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Kerala Diabetes Prevention Program Team in India

KDPP Indian team in Achutha Menon Centre for Health Sciences,
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Sree Chitra Institute
of Medical Sciences and Technology
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From needs assessment to hybrid type 1 effectiveness
study and to scale-up
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Year 2001: Type 2 Diabetes Recognized as a
Global Health Problem
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Burden in middle- and low-income countries is even
higher, but they lack both the infrastructure and the
resources

ges i
n

ym. (2001). Prevention of type 2 diabetes mellitus by changes in lifestyle among subjects with impaired glucose tolerance. New England Journal of Medicine, 344, 1343-1350.

ym. (2002). Reduction in the incidence of type 2 diabetes with lifestyle intervention or metformin. New England Journal of Medicine, 346, 393-403

et al., 1997, Ramachandran et al., 2006, Kosaka et al., 2005

@PilvikkiA / GACD ISS3 2020

4

In high-income countries,
socioeconomically
disadvantaged populations

Low- and middle-income
countries (LMICs),
especially Sub-Saharan
Africa and South East Asia
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Intervention with
BCT’s

•
•
•

•
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DM2

Lifestyle change objectives

Fin-DPS
N=265

GOAL
N=352

Total fat < 30 E %

47

48

Saturated fat< 10 E %

26

34

Fibre > 15g/1000 kcal

25

52

86

66

43
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Adapted from the Finnish Diabetes Prevention Study
(Fin-DPS)
Physical
activity > 30 min/day
Setting: Päijät-Häme Province, public health care
Weight loss> 5%
Participants in the trial: 389 primary health care patients
– 50-65 years
– Pre identified risk factors
– FINDRISC risk score ≥ 12

Lifestyle
change

Determinants

4-5 objectives met

Intervention: Six 2-hour task-oriented group counseling sessions by primare care
nurses, over eight months
Theory-based: Social cognitive theory, Health Action Process Approach, Self-regulation
theories.
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GOAL 3-yr
N=65 IGT in baseline
– At 3-yr follow-up 43% glucose
tolerance back to normal and
12% DM2

@PilvikkiA / GACD ISS3 2020

7

https://helda.helsinki.fi/bitstream/handle/10138/24850/psychoso.pdf?sequence=3
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• Fear appeal.
• Provision of
information.
Health Promotion

• Low awareness & low
levels of knowledge of T2DM.
• Low risk perception.
• Low outcome expectations
for lifestyle change.
• Low self-efficacy in lifestyle
change.
Personal
determinants

• ”Modernization” of eating
patterns.
• Decrease of work-related PA,
”Leisure-time PA” – concept
practically non-existent.
• Smoking & alcohol among men.

Behavior and
Lifestyle

Health
Education

Women
19.4%
61.5%
31.6%
37.5%

Quality of Life

Health

Policy

Environment

Regulation

Environmental
determinants

Organization

Government substitutes for rice.
• Urban planning and transportation
• Cultural values, norms, gender roles
promote unhealthy lifestyle.
• Lack of social support.
• Decision-making on family level.
•

Short history of
policies and
programs related
to NCD
prevention.

T2DM
Cholesterol
Hypertension
Overweight

Men
15.6%
51.4%
33.9%
23.9%

• Availability of foods rich in
refined carbohydrates and fat.
• Few fruit and vegetables
available.
• Family-members discourage
PA and encourage unhealthy
eating.

•

Unsafe roads, pollution.
• Hot and/or rainy
climate.
• Few sports facilities.
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Daivadanam, M., Absetz, P., Thirunavukkarasu, S., Thankappan, K.R., Fisher, E.B.,
Philip, N.E.,
Mathews,
E., Oldenburg, B. Lifestyle change in Kerala, India: needs assessment and
Baseddiabetes
on PRECEDE
/ PROCEED-model
Green
& Kreuter
planning for a community-based
prevention trial.
BMC Public Health 2013,by
13:95.
doi:10.1186/1471-2458-13-95.
http://www.biomedcentral.com/1471-2458/13/95

Perceptions on diet
• A protruding belly speaks of a life of embodied
satisfaction – good social relationships, status, success
and health
• Dietary habits not within individual control.
• Even amidst worry about health and recognition of the
risks of unhealthy eating:
• refusing food would be seen as an expression of anger or
annoyance, or as a sign of illness.
• taking medicines (. . .) is palatable because it doesn’t
disrupt the flow of food, care, love and pleasure in the
households
Daivadanam M et al. BMC Public Health 2013, 13:95

@PilvikkiA / GACD ISS3 2020

11

Fruits other than
bananas belong to
children’s diet only

I don’t believe
in any of this. I
don’t feel I have
any risk. I still
need double
sugar in my tea

I don’t think it is
possible to make
modifications in
our lifestyle. No
matter what you
say, it will just
continue like this.
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Peer Support Program in the KDPP

Peer
leader
training
1

S1

•
•
•

DES1

S2

S3

Workshop
for Peer
leaders
and Local
resource
persons

Peer
leader
training
2

DES2

S4

S5

S6

S7

S8

S9

S10

S11

S12

S13

S1-S2 Small group sessions
facilitated by the KDPP team
S3-S13 Small group sessions
facilitated by peer leaders
DES1-DES2: Large group Diabetes
education sessions by the KDPP
team
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Peer support for self-regulation and lifestyle change
Community engagement
Identify links between
behaviour and positive
outcomes

(1/5) (Re)assess
situation

Learn from lapses

Get positive feedback to
encourage and increase
motivation

Identify existing
healthy habits and
need for change

(4) Follow-up
and maintain

Individual
embedded in
family, peer
group,
neighborhood,
community

Identify personal
resources and social
support

Identify willingness for
specific behavioural changes

(2) Set goals
Formulate willingness into
SMART goals

Review goal progress

(3) Plan

Establish collective
commitment for action +
feedback from peers

Link personal and family goals

Plan for action with linkages to community &
family resources and support: Where, when,
how, with whom?
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KDPP components and focal areas of influence on different
levels by phases of intervention
Phase I
(0-2 mo)

Phase II
(2-5 mo)

Phase III
(6-12 mo)

Phase IV
(12 mo ->)

KDPP Program
components

- Recruitment of LRPs
- Small group sessions 1-2
- DES I
- Peer leader (PL) selection and
training I

- Small group sessions 3-5
- Pre- and post-session telephone
contact with peer leaders and LRPs
- DES II
- PL training II

- Small group sessions 6- 12
- Pre- and post-session telephone contact with peer
leaders and LRPs
- Extra-curricular activities (yoga training , kitchen garden
cultivation )
- Workshops for PL and LRP and support for planning extra
curricular activities in the community (healthy snack
preparation, sports meet, painting competition on
behaviour change themes)

- Off site support and expertise
- Linkage to other services for
health care and promotion
- Linkage to other community
organizations

Peer leader

Selection, commitment

Peer leader skill-building and
support for self-efficacy

Supporting peer leader self-efficacy, autonomy &
perception of benefits

Supporting peer leader self-efficacy,
autonomy & perception of benefits

Benefits of being a peer leader

Enabling and promoting peer support among peer leaders

Promoting linkages with community
organizations

Recruitment, retention:
- Participatory methods
- Benefits from participation
(participant & family)

Building peer support for and selfefficacy in behaviour change in
participant & family

Promoting maintenance of peer support & behaviour
change

Promoting maintenance of peer
support & behaviour change in
participant & family

Increasing community
awareness of KDPP and
encouraging community
support to KDPP

Encouraging community
support TO KDPP

Participants (&
family)

Community

Supporting participants in becoming change agents in their
families

How can KDPP groups support health in
their communities: extra curricular activities
and linkages to community organizations
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Note. Regular mentoring meetings with the KDPP team and the advisory team have facilitated progression between the phases

Supporting participants in becoming
change agents in their communities

Support for community
roll-out
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Kerala Diabetes Prevention Program
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Scale-up 1: Partnership with Kudumbashree in Kerala

Dr. K. T. Jaleel, Hon. Minister for Local Administration inaugurated the Kerala
Diabetes Prevention Program implemented jointly by SCTIMST and the
Kerala Kudumbashree Mission on August 18,2016 at Kottarakara.

Collaboration between the Sree Chitra Tirunal Institute of Science and Technology, the Kerala
Kudumbashree State Mission (KSM) and the University of Melbourne, funded by the Word Diabetes
Federation.
• Intervention materials and training to 118 KSM trainers and project evaluation
Kudumbashree
peer leaders
and members
attended
→ KSM trainers
trained
15,226
peerwho
leaders
the inaugural function of the KDPP.
→ Peer leaders facilitated groups for 380650
women and their family members
@PilvikkiA / GACD ISS3 2020
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Scale-up 2: Partnerships with Health Departments of Kerala and
Tamil Nadu
1. Existing
innovation:
Description of the
existing program
components for HT
and DM control in
Tamil Nadu and
Kerala:
•Population-based
screening
•Referral system
•Support Groups
•Other interventions
•Follow-up?
•Population health
monitoring (STEPS,
PURE?)

2. Set-up:
Situational analysis of
enabling factors and
barriers for
implementation at
patient and provider
level in Tamil Nadu
and Kerala

3. Definition of
program
components,
delivery, and
targets
for three scale-up
dimensions**:
- Population coverage
(Population groups &
proportion needed to
reach for public health
impact)

4. Test scaleup:
Hybrid type 2

implementation
trials in Tamil Nadu
and Kerala testing
implementation
outcomes and
effectiveness

5. Going to fullscale:

Phases of
scale-up

Protocol, materials
and other relevant
outputs

- Intervention package
(scope; intensity)
- Integration to Health
System

Institutional readiness, organizational practices, leadership, health professional
roles and tasks, clinical guidelines, communication, social networks, culture of
urgency and persistence, stakeholder perceptions and behaviors
Legislation, financing, data systems, infrastructure for scale-up, learning systems,
human capacity, capability,

Adoption
Mechanisms
Support
Systems

Adapted from Barker, P. M., Reid, A., & Schall, M.W. (2015). A framework for scaling up health interventions: lessons from large-scale improvement initiatives in Africa. https://doi.org/10.1186/s13012-0160374-x
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21Results**Adapted from Meessen B, Shroff ZC, Ir P, Bigdeli M. From Scheme to System (Part 1): Notes
on Conceptual
Innovations in the Multicountry Research Program on Scaling Up
Based Financing in Health Systems. Heal Syst Reform [Internet]. 2017;3(2):129–36. Available from: https://www.tandfonline.com/doi/full/10.1080/23288604.2017.1303561

Scale-Up 2: Research
Aims
• AIM 1: To evaluate the implementation
outcomes of a peer support program and
community mobilisation strategy to improve
the prevention and control of diabetes and
hypertension throughout the states of Kerala
and Tamil Nadu ((using RE-AIM Framework &
Theoretical Framework of Acceptability).
• AIM 2: To identify and address contextual
factors within the community and health
systems that act as enablers and barriers to
scale up (using Normalisation Process Theory).
• AIM 3: To determine the value and return on
investment of the program by assessing
program cost and cost-effectiveness.
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Project group meeting in Chennai, Feb 2020. Representatives from TN and Kerala State Health Departments, NIE, SCTIMST,
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and UoM
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