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Obiettivi terapeutici per il DMT2

Parametro

Obiettivo
ADA 2010

Obiettivo
IDF 2005-7

Obiettivo
AHA-ADA
2007

Obiettivo
Standard di
cura ltaliani

HbA ,c

<7%; <6%

<6.5%

<7%; <6%

<7%; <6.5%

Glicemia pre-prandiale

70-130 mg/dl

<100 mg/dl

90-130 mg/dl

Glicemia post-prandiale

<180 mg/dl

<140 mg/dl

<180 mg/dI#

Colesterolo LDL

<100 mg/dI

<95 mg/dl

<100 mg/dI

<100 mg/dl

Colesterolo HDL

>40 mg/dl M
>50 mg/dl F

>40 mg/dl

>50 mg/dl

>40 mg/dl M
>50 mg/dl F

Trigliceridi

<150 mg/dl

<200 mg/ dI

<150 mg/dl

<150 mg/dl

Pressione arteriosa

£130/ 80
mm Hg

<130/ 80
mm Hg

<130/ 80
mm Hg

£130/ 80
mm Hg

#Valori post-prandiali < 140 mg/dl sono perseguilmil diabete di tipo 2 (IDF 2007).

ADA Standards of Medical Care in Diabetes; Diab Care

2009; Suppl. 1

Primary Prevention of Cardiovascular
Diseases in People With Diabetes Mellitus
A Scientific Statement AHA -ADA
Circulation 2007; 115 :114-126

IDF Clinical Guidelines Task Force. Global guidelin e for Type 2 diabetes.
Brussels: International Diabetes Federation, 2005/2 007

Standard Italiani per la Cura del Diabete Mellito - 2007




Obiettivi terapeutici per il DMT2

Parametro

Obiettivo
ADA 2010

Obiettivo
IDF 2005-7

Obiettivo
AHA-ADA
2007

Obiettivo
Standard di
cura ltaliani

HbA ,c

<7%; <6%

<6.5%

<7%; <6%

<7%; <6.5%

Glicemia pre-prandiale

70-130 mg/dl

<100 mg/dl

70-130 mg/dl

Glicemia post-prandiale

<180 mg/dl

<140 mg/dl

<180 mg/dI#

Colest

erolo LDL

<100 mg/dI

<95 mg/dl

<100 mg/dI

<100 mg/dl

>40 mg/dl M

>40 mg/dl M

>40 mg/dl >50 mg/dl

Colesterolo HDL
>50 mg/dl F

<150 mg/dl

£130/ 80
mm Hg

>50 mg/dl F
<150 mg/dl

£130/ 80
mm Hg

<200 mg/ dI

<130/ 80
mm Hg

<150 mg/dl

<130/ 80
mm Hg

Trigliceridi

Pressione arteriosa

#Valori post-prandiali < 140 mg/dl sono perseguilmil diabete di tipo 2 (IDF 2007).

ADA Standards of Medical Care in Diabetes; Diab Care 2010; Suppl. 1

Primary Prevention of Cardiovascular
Diseases in People With Diabetes Mellitus
A Scientific Statement AHA -ADA
Circulation 2007; 115 :114-126

IDF Clinical Guidelines Task Force. Global guidelin e for Type 2 diabetes.
Brussels: International Diabetes Federation, 2005/2 007

Standard Italiani per la Cura del Diabete Mellito - 2007




ADA Standards of Medical Care in Diabetes; Diabetes Care 2010; Suppl. 1
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Se anche uno solo dei valori supera il cut-off
passare a terapia insulinica
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“Standard italiani per la cura del diabete mellito- Diabete Italia, 2009”
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bisogna
intervenire
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controllo
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Diabetes Care. 2009; 32 (suppl. 1): S13
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Monnier L et al. Diabetes Care 2003:26:881-885.
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E. Bonora * G. Corrao - V. Bagnardi - A. Ceriello -
M. Comaschi - P. Montanari - J. B. Meigs

I Prevalence and correlates of post-prandial hyperglycaemia
in a large sample of patients with type 2 diabetes mellitus
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Glucose fluctuations
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The pathophysiology of diabetic complications
Three glycemic factors and 2 main mechanisms.




EE—— I EDITORIAL Editorials represent the opinions E—
of the authors and J4A14 and not those of

the American Medical Association.

Glycemic Variability: A Hemoglobin A,~
Independent Risk Factor for
Diabetic Complications

Michael Brownlee, MD
Ir]l B. Hirzch, MD

JAMA, April 12, 2006—Vol 295, No. 14



The frequency and timing of SMBG
should be dictated by the particular needs
and goals of the patient. SMBG is espe-
cially important for patients treated with
insulin in order to monitor for and pre-
vent asymptomatic hypoglycemia and hy-
perglvcemia. For most patients with type

clear. A meta-analysis of SMBG in non—
insulin-treated patients with type 2
diabetes concluded that some regimen of
SMBG was associated with a reduction in

| diabetes and pregnant women taking
insulin, SMBG is recommended three or
more times daily. For these populations,
significantly more frequent testing may be
required to reach A1C targets safely with-
out hypoglycemia. The optimal frequency
and timing of SMBG for patients with type
2 diabetes on noninsulin therapy is un-

ADA Standards of Medical Care in Diabetes; Diabetes

AlC ol 0.4%. However, many ol the stud-
ies in this analysis also included patient
education with diet and exercise counsel-
ing and, in some cases, pharmacologic in-
tervention, making it difficult to assess the
contribution of SMBG alone to improved

..;F“ng ‘3’;;. E_EE'EFEI recend EHHIE hEI'@
called into question the clinical utility
and cost-effectiveness of routine SMBG in
non—insulin-treated patients (40—42).
Because the accuracy of SMBG is in-

Care 2010; Suppl. 1
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L'autocontrollo deve essere previsto come

strumento terapeutico di comprensione e monitoraggi
sia per il paziente che per il medico

Recommendations

Clinical trials using insulin that have
demonstrated the value of tight glyce-
mic control have used SMBG as an in-
tegral part of the management strategy.
(A)

SMBG should be carried out three or
more times daily for patients using mul-
tiple insulin injections. (A)

For patients using less frequent insulin
injections or oral agents or MNT alone,
SMBG is useful in achieving glyvcemnic
goals. (E)

To achieve postprandial glucose tar-
gets, postprandial SMBG may be appro-
priate. (E)

Instruct the patient in SMBG and rou-
tinely evaluate the patient’s technique
and ability to use data to adjust therapy.

(E)

Standards of Medical Care in Diabetes ADA -2006

m Standard care

M1

M2

M3

Shd

5M5

Self-monitoring of blood glucose (SMBG) should be available for all
newly diagnosed pecple-with Type 2 diabetes, as an integral part of
selff-management education.

SMBG iusing meter and strips) on an ongeing basis should be available
torthose on insulin treatment.

SMBG should be considered on an ongoing basis for people using oral
agents, but not insulin, where it 15 usexd:

*  to provide information on hypoglycaemia

' tooassess glucose excursions due to medications and lifestyle changes
s to montor changes during intercurrert illness.

SMBG should be considered on an intermittent basis for people not using
insulin or oral agents, where it is usad:

& to assess glucose excursions due to lifestyle changes

s to monitor changes during intercurrent illness.

Structured assessment of salf-monitoring skills, the quality and use made of
the results obtained, and of the equipment used, should be made annually.

m Comprehensive care
5M.1 This would be as Standard care, but SWBG {using meter and strips) on an

ongaoing basis could be offered to all prople with Type 2 diabetes on insulin
or oral agents.

Global Guidelines for Type 2 Diabetes — IDF 2005
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Detection/assessment of fosting hyperglycoemia

Pra- Pase- Pre- Post- Pre- Post- Badtima
Breakfast  Braakfast  Lunch Lunch Suppar Supper
o
Guideline 5 i
I =
3 x
Friday . - - I I x
Self-Monitoring soncy _ | |
of Blood Glucose Bedtime and morning fasting SMBG can be used to identify fasting and assess fasting hyperglycaemia.

in Non-Insulin Treated

Type 2 Diabetes
Detection of asymptomatie hypoglyceoemia

Pra- Pose- Pra- Post- Pra- Post- Bedrime
Brezkfese Brosidace Lunch Lunch Supper Suppaer

x x

x x

x x

Pre-lunch and pre-supper SMBG can be used to detect asympromatic hypoglycaemia %,




Glicemia
(mg/dl)

350
300
250
200
150
100

50

250
200
150
100

50

Glicemia
Post-prandiale

Glicemia
a digiuno

Secrezione
Insulinica

Ins. Res.

IGT

Diabete

WHO. Diabetologia 1985;28:615-640 - Haffner SM et al. JAMA 1990,263:2893-2898



Inibitori DPP -4
Incretino -mimetici

Holman RR. Diabetes Res Clin Pract 40 (Suppl): S21-525,1998.



HbAlC (%)

Dieta =

10 OAD monoterapia \/\Va\/ N ——

9 OADs titolazione

J . .
OAD+insulina basale
OAD + iniezioni multiple

8 giornaliere di insulina

7 ___________________________________________________________________________________

6 _________________________________________________________________________

Durata del diabete
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Intervento!
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Durata del diabete




Start with bedtime intermediate-acting insulin or bedtime or morning long-
acting insulin (can initiate with 10 units or 0.2 units per kg)
I
Check fasting glucose (fingerstick) usually daily and increase dose, typically by 2 units every 3 days until
fasting levels are consistently in target range (3.9—7.2 mmol/l [70-130 mg/dl]). Can increase dose in larger
increments, e.g., by 4 units every 3 days, if fasting glucose is >10 mmol/l (180 mg/dl)

v
/ A1C &% after 2-3 months

If hypoglycemia occurs, or No \Yes
fasting glucose level <3.9

mmol/l (70 mg/dl), reduce
bedtime dose by 4 units or
10% - whichever is greater

If fasting bg is in target range (3.9—7.2 mmol/l [70-1 30 mg/dl]), check
bg before lunch, dinner, and bed . Depending on bg results, add second
injection as below. Can usually begin with ~4 units and adjust by 2 units

every 3 days until bg is in range

e v M
Pre-lunch bg out of Pre-dinner bg out of Pre-bed bg out of
Continue regimen. range. Add rapid- range. Add NPH insulin range. Add rapid-
Check A1C every 3 mo acting insulin at at breakfast or rapid- acting insulin
breakfast 2 acting at lunch at dinner 2
No v I'4
A1C 8% after 3 months
v Yes
Recheck pre-meal bg levels and if out of range, may need to add another injection. If A1C
continues to be out of range, check 2 h postprandia | levels and adjust preprandial rapid-
acting insulin

Nathan DM, et al. Diabetes Care 2008;31(12):1-11.



6
Prima Prima Prima Durante
A digiuno pranzo cena coricarsi la notte
6
Dopo Dopo Prima

A digiuno colazione pranzo coricarsi




HbA,_sopra il target,
FBG al target,
PPBG sopra il target

HbA,_sopra
il target, FBG sopra
il target

HbA,
sopra il target

-~

Deterioramento progressivo della funzione della 3-cellula

Mod. da Raccah D et al., Diabetes Metab Res Rev 2007;23:257




SMBG plus

SMBG vs. feedback vs.
| 1 | |
04_Non-SM SMUG . Non-SM SMUG SMBG
No self-monitoring (non-SM)
" SMUrineG
-0.4-0.4 - SMBloodG
-0.6-

SMBG: Self Monitoring Blood Glucose
SMUG :Self-;Monitoring of Urine glucose

Reduction in HbA . levels (%)

1
=
N
|
=

Jansen J. @urrent Medical Research & Opinion 2006 ;22:671-81.



Take home message:

autocontrollo un’arma strategica







