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evaluations (Fig. 1). Clusters are defined as administra-
tive geographical areas, with a population of approxi-
mately 10,000. Each of the six unions in Alfadanga will
be divided into two, forming 12 clusters. The SW-CRCT
is at risk of inter-cluster contamination, where partici-
pants residing in clusters under control conditions may



We plan for nine men’s and nine women’s groups in
each cluster (n = 216 groups), for a coverage of 1 group
per 200 adults aged 30 years and above. The groups will
be led by trained and salaried facilitators, with one male
and one female facilitator in each cluster; they will facili-
tate approximately nine meetings per month. All facilita-
tors will have a minimum of secondary school education
and will be recruited from the intervention areas. A 1-
week training will cover group facilitation and basic health
messages related to T2DM prevention and control. The
facilitators will be provided with a community action
manual, picture cards and flip charts developed through
formative research during the DMagic trial. These mate-
rials are aligned with standard recommendations for the
prevention of T2DM provided by the Diabetic Association
of Bangladesh. The male groups will be led by a male fa-
cilitator, and the female groups will be led by a female fa-
cilitator. Facilitators will be mentored and supported by
two participatory group coordinators and a district man-
ager, based in Alfadanga, and a senior group intervention
manager based in Dhaka. At the end of 18 months, a
group volunteer will be trained in facilitation, and the
groups will be encouraged to continue meeting.

Control
During control periods, communities will receive stand-
ard diabetes prevention and care in accordance with
usual practice in the region.

Outcome
The primary outcome is the combined prevalence of
intermediate hyperglycaemia (i.e. impaired fasting glu-
cose and/or impaired glucose tolerance) and T2DM
amongst adults aged 30 years or older, based on WHO
definitions (Table 1) [20]. This is the same definition
used in the DMagic trial.

Secondary outcomes include the following: self-
awareness of diabetes status, smoking prevalence, phys-
ical activity, mean population diastolic and systolic blood
pressure, prevalence of hypertension (systolic blood
pressure ≥ 140 mmHg or a diastolic blood pressure ≥ 90





with intermediate hyperglycaemia in subsequent surveys.
We estimate 360 individuals will be identified as having
intermediate hyperglycaemia at baseline and included in



month effect can be interpreted as the ‘full’ intervention
effect.







Consent for publication
Not applicable.

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

Author details
1Institute for Global Health, University College London, 30 Guildford Street,
London WC1N 1EH, UK. 2Department of Global Public Health, Karolinska

https://diabetesatlas.org/upload/resources/previous/files/7/IDF%20Diabetes%20Atlas%207th.pdf
https://diabetesatlas.org/upload/resources/previous/files/7/IDF%20Diabetes%20Atlas%207th.pdf

	Abstract
	Background
	Methods
	Discussion
	Trial registration

	Background
	Methods
	Setting
	Design
	Population
	Intervention
	Control
	Outcome
	Randomisation
	Sampling
	Sample size
	Data collection
	Analysis
	Process evaluation
	Economic evaluation
	Management and oversight
	Dissemination

	Discussion
	Stepped-wedge versus parallel arm cluster RCT
	Timing of steps and data collection
	Number of sequences

	Trial status
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

