
M e d i c a l  p r o b l e m s

MANAGING THE NON.INSULIN
DEPENDENT DIABETIC PATIENT

reviouslr' I cliscussecl the epicler.ni<ll-
o g 1 ' o f  c l i a b e t e s .  p r i n c i p l e s  o f
screcning ar.rd diagnosis ancl the ini-
t ial  assessment ol ' the neu' cl iabetic.
In this isstre I  aclclress the manaqe-

ment of thc non-instr l in clepcnclent cl iabetic
patient. Tl.re reaclel is ref'erred to thc Sotrth
Af r i can  g t r i c le l ines  fo r  t l re  managenten t  o f
n o n - i  n s u l i n  c l c l r e n c l c r r  t  c l i a b c t e s  n r e l  I  i t r , r s
recently publ ishccl ' .

Tl. tc primary. objectives of treatment are
sunr t la r i sed  b ' r '  the  European non- i r - rsu l i r - t
depcnclent cl iabetes rnel l i tus pol icv groupr.
L  Rc l i c l 'o l  sv r l l ' r tonrs
2. Inrptrvcments of the quali t_v of l i f 'e

3 .  Prevcnt i< )n  o f  acu te  anc l  chron ic  ( long

term) complications
{. Rcclucti<ln of mortal i t l
5. Treatnre nt cl f  acc<lnrpanvir-rg cl isr lrclers
The nrauagemcnt plan of the new non-insul in
deper"rdent cl iabetic sh<lulcl includc t l .rc t l rree
fbl lorving clenrcnts:
I  Eclucation to cnable self ' -cale
2. Nutr i t i r lnal aclvicc
.1. Elaltration of metab<llic and risk factrlr tar-

gcts with initiatiorr of appropriate therap\'.

Education
This is one of thc r.nost ncglccted asl lccts in
thc init ial  contact with the cl iabctic patient.
D iabc tes  is  a  l i fe - long c l i sease .  wh ich  w i l l
aff'ect most aspects of the patient's life.

Dur i t - rg  the  i r . r i t ia l  v is i t .  two issues  are
important:
a .  T l r e  p a t h o p h . v s i o l o g , v  o f  d i a b e  t e s  c l e -

s c r i b e  c l  i n  l a 1 ' n r a n ' s  t e r m s  s o  t h a t  t h e
patiel l t  has a clear idea about cause and
efl-ect.

b .  N u t r i t i ( ) n  a n d  e x e r c i s c .  T h e  p a t i e n t
shou ld  t le  encouragec l  to  exerc isc  and
rc fe r rec l  to  a  c l i c t i c ian  i f  a t  a l l  poss ib lc .
E x e r c i s e  g u i d e  l i n e s  a r e  a v a i l a b l e  " .
Exercisc at aerobic levels. such as walk-
ing. which is less than that recommenclcc,
in gniclclines, rnay be vahrable'.

It is critical hr)wer.er. that the d()ctor realises
that there are other issues that will r-reed t<l
be aclclresscd at firture visits. Sclnre <>f these
afe:
l .  What consti tutes goocl control ancl how

to achieve it'/
2. Nleclicatior.r - dosing ancl sicle-cffects

-1. Recognising h1'pogl1'caerl ia and irnlrend-
ing l tr  pt 'rglr cuenric crnergcn<' ics

.{. F0ot ancl eYe care
5. Pslchological aspects of cl isc:rse
Somc centres may be f irr tr"rnate enough to
have the help of '  a diabctes ntrrse/echrcator.
She w i l l  be  wor t l r  her  we igh t  in  go ld  b1 '
enabling the patient to corne to tern.rs with

l.ris/her diabetes. If tl-ris is not available. hov'
ever. i t  is aclvisable that the cloctor kecps a
checkl ist of topics to covcr on sr.rbseqtrcnt
visi ts.

Nutritional advice
' l 'he 

importarrce of weiglrt  c:ontrol canlrot bc
over er.nphasised. Tlre <lbese ; lat ient nrnst bc
encourag;ed to lose u'eight. Even a moclest
recluct ior.t  b1' a few ki lograms rnav lcacl to
improved g l l caemic ' ' .  b lood pressure  anc l
blood l ipid prof i les. ' I l ' rus. 

real ist ic targets fbr
weight corl trol shoulcl bc set.

Again the help ol 'a cl iet ician is ir .rdispens-
able. l'he patient shoulcl avoicl tiee sugar and
foocls shoulcl be pointed out that neecl to bc
avoidecl or t lken in moderation.

Evaluation of metabolic and risk factor
targets
l)uring the initial evaluation risk fhctors sucl.t
as smoking and clbesitr.wi l l  have been identi-
fiecl. 

-l'hese 
should be adclressed and a plan

of  ac t io r . r  dec idec l  upon w i th  thc  pa t ien t
activel,v taking part in thc decision-ntaking
process.

The f irst metabolic target of concern is
the level of glvcaemic contr() l :  most guide-
lines rcgard fasting bloclcl gh.rcose values >7.ft
rnmol /L ;  non- fas t ing  va lucs  >  1O.O mmol /L
and HbA'C ) 2lzo pr) ints above the upper l imit
ol normal, as acceptable'.

l'he initial maltagement clf most of tlrese
patients shoulcl be a 4-8 week trial of dietary
tlrerapr,. If initial values exccecl 20 mm<>l/\.
some advocate a more aggressive approach
wit l .r  the Maro group- giving insul in in this
group till bettcr control is achievecl and tl-ren
considering oral therapv. The South African
gu ic le l ine  fo r  management  o f  non- ins t r l i r . r
clepenclent (liabetes rnellitus at primary care
level advises that for random bloocl glucosc
values greatc:r than l5 rnmol/I-, lifestvle modi-
f lcat ion plus oral agents should be init iated'.
If the patient is thin ancl/or severelv s)'mpto-
mat ic  re fe r ra l  to  a  spec ia l i s t  i s  p re f 'e rab le
fiom the start.

T 'he  minor i ty  o f  s r - rb jec ts  w i l l  ach ieve
go<ld control on cliet alone ancl a subsequent
in terv'ention is warrantecl.

Traclitionallr', the patients are divicled into
ts 'o  g roups :  non-obese and obesc .  I f  o ra l
agcnts are ir.rdicated sulphonr-lureas arc start-
ed in the non-r>bese and biguanicles in the
<lbese.

Sulphonvlureas ('l'able 1) shoulcl be start-
cd at a lowest close ancl increasccl as neecled
to the maximum ever,v 3-4 wecks. In the
clderly, h1'pogl1'caemia poses a seriotrs r isk
ancl shorter acting drllgs sr.rch as tolbutamicle
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Random blood glucose < 15 mmol/l Random blood g lucose > 15 mmol / l

Dietary therapy 6-8 weeks

Clycaemic targets still not reached

Start minimum dose of sulphonylurea/
glucosidase inhibitor (if fasting blood

glucose is normal)
Start minimum dose biguanide/

glucosidase inhibitor

Glycaemic targets still not reachedGlycaemic targets still not reached

Increase dose steowise ti l l  maximum

Glycaemic targets still not reached Glycaemic targets still not reached

Add second class of agent, again minimum dose
progressing ti l l  maximum dose

Clycaemic targets still not reached Glycaemic targets still not reached

Consider  insul in

Glycaemic targets: Fastin€a blood glucose < 7-8 mmol,/L Non-fasting blood glucose > 10.0 mmol/L
HBATC>2o/o above upper limit of normal

Figure 1: Managing non-insulin-dependent dlabetes mellitus in the patient
who is nelther acutely lll nor has rapid weight-loss

lf the potient is
thin ond/or severely

symptomotic,
referrol to o speciolist

k preferoble
from the stort.

are preferable. Mild renal insuffrciency may
require dose reduction and, if severe, it is
contraindicated.

The only biguandine used is Metformin.
The initial dose is 500-850mg/d which can be
increased after one week to two tablets per
day. Maximum daily dosage is 3 grams. This
agent must not be used in patients with
impaired renal  funct ion,  sept ic  shock,
ischaemic l imb or major surgery. Gastro-
intestinal intolerance is common.

A new class of oral agents is now avail-
able. a-glucosidase inhibitors (Acarbose)
decrease postprandial hyperglycaemia. Their
exact foles have to be defined as yet but they
are probably as effective as the other agents.
I t  is  important  to  s tar t  wi th a low dose
(50mg14vy1 and to increase to 5O-100m9
with meals only if no GIT symptoms.

rffhen target goals are not reached despite
compliance with diet and taking of tablets,
suphonylureas and a biguanide can be com-
bined. Acarbose can also be added to a dif-
ferent class of oral hypoglycaemic. It should

be stressed that adjustments should be made
only if control is poor on a number of occa-
sions and not on one glucose reading only.

If in spite of combination therapy gly-
caemic contro l  is  s t i l l  poor  then insul in
should be considered. Always check compli-
ance, diet, and for the presence of other
causes of uncontrolled glucose like malignan-
cy, tuberculosis or hyperthyroidism.

There are essentially three options for the
normal weight or moderately overweight dia-
beticr.
1. To continue oral agents and to add bed-

t ime intermediate act ing insul in
(Protophane; Monotard, Humulin I\r) (0,1-
0,3Ulkg). Increase weekly by four units
at a time until adequate control of fasting
blood glucose is achieved (up to a max of
0,6u^g.

2. To initiate insulin once a day without the
ofal agents.

3. Discontinue oral agents and start twice
dai ly  mixed insul in  eg.  Actraphane
(O,3ulkg) twothirds given in the morning
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and one-third in the evening.
Option one might sti l l  neecl insulin twice
claily if once daily does not achieve control or
if d<-rse exceecls 40-60 r.rnits per day.

Grossly overweight patients who do not
control on diet and oral agents should be
referred to a specialist. Option one has some
possib le advantages,  one being that  less
insulin is neecled but it is also more costly.

An approach to treatment of non-insulin
dependent  d iabetes mel l i tus is  g iven in
Figure 1.

Self-monitoring
It stands to reason that making major adjust-
ments to therapy on single glucose readings
is inadequate. Therefbre the ideal is for the
patient to do home capillary blood glucose
moni tor ing.  This enables the pat ient  to
detect hypo- and hypergl_vcaemia timeousll'
and gives the doctor the opportunity for
more rational decision-making.

The patient shoulcl monitor his glucose
one to three times daily and chart it in a
diary. Before meals, two hours after meals,
n ight- t ime,  bedt imc and 3 o 'c lock in  the
morning are t imes at  which moni tor ing
should be done. In the init ial stage, when
control nceds to be achieved, three readings
a day for a week or so would be preferable.

The doctor or expcrienced nurse shoulcl
check sel f -moni to l ing technique once or
twice a year .  Extra tests should be per-
fbrmed during ilhress or prior to strenuous
activities. Urinary ketones should be tested
for during illness ancl when blood glucose is
>  20  mmo l /L  and  i f  p resen t  t he  doc to r
should preferably contactecl.

The importance of achieving adequate
glycaemic control cannot be over-empha-
sisecl. There is no doubt (even in non-insulin
dependent cliabetes mellitus when compared
to insulin-dependent cliabetes mellitus) rhat
glycaemic control is one of the strongest pre-
dictors of krng-term complications.

Blood pressure and lipid control will be
discussed in subsequent issues. O

Table l: Dosages of commonly used
oral agents
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Minimum/day Maximum/day

Sr-rlpl.ronylureas
Glibenclamicle ( Daonil,
Lir.rglucon Glycomin)

2  i r n o 15uig

Gliclazicle (Diarnicron) 40urg J20rng

Glipizide (N,{inidiab) )  Sn ro 30tt-tg

' l i ) l l )ut i lur icle

( Ilustin<x-r. Tr.claclc-r )
25( ln tg I  t ( t_ ' d

GlLrc<>siclase inhibitors
Acarb<>se (GlucoblLl ')

50rng 300u9

l l iguanicle s
Metfirlrnin
( Gh-rcophage. Dcxtlin )

500nrg bd 7<t

Cllucophage F tt50mg

Medical Softrware for Practitioners
f-or the first time in South Aliica a compre-
hensive range of  medical  sof iw:rre rs now
avai lable lbr  mcdical  pr : rct i t ioners and spe-
cia l is ts.  Cornpleat  Soiut ions,  a [ )urban-
based computer compan"\ ,  u 'h ich specia l ises
in et lucat ional  sof isare programs, has
recenf l t '  acquired var ious overse:rs sofn 'are
i r p (  r ) (  i e s  spec ia l i s rng  i n  r ne , l i c i n . .
I lanv of  thc CD-lLONI rru l t i -media pro-
grams now available cater fbf all branch"s
o[  medic ine and are especia l ] r ,  useful  lbr
pr ; rct i t ioners in lural  areas lvho do not  have
read.\ ,  acces.  to thc latest  developments in
surgical  techniques.  Suclr  r ru l t i -media pro-

€ r ' i rms  ; r l e  i nva luab le  t e r , ch i ng  o r  l e i r r r r i ng
a i , l s  l o r  r ned i ca l  p rac t i t i one rs ,  L rn i r  u r s i t i c s .
technikons and students.  The p.r ,g, , , t r "
inc lude such mater ia l  as:
.  The s 'e l l -knorvn A. l ) .A. i \ l

I  
Dissect ion of ,Anato:ny lbr  Medic ine) mul t i -

-  
media str ics lb l  tcaching and Iearning
anatoml '  and phvsio log, .
.  GOLD S1'ANI)ARI)  mul t i -media ser ies
rvhich includes educat ional  sof t . .are such as
the Complete Vis ib le Human , \ la le rvhich
allonts medical educ.rtors, phvsicians and
students to have indered acccss to the
Vis ib le Human Project  data.
.  SIL\ /ERP[,r \TTlrR ser ies rvhich al lows
the general plactitioner access to a d-r'namic
rnethod ofr . ieu, ing the latest  advances in
m .d ' c i nc  and  n red i ca ]  p raL  t i L  e ,  l l i gh reen
indiv idual  CI)-ROi\ \s,  each contain ing lbur
hours ol  lectures in adul t  pr imar l '  medic ine
comp i l e , l  I t v  spec iaJ i s t s  f r om top  un i ve r s i -
t ies.  Othcrs inc l r . :de subjects such as
Obstetr ic  L l l t rasound, Current  Techniques
in Surgelv Hernia Repair  -  Laparoscopic

I  Chol lcvstcctomy, etc.
. \\/AVI'IRLY IN]'ERNATIONAL nou'
has nran"r 'publ icat ions a"ai lable in mul t i -
media fbrmat and includes such mater ia l  as
STlr i \  I ) r \1AN'S nIEDICAL l ) ICTI O-
Nr\RY on Ct)-ROi\i and TL,ACHING
RADIOLOCY on CD-ROi\ I  bv the
Roentgen Societ-t.

For further information on these and
many more products, please contact:
\Vestern Cape .- Derek Henkel
at Data Connection Systems (Pty) Ltd,
tef ,  (021) 510-5140, fax (02I)  510-5150,
e-mail: datcon @ilink.nis.za
Rest of South Africa - Marlene Sutton
at Compleat Solutions cc.,
tel (051) 303-5252, fa,r (031) 303-5205,
e-mail: compleat@iafrica.com

Crossly ovevveight
patients who do not
control on diet ond
oral agents should
be referred to a
specialist.

MAY4UNE 1 997




