual interventions. 

Organizational Context 
To determine the potential applicability of findings to other organizations, it may be helpful 

to consider key aspects of Kaiser Permanente’s structure and operational readiness. Kaiser 
Permanente is a national, hierarchical nonprofit organization with a long history as a staff model-
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managed care organization. Permanente physicians traditionally have held a strong role within 
the organization in developing and determining the appropriateness of clinical policy.  
Permanente physicians also may be different from those in other health care organizations; for 
example, may have a stronger social justice orientation than network model-managed care 
physicians.6 Kaiser Permanente has both strong national and regional structures, with each region 
functioning independently. The national organization sets guidelines for minimum care expected, 
giving each region flexibility in implementing guidelines tailored to their local resources and 
needs. Kaiser Permanente also has a mature, robust IT infrastructure for delivery of care, as well 
as for communication and dissemination of information between national and regional entities. 
The effects of these components on readiness for the cyberseminar are unknown. 

The value Kaiser Permanente places on evidence-based care and its mature clinical guideline 
development process, highly developed national and regional structures, and robust IT systems 
should facilitate its adoption of the cyberseminar approach.1 On the other hand, it might be more 
difficult for Kaiser Permanente and similarly structured organizations to implement care based 
on an evidence review than for smaller organizations (e.g., without a national and regional 
structure, or multiple regions). As with any large organization, the size of the health system, 
established procedures, and management silos that may separate clinical professions or 
disciplines could create challenges for an interdisciplinary, multi-level interactive process. 

Interviews with our key partners revealed that the most critical factor in selecting the EPC 
report was synchrony with ongoing work by the GDT to update their existing guidance on 
screening and preventing diabetes, such that the deep dive we would provide into the evidence 
would be available “just in time” to existing committees and workgroups. In addition to the 
organizational structure specific to Kaiser Permanente, there may also be external factors that 
affect the generalizability of our project to other topics, EPC reports, and health systems. Most 
notably in this pilot, one external factor that created a “burning platform” for Kaiser 
Permanente’s focus on screening for diabetes at this time was the newly available funding from 
Medicare to cover lifestyle diabetes-prevention programs. This coverage was discovered in 
conversations with key partners during the development of the cyberseminar. One interviewee 
noted that the topic came at a unique point in time because of an impending mandate for CMS 
coverage, so people were already working to implement programs. This scenario may not be 
common for the clinical focus of most AHRQ reports. 

Evaluation Results 

Evaluation of the Cyberseminar 
According to the methodologist, the COER cyberseminar served the evidence need of the 

GDT in its decision-making process. The general sentiment of the interviewees was that the 
cyberseminar went well and that participants were engaged and asked good questions. 

Three aspects of the cyberseminar were novel. First was the involvement of a broader group 
of stakeholders early in the guideline development process, including, for example, 
administrators and clinician representatives from each region and from multiple organizational 
levels. We found that in general, guideline leaders found involvement of a broader audience at an 
early stage to be useful but possibly confusing. An interviewee stated that hearing from people 
working in implementation in the various Kaiser Permanente regions altered the 
recommendations developed by the GDT. Another noted that bringing together people from 
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different areas of the organization was confusing, and that organizational politics needed to be 
acknowledged when trying something new. 

Second was the shift from a report on the evidence to implementation. We heard that 
focusing on implementation considerations for the interventions featured in the EPC report was 
very helpful. Regarding the EPC report itself, interviewees noted that summarizing which of the 
included interventions are most ready for implementation (e.g., robust findings, replicated) 
would be particularly helpful and could be highlighted in evidence review reports. One 
interviewee noted that cyberseminar content needs to be flexible because a straight accounting of 
the evidence is not helpful. Another interviewee stated that the discussion of how the evidence in 
this review compared with other systematic reviews the GDT was using was very helpful. One 
person noted that because the selected EPC report was conducted in support of a USPSTF 
recommendation, including a summary of how the evidence was translated into the USPSTF 
recommendation would be of value. 

The third unique aspect was the use of a formally structured interactive process, including 
pre-seminar questions, to link evidence review expertise to the expertise of the stakeholder 
group. We addressed each of these issues in our interviews. As mentioned above, interviewees 
felt there was a high level of engagement, noting that providing a variety of ways in which 
audience members can participate is helpful due to preferences in communication styles (online 
chat or speaking on the conference line during the presentation, sending follow-up email 
messages after the presentation). Interviewees felt that the pre-seminar questions were not 
particularly helpful because people were unlikely to spend time beforehand to read or think about 
the questions. Overall, the value in identifying the critical clinical questions and crafting the pre-
seminar questions was helpful in developing the structure and content of the cyberseminar, 
although they may not have been used by participants.  

An unanticipated part of the cyberseminar’s interactive structure was that participants 
continued to ask for additional review information through the online chat function or email after 
the presentation, indicating interest and engagement in the evidence report. For example, one 
person involved with implementation wanted to know whether the evidence differed by 
racial/ethnic subgroups. The evidence reviewer (JL) answered these queries. 

Evaluation of the EPC Report 
Interviewees said EPC reports are a trusted source. Comments about the EPC report 

emphasized the high quality of these reviews and well-organized structure allowing ease of 
access to information on patient populations studied. They also noted that the availability of the 
full report on the AHRQ website was very helpful, contrasting it to systematic reviews available 
in manuscript-only format which lack the full level of detail needed for their decision-making 
process. Interviewees said evidence reviews that are not tied to a guideline, as the USPSTF 
report was, are less helpful for health systems, which suggests that reviews linked to 
recommendations (or that offer recommendations) are seen as more helpful than reviews that 
only provide a summary of the evidence. Additionally, one interviewee stated that USPSTF 
reviews are helpful to health systems because their scope is directly applicable to the systems. 

Interviewees offered several observations and suggestions that were applicable to EPC 
reports in general. They noted that the report selected had been overlooked previously by the 
CMI project team when updating its guidelines because its title did not fully describe the scope 
of the review). They also wanted more information about subgroups, including notes about when 
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subgroup data are not available, so that readers would know when data for specific subgroups do 
not exist versus were not considered.  

Other information or questions that interviewees felt were not adequately covered in EPC 
reports centered on monitoring (e.g., how and how often should someone getting the 
intervention/treatment studied be monitored?). In addition, interviewees noted that information 
on interventions that are ready for implementation (e.g., robust data for benefit and replicated) 
could be better described and highlighted in evidence review reports. Last, our interviewees 
advocated for health system participation in the scoping of evidence reviews, noting that if an 
EPC report does not include an important piece of information in the framework of the review 
that the health system needs, it is too late at the dissemination phase to modify the scope. Health 
systems would need to engage with the process at the beginning of the EPC project. 

Participant Survey Results 
Of the nine participants surveyed, only three responded, despite receiving email reminders. 

Respondents rated the cyberseminar as “good” (2) or “excellent” (1). They thought that 
interactively engaging national or regional clinical policy, guideline, or program developers with 
evidence reviewers in this type of cyberseminar was desirable. Two respondents endorsed 
including inter-professional stakeholders (e.g., leaders in primary care, specialty care, patient 
representatives). 

Only two respondents answered all the survey questions. Both thought that all the key 
features of the cyberseminar that we presented to them were somewhat or very important, and 
mostly very important. These features were:  

• Relevance to upcoming policy or program development 
• Stakeholder representation with goals developed in partnership between evidence review 

scientists and clinical, administrative, and policy or program leaders  
• Scheduling the cyberseminar early in the development of policies or programs  
• Providing a rapid response to address questions arising during the cyberseminar  
• Having evidence review scientists provide an in-depth evidence review at the start of the 

cyberseminar  
• Giving participants sufficient time to ask questions and make suggestions 
• Giving participants pre-seminar questions highlighting policy or program decisions to be 

informed by the cyberseminar 
• Providing access to both chat box and audio interaction.  
The two respondents found the length of the presentation, the amount of material covered, 

and the depth of the material covered to be about right. Finally, respondents found that it was 
somewhat or extremely important for funders of systematic evidence reviews to learn about and 
address implementation issues relevant to health care organizations.  

Discussion 
Value and Applicability to Other Health Systems 

Overall the COER cyberseminar went smoothly and was well received. It met the stated aims 
of facilitating adoption of an EPC report’s findings by an organization’s clinical practice 
guideline team and linking a variety of clinical operations decision-makers at national and 
regional levels to the evidence (and evidence reviewers). 
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Several key factors and drivers made this pilot cyberseminar useful and may be important 
when considering its implications for future use.  

1) Timing and organizational readiness are critical. The primary reason the cyberseminar 
process was well received is that the topic (and EPC report) was identified as relevant by 
the health care organization. The organization was in the process of updating the 
guideline on the topic the chosen review addressed, and the organization’s regions faced 
immediate implementation decisions. Our interview and survey respondents found the 
cyberseminar useful for informing decision points around whether and how to adopt the 
evidence in the chosen evidence review. Based on our experience, the EPC program may 
benefit from better methods for responding to organizational decision-makers with 
relevant review information. 

2) The cyberseminar required the health care organization’s participation and the evidence 
reviewers’ responsiveness to the organizational needs. To make the partnership work, the 
health care organization needed to articulate and frame its evidence needs within the 
context of its decision-making. The KPRA EPC had existing relationships with a few of 
the key partners, who helped to facilitate the development and conduct of the 
cyberseminar. While existing relationships may not be requisite, developing and 
investing in a relationship with the health care organization is a critical factor in building 
a collaborative approach, and requires multiple touches throughout the process. Ideally, a 
partnership should begin early in the process. Our process (not including the evaluation 
process) involved about four conference calls and email communication over a 2-month 
time frame. Having the health care organization host or co-facilitate a cyberseminar may 
be important in establishing engagement, credibility, and acceptability of the information 
being conveyed. Working with the health care organization to hone the presentation is 
also critical to distill the correct information into an accessible format for their 
organization’s culture. Based on our experience, the EPC program may benefit from 
identifying methods for partnering with health care organizations and investing resources 
to foster these partnerships (i.e., providing a network and infrastructure to support 
partnerships with interested health care organizations). 

3) Cyberseminars need to place the evidence from the EPC report in a larger context; it is 
not simply to present a summary of the evidence at a high level. The cyberseminar we 
conducted presented the evidence at a very high level accessible to decision-makers with 
differing levels of familiarity with the evidence. Based on our knowledge of the context 
of the health care organization’s readiness and actions around this topic, as well as 
external drivers (i.e., impending mandate for Medicare coverage), we knew to also 
address how the EPC report findings compared with existing systematic reviews, how the 
effective interventions compared with the DPP, if any of the effective interventions were 
virtual interventions, and what the implementation considerations were around a complex 
lifestyle intervention like the DPP. Providing this information went beyond the 
information found in the EPC report itself. Our health system partner found the deeper 
dive into details on implementation-ready interventions very helpful. We also needed to 
be responsive to follow-up questions that could be addressed by the existing evidence in 
real time (i.e., during the cyberseminar or immediately following). The EPC program 
may need to consider the resource implications of the EPC reviewers serving as experts 
(evidence chaperones) for organizations wishing to use EPC results. 



10 

4) The cyberseminar provided a way for evidence reviewers to link decision-makers to 
people who will be directly working on implementation of the decisions. The decision-
makers found that having access to evidence reviewers in combination with the 
conversation and insights from people at the implementation level was very useful and 
reported that this process influenced their decision-making. The EPC program may want 
to consider further development of methods for enabling simultaneous feedback from 
decision-makers, implementers, and evidence review experts, recognizing that those 
implementing the evidence and making the decision to implement the evidence are often 
separate groups of individuals.  

Lessons Learned and Applicability for Other EPC Reports 
In general, our health care-organization partner values EPC reports, and finds them to be 

trusted, well-conducted resources, and preferable to other systematic reviews. The organization 
expressed an interest in becoming involved at the beginning of the EPC review process to ensure 
that these reports meet the health system’s needs. In developing the cyberseminar and soliciting 
feedback from the health care organization, we also recorded observations that may help 
facilitate the adoption of EPC reports (and their findings) into clinical practice. EPC reports often 
include a number of key questions, and the title and/or abstract of the review may not be 
descriptive of all the evidence addressed in the report, which may cause it to be overlooked. EPC 
reports that make “recommendations” or are paired with guidelines are more helpful to health 
systems.  

The EPC report we used in developing the cyberseminar lacked a robust evaluation of harms 
of the intervention, longer-term observation follow-up, details about implementation-ready 
interventions (e.g., transparency around interventions delivered), and details about populations 
studied and evidence specific to clinically relevant subpopulations. Such limitations may be 
common in other EPC reports. EPC reports often do not place the evidence in a larger context; 
for example, policy/coverage considerations, implementation and monitoring considerations, and 
cost/resource implications. Health care organizations may rely on multiple related systematic 
reviews (or data sources) in their decision-making process. While EPC reports often include a 
discussion of its findings in the context of other existing systematic reviews, this may be done in 
a somewhat cursory fashion. A detailed analysis of the overlap and nonoverlap between reviews 
and the reasons for data congruence and noncongruence may be necessary when the health care 
organization partner has identified/used other existing systematic reviews. While addressing each 
of these limitations may not always feasible, health care organizations nonetheless require this 
information in their decision-making process. Partnerships with health care organizations in 
addition to content experts (e.g., technical expert panel) may be helpful in identifying critical 
contextual framing considerations. 

Conclusion 
Our pilot project demonstrated the utility of a dynamic format to link evidence (and evidence 

reviewers) to a variety of clinical operations decision-makers and people involved in 
implementation of a clinical service. While the cyberseminar is a promising way to connect key 
stakeholders in a health system with evidence reviews, its development and implementation 
require a partnership between the reviewers and these stakeholders. The timing of the 
information depends on the decisional context of the health care organization (i.e., readiness), 
which can, again, best be known by collaborating with the health care organization. Knowing the 
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critical details of the evidence to communicate also depends on understanding the larger clinical 
or policy context, which may or may not be specific to an individual health care organization. 

While EPC reports can never comprise all the information that health care organizations need 
to determine whether and how to implement the evidence, involving them early in the systematic 
review process may be an important step in improving their utility to these end-users. We believe 
that AHRQ’s EPC program can support networks and provide infrastructure (funding, dedicated 
time) to develop these requisite partnerships with interested health system partners.   
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Appendix A. Interview Guide 
 

1) Was the content of the EPC report and/or presentation helpful? Was any information missing?  
a. What other evidence do you need to know to inform your decision-making process? 

(two-fold decision making process – Guideline Development Team decision and 
implementation decisions) 

i. Deeper dive into individual studies? Longer-term follow-up of studies? Coverage 
decisions? Harms or other trade-offs? 
 

2) What in the seminar went well?  And what can be improved? 
a. Are there elements of the seminar that could/should be replicated? 
b. Were any elements of the seminar distracting, superfluous, or problematic? 
c. Were the pre-seminar questions and/or embedded questions in the presentation 

helpful? 
d. Was inviting a broad audience from the Guideline Development Team to primary 

researchers to individuals responsible for implementation helpful? 
 

3) To what extent did the seminar influence or inform the decision-making process at KP? 
a. What would it take to make this seminar applicable to other organizations? 

i. Are there organizational factors, i.e., aspects of readiness, at play? 
ii. Was our existing relationship a necessary component to making this work? 

b. Are there additional steps that you need participation from the evidence reviewers for 
decision-making?
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Appendix B. Prediabetes Interactive Evidence Review  
Cyberseminar Survey 

 
You recently attended an interactive evidence review cyberseminar focused on interventions to delay 
the onset of diabetes. We are very interested in your views both of the seminar and more generally 
about how evidence from the literature can best be used to support clinical programs and policies.  

1.  Overall, how would you rate the interactive evidence review cyberseminar you attended? 

( ) Excellent ( ) Good ( ) Fair ( ) Poor 

2.  If carried out well, is an interactive evidence review seminar that includes relevant clinical policy, 
guideline, and program stakeholders a desirable approach for engaging evidence review scientists 
with 

National or regional clinical policy, guideline, or 
program developers? 

( )  No ( ) Maybe ( ) Yes 

Inter-professional stakeholders (e.g., physicians, 
nurses, administrators)? 

( )  No ( ) Maybe ( ) Yes 

Front-line primary care site leaders or champions)? ( )  No ( ) Maybe ( ) Yes 

Front-line clinical program leaders or champions 
other than primary care? 

( )  No ( ) Maybe ( ) Yes 

Patient representatives? ( )  No ( ) Maybe ( ) Yes 

 

3.  Based on your experience, which of the following features can enhance the success or usefulness of 
an interactive evidence review cyberseminar? 

The seminar focuses on an upcoming policy or 
program development process in your organization 

( ) Very 
important 

( ) Somewhat 
important 

( ) Not important 
or Not Applicable 

Cyberseminar participants represent all major 
stakeholder groups involved in implementing the 
findings of the evidence review in our organization 

( ) Very 
important 

( ) Somewhat 
important 

( ) Not important 
or Not Applicable 

The specific goals for the cyberseminar are 
developed in partnership between evidence review 
scientists and clinical or administrative policy or 
program leaders from your organization 

( ) Very 
important 

( ) Somewhat 
important 

( ) Not important 
or Not Applicable 

The evidence-review cyberseminar occurs early in 
the development of new major policy or program 
initiatives 

( ) Very 
important 

( ) Somewhat 
important 

( ) Not important 
or Not Applicable 
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Evidence review scientists perform rapid, 
responsive review to address questions arising 
during the cyberseminar 

( ) Very 
important 

( ) Somewhat 
important 

( ) Not important 
or Not Applicable 

Evidence review scientists provide an in-depth 
evidence overview of the chosen evidence review(s) 
at the start of the seminar 

( ) Very 
important 

( ) Somewhat 
important 

( ) Not important 
or Not Applicable 

Cyberseminar participants have sufficient time to 
ask questions and make suggestions 

( ) Very 
important 

( ) Somewhat 
important 

( ) Not important 
or Not Applicable 

Cyberseminar participants receive pre-seminar 
questions highlighting policy- or program-related 
decisions to be informed by the seminar 

( ) Very 
important 

( ) Somewhat 
important 

( ) Not important 
or Not Applicable 

The cyberseminar platform allows for telephone-
based interaction with participants 

( ) Very 
important 

( ) Somewhat 
important 

( ) Not important 
or Not Applicable 

The cyberseminar platform allows for chat-box 
interaction with participants 

( ) Very 
important 

( ) Somewhat 
important 

( ) Not important 
or Not Applicable 

 

4.  Based on your experience participating in the recent interactive evidence review cyberseminar on 
interventions for delaying the onset of diabetes, rate the following aspects of the evidence review 
presentation: 

The length of the presentation (in this case, 20 
minutes) 

( ) Too much ( ) Too little ( ) About right 

The amount of material covered (e.g., evidence on 
lifestyle and medications to delay the onset of 
diabetes) 

( ) Too much ( ) Too little ( ) About right 

Depth of information covered (e.g., details on 
lifestyle and medications studied) 

( ) Too much ( ) Too little ( ) About right 

 

5.  How important is it for funders of systematic evidence reviews (such as the one covered in the 
evidence review cyberseminar you attended) to learn about and act on issues related to 
implementing evidence review information in healthcare organizations such as yours? 

( ) Extremely important ( ) Somewhat important ( ) Not so important 

6.  Please enter any general comments here: 

 

Done 



 

C-1 

Appendix C. Cyberseminar Slides and  
Presentation Notes 
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Cyberseminar Presentation Notes 
 

1) Thank you for making the time today to join today’s discussion- Today’s call will focus on 
understanding the evidence for medication and lifestyle interventions to delay/prevent the 
onset of diabetes 

a. Thank CMI for hosting, facilitating, and moderating this call 
2) Lisa, Tracy and myself are from the EPC program. EPCs are federally funded entities that conduct 

large/complex systematic reviews. The KPRA EPC is based at CHR in Portland, OR and SoCal EPC 
is based at RAND.  

a. We have no financial or intellectual conflicts to disclose. 
3) Before we launch into the discussion of the evidence, I want to briefly give you some context as 

to the genesis of this call 
a. AHRQ (our funder) is very interested in making the EPC reports of better utility to health 

care delivery systems and to this end has given us small funds to pilot collaboration 
between our EPCs and KP and has resulted specifically in this presentation- our aim is to 
see if an interactive format to link reviewers (and evidence reviews) to decision makers 
within KP helps with the translation of evidence 

i. We are interested in what works and what doesn’t, in particular, what 
information is needed for your decision making that is not in traditional 
systematic reviews conducted by EPCs 

b. To keep this call more interactive, I will present a very high-level summary of the 
evidence and comments around implementation of lifestyle interventions.  I will try to 
keep my prepared comments limited to 15 min and then hand over for others to talk 
about some interval evidence since the review and to moderate the discussion with the 
GDT and our invited guests. 

c. We will circulate a short electronic survey after the meeting to get folks feedback on 
what was helpful or not, we welcome ANY input. 

4) Early on we disseminated a list of recent EPC reports on CVD and DM related topics through 
CMI, and we understood this review on screening for type 2 DM by Selph et al. at the OHSU EPC 
was of interest given your current efforts around updating your screening for DM guidelines.  As 
you may know this review was conducted in support of the recent USPSTF B recommendation to 
screen adults 40-70 who are overweight or obese for abnormal blood glucose. 

5) This USPSTF recommendation made this positive recommendation to screen for abnormal 
glucose because intensive lifestyle interventions could prevent or delay the onset of diabetes, 
and not direct evidence that screening (vs no screening) reduced mortality, or that earlier or 
more intensive mgmt of CVD risk in persons with diabetes reduced mortality. 

6) So, I’ve been asked to focus the presentation on 1 of the KQ’s in the review- that is “do 
interventions for prediabetes (IFG or IGT) delay or prevent progression to type 2 DM?” 

a. This question covered lifestyle interventions, medications, and multifactorial 
interventions 

b. In the interest of time I will not cover other drug classes and combos or multifactorial 
interventions, as these were generally null findings 
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7) As you listen to the evidence, ask how effective are the different lifestyle and medication 
interventions to prevent DM, and do the benefits outweigh the harms? We realize that often 
decisions to implement evidence require information not in reviews. So what information or 
evidence do you need that isn’t covered in the review (or reviews you have looked at)?   

8) Ok, now let’s move onto the evidence. This is a snapshot of the evidence covered in the review.  
In the subsequent slides I’ll go into a little more detail. 

a. Most of the evidence is for lifestyle intervention, and that is what most of the 
presentation (and I suppose discussion) will focus on, and that despite a lot of clinical 
heterogeneity amongst the different interventions studied, it is clear that they can 
reduce the progression to DM.   

b. Metformin and other meds also have data, but they are less effective, or findings are 
not statistically significant (TZD).  The estimates in this table are all from pooled 
analyses, except for the estimate for metformin which comes from DPP, which is still the 
best estimate for metformin. You can see that the reduction for metformin and alpha-
glucosidase inhibitors are smaller than those reductions observed for lifestyle 
interventions, and the effect for TZD in this review is not statistically significant. 

c. Multifactorial interventions I will not cover in this presentation 
9) First, I would like to show you the evidence for lifestyle interventions 
10) I understand to date you have used a well conducted systematic review by Balk and colleagues 

that was done I support of the CDC’s Community Guide (k=16 studies that reported diabetes 
incidence as an outcome).  So, we did a cross walk between the two reviews to see what new (if 
any) evidence this review (k=10 trials that reported diabetes incidence as an outcome) included. 
Basically, there is some non-overlap, with the CDC review including more studies, the mismatch 
primarily due to differences in study publication dates, study design, and the TF review being a 
little more restrictive to studies more applicable to the US, and a couple that may have been 
missed in error 

11) Here is a MA plot for the 10 trials included in the USPSTF review, the followup for these trials 
ranged from about 2-9 years, outlier of Da Qing study in China with 23y follow.  Top study, also 
the largest study is the DPP trial, you can see from the pooled estimate (very bottom diamond) 
that the RR 0.57 or 43% reduction in diabetes incidence in the lifestyle compared to usual care 
group 

12) Now I’m going to show you similarly formatted results for TZD and alpha glucosidase inhibitors, 
not going to discuss metformin as there was only one new small trial (n=181) for metformin, so 
again the best data on the effectiveness of metformin to prevent DM comes from the DPP study 

13) Here is a MA for the 3 trials on TZD included in the TF review, the review by Phung and 
colleagues (that you used) included 4 trials, one of which is not included in the TF review 
because it is in people with known CAD (not as applicable to a screening population).  You can 
see the f/u is relatively short, up to 3 years, and that the pooled results are not statistically 
significant and there is a large amount of heterogeneity. 

a. Results from the Phung and colleagues review does show statistical significance, likely 
due to choice of statistical methods for pooling (D&L) not because of their inclusion of 
PPAR trial 
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b. Nonetheless both analyses are being driven by one large trial- DREAM trial (notes- good 
quality large international multi center RCT with factorial design 2x2 to examine 
ramapril and rosiglitazone, mean age 55) 

14) Here is a MA for the 4 trials included for AGI included in the TF review, the review by Phung and 
colleagues included 6 trials, 2 of which are not included in the TF review, I cannot tell why.  
These two trials were conducted in China and quite small (n=75 in both studies on the study 
medication).  You can see the f/u ranges from 3-8 years.  And the pooled estimate is 0.65 or 35% 
reduction in diabetes (about the same as metformin and smaller than lifestyle interventions) 
compared to the placebo group.  

a. The Phung and colleagues review found a similar point estimate, but their results were 
NOT statistically significant and likely due to the addition of two studies 

15) One major limitation of all of the reviews is none of them explicitly look at harms 
a. While lifestyle interventions don’t have hypothesized harms associated with them, it is 

clear that there is a cost and opportunity cost associated with each of them 
b. But an examination of harms for meds is necessary to determine their role in diabetes 

prevention 
i. (notes JAMA 2007 MA of harms rosiglitazone- with increase MI and CHF but not 

CVD mortality) 
16) Now we are going to shift gears a bit and focus on some details that will inform implementation 

of the lifestyle interventions, as you listen to the last several minutes of the presentation, think 
about what should be offered, and in whom should it be offered to?  That is how far do you 
want to extrapolate from the evidence (the studied interventions and populations). 

17) I’m going to walk through 7 slides that talks about the details of the DPP trial.  I chose DPP as 
this is the exemplar of the interventions studied.  When appropriate I’ll comment on 
considerations as they apply to the whole of evidence (that is all the studies included in the 
reviews) that addresses lifestyle interventions. 

a. Comprehensive in that they focused on both diet and exercise, you can see the goals 
outlined on the slide, tailoring of messages and self-labeled as “flexible” and culturally 
sensitive 

b. food and exercise logs 
c. offered optional supervised exercise sessions (free) 
d. true/consistent with whole of body of evidence, in that interventions focused on both 

diet and exercise, more than just didactic interventions, used audit and feedback 
(including self-monitoring), problem solving skills, and individualized care plans 

18) important to note that the control group in DPP was not nothing, standard cared included 
written information with annual individual session  

a. optional- in other studies use of wait list control or usual care- again usual care including 
1-2 brief sessions and written (presumed not tailored) information 

19) PCP was not involved in the intervention, only in terms of providing a referral, the program and 
recruitment coordinators were trained in MI, the case manager had training in nutrition, 
exercise, and/or behavior modification 

a. True/consistent with whole of body of evidence, in that interventions generally used 
trained individuals (i.e., nutritionists, health educators, nurses, psychologists, exercise 
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professionals) but details of their training for the intervention delivered are most often 
not reported 

20) DPP had in person visits- either individual or group, this is true for the whole of the body of 
evidence that examined the outcome of diabetes incidence 

a. I’ll speak to the evidence on virtual lifestyle interventions in a few moments 
21) DPP was a very intensive regimented intervention 16 1-to-1 session over first 24 weeks then 

monthly individual or group sessions for maintenance, in the trial there was a mean ~3y 
maintenance, alluded to before persons also had access to BIW led exercise sessions 

a. Across the effective lifestyle intervention studies, they were mostly high intensity- by 
that I mean 12-32 contacts, over 12 months up to 3 years (DPP the highest # of contacts 
and longest duration), again, many provided or access to exercise equipment or classes 

22) Many of the studies included do not offer materials to reproduce/implement the interventions 
studied, however DPP is one of the few that has publicly available materials (notes- as well as 
multiple implementation studies) 

23) In addition to WHAT was done, I want to give a little more detail on WHO was studied, which 
may be helpful in understanding to whom the findings may be generalizable.  These were 
volunteers through different (mostly academic) medical centers.  They had IFG or IGT and 
generally overweight to obese 

a. Study had a very rigorous process to foster adherence and retention  
i. Quite an adherent group as evidence by 50% meeting wt loss goals and ¾ 

meeting exercise goals during the initial 6 months. 
b. In general (across all the studies), these were adults without serious or acute medical 

conditions, mean age 51-67, mean BMI 29-34, many volunteer participants, and overall 
high recruitment and retention rates 

24) The CDC review did include a few studies of virtual interventions- overall limited number of 
trials- and NONE of these trials reported on diabetes incidence as an outcome, and all have 
shorter term f/u 12-15 months 

a. Most informative trial (see notes below by Ma and colleagues) evaluated a face to face 
vs DVD based intensive (12+ sessions).  The virtual intervention did include online portal 
which included virtual support, generally high-income volunteers (may not have broad 
generalizability), results show, while effects were slightly larger for in person vs virtual, 
the virtual group did lose weight (about 35% met 7% DPP weight loss goal) 

b. 2 other trials that were comparative effectiveness trials, meaning no true control group, 
evaluated virtual interventions vs enhanced programs with virtual support/interaction, 
and these two trials found that enhanced programs could result in weight loss at 12 
months 

25) A few summary remarks before turning this over to open up to discussion-  
a. first that screening is important, arguably only important because we can prevent/delay 

the onset of diabetes and that intensive lifestyle interventions are more effective and 
less harmful than medications and likely have other beneficial effects not measured in 
the studies/systematic reviews 

b. Using the Balk review as you have done is reasonable, it is more comprehensive than 
the USPSTF review, and although may have included studies less generalizable to the 
US, findings are c/w than the USPSTF review 
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c. Understanding what was studied and who was studied is important to make a 
considered decision about what to recommend/implement within Kaiser, that it is either 
a direct application of the evidence, or an explicit/considered extrapolation of the 
evidence (and I would advocate if it is an extrapolation of the evidence you have an 
opportunity and obligation to study/evaluate this) 

d. Need to understand harms of medications to address their role in diabetes prevention 
(data presented and evaluated thus far is not adequate)
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Appendix D. Cyberseminar Pre-Seminar Questions 
 

Please read through the first set of questions and try to answer these questions. These questions are 
for self-study only and meant to facilitate your participation in next week’s presentation on the 
evidence for medication and lifestyle interventions to prevent or delay the onset of diabetes.  

1. Why do we screen for diabetes?  Does this improve the health and quality of life for our 
members? 

2. With current KP screening guidance for diabetes, about how many members in your region have 
been identified to have “prediabetes” (impaired fasting glucose or impaired glucose tolerance)? 

3. What proportion of members with prediabetes have been offered a program of intensive 
lifestyle counseling?  How many members have participated in these types of programs? 

4. What proportion of members with prediabetes are being treated with metformin?   
5. Do clinicians in your region prescribe other medications in persons with prediabetes to delay or 

prevent the onset of diabetes? 
6. What sort of lifestyle programs are offered in your region currently?  What is the member out of 

pocket cost for these programs? 
As you listen to the evidence next week think about what information you need or want to know to 
make evidence-based guidance on medication and lifestyle interventions to prevent or delay the 
onset of diabetes. What else do you want to know? 

1. How effective are lifestyle interventions to delay or prevent the onset of diabetes? 
a. What is more effective—lifestyle interventions or metformin, or both? 
b. Are there other medications as effective as metformin? 
c. What is the long-term effect of lifestyle changes and/or medications? 

2. In whom are these interventions successful (i.e., who was studied and who benefited in the 
trials)? 

3. Do the benefits of these interventions outweigh the harms (including opportunity cost and 
financial cost)? 

a. What is the value of these interventions (i.e. cost versus benefit)? 
4. What is the acceptability of effective interventions, (i.e., what do we know about our members’ 

preferences about options to delay or prevent the onset of diabetes)? 
After you listen to the presentation of the evidence next week, think about what interventions would 
you want to recommend to members to prevent or delay the onset of diabetes. How far do you want 
to extrapolate from the evidence? 

1. What sort of lifestyle interventions should we be offering our members? 
a. What is an effective “intensive” lifestyle intervention? 
b. What is the feasibility and cost of “intensive” lifestyle interventions? 

2. Who should be offered intensive lifestyle interventions? 
3. When should metformin be offered? 

a. Always?  Only after a trial of lifestyle intervention (current KP recommendations are to 
retest persons with prediabetes within 6 months after completion of lifestyle 
intervention)? 
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