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(A) Diagnostic Value for T2DM Based on Venous Plasma Glucose

>7.0 mmol/L >11.1 mmol/L

(B) Diagnostic Values for Pre-diabetes and T2DM Based on Alc

<5.6% (38 mmol/mol) 5.6-6.2% (38-44 mmol/ 26.3% (45 mmol/mol)
mol)

(C) Diagnostic Values for Glucose Intolerance and T2DM Based on OGTT

Normal
IFG
IGT
DM 27.0 2111

OGTT: Oral glucose tolerance test; IFG: Impaired fasting glucose; IGT: Impaired glucose tolerance; DM: Diabetes mellitus
* In asymptomatic patients, the blood test has to be repeated on another day to confirm the diagnosis of Diabetes Mellitus

Clinical Monitoring Schedule (V= must do, + = optional, - = omit )

Weight

Waist circumference
BMI

Blood Pressure

Eye: Visual acuity
Fundoscopy

Feet: Pulses
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Neuropathy

Dental Check-up

Blood Glucose

Alc

Cholesterol/HDL cholesterol
Triglycerides
Creatinine/BUSE

Liver function test

+/ (6-monthly)

Urine microscopy
Albuminuria
ECG
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Targets for Control of Type 2 Diabetes Mellitus

Parameters Levels
Glycaemic control Fasting or pre-prandial 4.4-7.0 mmol/L
Post-prandial 4.4-8.5 mmol/L
Alc <6.5%
Lipids Triglycerides <1.7 mmol/L
HDL-cholesterol >1.0 mmol/L (male)
>1.2 mmol/L (female)
LDL-cholesterol <2.6 mmol/L
Blood pressure <135/75 mm Hg
Exercise 150 minutes/week
Body weight If overweight or obese, aim for 5-10% weight loss in 6 months

Individualised Alc Targets and Patients’ Profile

Tight (6.0-6.5%) 6.6-7.0% Less tight (7.1-8.0%)
e Newly diagnosed e All others e Comorbidities
e Relatively younger age (coronary artery disease,
e Healthier heart failure, renal failure,
(long life expectancy, liver dysfunction)
no CVD or its complications) e Short life expectancy
e Low risk of hypoglycaemia e Prone to hypoglycaemia

Principal Recommendations for Dietary & Lifestyle Modification

1. A modest albeit realistic weight loss of 5-10 % of initial body weight over a 6-month
period is beneficial for all overweight or obese patients who have or at risk for diabe-
tes as it improves significantly their cardiovascular disease risk factors.

2. Patients should monitor and limit their total caloric, carbohydrate & fat intake during
each meal.

3. Carbohydrate counting and meal planning may help patients to control their blood
glucose levels.

4. Low glycaemic index foods should be encouraged at mealtimes as they reduce post-
prandial blood glucose levels.

5. Exercise of moderate-intensity should be encouraged for at least 150 minutes per

week
(Just 30 minutes every alternate day)

Recommendations for Self-Monitoring of Blood Glucose

Mode of Treatment Breakfast Lunch Dinner

Pre Post Pre Post Pre Post/Pre-bed
Diet only v v N NG
Oral anti-diabetic agents v v v Ni
Insulin v v v v v Vv

Comparison of Alc with average blood glucose levels

Alc (%) 4-6 6.5 8 9 10 11 12 13 14 15
Average Blood Glucose

( mmol/1) 4-7 8 10 12 13 15 17 19 21 23



OAD Formulations and Dosage

Formulation Minimum Dose Maximum Dose
Biguanides
Metformin 500 mg Initial dose 500 mg 1000 mg TDS
(0)D)
Usual dose 1500 mg
0D
Metformin SR~ 850 mg Usual dose 850 mg 850 mg TDS
BD
Metformin XR 500 mg, 750 mg Initial dose 500 mg 2000 mg OD
(0)D)
Usual dose 2000 mg
oD
Sulphonylureas (SU)
Glibenclamide 5 mg 2.5 mg 0D 10 mg BD
Gliclazide 80 mg 40 mg OM 160 mg BD
Gliclazide MR 60 mg 30 mg OM 120 mg OM
Glipizide 5 mg 2.5 mg OM 10 mg BD
Glimepiride 2 mg, 3 mg 1 mg OM 6 mg OM
Meglitinides
Repaglinide 0.5 mg, 1 mg, 2 mg 0.5 mg with main 4 mg with main meals
meals (not exceeding 16 mg
daily)
Nateglinide 120 mg 60 mg with main 120 mg with main meals
meals (not exceeding 360 mg
daily)
Alpha-glucosidase Inhibitors (AGI)
Acarbose 50 mg, 100 mg Initial dose 50 mg 100 mg TDS
0D

Usual dose 50-100 mg during main meals
Thiazolidinediones (TZD)

Rosiglitazone 4 mg, 8 mg 4 mg OD 8 mg OD
Pioglitazone 15 mg, 30 mg 15 mg OD 45 mg OD
Dipeptidyl Peptidase-4 Inhibitors (DPP-4i)
Sitagliptin 25 mg, 50 mg, 100 mg 25 mg OD 100 mg OD
Vildagliptin 50 mg 25 mg BD 50 mg BD
Saxagliptin 2.5mg, 5 mg 2.5mg 0D 5 mg OD
Linagliptin 5 mg 5 mg OD 5 mg OD
Alogliptin 6.25mg, 12.5mg, 25 6.25 mg OD 25 mg 0D
mg
Sodium-Glucose Cotransporter 2 Inhibitors (SGLT2i)
Dapagliflozin 5mg, 10 mg 5mg 0D 10 mg OD
Canagliflozin 100 mg, 300 mg 100 mg OD 300 mg OD
Empagliflozin 10 mg, 25 mg 10 mg OD 25mg 0D
Glucagon-like Peptide-1 Receptor Agonists (GLP-1 RA)
Exenatide IR 5ug/20 puL, 10 ug/40 5 pg BD 10 pg BD
pL
Exenatide XR 2 mg 2 mg weekly 2 mg weekly
Dulaglutide 0.75 mg, 1.5 mg 0.75 mg weekly 1.5 mg weekly
Liraglutide 6 mg/mL 0.6 mg OD 1.8 mg OD
Lixisenatide 50 pg/mL, 100 ug/ 10 ug OD 20 ug OD

mL



Treatment Algorithm for Newly Diagnosed T2DM
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Treatment Recommendations for Patients on Clinic Follow-up

A1c¢>10.0% or
FPG >13 mmol/L

premixed od)

G":aetmilc Alc6.5-<7.5%or | Alc7.5-<8.5% or Alc8.5-10.0% or
O | FPG 6-<8 mmol/L | FPG8-<10 mmol/L | FPG10-13 mmol/L

Current

Treatment

Lifestyle Start metformin (if | Start metformin and Start metformin and 2

Treatment metformin not tol- | another agent from other agents from Box 1
erated, use an agent | Box 1 (dual therapy) | (triple therapy)
from Box 1)

Monotherapy | Add 1 agent from Add 2 agents from Box | Add 2 agents from Box

(Metformin Box 1 (dual ther- 1 (triple therapy) 1 + insulin (basal or

preferred) apy) premixed od)

Dual Therapy | Add 1 agent from Add 1 agent from Box | Add 1 agent from Box
Box 1 (triple ther- | 1 orinsulin (basal or |1 + insulin (basal or
apy) premixed od) premixed od)

Triple Ther- Add 1 agent from Box | Add insulin (basal or

apy 1 or insulin (basal or [ premixed od) and con-

tinue triple therapy

Box 1: Selection of Anti-diabetic Agents

TZD

@ Consider third line

@ Consider fourth line

4

Consider

@ Consider second line

DPP-4i or
Gen

Consider third line

Efficacious, risk of hypoglycaemia, weight gain

Modest efficacy, low risk of hypoglycaemia, weight neutral

Efficacious, low risk of hypoglycaemia, weight gain

Moderate efficacy, low risk of hypoglycaemia, weight neutral

Moderate efficacy, low risk of hypoglycaemia, weight loss

Start metformin &
another agent + insulin
(basal or premixed od)

Suggested Treatment Approach for Specific Patient Profiles

Increased Risk of
Rorme Welght Hypoglycaemla 8 Stage =

@Consmer second line

@ Consider fourth line

Con5|der

Consider second line

Consm&um line

Con5|de fourth line

Consider fourth Ilne

Consider

Consider second Ilne

Consider second Ime

Consider third line

Consider third line

Consider fourth line J;L

e B

Consider

[ GLP-1 RA ] [ GLP-1 RA ] [ Basal Insulin } [ GLP-1 RA ] [ Basal Insulin J

Consider

Consder

Basal Insulin or Basal Insulin or Insulm Basal Insulin
Premixed Insulin Premixed Insulin Intel Analogue

2nd Gen SU: selected 2nd generation sulphonylurea (gliclazide); DPP-4i: dipeptidyl
peptidase-4 inhibitor; SGLT2i: sodium-glucose cotransporter 2 inhibitor; GLP-1 RA:
glucagon-like peptide-1 receptor agonist. DPP-4i should be stopped once GLP-1 RA is

introduced.

+ Patients who are well-controlled on their existing drugs should continue with the
treatment regime.

* Bariatric surgery may be considered in patients with BMI 232 kg/m2 and their
diabetes not controlled by lifestyle changes and pharmacotherapy.



Initiation and Optimisation of Insulin Therapy

Newly diagnosed DM & T2DM
*  Symptomatic (osmotic symptoms) regardless Alc or FBS
*  Alc>10% or FPG >13 mmol/L

T2DM on maximal OADs
*  Alc>7%

Y
Glycaemic

abnormality?
FPG, SMBG

A4 Y ’ . Y
Normal Fasting High Fasting ' High Fasting
- High daytime BG J . Normal daytime BG | L High daytime BG
Start [ | I | Start \ [
Start | Start | Start
Pﬂtﬂll;lhl. BASAL | PREMIXED PRE:;XED BASAL
(usually oy o (prebreak- RENE
(bedtime) < (pre- ! (premeals,
TDS | : fast & i
Is dinner) vedinoet] bedtime)
giameat) Optimise Optimise P Optimise
Optimise ' . Optimise i
dose = \ y Wy B i
Sequential
addlhf)n of Add 3
prastisl randial
insulin Y iF:\suIin h 4
BASAL PLUS | PREMIXED TDS . PREMIXED BD
Add (pre-meals and (pre-meals) PLUS PRANDIAL
basal bedtime) ‘ p e do;e (pre-lunch),
insulin | Optimise dose : . Optimise dose
R R v B S b
 BASAL BOLUS (prandial insulin at pre-meals, basal insulin at bedtime) Optimise dose
Note:
1. Metformin should be continued while on insulin therapy unless contraindicated or intolerant
2. Sulphonylureas/Meglitinides should be withdrawn once prandial insulin is used regularly with meals
3. Insulin dose should be optimised prior to switching/Intensifying regimens
Efficacy of Various Anti-diabetic Agents
MET su GLN AGI TZD DPP4-i SGLT2-i | GLP-1RA Insulin
Alcreduction, % | 1.0-1.5 0.4-1.6 1012 | 0508 0.5-1.4 0.5-0.8 0.2-0.8 0.5-1.4 >15
FPG vs PPG FPG FPG Both PPG FPG Both Both Both Both
Hypoglycaemia > > €> > >

Weight change €«>

Gl symptoms

Congestive heart
failure

Cardiovascular

€> €>

Bone loss

168,169
(Level I)

88-92
(Level I)

151-153
(Level 1)

113-116
(Level I)

121
(Level I)

References 160,161,171,

172 (Level I)

(Level I) (Level I) (Level I)

MET = metformin; SU = sulphonylureas; GLN = glinides; GLP-1 RA = glucagon-like peptide-1 receptor agonists; DPP4-i =
dipeptidyl peptidase-4 inhibitors; SGLT2-i = sodium-glucose co-transporter 2 inhibitors; AGI = a-glucosidase inhibitor; TZD =
thiazolidinediones
The efficacy data for the above anti-diabetic agents were established with baseline A1c level below 10%. Efficacy of all OADs is
dependent on the baseline A1c levels. The higher the A1c level, the more efficacious is the agent.

- Increased risk

- Beneficial : Possible benefit |:| Neutral I:I Minimal risk



