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ABSTRACT

Background: Good glycemic control is associated with reduction in the development and progression of long term
microvascular complications of both insulin dependent and non insulin dependent diabetes mellitus. Diabetic con-
trol is assessed by fastening, 2 hours post prandial glucose measurement but HBA1G is easy is to measure and gives
good control of average glycemic control over the previous three months, We conducted a cross sectional study to
assess HBAIC in 100 consecutive patients who had non insulin dependent diabetes for over 1 year from June 2009 to
December 2009 who had no acute medical or surgical problems.

Material and Methods: 100 patients who had non insulin dependent diabetes over minimum of 1 year, stable with no
acute medical or surgical emergency were selected from medical OPD and private clinics were selected after a verbal
consent. HBA1C was measured and bio data was recarded on a written Performa. The grouped into three groups
good, fair and poor control based on the HBA1C level of 6.5 or less, 6.5-7 and over 7 as poor recent IDF guidelines.

Results: Out 100, 54 patients (54%) were male and 46 (46%) were female. Mean age was 54.58 + 11.77 years. 10
patients have good diabetic contral having HBA1C of less than 8, 30% had fair (HBA1c 6-8) and 60% had poor
diabetic control (HBA1C > 8). Taking both fair and poor diabetic control together, 80 % had inadequate diabetic
control, There was no statistically significant association of HBA1C with gender P = 0.2,

Conclusion: According to our study majarity of nan insulin dependent patient has inadequate diabetic contral.
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INTRODUCTION

Diabetes mellitus (OM) is a syndrome of chronic
hyperglycaemia due to relative insulin deficiency,
resistance, or both'. It affects more than 120 million
people world-wide, and it is estimated that it will affect
370 million by the year 2030 °. Diabetes is usually
irreversible and, although patients can have a reason-
ably normal lifestyle, its late complications result in
reduced life expectancy and major health costs. These
include macrovascular disease, leading to an in-
creased prevalence of coronary artery disease, periph-
eral vascular disease and stroke, and microvascular
damage causing diabetic retinopathy, nephropathy
and neuropathy?.

Glycated haemoglobin provides an accurate and
objective measure of glycaemic control over a period
of weeks to months®, This can be utilized as an as-
sessment of glycaemic control in a patient with known
diabetes, but is not sufficiently sensitive to make a di-
agnosis of diabetes and is usually within the normal
range in patients with impaired glucose tolerance.
HbA _ estimates may be erroneously diminished in
anemia or during pregnancy, and may be difficult to
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interpret with some assay methods in patients who
have uremia or a haemoglobinopathy®. In clinical prac-
tice, HDA, _is usually measured once or twice yearly to
assess glycaemic control, permitting appropriate
changes in treatment and identifying inconsistency with
the patient’s record of home blood glucose monitor-
ing. HbA, _also provides an index of risk for develop-
ing diabetic complications, Prospective, randomized
clinical trials such as the Diabetes Control and Com-
plications Trial (DCCT)®, the United Kingdom Prospec-
tive Diabetes Study (UKPDS)’, and the Kumamoto
study have demonsirated that intensive therapy aimed
at lower levels of glycemia results in decreased rates
of retinopathy, nephropathy, and neuropathy®. Every 1
percent drop in A1C was associated with improved
outcomes and there was no threshold elfect® @,
Although the goal of the intensive interventions in
these studies was normoglycemia, with an A1C less
than 6.1 percent, the average A1C achieved in the in-
tensive therapy groups of these trials was around 7
percent'®', We conducted a eross sectional study in-
volving 100 NIDDM cases having diabetes for more
than one year who had no acute medical or surgical
problem and estimated their HBA1C 1o assess their
diabetic control.

MATERIAL AND METHODS

A total of 100 consecutive NIDDM patients who
had diabetes for over 1 year were selected from medi-
cal OPD and private clinics who had no acute medical
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o¢ surgical problems after a verbal consent. Their
H8483C was estimaled and was entered to a set pro-
Sorma. They were categorized into thee.

1. Good diabetic control HBAIC =6.5
2. Fair HBA1C 8.5-T
3. Poor HBAIC =7

Exclusion criteria was age <16 years old, preg-
mEncy. Urea mare than 40mg/di, diabetes =<1 year
Surason of presence of acute medical or surgical prob-
e

Ot 100 54 (54%) were male and 46 (46%) fe-
e Mean age was 54.58+ 11.77 years. 10 patients
S oood cabetic control having HBA1C of less than
& 3% had fair (HBA1c 6-8) and 60% had poor dia-
“Sese contro! (HBATG =8), Taking both fair and poor
Seese control together, 90% had inadequate disbetic
SSniteol There was no statistically significant associa-
o of BEATC with gender P02,

‘The goal of diabetes management ig to keep
Seos glucose levels as close to normal as safely as
PISTTE, witie avoiding biood glucose levels thal are
gt nyoerglycaemia) or 100 low (hypoglycaemia).
Ws se=ite of our study show that of the total study
Sesatsten only 10% of the patients have acceptable
SERte valuas of <6.5%, The remaining 90 % have
wslues snove the recommended cut off and hence an
enseswanie diabelic control status. These results are
= agreement with the results of other studies previ-
Sesly concucted around the country: Using HbA1 ¢
wmee of 7 5% as the cul-off for good diabetic control,
‘Sases concuctad in Karachi and Rawalpindi found
=8 I and 46.7% oi the study population respec-
Wty mac vaiues exceeding this cut-off indicating poor
Sanis of the disease. " Khalid Mehmood:-and A H
e i Pashawar used HbA1 ¢ of 8.2% as the cut-off
%5 poor conmrol and reported 51.43% patients with poor
Soesal T These results have important implications
Simcaiy Tha Disbetes Control and Complications Trial
WDCCT) = 1983, conclusively showed that intensive
Bacose control delayed the onset and progression-of
==rs neoral and nephropathic complications by 35%
% mees than 70%. In fact, it demonstrated that any
‘Sust=ned lowaring of blood glucose was beneficial,
We==oectve of previous glycaemic control. ' Undesir-
e control of the disease refiected in the majority of
SNF S=S=ris can De altributed to a number of factors,
e srncole one being lack of adequate knowledge
EBes e ci=ease, as evidenced by a study conducted
" Se=mawer which demonstrated thal 58% of the pa-
Serts Iscked appropriate education for disease man-
@gemens This group also had the highest levels of
SEAtc of 558% " Financial burder imposed on the

patients accounts for the majority of the patients with
suboptimum HbAlc levels. Inaccessibility to heaith
care facilities, psychosocial influences and non adher-
ence 1o treatment are other limiting factors for deval-
oping countries like Pakistan. Similar trends have been
observed in other south Asian countries. Chuang et af
showed that 55% of the patients from South Astan
countries had HoA1c values exgeeding 8%.% Thiz pat-
tern has also been reflected in other parts of the world.
A retrospective analysis of data from 1938-2002 in UK
found that =60% of the patients had poorly controlled
disease reqardiess of the cul-off used to determineg
good centrol®, while a Canadian study demonstrated
Hb&l c of 7.7% for 78% of the patients tested™. The
average HbA1 ¢ for patients in Australian population
was 7.3=1.#

The ADVANCE study in 2008 has demonstrated
that lowering the glycated Hb value to <6.5% leads to
a 10% relative reduction in the risk for major micro and
macro vascular events ™ This is reasonable target for
many but not all patients; more intensive treatment to
bring the target HbA1c within the normal range may
increase the mortality but nonstheless, maintains its
beneficial effects. ™ Therefore the target value should
be tallored according to every individual patient's re-
quirements. The presence of a greater number of fe-
males in the poor control group points to another im-
portant aspec! of the disease. Women in Pakistan have
a lower literacy rate as compared o males and have
been shown to be less aware of their disease.™ They
tend o spend less” and are less physleally active with
regard to their disease contral than men,
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