General principles of glycaemic control 

1. If glycaemic control is suboptimal this is a cue to review and reinforce:
· Patient understanding of their condition

· Concordance with medication

· Understanding and concordance with dietary and activity advice 

· Patient motivation

2. If changes in approach or in medication are necessary then these should be fully explained and understanding checked.

It should be noted that the International Diabetes Federation has recently produced Global Guidelines for the Management of type 2 Diabetes and there are clear guiding principles with which you should be familiar.  Some of these are summarised below:

· Remember that blood pressure control, achieving lipid targets and stopping smoking are also important and may have individual effects similar to those of good glycaemic control.

· Multifactorial interventions in which good glycaemic control is pursued in addition to tackling blood pressure, cholesterol and smoking are more effective than single factor interventions in reducing long term complications and vascular disease (Steno 2)
· The traditional reactive approach to management of hyperglycaemia of: diet and exercise -oral monotherapy-uptitration of oral monotherapy- combination therapy and finally- addition of insulin on the basis of widely spread HbA1c measurements can lead to significant delays in achieving good glycaemic control.

· Relatively short periods of poor control (i.e. 1-5 years) can significantly increase the risk of complications(ref).  
· A vanishingly small number of those with type 2 diabetes will maintain an HbA1c of < 6.5% on diet and exercise alone and this should be an option for treatment only in those who decline medication or in whom medication is contraindicated-this would be an extremely rare occurrence.

· A proactive approach utilising self monitoring of blood glucose and regular HbA1c checks (3 monthly in the first instance) should enable the aggressive up titration of treatment required to achieve glycaemic targets within 6 months of diagnosis.

· Since 75% of patients do not achieve glycaemic targets on monotherapy a policy that introduces combination therapy at an early stage is more likely to be effective and has been associated with less side-effects.

· Drugs with complementary actions should be chosen.

· When selecting appropriate hypoglycaemic agents attention should be paid to the underlying pathophysiology of the condition.  Where insulin resistance is the primary problem we therefore suggest the use of agents that address this directly.  Currently these are Metformin and the Thiazolidinediones.

· Specialist care and a multidisciplinary team approach are associated with better outcomes.  Newly diagnosed patients should therefore be referred to/managed in an appropriate unit able to deliver specialised diabetes care.  Guidance does not specify where this unit should be based.

