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This Is an unedited sample of slides presented
at the PACD (sponsored satellite symposia
excluded). We thank all the speakers for the
permission to include their slides in the

highlights. These slides should only be used for
educational purposes.

The organisers of PACD14 are not responsible
for the accuracy of the information on the slides




We wish to remember the late

Dr Ahmed Helmy

Chair PACD Organising committee
Passed away 29 " October 2009




PACD 14 — accredited from the American
Academy of Continuous Medical Education

Conference chair — Dr Sherif Hafez
Secretary General — Mahmoud Ashraft Ibrahim
Organising Committee:

- Tarek Al Baz

- Wafaa Al-Saed Ouda

- Gamila Nasr

- Hayan Tantawi
Venue — Fairmount Heliopolis Hotel Cairo
State of the art lectures — 6
Oral presentations — 60
Posters — 27
Workshops — 6

Satellite symposia: Sanofi, Servier and American Di  abetes
Association

Diabetes & Kidney in collaboration with the Egyptia n Society of
Nephrology and Transplantation

FOR AUTHORS AND TITLES SEE PACD14 SCIENTIC PROGRAMM E
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Il“” Annual workshops at PACD

Obesity

Diabetes and the kidney
Telemedicine

Medical writing

Diabetic foot

New workshop 2010

Cardiovascular risk




Theme 1
Epidemiology
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Top Countries with Obesity and Diabetes

.I|”H| Main concerns

ADULT OBESE POPULATION DIABETES IN ADULTS

Nauru 78.5% Nauru 30.7%

Tonga 56.0% United Arab Emirates 19.5%
Saudi Arabia 35.6% Saudi Arabia 16.7%

United Arab Emirates 33.7% Bahrain 15.2%

United States 32.2% Kuwait 14.4%

Bahrain 28.9% Oman 13.1%

Kuwait 28.8% Tonga 12.9%

Seychelles 25.1% Mauritius 11.1%

Seychelles 25.1% Egypt 11.0%

United Kingdom 24.2% Mexico 10.6%




Causes of Obesity

Genetics : 65-75%

Environment : 25-35%




'||”H| Abdominal obesity predicts adverse
outcomes such as sudden death

p for trend
=0.0003

D X
0 -2
jh
._,q)
®)
S 2
v S
28

Age-adjusted
relative risk

./.F

1 2 3 4 5
Quintile of BMI

Quintile 1 2 3 4 5
SAD (cm) 12-19 20-21 22-23 24 25-35
BMI (kg/m 2) <23.2 23.2-24.9 25.0-26.6 26.7-28.4 28.5-47.7

SAD: sagittal abdominal diameter; BMI: body mass index




.||HH| Tackling obesity: population
based Interventions

Transportation system
Agricultural subsidies
Advertising

Built environment

Taxation




Theme 2
What have we learnt from trials?




.I|”H| A1C During DCC

Intensive
— Conventional

and Follow-Up

Conventional group
encouraged to switch
to intensive treatment

g

Adapted from: N Engl J Med 329:977-86,1993; EDIC: JAMA 287: 2563-9;2002




-|||m| Post-Trial Changes in HBA1C

Sulfonylureal/lnsulin vs. Conventional

by

p=0.008 p=0.14 p=0.82 p=0.84 p=0.99
1997 1998 1999 2000 2001
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The NEW ENGLAND JOURNAL of MEDICINE

Three-Year Efficacy of Complex Insulin
Regimens in Type 2 Diabetes

Rury R. Holman, M.B., Ch.B., F.R.C.P., Andrew J. Farmer, D.M., F.R.C.G.P.,
Melanie J. Davies, M.D., F.R.C.P., Jonathan C. Levy, M.D., F.R.C.P.,
Julie L. Darbyshire, M.A., M.Sc., Joanne F. Keenan, B.A., and Sanjoy K. Paul, Ph.D.,
for the 4-T Study Group*

CONCLUSIONS
Patients who added a basal or prandial insulin-based regimen to oral therapy had
better glycated hemoglobin control than patients who added a biphasic insulin-based
regimen. Fewer hypoglycemic episodes and less weight gain occurred in patients add-

ing basal insulin.

N ENGL ) MED 361;18 NEJM.ORG OCTOBER 29, 2009




'||”H UKPDS: “Legacy Effect”
of Insulin/Sulfonylurea Therapy

After median 8.8 years post-trial follow-up
Aggregate Endpoint 1997 2007

Any diabetes related endpoint RRR:
P:

Microvascular disease RRR:
=5

Myocardial infarction RRR: 16%
P: 0.052

All-cause mortality RRR: 6%
P. 044

Holman RR, et al. New England Journal of Medicine 2008; 359:1577-1589




||| RECORD Trial
”H| Rosiglitazone vs. SU or Met on Background of Met or SU

Rosiglitazone Control HR (95% CI) p-value
(n=2220) (n=2227)
Primary outcome 321 323 0.99 (0.85-1.16) 0.93
(CV hospitalization or CV death)
Death

all cause 136 0.86 (0.68-1.08)
cardiovascular 60 0.84 (0.59-1.18)
Myocardial infarction* 64 1.14 (0.80-1.63)
Stroke* 46 0.72 (0.49-1.06)
CV death, Ml or stroke 154 0.93 (0.74-1.15)
Heart failure* 61 2.10 (1.35-3.27)

* Fatal and non-fatal
Home PD, et al. Lancet. 2009; 373:2125-35.




Characteristic

ACCORD

Comparison of Recent Studies

ADVANCE

VADT

N

10,251

11,140

1,791

Mean age

62

66

60.4

Duration

10 yr

8 yr

11.5 yr

Hx CVD

35%

32%

40%

BMI

32.2

28

31.3

BL mean A1C

8.3%

7.9%

9.4%

Statin use

62% S8%

28% 47%

58% 84%

Antiplatelet use

94.5% 5.5%

48% 52%

6% 2 3%

Study duration

3.4

5.0

6.0

Target A1C

<6% vs 7-8%

<6.5% vs “Usual”

<6% vs 8-9%

Achieved A1C

6.5% and 7.5%

6.3% and 7.0%

6.9% and 8.4%

LDL at end

91

102

75

BP at end

127 | 67

136/ 74

127 /1 69

@ Smokers at end

9.9%

8%

17%




VADT

Type 2 Diabetes

ACCORD

Effect of Intensive Glucose Lowering on Macrovascul ar
Complications in

ADVANCE

Primary outcome

Non-fatal Ml
Non-fatal stroke
CVD death

Hospitalization for CHF

Revascularization

Non-fatal Ml
Non-fatal stroke
CVD death

Non-fatal Ml
Non-fatal stroke
CVD death

Hazard Ratio for

primary outcome
(95% CiI)

0.87 (0.73 — 1.04)

0.90 (0.78 — 1.04)

0.94 (0.84 — 1.06)

Hazard Ratio
for mortality
(95% CI)

1.07 (0.80 — 1.42)

1.22 (1.01 — 1.46)*

0.93 (0.83 — 1.06)




A Broader View of CVD and Diabetes
Implications of ACCORD, ADVANCE and VADT

| : |
Study I\/Ilcrovrascula CVD Mortality

UKPDS

DCCT/EDIC

ACCORD

ADVANCE

VADT

nital Tral

KP ive Di KPD . L L1 ;352:854- .
UK Prospective Diabetes Study (U S) Group. Lancet. 1998;352:854-865 Long Term FO”OW‘Up

Holman RR. N Engl J Med. 2008 Oct 9;359(15):1577-89. DCCT Research Group. N Engl J Med 329;977-986, 1993
Nathan DM, et al. N Engl J Med. 2005;353:2643-2653. Gerstein HC, et al. N Engl J Med. 2008;358:2545-2559.
Patel A, et al. N Engl J Med. 2008;358:2560-2572. Duckworth W et al N Engl J Med 2009;360:129-39




Conclusions & Implications

Comprehensive care involves treatment of all modifi able CvD
risk factors

DCCT and UKPDS follow -up studies demonstrate intensive
glycemic control reduces micro- ancinthcraves@satbr dissesse

But... glycaemic control seems to provide CVD benefit If initiated
early in the disease course

Intensive treatment of BP and lipids reduces the im pact of
glycaemic control on micro- and mdataraseseulaocyrnplicatiamsns




How the trials translate In
clinical practice?
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Theme 3
Diagnosing diabetes

How to lower blood glucose
Targets




III
l“” How to achieve of optimal glycaemic
control and CVD risk reduction?

Strategies for early diagnosis and therapies

Monitoring

Treat to targets

Patient concordance




ADA Clinical Practice Recommendations
Diagnosis of new Diabetes now includes Alc> _ 6.5%

A1C3 6.5%

Test performed NGSP certified and standardized to DC  CT*
FPG=3 126 mg/dl

No caloric intake for at least 8 hours

2 hour glucose 2 200 mg/dl during an OGTT
Test performed as per WHO (75 g glucose)

If classic symptoms of hyperglycemia = random gluco se® 200 mg/dl

NORMAL PREDIABETES IFGorIGT DIABETES

FPG < 100 FPG > 100 — 125 (IFG) FPG > 126

2-h PG < 140 2-h PG 140 — 199 (IGT) 2-h PG > 200

Ales L T Alc 5.7 - 6.4% Alc > 6.5%

American Diabetes Association.  Diabetes Care 33(Suppl 1), 2010




III
”H ADA/EASD Revised Algorithm for T2DM

Tier 1: well-validated therapies

el

STEP 1 STEP 2

Tier 2: Less well validated therapies

Check HbAlc every three months until HbAlc is <7% a nd then at least every

6 Tmonths. T he mterventions should be changed it Hb AITis 7%
Nathan DM, et al. Diabetes Care 2009;32:193-203
Nathan DM, et al. Diabetologica 2009;52:17-30




ADA/EASD Consensus Statement,

Diab Care, Oct 22, 2008 online
publication

Initiation and adjustment of insulin regimens.

lifestyle and meal schedule into account. The
algorithm can only provide basic guidelines for
initiation and adjustments of insulin. Premixed
insulins not recommended during adjustment of
doses; however, they can be used conveniently,
usually before breakfast and/or dinner, if proporti
of rapid- and intermediate acting insulins is simila
to the fiy i '
If fasting bg is target
range (3.9 — 7.2 mmol/l [70 —
130 mg/dl]) check bg
before lunch, dinner, and
Yes bed. Depending on bg
results, add second
injection as below. Can
usually begin with ~4 units

and adjust by 2 units every




Diabetes Management: The Big Picture

FOd MEASUREMENT FREQUENCY
Al1C Less than 7.0% Every 3-6 months
Before meal, bedtime, and mid- As needed to ensure control
: . 70-130 mg/dL .
GLUCOSE sleep finger-prick glucose and to avoid hypoglyc.
1-2 hours after meal finger-prick
glucose
BLOOD PRESSURE Office blood pressure <130/80 mm Hg Every visit
<90 mg/dL (<80 mg/dL with vascular disease,
smoking, fam hx early CAD, HTN)
-or- Non-HDL cholesterol (total <130 mg/dL (<100 mg/dL with vascular disease,
cholesterol — HDL chol.) smoking, fam hx early CAD, HTN) Annually; more often while
-or- LDL cholesterol (requires <100 mg/dL (<70 mg/dL with vascular disease, adjusting treatment
fasting) smoking, fam hx early CAD, HTN)
HDL cholesterol >40 mg/dL (>50 mg/dL for women)
Triglycerides (requires fasting) <150 mg/dL
WEIGHT BMI 18.5-24.9 kg/m? (promote weight loss if 25) Every visit
Albumin-to-creatinine ratio; <30 mcg/mg;
creatinine — estimated GFR  Stable (>60 mL/min/1.73m 2)

Can feel 10 gram filament, vibration testing,
normal pulses, skin, structure, gait

EYE Dilated eye exam Normal Annually

No symptoms, aspirin if CVD or >40 or multiple
risk factors, stress testing with symptoms

DEPRESSION Are you sad or blue? Not usually Every visit

TOBACCO Medical history None Every visit

SEX History No concerns; contraception Every visit

At diagnosis; at least annual
update

DENTAL History, exam Exam (dentist), twice annual cle  aning Annually

EDUCATION History Understands all aspects of care At diagnosis; annual update

GENERAL HEALTH History Vaccines, cancer screening, li  ver test (ALT), etc Review at least annually
Buse JB. Standards of Care. In: The Uncomplicated Guide to Diabetes Complications, 3rd edition. Pfeifer M, ed. American Diabetes Association,.

<180 mg/dL As needed to ensure control

Apolipoprotein B (ApoB-100)

CHOLESTEROL

KIDNEY Annually

FEET Complete exam Annually

CvD History and physical Every visit

LIFESTYLE History Appropriate nutrition and physical activity




“ | Theme 4: OTHER OBSERVATIONS

2) DIABETES AND CANCER

1
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SEE YOU PACD 15
22 — 25 MARCH 2011




