
Managing Prediabetes at Home: What the 2024–2026 Evidence Says You Can Do Yourself 

Key Suggestions 

 Prediabetes is a warning sign, not a sentence. With lifestyle changes you can do at 

home—better food, more movement, modest weight loss, good sleep, and stress 

control—the landmark Diabetes Prevention Program (DPP) cut the risk of progressing to 

type 2 diabetes by 58% over about three years, and roughly 40–60% of people return 

their blood sugar to normal. 

 The guidelines now treat lifestyle as the foundation. The 2025 and 2026 ADA 

Standards of Care and the 2026 AACE algorithm treat diet, physical activity (≥150 

min/week plus resistance training), weight loss (≥7% of body weight), AND sleep (~7 

hours) as co-equal "pillars" of prevention. 

 You can track your own progress without a prescription. Over-the-counter 

continuous glucose monitors (Dexcom Stelo, Abbott Lingo) were cleared by the FDA in 

2024, or you can use an inexpensive fingerstick glucometer. 

Key Findings 

 Prediabetes is defined by fasting plasma glucose 100–125 mg/dL, A1C 5.7–6.4%, or a 

2-hour glucose of 140–199 mg/dL on an oral glucose tolerance test. 

 About 136 million Americans live with diabetes or prediabetes (ADA); the CDC counts 

roughly 98 million U.S. adults with prediabetes, and more than 80% don't know they 

have it. 

 The DPP achieved its 58% risk reduction with two goals: lose at least 7% of body weight 

and do at least 150 minutes/week of physical activity. Benefits persisted for decades. 

 The ADA names Mediterranean-style and low-carbohydrate eating patterns as having 

the strongest evidence for preventing diabetes. 

 Poor sleep measurably raises insulin resistance; the lowest diabetes risk is at about 7 

hours/night, with short (<6 h) or long (>9 h) sleep raising risk up to 50%. 

Details 

1. What prediabetes is 

Prediabetes means blood sugar is higher than normal but not yet in the diabetes range. The 

American Diabetes Association (ADA) defines it by any of three tests: a fasting plasma glucose 

of 100–125 mg/dL (impaired fasting glucose), an A1C of 5.7–6.4%, or a 2-hour plasma glucose 

of 140–199 mg/dL after a 75-gram oral glucose tolerance test (impaired glucose tolerance). At 

diabetes levels these thresholds become ≥126 mg/dL fasting, ≥6.5% A1C, or ≥200 mg/dL on the 

2-hour test. 

The ADA states there are 136 million Americans living with diabetes or prediabetes. The CDC's 

National Diabetes Statistics Report (updated January 21, 2026) estimates about 98 million U.S. 

adults—roughly 1 in 3—have prediabetes, and more than 80% are unaware of it. Up to 70% of 

people with prediabetes eventually develop type 2 diabetes if nothing changes. The ADA's 2026 

Standards now frame prediabetes as a "cardiometabolic risk state"—a marker of increased risk 



for heart disease as well as diabetes—and the AACE 2026 algorithm uses the same framing, 

reminding clinicians that prediabetes signals higher risk for fatty liver disease (MASLD) and 

atherosclerotic cardiovascular disease, not just diabetes. 

2. Dietary changes 

The ADA 2026 Standards (recommendation 3.4) advise prescribing an evidence-based eating 

pattern—specifically naming Mediterranean-style and low-carbohydrate patterns as having the 

strongest evidence to prevent type 2 diabetes. The ADA emphasizes there is no single ideal 

percentage of carbohydrate, protein, or fat; instead, prioritize overall food quality: whole grains, 

legumes/pulses, nuts, fruits, and vegetables, while limiting refined and ultra-processed foods. 

The PREDIMED randomized trial provides strong support: in the PREDIMED-Reus arm, 

diabetes incidence was 10.1% on the olive-oil-supplemented Mediterranean diet and 11.0% on 

the nut-supplemented Mediterranean diet versus 17.9% on the low-fat control diet over a 

median of four years—about a 30% lower risk of developing type 2 diabetes in the full cohort. 

The AACE 2026 algorithm recommends structured programs built around Mediterranean- or 

DASH-style eating, paired with caloric reduction for weight loss; its first management principle is 

that "lifestyle modification is the foundation for all therapy." Practical, do-at-home steps: fill half 

the plate with non-starchy vegetables, choose whole grains over refined ones, swap sugary 

drinks for water/coffee/tea, cook with olive oil, eat more fish/legumes/nuts, and use portion 

control to create the modest calorie deficit needed for weight loss. 

3. Physical activity 

The ADA recommends at least 150 minutes per week of moderate-intensity aerobic activity 

(e.g., brisk walking), spread over at least 3 days with no more than 2 consecutive days off, plus 

2–3 sessions/week of resistance (strength) exercise on nonconsecutive days. For fitter people, 

a minimum of 75 minutes/week of vigorous or interval training may suffice. The AACE 2026 

algorithm endorses the same 150 minutes/week of moderate aerobic activity plus resistance 

training. 

A newer, important message: break up sitting. ADA advises interrupting prolonged sitting at least 

every 30 minutes. Studies show light walking or simple resistance moves (half-squats, calf 

raises) for ~3 minutes every 30 minutes lowers post-meal glucose and insulin, and a 10–15 

minute walk after each meal reduces post-meal blood sugar in people with prediabetes. 

Exercise works partly by increasing muscle glucose uptake and improving insulin sensitivity for 

up to 48 hours. 

4. Weight loss 

The ADA target is to lose and maintain at least 5–7% of initial body weight (the DPP used 7%). 

For a 200-pound person, 7% is about 14 pounds. Weight loss—especially loss of fat around the 

abdomen and liver—is the single strongest predictor of returning to normal blood sugar; DPP 

analyses found weight loss was the main factor predicting who avoided diabetes. Even 3–5% 

weight loss improves insulin sensitivity. Research analyzing DPP data suggests that combining 

≥7% weight loss with actual reversal of prediabetes to normal glucose reduced 6-year diabetes 

risk by about 76%, with fewer than 1% of that group developing diabetes within the first four 

years. The AACE 2026 algorithm sets a slightly more ambitious target for those with 

overweight/obesity—7% to 10% body-weight reduction—and, for the first time, integrates newer 



obesity medications (semaglutide, tirzepatide) and bariatric surgery as options when 

appropriate. 

5. Sleep 

For the first time, the 2025 ADA Standards elevated sleep to a core lifestyle pillar, on par with 

diet and exercise; the 2026 Standards continue this. The guidance: aim for about 7 hours of 

sleep per night. There is a U-shaped relationship—risk is lowest around 7 hours, and both short 

(<6 h) and long (>9 h) sleep are linked to up to a 50% higher risk of type 2 diabetes, including 

progression from prediabetes. Mechanistically, even a single night of partial sleep restriction 

induces insulin resistance. A study in Diabetes Care, co-funded by NIH's NHLBI and NIDDK in 

40 women, found that restricting sleep to 6.2 hours or less per night over six weeks increased 

insulin resistance by 14.8% in both pre- and postmenopausal women—and by as much as 

20.1% in postmenopausal women. Poor sleep raises cortisol, growth hormone, and free fatty 

acids, and increases appetite for high-sugar foods. The ADA 2026 also recommends screening 

for sleep health and practicing sleep-promoting routines. 

6. Stress management 

Chronic stress keeps the body's main stress hormone, cortisol, elevated. Cortisol works against 

insulin: it tells the liver to release more glucose and makes cells less responsive to insulin, so 

blood sugar stays higher. Over time this fuels insulin resistance, abdominal fat storage, and low-

grade inflammation. At-home approaches—deep breathing, meditation, time in nature, social 

connection, and regular moderate exercise—help lower cortisol. Stress and poor sleep form a 

vicious cycle (high cortisol fragments sleep, and sleep loss raises cortisol), so improving one 

tends to help the other. 

7. Specific habits to avoid 

 Sedentary behavior: U.S. adults sit about 8 hours/day; uninterrupted sitting raises post-

meal glucose independent of fitness. 

 Ultra-processed foods (UPFs): Higher UPF intake raises type 2 diabetes risk 

independent of BMI and overall diet quality. In Chen et al. (Diabetes Care 2023), pooling 

three large U.S. cohorts (5,187,678 person-years; 19,503 diabetes cases), the highest 

UPF consumers had a 46% higher diabetes risk than the lowest (hazard ratio 1.46, 95% 

CI 1.39–1.54). 

 Sugary drinks: In Qin et al. (Nutrients 2021), a dose-response meta-analysis of 34 

prospective cohorts, each additional daily serving of sugar-sweetened beverage raised 

type 2 diabetes risk by 27% (RR 1.27, 95% CI 1.15–1.41). Replacing them with water, 

coffee, or tea lowers risk. 

 Poor sleep (covered above). 

 Smoking: Per the CDC, citing the 2014 Surgeon General's Report, people who smoke 

are 30%–40% more likely to develop type 2 diabetes than people who don't. Nicotine 

and tobacco chemicals worsen insulin resistance, inflammation, and belly fat. Quitting 

reduces these risks over time. 

8. Realistic outcomes 



The DPP (1996–2001) randomized 3,234 adults with prediabetes and found intensive lifestyle 

change reduced new diabetes by 58% over ~3 years (metformin reduced it 31%); in those aged 

60+, lifestyle cut risk by 71%. The benefit was durable: the Diabetes Prevention Program 

Outcomes Study (DPPOS) found a 34% reduction at 10 years and a 25% reduction at 22 years 

versus placebo, plus lower rates of early eye and kidney disease among those who avoided 

diabetes (those who never developed diabetes had a 57% lower risk of early eye disease and a 

39% lower risk of major cardiovascular events). Across many studies, roughly 40–60% of 

people with prediabetes return to normal glucose with intensive lifestyle change, though about 

50–60% of those may relapse over 5–10 years—so sustained habits matter. Modest weight loss 

is the key driver of reversal. 

9. At-home monitoring 

Two no-prescription options: 

 Fingerstick glucometer: cheap, widely available; useful for spot-checking fasting and 

post-meal glucose. 

 Over-the-counter continuous glucose monitors (CGMs): In March 2024 the FDA 

cleared Dexcom's Stelo—the first OTC CGM—for adults 18+ not on insulin (launched 

August 2024); Abbott's Lingo and Libre Rio were cleared in June 2024. These wearable 

arm sensors stream glucose to a smartphone, letting users see how meals, activity, and 

sleep affect their blood sugar. Limits: they do not alarm for dangerously high or low 

glucose and are not for people prone to hypoglycemia. The ADA 2025/2026 Standards 

note OTC CGM can give behavioral insights for people with prediabetes but is not meant 

for day-to-day diabetes management. 

Recommendations 

1. Confirm your numbers and set a baseline. Know your fasting glucose and A1C. For 

feedback on what affects you, use an inexpensive glucometer or a 14–15 day OTC CGM 

(Stelo or Lingo) to learn which foods and habits spike your glucose. 

2. Start with the two DPP goals—they have the strongest evidence: (a) lose at least 

7% of your body weight through calorie reduction, and (b) build up to ≥150 minutes/week 

of brisk walking plus 2–3 strength sessions. Add a 10-minute walk after meals and stand 

or move every 30 minutes. 

3. Pick a sustainable eating pattern—Mediterranean or lower-carbohydrate. Cut sugary 

drinks and ultra-processed foods first; these tend to give the fastest wins. 

4. Protect sleep (~7 hours) and manage stress. Treat these as real medicine, not 

optional extras. 

5. If you smoke, quitting is one of the highest-impact changes you can make. 

6. Track and reassess in 3–6 months. Benchmarks that signal success: A1C back under 

5.7%, fasting glucose under 100 mg/dL, and ≥5–7% weight loss. If after 6 months of 

consistent effort your A1C is still rising (especially ≥6.0%), or your BMI is ≥35, talk to a 

clinician about a structured National DPP program or metformin—both are evidence-

based next steps. 



Caveats 

 "Reverse" is realistic but not guaranteed or permanent. Roughly 40–60% achieve 

normal glucose, but relapse is common without sustained habits. Lifelong maintenance 

is the goal. 

 This is general, do-at-home, evidence-based information, not personalized 

medical advice. People on medications, who are pregnant, or who have other 

conditions should consult a clinician. 

 OTC CGMs don't diagnose disease or alarm for emergencies, and their readings 

differ somewhat from blood (fingerstick) values. 

 Reversal statistics vary by definition. Different studies define "reversal" differently, 

producing rates from about 25% to 85%, so single numbers should be read cautiously. 

 Some AACE 2026 prediabetes details (the 7–10% weight-loss target and medication 

specifics) are drawn from summaries and a writing-group member's article, because the 

full primary text is behind a paywall. Note also a minor date discrepancy: the AACE 2026 

algorithm appeared online around February 12, 2026, with a formal publication date of 

March 17, 2026 (Endocrine Practice 2026;32(4):473–518). 
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