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A Chinese people develop
T2D at lower BMI (23.7
kg/m?) compared with > 27
kg/m? in Caucasian

A Increase risk of T2D at
lower BMI was partly
attributed to the tendency of
visceral adiposity in east
Asian populations which
have the largest
accumulation of visceral fat

Ma R, et al. Diabetes in China. Lancet Diabetes Endocrinol, published online Sep 2014

Topic contents

Optimal glycemic target of type 2 diabetes management

0 Prevalence and current situation
0 Individualized approach

0 ADA 2015 Standards of medical care in diabetes
Multidisciplinary team approach
Case in real-world practice

IDF-WPR update 2014

Top 5 countries for number of people with diabetes
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China
Indonesia
Japan
Thailand
Viet Nam

Adult population 49,435,800
Diabetes cases 4,175,550
Undiagnosed diabetes 2,223,480

Diabetes national prevalence 8.45%
Diabetes related deaths 84,347.71

Mean diabetes-related expenditure per 285.43
person with diabetes (USD)

IDF diabetes atlas 6" edition. 2014 undate

Trends of DM complications

Changes in Diabetes-Related Complications
in the United States, 1990-2010

Data from National Health Interview Survey, the National Hospital
Discharge Survey, the U.S. Renal Data System, and the U.S.
National Vital Statistics System

Funded by Center of Disease Control and Prevention




Trends of DM complications: 1990 A 2010

Rates of Complications
A wmi -67.8%
A stroke -52.7%
A Amputation -51.4%
A ESRD -28.3%

Population with Diabetes

Acute myocardial

000 Adult Population
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Rates of diabetes-related complications have declined
substantially in the past two decades,

but a large burden of disease persists because of the
continued increase in the prevalence of diabetes

1990 1995 2000 2005 2010

Diabetes is a lifelong condition
associated with serious complications
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Is lower the better ?
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fiLiving with diabeteso

UKPDS 35: Significant Risk Reduction for T2DM
Complications with Each 1% Reduction in Mean HbAlc

N=3642 Risk Reduction with 1% Decline in Updated HbAlc

P=0.035 P=0.021 P <0.0001 P <0.0001

Micro- Stroke CHF  Cataract Death
vascular extraction related to
diabetes
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Each diabetic people is not the same
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Acheiving early glycemic control Reaching target in stages of the disease
may generate a good legacy effect does reduce vascular complications

VAD
Pumaly outcome
— Conventional
— Metformin

ndard
therapy

Median HbA1c (%)

Legacy effect

Probability of survival

UKPDS 1998

Difference in HbAlc was lost after first
year but patients in the initial intensive arm
still had lower incidence of any complication

b reduction in microvascular complications

reduction in MI
reduction in all-cause mortality

Good or legacy effect of glycemic control An Inconvenient Truth about diabetes

Before entering VADT After entering VADT

intensive treatment arm intensive treatment arm
tensive treatment a tensive treatment a Doctor

. - less time spending
Diabetes: the earlier, the better - dlinical inertia —‘
Patient

- denial Doctor
y - look for alternatives - more time spending
=" Generation of a ®ad \ - more drug adjustment
glycemic Iegat':yﬁd_rives refer to specialist
k of complications Early disease : Patient
Ideal HbA1c mo:’e imsnSin_et’ - more participate
prolong benefi

UKPDS!| frect 3 )
5 6 7 8 9 10 11 12 13 14 15 16 17 ( EEEYGIEE) Advanced disease :

Time since diagnosis (years) Evidences of benefit no evidence-based benefit
of tight glycemic control

AHypothetlcal representation of the natural history of diabetic patients in the VADT study: initial (ACCORD, VADT)

poor glycemic control increases risk of complications later in disease course

HbALc=haemoglobin ALc; T2D
Ad om Del Prato

Glycemic target must be individualize

Glucose Healthy ADA/ AACE Thai
control EASD

findividualizedo
No one CPG fit for all

Mean PPG
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Macrovascular complications
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ADA standard of care

THE JOURNAL OF CLINICAL AND APPLIED RESEARCH AND EDUCATION VOLUME 38 | SUPPLEMENT 1

Diabetes Care

Summary of revisions

A Divided into 14 sections
A BMI cut point for screening in Asian is 23 kg/m?
1 A Limit amount of sedentary < 90 min spent sitting

AMERICAN DIABETES ASSOCIATION

A e-cigarettes are not supported as an alternatives

STANDARDS OF A Immunization regarding CDC (PCV13, PPSV23)
MEDICAL CARE - Annually influenza vaccine
IN DIABETES—2015 - HBvioal

- PPSV23 to all, unless age > 65
A if not previously vaccinated, use PCV13, then PPSV23 6-12 months after
A If previously vaccinated with PPSV23, should F/U > 12 months with PCV13

ADA Standards of Medical Care in Diabetes 2015. Diabetes Care, (38) suppl 1. ADA Standards of Medical Care in Diabetes 2015. Diabetes Care, (38) suppl 1.

Summary of revisions fi60 Foundations of care

A Premeal BG targets change to 80-130 mg/dL Education : DSME / DSMS
A CGM and update management algorithm
A Target BP < 140/90 mmHg

A Recommendations for statin by risk status > LDL level Physical activity : >150 min/wk moderate & <90 min
sedentary

Nutrition : MNT

W patient with insensate foot, deformities, or history of
foot ulcers have their feet examined at every visit 'Smoking cessation : counseling, not recommend e-
cigarettes

A Target A1C < 7.5% for all pediatric age-group

A Add management of diabetes during pregnancy Psychosocial care : including QoL, resources

Immunization : Influenza, PPSV23, PCV13, HBV

ADA Standards of Medical Care in Diabetes 2015. Diabetes Care, (38) suppl 1.




ADA 2015: standards of medical care in diabetes
filndividualized therapyo

Approach to the management
of hyperglycemia
ALC
7%

more
stringent

stringent
BATIENT | DISEASE FEATURES

Risks potentially associated
with hypoglycemia and ‘o high

other drug adverse effects _,__-———-_’fl

newly disgnosed Tong-standing

Al1C < 6.5% Al1C < 7% A1C < 8%

More stringent Reasonable Less stringent
Achieve without goals for AHistory of severe
hypoglycemia INCR(GI]IE  hypoglycemia

Alimited life expectancy

) Radvanced microvascular

Long life expectancy or macrovascular

No significant CVD complications
Aextensive comorbid
complications
Alongstanding DM which
difficult to attain despite
therapies including insulin

Usually not
modifiable

Short duration

Important comorbidities

Established vascular
complications

Pationt attitude and
expected treatment efforts  Mghly motivated, sdnerent, less motivated, nonadhorent, | Potentially
excellent self-care capacities poor se-care capacties | o il

Resources and support
system

American Diabetes Association. Diabetes Care 201!

ADA Standards of Medical Care in Diabetes 2015. Diabetes Care, (38) suppl! 1.
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AMERICAN DIABETES ASSOCIATION

STANDARDS OF
MEDICAL CARE
IN DIABETES—2015

A ALC : < 7% (individualized)

BP : < 140/90 mmHg
Blmassm ‘ R Cholesterol : age and CV risk factors

ADA Standards of Medical Care in Diabetes 2015. Diabetes Care, (38) suppl! 1.

Why is glycemic control difficult to achieve?

Lack of awareness for tight glycemic control

Progressive nature of b-cell failure with longer
duration of diabetes

Limited efficacy of oral agents

Fear of adverse effects from insulin, especially
hypoglycemia and weight gain

Limited resources and support system

Glycaemic control is poor and has not
improved i unlike other risk factors

NHANES 1988i 1994 vs. 1999i 2000

+42%
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16%

Change in prop

Blood pressure Total cholesterol HbA,
< 130/80 mmHg < 200 mg/dl <7.0%
p=0.10 p < 0.001 p=0.11

NHANES = National Health and Nutritional Examination Survey (USA)

Adapted from Saydah SH et al. JAMA 2004; 291: 335i 342.

Type 2 Diabetes — Pathogenetic Complexity

Impaired
Insulin
Secretion

Increased
Glucagon Secretion Lipolysis

Increased HGP/V

Decreased Glucose Uptake

Type 2 Diabetes — Pathogenetic Complexity
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Neurotransmitter Dysfunction

Personalized therapy based on pathophysiologic
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Neurotransmitter Dysfunction




a

Case ADA 2015: standards of medical care in diabetes
filndividualized therapyo

Female 50 years with type 2 diabetes for 4 years NE <GET R =T B <ET

BW 63 kg, _gOOd protective senS(-—:s- b_Oth feet, no DR More stringent Reasonable Less stringent
1 Metformin (500) 2x2 pc and Glipizide (5) 1-0-1/2 ac Achieve without goals for Adistory of severe

ALC 7.9%, FBS 180 mg/dL, MAU = 26 mg/g hypoglycemia mostly adults SRR

A No other co-morbidities, no advanced diseases Short duration Aimited lite BIPEHENE)
A " . . . ) Aadvanced microvascular
A Additional history : frequent minor hypoglycemia Long life expectancy or macrovascular
no severe hypoglycemia No significant CVD complications
Aextensive comorbid
What is the optimal target of A1C in this case ? complications
Alongstanding DM which
A. Less than 6.5% difficult to attain despite
B. Less than 7% therapies including insulin
[B]

C. 7-8% e American Diabetes Association. Diabetes Care 2015;38(Suppl 1) ©
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e Type 2 diabetes for 4 years

BW 63 kg, good protective senses both feet, no DR
1 Metformin (500) 2x2 pc and Glipizide (5) 1-0-1/2 ac
A1C 7.9%, FBS 180 mg/dL, MAU = 26 mg/g
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