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Abstract

Background: Diabetes is increasing in incidence, morbidity and treatment costs globally, hence prevention
strategies need to be explored. Animal studies and some human data have shown that zinc can improve
glycaemic control, but the impact of this effect in a pre-diabetic population remains uncertain. This study is
designed to investigate whether zinc gluconate and lifestyle coaching can improve glucose handling and
ultimately reduce diabetes incidence in an at-risk pre-diabetic population in Australia.

Methods/design: The study will be a randomised, placebo-controlled, double-blind clinical trial. The study will
be conducted at the Hunter New England Local Health District New South Wales (NSW), Australia. Pre-diabetic
(haemoglobin A1c [HbA1c] 5.7–6.4) male and female participants (n = 410) aged 40–70 years will be recruited through
the Diabetes Alliance Network, a collaboration of diabetes specialists and general practitioner practices. All participants
will be given routine care to encourage healthy lifestyle changes using a telephone coaching service (Get Healthy
Information and Coaching Service, NSW Health) and then randomised to receive a supplement, either zinc gluconate
(equivalent to 30mg of elemental zinc) or placebo of identical appearance for 12months. The identity of the
supplements will be blinded to both research personnel and the participants. Participants will be asked to complete
medical, lifestyle and dietary surveys and will have baseline and final visits at their general practitioner practice. Primary
outcomes will be HbA1c and insulin sensitivity collected at baseline and at 1, 6 and 12months; secondary outcomes
will include fasting blood glucose, fasting cholesterol, blood pressure and body mass index. The primary efficacy
endpoint will be judged at 6 months.

Discussion: This study will generate new evidence about the potential for health coaching, with or without zinc
supplementation, to improve glucose handling and ultimately to reduce progression from pre-diabetes to diabetes.

Trial registration: Australian and New Zealand Clinical Trials Registry, ACTRN12618001120268. Registered on 6 July 2018.
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Background
The global burden of diabetes (among adults aged 20–79
years) in 2015 was estimated at US 415 million and is ex-
pected to rise up to 642 million by 2040 [1–3]. The global
health cost in 2015 was approximately US $673 billion with
an expected 25.4% increased cost to US $802 billion in 2040
[2]. The number of deaths attributed to diabetes worldwide
in 2015 was 5 million [2]. It is known that 90–95% of dia-
betes cases are type 2 diabetes mellitus (T2DM), which is a
preventable and modifiable disease [1]. Pre-diabetes mellitus
(PreDM) is a potentially reversible condition of impaired
glucose handling. It is increasingly being diagnosed on the
basis of a haemoglobin A1c (HbA1c) measurement, given
the low coefficient of variation of this test [4]. The natural
history of PreDM is variable; progression to T2DM occurs
in ~ 25%; the abnormal glycaemic state remains in 50%; and
reversion to normal glycaemic state occurs in 25% over 3–5
years [5]. People with PreDM are 5–15 times more likely to
develop T2DM and are at increased risk of cardiovascular
disease (CVD) [6]. The progression of disease through the
pre-diabetic phase provides an opportunity to intervene to
reduce or delay the onset of frank diabetes.
Interventions for PreDM are limited. Improving lifestyle

factors, such as nutrition and physical activity, and mainten-
ance of healthy weight have been found to reduce the pro-
gression from PreDM to T2DM by ~ 50%, although these
changes take time to institute and are often difficult to main-
tain for the long term [7]. Despite the effectiveness of inter-
ventions to reduce such risk factors, the prevalence/
incidence of obesity and PreDM continues to increase glo-
bally and in Australia [2, 8]. Given this trend, additional and
complementary treatment options that will prevent, or at
least delay, progression of PreDM are needed. Our interven-
tion will involve the referral of all participants to an existing
health promotion programme provided by the NSW State
Health Department: the Get Healthy Information and
Coaching Service [13]. The free telephone coaching service
contacts participants on up to 13 occasions over the first 6
months of the study to encourage lifestyle improvements. In
addition, participants will be randomised to receive either a
zinc or placebo daily supplement.

Rationale
It has long been known that insulin is stored with zinc
in the secretory granules within the beta-cells of the
pancreas [9]. Zinc participates in glucose handling in
many ways:

� Zinc is involved in the synthesis, storage and
secretion of monomeric insulin, as well as
conversion to a dimeric form for storage and
secretion as crystalline insulin [10, 11].

� Zinc is essential in insulin action and carbohydrate
metabolism [9].

� Human islet amyloid polypeptide (HIAPP) is a
hormone that is stored with insulin in the secretory
granule and is released from the pancreatic beta-
cells when blood glucose levels are elevated. Under
normal conditions, zinc concentration in the beta-
cells is the highest in the human body, and zinc
plays a role in keeping glucose levels and HIAPP sta-
bilised. When zinc status is low, HIAPP aggregates
into amyloid fibres that in turn become cytotoxic to
beta-cells [12].

� Zinc stimulates two different classes of zinc
transporter which enhance glucose-stimulated insu-
lin secretion [14].

Translation of this work to humans has occurred in
three ways:

� Two separate meta-analyses of 25 different small-
scale zinc supplementation trials have found a sig-
nificant reduction in fasting blood glucose and
HbA1c, as well as cholesterol, in people with PreDM
and metabolic syndrome [15, 16].

� In prospective longitudinal cohorts, those with the
highest quintile of dietary zinc intake have the lowest
incidence of diabetes during follow-up [17, 18].

� A randomised controlled trial of zinc
supplementation among people with PreDM
reduced progression to diabetes from 25% to 11%
over 1 year [1]. However, this study was completed
in Sri Lanka, where the dietary intake may be
different and the diabetes incidence is high [1, 3].

Given such findings, zinc supplementation may be a
useful additional strategy to complement existing effect-
ive risk reduction interventions. Our study will add to
the limited scientific literature and will be the first ran-
domised placebo-controlled trial of its kind in Australia.

Methods/design
Aim
Our study is designed to help patients better manage their
own health and prevent T2DM, using an existing and ef-
fective lifestyle intervention with and without a low-cost
zinc supplement, in an Australian population of men and
women with PreDM aged between 40 and 70 years.

Objectives
Primary objective

� To determine if the Get Healthy Information and
Coaching Service with zinc supplementation over
12 months improves glucose-handling parameters
(HbA1c and insulin sensitivity [IS]) (Cohen’s d = 0.4)
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compared with the Get Healthy Information and
Coaching Service with placebo supplementation.

Secondary objectives

� To determine if the Get Healthy Information and
Coaching Service with zinc supplementation delays
or prevents progression to diabetes mellitus
compared with the Get Healthy Information and
Coaching Service with placebo supplementation.

� To determine if the Get Healthy Information and
Coaching Service with zinc supplementation
improves CVD risk factors compared with the Get
Healthy Information and Coaching Service with
placebo supplementation.

� To determine if the Get Healthy Information and
Coaching Service alone will improve glucose handling

and CVD risk factors compared with each individual’s
own baseline (within control group only).

� To determine if the Get Healthy Information and
Coaching Service can be incorporated into a new
model of care of patients with PreDM through
general practitioner (GP) practices.

� To determine the cost-effectiveness of the new
model of care (Get Healthy Information and Coach-
ing Service and zinc supplementation) with early
intervention.

� To determine the acceptability of daily zinc
supplementation for patients with PreDM.

Trial design
The study will be a double-blind, randomised, parallel-group,
placebo-controlled superiority trial. The allocation ratio will
be 1:1 zinc supplementation and placebo, stratified by GP

Fig. 1 Participant timeline. Standard Protocol Items: Recommendations for Interventional Trials (SPIRIT) figure [20] (Additional file 1) for the study
schedule of enrolment, interventions and assessments. Baseline assessments will occur at -t1–0 prior to allocation. Follow-up will occur at time points
between t1 and t5 (1, 3, 6, 9 and 12months after allocation). Adverse event monitoring will occur after allocation at t2, t3, t4 and t5 (3, 6, 9 and 12
months); HbA1c, LDL, HDL, total cholesterol, triglycerides, fasting blood glucose and insulin will be collected at –t1–0, t0 (baseline), t1 (1month) t3 (6
months) and t5 (12months). Close-out assessments will occur at t5 (12months)
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practice and biological sex (male and female). Participants
will be followed up at 1 month, 6 months and 12 months.
Both treatment arms will be referred to the Get Healthy In-
formation and Coaching Service type 2 diabetes prevention
program for the first 6 months of the trial (standard duration
of the programme). The schematic of the trial recruitment is
provided in Fig 1.

Setting
Participants will be selected by the Diabetes Alliance
team through GP practices in the Hunter New England
Local Health District, NSW, Australia.

Eligibility criteria
Inclusion criteria
To be eligible, men and women aged 40–70 years and with
a body mass index (BMI) ≥ 28 kg/m2 will be screened for
PreDM on the basis of one HbA1c measurement (5.7–6.4

mmol/L) as per the American Diabetes Association guide-
lines [19]. Potential participants must be willing to enrol
in the Get Healthy Information and Coaching Service and
not meet any of the exclusion criteria.

Exclusion criteria
Potential participants must not have any of the fol-
lowing: a diagnosis of diabetes; taking zinc, calcium
or iron supplements; receiving a weight loss medicine
or programme; alcohol intake > 20 g/day; impaired
hepatic or renal function; lactating, pregnant or plan-
ning a family; or a history of any condition that the
investigator may consider a contraindication to par-
ticipation [1].

Interventions
All participants will be enrolled in the Get Healthy In-
formation and Coaching Service. This is a registered

STUDY PERIOD

Enrolment Allocation Post-allocation Close-out

TIMEPOINT:
-t1-0

(-1month –

Baseline)

t0
(Baseline)

t1
(1 month)

t2
(3 months)

t3
(6 months)

t4
(9 months)

t5
(12 months)

ENROLMENT:

Eligibility screen X

Informed consent X

Standard Care- get 
healthy program X

Adverse Events 
Monitoring X X X X

Allocation X

INTERVENTIONS:

Zinc Gluconate 
Group  X

Placebo Group X

ASSESSMENTS:

Height, Weight and 
Waist 

circumference; 
Blood Pressure and 

Pulse

X X

Health History X X

Participant
characteristics

X

Medication use X X

Dietary Intake X X

HbA1c, Fasting 
Plasma Glucose, 

Cholesterol, 
Triglycerides

X X X X

Insulin X X X X

Fig. 2 Trial design. Simplified schematic of trial design
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service run by the New South Wales state health depart-
ment that provides up to 13 telephone calls over 6
months from allied health professionals who provide
health information and support participants to achieve a
better lifestyle; it focuses on diet, physical activity, smok-
ing cessation and alcohol reduction [13].
The intervention group will receive a daily oral zinc

gluconate capsule (30 mg of elemental zinc, provided by
Blackmores, Sydney, Australia) to be consumed before
breakfast for a period of 12 months. The placebo group
will receive a cellulose capsule (appearance identical to
the zinc capsule) to be taken similarly.

Outcomes
Primary endpoints
The primary outcomes are fasting blood glucose (FBG)
and HbA1c.

Secondary endpoints
The following are secondary endpoints:

� Progression to diabetes mellitus (based on FBG or
HbA1c)

� CVD risk factors, including, for example, FBG,
plasma cholesterol, body weight, BMI, smoking,
alcohol consumption, dietary intake, physical activity
and blood pressure

� Acceptability of the supplements, as shown by pill
counts and adverse effects.

Sample size
The sample size is based on an estimated mean differ-
ence in IS of 0.3 (with SD of 0.7, equal to Cohen’s d of
0.4) between the intervention and control groups. We
will need 164 participants per group to reject the null
hypothesis that the intervention and control group
means are equal with probability (power) 0.9 and type I
error probability (α) of 0.01. Allowing up to 20% loss to
follow-up over 1 year, we will need to recruit a total of
410 participants.

Screening and recruitment
Participants will be screened and selected through the
Diabetes Alliance network. Men and women aged 40–
70 years with a diagnosis of PreDM will be invited to
participate in the study. Informed consent, baseline mea-
sures and questionnaire responses will be obtained.

Randomisation and blinding
Research staff will randomise participants into the study
using permuted blocks of sizes 4 and 6, stratified by GP
practice and biological sex (male or female), pro-
grammed into a computerised research electronic data
capture (REDCap) database [21]. The allocation will be

concealed and study personnel, the participants and the
statistician will be blinded. The study coordinator will
send out the capsules (labelled as A or B) to participants
according to the allocation at baseline and every 3
months until 1 year. The adjudicators for adverse events
will also be blinded to the allocation. Unblinding will
occur at the close of the study unless a participant
wishes to withdraw from the study or the GP requests
unblinding of a participant for medical reasons, in par-
ticular for the diagnosis of T2DM.

Data collection methods
The baseline and final visits will be at the participant’s
designated GP practice. Anthropometric measures
(height, weight and waist circumference), blood pressure
and pulse will be collected by the diabetes nurse or the
practice nurse at the GP practice. Questionnaires (med-
ical history, medicine use, dietary intake and participant
characteristics) will be sent to the participants’ nomi-
nated address. Participants can nominate to complete
the majority of surveys online if they choose to do so.
The adverse event questionnaire, blood request forms
and new supply of supplement capsules will be mailed to
participants every 3months with a reply-paid envelope.
Participants will return the questionnaire along with any
remaining capsules previously supplied for research staff
to record any adverse events and to record compliance
using pill counts; participants will also undergo blood tests
at their nearest pathology provider. The timeline for col-
lection of the various data points is shown in Fig. 2.

Data management
An online REDCap database will store all data collected.
This database will be managed by an independent
statistician.

Statistical methods
Analyses will be undertaken in accordance with the
Consolidated Standards of Reporting Trials (CONSORT)
guidelines by an independent statistician blinded to
treatment group allocation [22].

Effectiveness of zinc
Primary analysis IS and HbA1c at baseline and at 1, 6
and 12 months will be plotted to assess response trajec-
tories. We will fit a linear mixed model (LMM) with IS
or HbA1c measured at 1, 6 and 12months as the
dependent variable and fixed effects for time (categorical
predictor), group and time-by-group interaction terms.
This will allow us to identify the time points at which
maximal group differences are observed, although the
primary outcomes will be judged at 6 months. A random
intercept will be included to account for repeated mea-
sures on participants, and the model will be adjusted for
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baseline HbA1c or IS, age, sex, physical activity and diet.
The LMM uses all available values for each participant
and provides robust effect estimates assuming data are
missing at random. All statistical analyses will observe
the intention-to-treat principle. A significant difference
on either of the primary outcomes will be sufficient to
declare an effect, although we will also look at
consistency in the direction of the secondary outcomes.

Secondary analyses A similar LMM approach will be
used to jointly analyse the data at baseline and 1, 6 and
12months for insulin resistance, beta-cell function,
lipids and other secondary outcomes across the zinc and
control groups.

Effectiveness of Get Healthy T2DM Prevention Program
HbA1c values at baseline and at 1, 6 and 12months will
be plotted for the placebo group alone to allow us to de-
scribe the effect of the Get Healthy Information and
Coaching Service without zinc supplementation. We will
fit an LMM with fixed effects for time as a categorical
predictor and HbA1c as the dependent variable. This
will allow us to estimate the mean within-person
pre-post differences due to lifestyle changes. A random
intercept will be included to account for repeated mea-
sures on participants, and the model will be adjusted for
baseline age, sex, physical activity and diet quality.
A similar LMM approach will be used to analyse IS

and FBG and to jointly analyse the baseline and
12-month data for BMI, waist/hip ratio and blood pres-
sure. In addition, completion rates for the Get Healthy
Information and Coaching Service for those referred as
part of the study will be benchmarked to current rates
for those referred through other sources.

Cost-effectiveness of zinc and Get Healthy T2DM Prevention
Program
Direct analyses The cost-effectiveness of zinc supple-
mentation will be assessed in a trial-based analysis. The
analysis will adopt a modified societal perspective to ac-
count for health care system costs as well as patient
costs which would be incurred if the zinc supplement
were an out-of-pocket expense. The incremental
cost-effectiveness ratio (ICER) will be calculated as the
difference in average cost between the zinc supplementa-
tion group and the placebo group, divided by the differ-
ence in average FPG level. Uncertainty intervals for the
incremental costs and ICER will be calculated using a
non-parametric bootstrap procedure to reflect sampling
uncertainty. Sensitivity analysis will examine imputation
uncertainty, comparing the reference case results with
the analysis of participants with complete data. Add-
itional sensitivity analysis will involve variation in the
market price of zinc capsules.

Modelled analyses
The results of the trial-based analysis will be extrapolated
in a cost-consequence analysis comparing the health care
resource use profiles for two cohorts over a 5-year period:
those people with delayed progression to diabetes as a re-
sult of zinc supplementation in conjunction with effective
lifestyle modification and those people who follow the nat-
ural history of diabetes progression.
A second modelled analysis will extrapolate the results

from the trial-based analysis and transform the intermedi-
ate, primary trial outcome into a final, patient-relevant
outcome: quality-adjusted life-years saved. The cost-utility
analysis will model costs, expected cost savings and pa-
tient outcomes over the lifetime of a hypothetical cohort
of patients with PreDM. Similar direct and modelled ana-
lyses will be performed for the evaluation of the Get
Healthy Information and Coaching T2DM Prevention
Program, looking at pre- and post-glycaemic markers.

Acceptability of zinc supplementation
Acceptability will be determined using compliance,
assessed by quarterly pill counts. Average number of cap-
sules taken divided by the theoretical maximum taken,
over the four quarters, will be used to calculate percentage
of apparent compliance [23].

Data monitoring
An independent statistician will monitor the data col-
lected and will review any adverse events which may re-
quire reporting.

Harms
Participants will complete an “adverse events question-
naire” every 3 months to ascertain tolerance to the zinc
or placebo. Any unexpected serious adverse events will
be reported to the ethics committee and regulatory
bodies.

Auditing
Periodic audits will be attended by an independent stat-
istician. The online database will have in-built structures
to ensure data are entered appropriately and in a quality
fashion.

Discussion
This trial sets out to explore whether a new model of care
for preventing diabetes in an at-risk Australian population
can delay or prevent the onset of diabetes. The scientific lit-
erature has supporting evidence, but the sample sizes are
small and follow-up duration is short in some instances.
Also, the previous studies have been in Asian populations
(Bangladesh and Sri Lanka) [1, 24] with differing physical
and metabolic characteristics. Their dietary intakes are dif-
ferent, and they are more likely to have an underlying zinc
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deficiency compared with the overall Australian population.
We do not expect a conversion rate from PreDM to dia-
betes to be as high as 25% over a 12-month period in the
control group as observed in the Asian population group
[1]. In the Australian population, progression from PreDM
to diabetes can take from 7.5 years (females) to 9.5 years
(males) or more in a similar age group [25]. However, any
differences between treatment groups in the Australian
population are important to note. Our study aims to sup-
port the current literature by recruiting 410 men and
women with PreDM aged between 40 and 70 years who are
residing in Australia who would benefit from lifestyle
changes with or without zinc supplementation over a
12-month period. If the study proves successful, it will pave
the way for a much larger, multi-centre clinical trial with
frank diabetes as the endpoint.

Trial status
This is protocol version 4, dated 25th September 2018
(ANZCTR registration number ACTRN 12618001120268).
Recruitment commenced in November 2018 and is ex-
pected to be completed by July 2019.

Additional file

Additional file 1: Standard Protocol Items: Recommendations for
Interventional Trials (SPIRIT) checklist [26]. (DOC 122 kb)

Abbreviations
ANZCTR: Australian and New Zealand Clinical Trials Registry; BMI: Body mass
index; CVD: Cardiovascular disease; FBG: Fasting blood glucose; GH: Get
Healthy Information and Coaching Service; GP: General practitioner;
HbA1c: Haemoglobin A1c; HDL: High-density lipoprotein; HIAPP: Human islet
amyloid polypeptide; ICER: Incremental cost-effectiveness ratio; IS: Insulin
sensitivity; LDL: Low-density lipoprotein; LMM: Linear mixed model;
PreDM: Pre-diabetes mellitus; REDcap: Research Electronic Data Capture;
T2DM: Type 2 diabetes mellitus

Acknowledgements
This work is supported by the NSW Ministry of Health Translational Research
Grant Scheme (TRGS) for the overall funding of the study (H18/31636) and
Blackmores Limited for the provision of study supplements and associated
costs for mailing the supplements to participants.

Funding
The overall funding for the trial is through the New South Wales Ministry of
Health Translational Research Grants Scheme (H18/31636). Blackmores
Limited is providing the zinc gluconate and placebo with funding support
for the postage and delivery of the supplements. The funding bodies are not
involved in the design of the study; collection, analysis or interpretation of
data; or the writing of manuscripts.

Availability of data and materials
Not applicable.

Protocol amendments
All protocol amendments will be discussed and confirmed by the
investigators prior to seeking approval by the ethics committee to be
endorsed. Any changes will be reported to the ANZCTR and any relevant
journals that have published data. Any significant changes that impact
participants will be communicated to the regulatory bodies and the
participants.

Consent
All participants must be able to read and understand the information
statement and consent form prior to enrolment in the study. Study
personnel will provide written information for participants to read, consider
and agree/not agree to participate in the study.

Confidentiality
All electronic information will be stored in locked, password-protected data-
bases. All paper-based information will be stored in locked research facilities
at the University of Newcastle. All data shared or published will be group
data in a de-identified format.

Access to data
All investigators will have access to the final de-identified study dataset for
the purpose of scientific publications.

Dissemination policy
The investigators will report the results of the study in scientific journals, at
conferences or at seminars. The scientific publications will be made available
through the Diabetes Alliance, which will facilitate the distribution of
information to the participating general practitioner practices.

Authors’ contributions
RP is the study coordinator and has prepared the draft materials. AH is the
protocol dietitian. JW is the protocol expert in population health, translational
research and implementation, MM is the protocol epidemiologist. EH is the
protocol statistician. AS and PR are the protocol economists. SA and JL are
diabetes experts and recruitment facilitators. PR, SS and RJ are members of the
research steering committee. CR is the project lead for the “Get Healthy
Information and Coaching Service” and facilitator for this service to be used
within general practitioner practices. JA is the chief investigator and sponsor for
the study. All authors read, contributed to and approved the final manuscript.

Ethics approval and consent to participate
The study has been approved by the Hunter New England Human Research
Ethics Committee, NSW, Australia (reference 18/07/18/3.03). The approval is
registered with the University of Newcastle Human Research Ethics
Committee (reference H-2018-0302-959).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1School of Medicine and Public Health, The University of Newcastle,
Callaghan, NSW, Australia. 2Division of Medicine, Hunter New England Local
Health District, New Lambton, NSW, Australia. 3Health Research and
Translation and Population Health, Hunter New England Local Health District,
New Lambton, NSW, Australia. 4Hunter Medical Research Institute, Newcastle,
NSW, Australia. 5Diabetes Alliance, Hunter New England Local Health District,
New Lambton, NSW, Australia. 6Department of Pharmacology, Faculty of
Medicine, University of Colombo, Colombo, Sri Lanka. 7Department of
Physiology Faculty of Medicine, University of Colombo, Colombo, Sri Lanka.
8School of Life and Environmental Sciences, University of Sydney, Sydney,
NSW, Australia. 9The NSW Office of Preventive Health, South Western Sydney
Local Health District, Liverpool Hospital, Liverpool, NSW, Australia.

Received: 12 November 2018 Accepted: 21 March 2019

References
1. Ranasinghe P, Wathurapatha WS, Galappatthy P, Katulanda P, Jayawardena

R, Constantine GR. Zinc supplementation in prediabetes: a randomized
double-blind placebo-controlled clinical trial. J Diabetes. 2018;10(5):386–97.

Peel et al. Trials          (2019) 20:219 Page 7 of 8

https://doi.org/10.1186/s13063-019-3317-4


2. Ogurtsova K, da Rocha Fernandes J, Huang Y, Linnenkamp U, Guariguata L,
Cho N, Cavan D, Shaw J, Makaroff L. IDF Diabetes Atlas: global estimates for
the prevalence of diabetes for 2015 and 2040. Diabetes Res Clin Pract. 2017;
128:40–50.

3. International Diabetes Federation. IDF diabetes atlas. Brussels: International
Diabetes Federation; 2018.

4. Sacks D. A1c versus glucose testing; a comparison. Diabetes Care. 2011;34:518–23.
5. Nathan DM, Davidson MB, DeFronzo RA, Heine RJ, Henry RR, Pratley R,

Zinman B. Impaired fasting glucose and impaired glucose tolerance:
implications for care. Diabetes Care. 2007;30(3):753–9.

6. Twigg S, Kamp M, Davis T, Neylon E, Flack J. Prediabetes: a position
statement from the Australian Diabetes Society and Australian Diabetes
Educators Association. Med J Aust. 2007;186(9):461.

7. Schellenberg E, Dryden D, Vandermeer B, Ha K, Korownyk C.
Lifestyle interventions for patients with and at risk for type 2
diabetes: a systematic review and meta-analysis. Ann Intern Med.
2013;159(8):543–51.

8. Thorburn A. Prevalence of obesity in Australia. Obes Rev. 2005;6:187–9.
9. Jansen J, Karges W, Rink L. Zinc and diabetes—clinical links and molecular

mechanisms. J Nutr Biochem. 2009;20(6):399–417.
10. Huang XF, Arvan P. Intracellular transport of proinsulin in pancreatic β-cells:

structural maturation probed by disulfide accessibility. J Biol Chem. 1995;
270(35):20417–23.

11. Chausmer AB. Zinc, insulin and diabetes. J Am Coll Nutr. 1998;17(2):109–15.
12. Brender JR, Hartman K, Nanga RPR, Popovych N, de la Salud Bea R,

Vivekanandan S, Marsh ENG, Ramamoorthy A. Role of zinc in human
islet amyloid polypeptide aggregation. J Am Chem Soc. 2010;132(26):
8973–83.

13. O'Hara BJ, Phongsavan P, Venugopal K, Bauman AE. Characteristics of
participants in Australia's Get Healthy telephone-based lifestyle information
and coaching service: reaching disadvantaged communities and those most
at need. Health Educ Res. 2011;26(6):1097–106.

14. Chimienti F, Devergnas S, Pattou F, Schuit F, Garcia-Cuenca R,
Vandewalle B, Kerr-Conte J, Van Lommel L, Grunwald D, Favier A,
Seveet M. In vivo expression and functional characterization of the zinc
transporter ZnT8 in glucose-induced insulin secretion. J Cell Sci. 2006;
119:4199–206.

15. Capdor J, Foster M, Petocz P, Samman S. Zinc and glycemic control: a meta-
analysis of randomised placebo controlled supplementation trials in
humans. J Trace Elem Med Biol. 2013;27(2):137–42.

16. Jayawardena R, Ranasinghe P, Galappatthy P, Malkanthi R, Constantine G,
Katulanda P. Effects of zinc supplementation on diabetes mellitus: a
systematic review and meta-analysis. Diabetol Metab Syndr. 2012;4:13.

17. Sun Q, van Dam RM, Willett WC, Hu FB. Prospective study of zinc
intake and risk of type 2 diabetes in women. Diabetes Care. 2009;
32(4):629–34.

18. Vashum K, McEvoy M, Shi Z, Milton A, Islam M, Sibbritt D, Patterson A, Byles
J, Loxton D, Attia J. Is dietary zinc protective for type 2 diabetes? Results
from the Australian Longitudinal Study on Women's Health. BMC Endocr
Disord. 2013;13(1):40.

19. American Diabetes Association. Diagnosing diabetes and learning about
prediabetes 2019. http://www.diabetes.org/diabetes-basics/diagnosis/.
Accessed 25 Jan 2019.

20. Chan AW, Tetzlaff JM, Gotzsche PC, Altman DG, Mann H, Berlin JA, Dickersin
K, Hrobjartsson A, Schulz KF, Parulekar WR, Krleza-Jeric K, Laupacis A, Moher
D. SPIRIT 2013 explanation and elaboration: guidance for protocols of
clinical trials. BMJ. 2013;346:e7586.

21. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research
electronic data capture (REDCap)—a metadata-driven methodology and
workflow process for providing translational research informatics support. J
Biomed Inf. 2009;42(2):377–81.

22. CONSORT Group. Consolidated Standards of Reporting Trials, CONSORT
Statement 2018 [19/07/2018]. http://www.consort-statement.org/. Accessed
25 Jan 2019.

23. Lam WY, Fresco P. Medication adherence measures: an overview. Biomed
Res Int. 2015;2015:217047.

24. Islam MR, Attia J, Ali L, McEvoy M, Selim S, Sibbritt D, Akhter A, Akter S, Peel
R, Faruque O, Mona T, Lona H, Milton AH. Zinc supplementation for
improving glucose handling in pre-diabetes: a double blind randomized
placebo controlled pilot study. Diabetes Res Clin Pract. 2016;115:39–46.

25. Bertram MY, Vos T. Quantifying the duration of pre-diabetes. Aust N Z J
Public Health. 2010;34(3):311–4.

26. Chan AW, Tetzlaff JM, Altman DG, Laupacis A, Gotzsche PC, Krleza-Jeric K,
Hrobjartsson A, Mann H, Dickersin K, Berlin JA, Dore CJ, Parulekar WR,
Summerskill WS, Groves T, Schulz KF, Sox HC, Rockhold FW, Rennie D,
Moher D. SPIRIT 2013 statement: defining standard protocol items for
clinical trials. Ann Intern Med. 2013;158(3):200–7.

Peel et al. Trials          (2019) 20:219 Page 8 of 8

http://www.diabetes.org/diabetes-basics/diagnosis/
http://www.consort-statement.org/

	Abstract
	Background
	Methods/design
	Discussion
	Trial registration

	Background
	Rationale

	Methods/design
	Aim
	Objectives
	Primary objective
	Secondary objectives

	Trial design
	Setting
	Eligibility criteria
	Inclusion criteria
	Exclusion criteria

	Interventions
	Outcomes
	Primary endpoints
	Secondary endpoints

	Sample size
	Screening and recruitment
	Randomisation and blinding
	Data collection methods
	Data management
	Statistical methods
	Effectiveness of zinc
	Effectiveness of Get Healthy T2DM Prevention Program
	Cost-effectiveness of zinc and Get Healthy T2DM Prevention Program
	Modelled analyses
	Acceptability of zinc supplementation

	Data monitoring
	Harms
	Auditing

	Discussion
	Trial status
	Additional file
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Protocol amendments
	Consent
	Confidentiality
	Access to data
	Dissemination policy
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

