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As the symposium of articles in this 
issue shows, there are now many 
options for managing type 2 diabe-

tes. Potent new oral or injectable hypogly-
caemic medications can be added to older 
drugs or used alone. In addition to met-
formin, the British National Formulary 
(Joint Formulary Committee, 2013) lists 
five sulfonylureas, two meglitinides, four 
dipeptidyl peptidase-4 inhibitors, two glu-
cagon-like peptide-1 agonists, an inhibitor 
of intestinal alpha glucosidases, a sodium-
glucose co-transporter 2 inhibitor, and a 
thiazolidinedione. Their various formula-
tions form a list of 30 drugs in MIMS 
(www.mims.co.uk/).

Twenty-six variants of insulin are listed. 
These now include a concentrated U200 
variant, a sad reflection on modern times 
when, according to the National Diabetes 
Audit 2009–10, over 80% of people with 
type 2 diabetes are overweight or obese so 
are often insulin-resistant (NHS 
Information Centre, 2011).

What is the puzzled physician to do? 
And, more to the point, what is the poor 
patient to do? Battered by diet sheets, 
nagged about exercise, terrified of compli-
cations, surrounded by pills and injec-
tions, and human like the rest of us. And, 
of course, with his or her own life to lead.

What do patients want from 
their diabetes treatment? 
Patients want to feel well and stay well, and 
not die earlier than their peers. They want 
their treatment to be as hassle-free as pos-
sible without nasty side effects. Life should 
be fun, work rewarding, holidays fantastic. 
And while healthy eating can be delicious 
and exercise invigorating, beer and crisps 
and the football on the telly beckon. 

And do any of us ever take medication 
precisely as prescribed? A Scottish study of 
patients on either metformin or sulfonyl-
urea alone showed that only a third of 
patients on oral hypoglycaemic drugs 
actually took the drug for ≥90% of days, 
and concordance worsened as the num-
bers of tablets a day rose (Donnan et al, 
2002).

What is our aim in treating 
diabetes? 
The Quality Outcomes Framework (2012) 
rewards practices for: ‘The percentage of 
patients with diabetes in whom the last 
IFCC- HbA1c is 59 mmol/mol (equiva-
lent to HbA1c of 7.5% in DCCT values) 
or less (or equivalent test/reference range 
depending on local laboratory) in the pre-
ceding 15 months’. 

But type 2 diabetes is not just one con-
dition. And each person with diabetes is 
different. This point is strongly made by 
the most recent international guidance on 
the management of hyperglycaemia in 
type 2 diabetes (Inzucchi et al, 2012). 
This guidance adopts a commonsense 
approach to management which advo-
cates tailoring the treatment to the patient 
after consideration of the following 
points:
n	 Patient attitude and expected treatment 

efforts 
n	 Risks potentially associated with 

hypoglycaemia or other adverse events
n	 Disease duration
n	 Life expectancy
n	 Important comorbidities
n	 Established vascular complications
n	 Resources, support system.
Any treatment plan should be discussed 
and agreed with the patient.

And is our only aim reducing glycaemia? 
Of course not. Diabetes treatment may 
continue for decades. We lack large, long 
studies of many of the newer hypoglycae-
mic agents to be sure that major end 
points – such as reducing morbidity and 
mortality – definitely outweigh adverse 
effects. And the water is muddied by the 
combination of genetic and environmen-
tal factors, and the effects of diabetes and 
its metabolic complexities, glucose-lower-
ing medications, myriad complications 
and their treatment, and the fact that fre-
quent check-ups may find otherwise hid-
den non-diabetic problems.

Conclusions
Tailored lifestyle measures with education 
and support for self-care should remain 
the cornerstone of treatment. And if med-
ication is needed start simply with long-
established medications and ensure con-
cordance before concluding that other 
treatment is needed. Stop drugs that do 
not work. Then select, with the patient, 
the most suitable newer agent after careful 
consideration of the benefits and risks for 
that particular patient. BJHM
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Treating people with type 2 diabetes

key points 
n	 Tailored lifestyle measures with education and support remain the cornerstone of treatment.

n	 Personalize treatment to patient wishes, situation, condition and safety.

n	 Start with long-established drugs first.

n	 Check concordance before altering treatment.

n	 Balance the benefits of each drug (alone or in combination) against any risks.


