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Background Results (2)

TrialNet is an international network of leading academic institutions,

physicians, scientists and healthcare teams dedicated to the prevention of| | ° :"bAtlr?' b:coo: g"ftccf’et,level darld
type 1 diabetes (T1D). The UK TrialNet network comprises the Clinical =neth ot - Nospitalisdtion datd £,
c ' Bristol and 28 affil , ! 37 " , , were collected. 18 participants £

entre in Bristol an affiliate sites, as well as .sate ite screening sites. were hospitalised at diagnosis, P
The data presented here relates to those screened in the UK. and of these more than 50% only g
The TrialNet Pathway to Prevention (PTP) study is an observational study in stayed .1_2 O!ays' one Partmpant - I I

, , , . was an inpatient overnight due to . I I I

which relatives of people with T1D are screened to assess their risk of hospital  policy and  was 1oz 3 4 s w7 nkoow
developing T1D. PartiCipantS have d blOOd test to IOOk fOr diabeteS'rEIated discharged the following morning Fig. 3. Graph to show s::tsi::?ph::::?ength of hospital admission
autoantibodies (GADA, 1A-2A, mlAA, ICA and ZnT8A). From this, it is (Fig. 3). on diagnosis of T1D.
pc?s§|ble to identify thf)se.mdlwduals whf) are a?t.greater risk and.therefore . . More than 1/3 of participants
eligible for closer monitoring, and potentially eligible to take part in TrialNet . had 3 normal HbAlc at

T1D prevention studies. 15 diagnosis, indicating that

10 their blood glucose levels had
5 I I . l been in range for the
0 majority of the period before

5-6% 6.1-7% 7.1-9% 9.1-10.6% Unknown

Objective
To evaluate the characteristics of presentation of Stage 3 (clinically overt

T1D) in autoantibody-positive relatives (Stage 1 and 2) who are followed up

Number of participants

diagnosis (Fig. 4).

HbA1lc at diagnosis

in semi-annual monitoring. Fig. 4. Graph to show HbA1c of participants at diagnosis. 50
Methods

Positive participants who enrolled into semi-annual monitoring were « Random blood glucose levels ranged from f 3 :
identified by the TrialNet website. Those diagnosed with T1D were then 5.4-44.4mmol/L. é 30 .
found through the UK database and their diabetes onset forms by TrialNet.| | * 28% of participants had a random blood g = o
Data were collected from these forms and the UK TrialNet teams. Data glucose of <11.1mmol/L at diagnosis (red g " R
collected included age, autoantibodies, presentation at diagnosis and blood Ime)’. th? level at.Wh'Ch a clinical alert of o _a;,_‘_

, T1D is triggered (Fig. 5). 10 O
glucose values (Fig.1). . ¥

Fig. 5. Blood glucose values at T1D diagnosis.  ° Participants (n=52)

Total participants screened
10,320

Results (3) - DKA -
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Autoantibody negative Autoantibody Positive
9,752 568

* Only one participant in semi-annual
No follow up Enrolled into monitoring monitoring presented in DKA at diagnosis (Fig.

Negative on 40

confirmatory 164 339 é
= 6). This equates to less than 2% of &7
Annual Monitoring Semi-annual Monitoring partiCipantS; Compared W|th preViOUSIV Ezo
101 eu reported UK incidence of 25% (1). "
Not diagnosed with T1D Diagnosed with T1D 0 1
181 57 DKA No DKA
: : _ _ Fig. 6. Incidence of DKA at diagnosis.
A 11, Bl e the Tow of seriidsens reuh e PP sudyin Ge e, | Co2 “"g"a"ahle [ Data a;:"ahle J Discussion - DKA
ata covers recruftmentfrom June 2005 to August 2015 * The participant who presented in DKA was a quiet teenager living in a
busy household, factors which may have had an influence on her
Results (1) presentation.
Data relating to 5 different signs and symptoms of T1D were collected.|| . This oarticipant presented with signs of polyuria, polydipsia, weight loss
Presence of all sighs and symptoms were low with polyuria the most and fatigue. Her blood glucose level was 44.4mmol/L, and she had
frequent, reported by 40% of participants. ketones of 6 and subsequently spent 4 days in hospital.

48 participants reported no prior weight loss, and of those 5 participants

who did lose weight the maximum reported loss was 2kg. 28 participants . summary . _
had no signs or symptoms at diagnosis. * Low frequency of signs and symptoms at diagnosis

 >50% of participants spent <2 nights in hospital on admission

 >1/3 of participants at diagnosis had a normal HbA1c (<6%)

Fatigue 16 * 28% of participants had a blood sugar level <11.1mmol/L at diagnosis

 Only 1 participant presented in DKA (<2%) compared with the UK
reported incidence of 25%.

mYes ENo =Unknown

Polyphagia

Interpretation

Polydipsia * Screening and monitoring in PTP resulted in increased awareness of
progression of diabetes.
Polyuria * Early identification of progression allows for intervention prior to
significant signs and symptoms
_  Taking partin PTP also enabled participants to adjust to the possibility of
Weight Loss : : :
developing T1D with support from their research team.
Number of participants
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