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Appendix 3: GRADE basis of recommendation decision table for screening for type 2 diabetes  

Question/Recommendation:  Should primary care practitioners screen adults for Type 2 diabetes? 

Population: Adults (≥ 18 years) 

Intervention:  Screening for diabetes 

Setting (if relevant): Primary care and outpatient specialty settings 

Decision domain: Summary of reason for decision Subdomains influencing decision 

Quality of evidence 
(QoE) 
Is there high or 
moderate quality 
evidence? 
 

Yes No   

� �   

    

QoE for benefits of screening: 
1 cluster-randomized controlled trial

1
 (RCT) suggesting 

screening of adults of any age at low and moderate risk 
did not reduce all-cause or cardiovascular-related 
mortality 
HIGH  
 
1 cohort study

2
: suggesting screening of adults 40 years 

of age and over does not lead to improved clinical 
outcomes. 
LOW 
 
2 modelling studies

3,4
: suggesting screening of 

subgroups at high risk of diabetes may be effective and 
may lead to improved clinical outcomes (e.g., reduced 
mortality) 
LOW 
 
QoE for harms of screening: 
2 randomized controlled trials (RCTs)

5,6
: suggesting 

screening leads to anxiety of limited clinical significance 
LOW 

Key reasons for down- or upgrading 

QoE for benefits: 
Cluster RCT

1
: 

- The reviewers did not feel that the unclear allocation concealment and single 
blinded methodology warranted downgrading. 

Downgrading 1 cohort study
2
: 

- Single study. 
Upgrading 2 modelling studies

3,4
: 

- “well done” with low risk of bias. 
Downgrading 2 modelling studies

3,4
: 

- Waugh study
4
: one-off screening rather than repeated screening; appropriateness 

of hemoglobin A1c (A1C) test 
- Kahn study

3
: lack of details on certain diabetes complications possibly alleviated 

by extensive model validation; limited description of screening test and how time to 
clinical detection is modelled, used NHANES observational data (1999–2004) 

QoE for harms: 
Downgrading 2 RCTs

5,6
: 

- Unclear allocation concealment; No information regarding blinding 
- Non-randomized sample; Large loss to follow up  
- Only 1 of the RCTs looked at depression; single study, imprecision and publication 

bias were rated as “no” and “unlikely”.  
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Decision domain: Summary of reason for decision Subdomains influencing decision 

Balance of benefits 
versus harms  
Is there certainty that 
the benefits outweigh 
the harm? 

 
 
 

Yes, in people at 
high risk  

Yes No 
� � 

Low risk: There is no clear benefit of routinely screening adults 
at low risk of diabetes and some risk of minor harm (anxiety). The 
task force felt more certain that the harms outweigh the benefits 
of screening people at low risk of diabetes. 
 
High risk and very high risk: The cluster RCT

1
 is not directly 

applicable to patients at high or very high risk in the context of 
these recommendations. The modelling studies suggest benefit 
of routine screening for diabetes in this population. Individuals at 
higher risk of diabetes generally have other potentially treatable 
risk factors for cardiovascular disease. Screening for diabetes 
offers an opportunity to address these other risk factors as well 
as dysglycemia. The task force felt more certain that these 
benefits outweighed the harms of screening people at high or 
very high risk for diabetes. 

Is the baseline risk for benefit similar across subgroups?  
No. The 10-year risk of developing diabetes

7
: low risk 1/100–1/25 (1%–4%); 

moderate risk 1/6 (17%); high risk 1/3 (33%), very high risk 1/2 (50%). 
Should there be separate recommendations for subgroups based on 
risk levels? Yes. 
Is the baseline risk for harm similar across subgroups? 
Yes. Studies on harms did not suggest subgroup variation but there could be 
a greater burden of labeling for younger groups.   
Should there be separate recommendations for subgroups based on 
harm? No. 
Requirement for modelling: Is there a lot of extrapolation and modelling 
required for these outcomes? Yes. 
Modelling studies were used to clarify how differences in baseline risk might 
affect the potential benefit of screening and to determine a screening interval 
for the different risk groups. 

Values and 
preferences 
Is there confidence in 
the estimate of relative 
importance of outcomes 
and patient 
preferences? 
 

Yes No 
� � 

Patients who attend screening programs want physicians to 
identify diabetes and its risk factors; to provide clear information 
about managing risk factors; and to advise on how to prevent 
complications of diabetes. 
 
The task force felt that risk calculators, such as FINDRISC,

7
 may 

provide an avenue to inform patients about risk factors and the 
importance of early lifestyle interventions for those at high and 
very high risk. 

Perspective taken: Patient (rather than societal). 
Source of values and preferences: Relative value of importance of 
outcomes was determined by the guideline committee. Patient preferences 
were determined by a literature review. 
Source of variability if any: Not much variability for outcome importance; 
minimal variability for patient preferences. 
Was method for determining values satisfactory for this 
recommendation? Yes. 
All critical outcomes measured? Yes. Mortality and diabetes complications 
were measured in all studies. Modelling studies also reviewed cost. 

Resource implications 
Are the resources worth 
the expected net 
benefit? 
 

Yes No 
� � 

The task force did not consider resource implications in 
formulating the recommendations. However, given the low cost of 
applying a risk calculator (i.e., small amount of practitioner and 
patient time and no laboratory work required) it is possible to 
apply it more liberally than a blood test.  
 
The task force felt resource allocation (cost of blood test, and 
patient and clinician time) was warranted for those at high and 
very high risk. 

What are the costs per resource unit? Cost per blood test  
$5–$23

3,4
 plus the time of laboratory technicians, physicians and patients. 

Resources for testing include time of patient and practitioner and cost of test 
(small). 
Feasibility: Is this intervention generally available? Yes. 
Opportunity cost: Is this intervention and its effects worth withdrawing 
or not allocating resources from other interventions? 
Only for adults at high or very high risk of diabetes. 
Is there lots of variability in resource requirements across settings? 
Minimal. 

Overall strength of 
recommendations: 
WEAK 

The guideline panel recommends that adults at low to moderate risk* for diabetes do not undergo routine screening. 
The guideline panel recommends that adults at high risk* of diabetes be offered testing every 3–5 years with A1C. 
The guideline panel recommends that adults of any age who are at very high risk* for diabetes be offered annual testing with A1C. 
*Based on FINDRISC validated risk calculator. 
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Remarks and values 
and preference 
statement 

The recommendations place a high value on the importance of demonstrating a clear benefit before recommending routine screening for an 
entire population. Considering the public health importance of diabetes, the task force felt it was warranted to consider non-RCT evidence for 
high-risk groups. Modelling studies showed clinical benefits in people at high risk of diabetes. Considering the low resource demand and patient 
preferences to be advised of their diabetes risk and their risk factors, the task force felt it was justified to recommend a two-step screening 
process, starting with identifying people at high or very high risk of diabetes. 
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