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The Diabetes Epidemic: Global 
Projections, 2010–2030 

IDF. Diabetes Atlas 5th Ed. 2011 
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6.9bn 
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22% of the 
world’s  
9bn people 
are over 60 

The World’s  

Ageing Population 
In 2050 one person in three will be over 65 

and one person in ten will be over 80 
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2013 

220 million diabetes sufferers worldwide 

 

2030 

552 million sufferers worldwide 



Global Burden of Chronic Illness 



Total US spend on Chronic Disease 

$1.875 trillion 

$3 out of every $4 of US healthcare 

spending is on Chronic Disease 

Rocketing Health Costs 



Rocketing Health Costs 

U.S. National Health Expenditure as a Share of GDP, 1960-2021 



Cost of Diabetes in Ireland 

• The Cost of Treating Type 2 Diabetes (CODEIRE) Ir 
Med J. 2006 Nov-Dec;99(10):307-10 

-Total direct cost 580 million 

 

Type 2 diabetes is a very costly disease, largely due to 
the cost of and the management of complications. 
Many diabetes related complications are preventable, 
therefore it would appear a cost-effective approach 
for government to invest in the prevention of Type 2 
diabetes and diabetes related complications... 



Transformative Regenerative 

Technologies 

Prevention 

How will we rise to these challenges? 

Affordable Solutions 

The Vision 



What  we do have 
Clinical programmes – Diabetes 

Health and Wellbeing Directorate 

Well trained clinicians 

 Subspecialty training scheme 

National Retinal Screening programme 

 Evolving Podiatry Care 

 State support for Cost of Medicines 

CSII for under 5’s 

 Integrated care diabetes nurse 

specialists 



A Model of Diabetes 

No Diabetes          Primary Prevention     Diabetes 

 

 

Unrecognised      Screening & Diagnosis  Recognised 

Diabetes 

 

 

Uncared for Diabetes    Access & Utilization       Cared for Diabetes

                       Diabetes 

 

Improper Care            Quality of Care       Proper Care 

 

Vinicor F. 1999 



National Policy on Prevention 

of Diabetes 

Directorate Health and Wellbeing 

Compulsory exercise in schools 

 Food tax 

 Bicycle usage 

 

 Implementation of policy 





System Inertia 
 

• Defined as failure to initiate or sustain 
behaviour change despite evidence that 
change is needed 
 

• Not necessarily a negative reaction to change 
• May be a natural response in a system that is 

overstretched with competing demands 
 

• In favour of the idea but concerned about 
implementation and impact 
 

Coiera, E. (2011). "Why system inertia makes health reform so difficult." BMJ 342. 



Prediabetes: IFG, IGT, Increased A1C 

Categories of increased risk for diabetes 
(prediabetes)* 

 

FPG (5.6–6.9 mmol/L): IFG 

OR 

2-h plasma glucose in the 75-g OGTT 
(7.8–11.0 mmol/L): IGT 

OR 

A1C 5.7–6.4% 

*For all three tests, risk is continuous, extending below the lower limit of a range and becoming 
disproportionately greater at higher ends of the range. 

ADA. I. Classification and Diagnosis. Diabetes Care 2013;36(suppl 1):S13; Table 3. 



 
Prevalence of Diabetes & Complications in 
Ireland 1998-2013:  A systematic review 
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Prevalence of Diabetes & Complications in 
Ireland 1998-2013:  A systematic review 

 



Recommendations: Testing for 
Diabetes in Asymptomatic Patients 

• Consider testing overweight/obese adults 
(BMI ≥25 kg/m2 or ≥ 23 kg/m2 in Asian 
Americans) with one or more additional risk 
factors for type 2 diabetes; for all patients, 
particularly those who are overweight, testing 
should begin at age 45 years B 

• If tests are normal, repeat testing at least at 
3-year intervals is reasonable C 

• To test for diabetes/prediabetes, the A1C, 
FPG, or 2-h 75-g OGTT are appropriate B 

• In those with prediabetes, identify and, if 
appropriate, treat other CVD risk factors B 

ADA. 2. Classification and Diagnosis. Diabetes Care 2015;38(suppl 1):S11 
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Access to Care 

 Primary care 

 

 Secondary care 



A Model of Diabetes 

No Diabetes          Primary Prevention     Diabetes 

 

 

Unrecognised      Screening & Diagnosis  Recognised 

Diabetes 

 

 

Uncared for Diabetes    Access & Utilization       Cared for Diabetes

                       Diabetes 

 

Improper Care            Quality of Care       Proper Care 

 

Vinicor F. 1999 







t 

HRB Centre for Health and Diet Research 

Midlands HSE Diabetes Structured 
Care Programme 





Primary Care Interface 

 Truly integrated service 

 Project ECHO 

 Electronic medical record 

 Incentivize primary care 



Key Performance Indicators 

• Process Metrics 
– All practices will have a diabetes register 

– Practice Nurse 

– % recording A1c/BP/Lipids/BMI/ACR etc 

 

• Target Metrics 
– % of patients achieving A1c/BP/Lipid targets etc. 

 

• High Performance Metrics 
– % reduction in sight loss 

– % reduction in lower limb amputations 

– % reduction in renal failure 

– % reduction in MI/CVA 





Future management of type 2 diabetes – intensive 

management: National Guidelines 
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Adapted from Campbell IW. Br J Cardiol 2000; 7: 625-631 

Conservative approach 

+ Drug + Drug 

+ Basal 
insulin 

Complex insulin 
regimen 

Diet 

Goal orientated approach 

Stepwise 

treatmen

t 

Target HbA1c 6.5% 



Bariatric Surgery 



John Pickup Insulin- Pump Therapy for T1DM NEJM July 2012 





Pancreas Transplantation 

• SPK or PAK most common 

• 86% insulin independence at 1 year and 
69% at 3 years 

• Significant morbidity and mortality 
associated with the transplantation 



Islet Transplantation 

• Who should be considered in light of 
switching insulin for immunosuppression 

– C peptide negative 

– Severe glycaemic lability 

– Recurrent life threatening 
hypoglycaemia 

– Hypoglycaemic unawareness 

 



Islet Transplantation 

• 20 fold less morbidity 

• Major drawbacks 

– Inadequate supply of pancreata 

– Innate and alloimmune rejection 

– Recurrent autoimmunity 

– Toxicity of immunosuppression 

– Cost 



Expertise - Good manufacturing practice 

   - Cell processing including isolation, expansion, characterisation 

   - Clinical trials  

   - Media formulation 

   - Cleanrooms   

        

 

 

 

 

 

 

 
 

 

 

 

 

Cell Manufacturing (CCMI) 

The CCMI is a versatile cleanroom with standout 
features including two parallel production 
suites.  Each of the two suites is capable of clinical 
grade manufacturing of cellular therapy products 
and small molecules for therapeutic applications. 

CCMI are very interested in discussing 
opportunities with clients interested in 
procuring human GMP-grade 
mesenchymal stem cells or a custom 
manufacturing service  



Other deficiencies in care of 
patients with type 1 DM 

• Psychology 

• Dietetics 

• Structured education programmes such as 
DAFNE 

• Specialized type 1 clinics with technology 
focus 



 



 



Mention of Ireland 

 



 Adequate consultant numbers 



Research 

 Clinical Trial Network through CRFs 

 Diabetologists with protected research time to 

develop global profile 

 Linkage of diabetes research programmes 

 Protected or ring-fenced research budget 

 Health services and registry-based research 

 Type 1 and the cure: Technology, 

immunotherapy, stem cell therapy and islet 

transplantation 

 



Expertise - Access to clinical specialists and networks 

   - Clinical trial management 

   - Research nursing support 

   - Biostatistical and methodological support on study design and analysis 

   - Data management and IT support 

  

        

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

Clinical Research Facility 





Education 

National medical school curriculum 

 Post graduate taught programmes 

 Post graduate research programmes 

 Educational upskilling/CME opportunities 



Priorities 
 Implementation of policy framework 

 Screening and prevention programme 

National register 

 Electronic medical record 

 Financial incentive structure 

 Annual audit of care against KPIs 

 Bariatric programme/Diabetes 

technology/staffing 

Clinical trial network 

National curriculum 


