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Prediabetes*

FPG 100-125 mg/dL
(5.6-6.9 mmol/L): IFG

OR

2-h plasma glucose 140-199 mg/dL
(7.8-11.0 mmol/L): IGT

OR

A1C 5.7-6.4%

* For all three tests, risk is continuous, extending below the
lower limit of a range and becoming disproportionately
greater at higher ends of the range.

American
A Diabetes American Diabetes Association Standards of Medical Care in Diabetes.
. Association. Classification and diagnosis of diabetes. Diabetes Care 2017; 40 (Suppl. 1): S11-S24
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, Nivakag 1.2. Katnyopieg auénuévou Kivduvou avdmtuéne ZA (MpodiaBATng)
KateuBuvtnpies

O&nyies [Auk6Zn TTAGopaToc vhoTeiag 110-125 mg/dL (IFG)!

yiatn Amxel’pla’n ["AUKOCN TTAdopaTog 2 wpwvV (KaTd Tn dokiyacia eoépTiong e YAukoeZn 75 yp.) 140-199
Tou AIuBntIKOU mg/dL (|GT)2

AcBevous
1IFG: Impaired fasting glucose (Aiatapaypévn Mukoln NnoTeiag).

2|GT: Impaired Glucose Tolerance (Alatapayuévn Avoxr otn FAukodn).

*Edv dev yiver OGTT dev urropei va armokAsioBei n utrapén 2A 1y ouvdmmapén the IFG ue IGT.

Or1 niuég yAukdlng vnaoreiag mou Exouv KaBopioTei arrd tnv Auspikavikyy AiaBnroAoyikn Eraipsia we
SlaxwpIoTIKO Opio yia Tnv katnyopia tn¢ Aiarapayuévns F'Aukdlng Nnoreiac (IFG) ivar 100-125 mg/
dL. H T1I0Y ka1 n Evpwmaikn Eraipeia AiaBntn (EASD) diapoporroiouvrar o€ auto 10 onueio, Kai
Ocv BewpoUv WS KATWTEPO BIaXWPIOTIKO Opio Thv Tiun Twv 100 mg/dL, aAAd twv 110 mg/dL. H EAE
ouvrdaoeral ue 1I¢ Eupwtraikéc kateuBuvthpies odnyisc.

H EAANvIKA AiaBntoAoyikr) ETaipeia dev guvioTd TN XpnoIYoTToingn TS
HbA1c w¢ péBodo didyvwang Tou TTPodIaBnATN TTPOC TO TTAPOV aTnNV EAAG-
Oa, dAAG eEVEI OTN XPACON TNES TIMACS YAUKOZNS TTAACHATOC (VNOTEIQC 1) ME
OGTT) yid Tov GKOTTG aUTO.




2YXNOTHTA NMPOAIABHTH




COULD IT
BE YOU?

86 million American
adults—more than
1 out of 3—have

MILLION prediabetes

AR AR AR AR ~117 people with prediabetes
FQE@@@@Q”_ ol- J.'\J/ do not know they have it
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Prevalence of Prediabetes In

Children/Adolescents in the U.S.

20 - 20 -
18 - 18 - i 17.2
16.1 AEE
16 - 16 -
~~ ~~
é 14 13.1 é 14
g 12 - g 12 - 10.3
8 10 - 8 10 - s
c c
S 40 =]
g 6- g 6-
44 34 4 -
2 2 -
o T T 2 o . Y
Impaired Impaired IGT and/or Non- Mexican- Non-
Glucose Fasting IFG Hispanic American Hispanic
Tolerance Glucose Whites Blacks
(IGT) (IFG)

Li C, et al. Diabetes Care. 2009;32:342-347.
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AY=HMENOZ KINAYNOZ I'A MPOAIABHTH

HAIKia >45 £€1n

MNepigépeia péong >102 cm (avdpeg) kar >88 cm (YUVAIKEC)
Agiktng palac cwparog >30 kg-"m2

OIKOYEVEIOKO 10TOPIKO diaPnTn o€ yoveig, adéA@ia, Traidid
loTopIKO UTTEPTAONC 1) KapdioayyEIaKnC VOOOouU

loTopikO duoAimidaipiac (vwnAa TpiyAukepidia, xaunAn HDL)

loTopikd dilaBniTn KUNONC

["évvnon TTaidiwy PJE owpaTko Bapocg >4 kg

['uvaikeg pe oUVOPOUO TTOAUKUCTIKWY WoBnKwv

ANWn eapudkwy amo ekeiva mou TpodiabéTouv o augnon TS YAUKOINCG aipartog (Tr.x.
KOPTIKOOTEPOEION, AVTIYPUXWOIKA)




KAINIKH EIKONA MNMPOAIABHTH




2YMINTQMATA MNMPOAIABHTH

= JUXVQ OCUMTITWHOTIKOG
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KAINIKH ZHMAZIA NMPOAIABHTH




E=EAI=H NMPOAIABHTH 2E AIABHTH
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MPOAIABHTHX =) AIABHTHZ

* To £TAOI0 TTOOOOTO TWV ATOHWY HE TTPODIABATN TTOU METUTTITITOUV
oTNV Katnyopia Tou LA kupaiverar oto 5 -10%.

= AT pETAAVOAUCEIS KAIVIKWY MEAETWV EXEI EKTIUNOEI, OTI TEAIKA TO
70% TWwvV atoWV autwy Ba ep@avioouv Kamola oTiypn ZA.

= O kivduvocg eupaviong LA moAAarAac1aleTal OTIC TTEPITITWOEIS
omrou cuvutrapyel IGT ka IFG.



Complications of Hyperglycemia in Prediabetes (1)

= Retinopathy

> In the Diabetes Prevention Program (DPP), diabetic retinopathy
was observed in 7.9% of patients with IGT who did not progress
to diabetes, compared with 12.6% of patients who later
progressed to diabetes.

> The Blue Mountains Eye Study (BMES) revealed a 10%
retinopathy incidence among individuals with fasting plasma
glucose (FPG) levels between 99 and 112 mg/dL and a 20%
retinopathy incidence among individuals with FPG levels
between 113 and 126 mg/dL.



Complications of Hyperglycemia in Prediabetes (2)

= Neuropathy

> Intraepidermal nerve fiber loss is an early feature of metabolic
syndrome, prediabetes, and established diabetes.

» Managing glucose may prevent worsening of neuropathy.

= Nephropathy

> Patients with prediabetes may have comorbid CKD but are also
at risk of developing diabetic nephropathy.

> Appropriate management of prediabetes, along with ACE
inhibitor or ARB therapy, if indicated, should be instituted.



Prediabetes and Chronic Kidney Disease

= According to data from the National Health and Nutrition
Examination Survey (NHANES), approximately 18% of adults
with prediabetes have chronic kidney disease (CKD)

= Patients with CKD and prediabetes should receive treatment
with an ACE inhibitor or an ARB to prevent progression of CKD



Why Primary Prevention of Diabetes?

———— Macrovascular complications

WiiErBvasclar complications

Macrovascular complications starts during the prediabetes
phase and benefits much from primary prevention of
diabetes compared to microvascular disease.

Blood
glucose

Treatment 10+ VYears

“““““ 1

IFGIGT (Prediabetic phase) se 2 diabetes (Over

IFG: impaired fasting glucose
IGT: impaired glucose tolerance

-10 Prevention

Adapted from DeFronzo RA. Med Clin N Am 2004;88:787-835.



Risk of Cardiovascular Disease Is
Elevated Prior to Diagnosis of T2DM

30.00 -
25.00 -
20.00 -

15.00 -

% with CVD

10.00 -

5.00 -

0.00 A

Normal IGT New DM Previous DM

*MI=myocardial infarction.
Adapted from: Hu F, et al. Diabetes Care. 2002;25:1129-1134.



Clinical Risks of Not Treating
Prediabetes Are Substantial

* Microvascular disease
— Retinopathy
— Neuropathy
— Nephropathy
» Cardiovascular disease (CVD)

— Heart disease
— Stroke
— Peripheral vascular disease

Zhang Y, et al. Popula '-{ea""f Management. 2009:12:157-163.
Garber AJ, et al. Er d P t. 2008; 14933946



Joumnal of the American College of Cardiology Vol. 55, No. 13, 2010
© 2010 by the American College of Cardiology Foundation ISSN 0735-1097/10/$36.00
Published by Elsevier Inc. do1:10.1016/.jacc.2009.10.060

Pre-Diabetes and the Risk for Cardiovascular Disease

A Systematic Review of the Evidence

Earl S. Ford, MD, MPH, Guixiang Zhao, MD, PHD, Chaoyang Li, MD, PHD

Relative % Relative %

risk (95% CI) Waeight risk (95% CI) Weight

Tai 2004 1.25 (0.85, 1.83) 4.31
McNeill 2006: Men 1.28 (1.05,1.57) 15.65
McNeill 2006: Women 1.08 (0.89, 1.31) 16.95
Saydah 2001 0.93 (0.57 . Rijkelikhuizen 2007 1.37 (0.87, 2.16) 3.06
Nakagami 2004 1.27 (0.86 - Pankow 2007 0.87 (0.67,1.12) 9.59
Wild 2005 1.14 (0.75 . Liu 2007 1.29(1.10,1.51) 25.24
Pankow 2007 0.83 (0.59 Wang 2007: Men 1.28 (0.88, 1.86) 4.52
Wang 2007: Women 1.29 (0.90, 1.84) 4.95
Wang 2007 1.08 (0.73, 1.60) 4.1
Levitzky 2008: Men 1.10(0.80, 1.40) 8.09
Levitzky 2008: Women 1.40 (0.90, 2.10) 3.53
Overall (l-squared = 0.4%, p = 0.437) 1.18 (1.09, 1.28)

DECODE 2001: Men* 1.34 (1.12

DECODE 2001: Women* 1.28 (0.88

Wang 2007* 1.20 (0.77

Barr 2007 1.20 (0.70

Chien 2008" 1.20 (0.80

Overall (I-squared = 0.0%, p = 0.512) 1.20 (1.07

Impaired Glucose Tolerance and Cardiovascular Outcomes [l Impaired Fasting Glucose (100 to 125 mg/dl) and Cardiovascular Outcomes




Association between prediabetes and risk of cardiovascular
disease and all cause mortality: systematic review and
meta-analysis BMJ 2016;355:i5953

Yuli Huang," Xiaoyan Cai,2 Weiyi Mai,?> Meijun Li,* Yunzhao Hu'

WHAT THIS STUDY ADDS

Prediabetes defined as impaired glucose tolerance or impaired fasting glucose was

Theriskincreased in people with a fasting glucose concentration as low as 5.55 mmol/L

HbA,. 39-47 mmol/mol or 42-47 mmol/molwas associated with an increased risk of

Lifestyle modification is the main management for people with prediabetes




Unadjusted Mortality According to
Glucose Metabolism: Data from AusDiab

0,15 All-Cause Mortality 0,05, CVD Mortality
0,04 -
0,10
0,031
0’02- :..‘..‘.
0,05 .
0,01
0,00 0,00

AusDiab = Australian Diabetes, Obesity, and Lifestyle Study; CVD = cardiovascular;
KDM = known diabetes mellitus; NDM = newly diagnosed diabetes mellitus; IFG =

impaired fasting glucose; IGT = impaired glucose tolerance; NGT = normal glucose
tolerance

Reprinted from Barr EL, et al. Circulation. 2007;116:151-157, Slide Source:
with permission from Lippincott Williams & Wilkins. Lipids Online Slide Library

www.lipidsonline.org



Impaired Glucose Tolerance Increases
Mortality Risk: The DECODE Study

N = 25,364 Men and Women = 30 Years of Age

20 Diagnosed diabetes (n = 1,275)

Undiagnosed diabetes (n = 3,071)
Impaired glucose tolerance (n = 2,766)*
Normal glucose tolerance (n = 18,252)*

= =
(@) (0

Ul

Mortality Hazard (%)
=

0 2 4 6 8 10
Follow-up (Years)

DECODE = Diabetes Epidemiology: Collaborative Analysis of Diagnostic Criteria in Europe;
OGTT = oral glucose tolerance test

Reprinted from DECODE Study Group. Lancet. 1999; Slide Source:
354:617-621, with permission from Elsevier. Lipids Online Slide Library

www.lipidsonline.org
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ORIGINAL ARTICLE

Associations of prediabetes with all-cause and cardiovascular mortality:
A meta-analysis

Yi Huang', Xiaoyan Cai', Peisong Chen?, Weiyi Mai®, Hongfeng Tang', Yuli Huang'# & Yunzhao Hu'#

1Clinical Medicine Research Institute, the Affiliated Hospital at Shunde, Southern Medical University, Foshan, PR China, 2Department of
Laboratory Medlicine, the First Affiliated Hospital of Sun Yat-sen University, Guangzhou, PR China, *Department of Cardiology, the First
Affiliated Hospital of Sun Yat-sen University, Guangzhou, PR China, and “Department of Cardiology, the First People’s Hospital of Shunde,
Foshan, PR China




Risk Ratio Risk Ratio
io] SE Weight IV, Random, 95% CI Year IV, Random, 95% ClI

IFG 110
Saydah 2001 0.077 0.2212 1.2% 1.08 [0.70, 1.67] 2001
DECODE 2001 0.1044 0.0533 7.8% 1.11[1.00, 1.23] 2001 ™
Henry 2002 0.3646 0.1421 2.5% 1.44 [1.09, 1.90] 2002
Rodriguez 2002 0.1133 01717 1.8% 1.12[0.80, 1.57] 2002
Lu 2003 -0.1863 0.1571 21% 0.83 [0.61, 1.13] 2003
Nakagami 2004 0.174 0.1598 2.1% 1.19[0.87, 1.63] 2004
Hunt 2004 -0.1278 0.5181 0.2% 0.88 [0.32, 2.42] 2004
Barr 2007 0.47 0.2398 1.0% 1.60 [1.00, 2.56] 2007
Tsai 2008 0.1222 0.0624 6.9% 1.13 [1.00, 1.28] 2008
Magliano 2010 Male 0.1222 0.1636 2.0% 1.13[0.82, 1.56] 2010
Magliano 2010 Female -0.1054 0.2421 1.0% 0.80 [0.56, 1.45] 2010
Subtotal (95% CI) 28.6% 1.12 [1.05, 1.20]
Heterogeneity: Tau? = 0.00; Chi? = 10.22, df = 10 (P = 0.42); I* = 2%

Test for overall effect: Z = 3.32 (P = 0.0009)

IFG 100

Pankow 2007 -0.0726  0.145 2.4% 0.93 [0.70, 1.24]
Yeboah 2011 -0.0513 0.1782 1.7% 0.95 [0.67, 1.35]
Deedwania 2013 0.0296 0.0521 8.0% 1.03 [0.93, 1.14]
Laukkanen 2013 0.27 0.0845 5.1% 1.31 [1.11, 1.55]
Subtotal (95% Cl) 17.2% 1.07 [0.92, 1.26]
Heterogeneity: Tau? = 0.01; Chi* = 7.62, df = 3 (P = 0.05); P =61%

Test for overall effect: Z = 0.89 (P = 0.37)

IGT
Stengard 1992 0.157 0.2548 0.9% 1.17 [0.71, 1.93]
Saydah 2001 0.0953 0.1625 2.0% 1.10 [0.80, 1.51]
DECODE 2001 0.3365 0.0497 8.2% 1.40 [1.27,1.54]
Rodriguez 2002 0.1133 0.1348 2.7% 1.12 [0.86, 1.46]
Nakagami 2004 0.2927 0.1342 2.7% 1.34 [1.03, 1.74]
Hiltunen 2005 0.0953 0.1625 2.0% 1.10 [0.80, 1.51]

[

[

[

[

[

Pankow 2007 0.1484 0.1708 1.8% 1.16 [0.83, 1.62]
Barr 2007 0.4055 0.1582 21% 1.50 [1.10, 2.05]
Kokubo 2010 Female 0.4511 0.1769 1.7% 1.57 [1.11, 2.22]
Magliano 2010 Female 0.1906 0.1181 3.3% 1.21[0.986, 1.53]
Magliano 2010 Male 0.3293 0.1102 3.6% 1.391.12,1.73]
Subtetal (95% CI) 3MA% 1.33[1.24,1.42]
Heterogeneity: Tau? = 0.00; Chi? = 8,57, df = 10 (P = 0.57); I = 0%

Test for overall effect: Z = 8.32 (P < 0.00001)

IFG 110 and/or IGT

Saydah 2001 0.131 0.1807 1.7% 1.14 [0.80, 1.62]
Rodriguez 2002 0.0953 0.1376 2.6% 1.10 [0.84, 1.44]
DECODE 2003 Male 0.174 0.0737 5.9% 1.19 [1.03, 1.37]
DECODE 2003 Female 0.27 0.0938 4.5% 1.31 [1.09, 1.57]
Ma 2003 0.3293 0.2631 0.8% 1.39 [0.83, 2.33]
Nakagami 2004 0.2311 0.1282 2.9% 1.26 [0.98, 1.62]
Valdes 2009 0.47 04218 0.3% 1.60 [0.70, 3.66]
Kowall 2011 0.0953 0.1825 2.0% 1.10 [0.80, 1.51]
Subtotal (95% CI) 20.8% 1.21 [1.11,1.32]
Heterogeneity: Tau* = 0.00; Chi* =251, df =7 (P =0.93); * = 0%

Test for overall effect: Z = 4.33 (P < 0.0001)

IFG 100 and/or IGT

Pankow 2007 0.0296 0.1619 2.0% 1.03 [0.75, 1.41]
Valdes 2009 0.2624 04875 0.3% 1.30 [0.50, 3.38]
Subtotal (95% CI) 2.3% 1.05[0.78, 1.42]
Heterogeneity: Tau? = 0.00; Chi =021, df = 1 (P = 0.65); 1?7 =0%

Test for overall effect: Z = 0.34 (P = 0.73)

Total (95% CI) 100.0% 1.19[1.13, 1.25]
Heterogeneity: Tau® = 0.01; Chi* = 48.81, df = 35 (P = 0.06); I = 28%

Test for overall effect: Z = .78 (P < 0.00001)

Test for subgroup differences: Chi? = 14.65, df = 4 (P = 0.005), P =72.7%

4 4
t t {

0.2 0.5 1 2 5 10
Favours prediabetes Favours normoglycaemia




Prediabetes

e Long-term consequences include
- Hypertensionl
o Cancer?
- Risk increased by 15%

- Stomach/colorectal, liver, pancreas,
breast, endometrium

o Alzheimer’s disease3

1. American Diabetes Association. Diabetes Care. 2014:37 Suppl 1:S81-90.
2. Baker LD, et al. Arch Neurol. 2011;68:51-57.
3. Huang Y, et al. Diabetologia. 2014 Sep 11. [Epub ahead of print]
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Recommendations: Prediabetes

e Testing should begin at age 45 for all
patients, particularly those who are
overweight or obese.

e Consider testing for prediabetes in
asymptomatic adults of any age w/ BMI =25
kg/m?2 or =223 kg/m?2 (in Asian Americans)
who have 1 or more additional risk factors
for diabetes.

o If tests are normal, repeat at a minimum of
3-year intervals.

American - - - - - - -
Diabetes American Diabetes Association Standards of Medical Care in Diabetes.
.Association. Classification and diagnosis of diabetes. Diabetes Care 2017; 40 (Suppl. 1): S11-S24



Recommendations: Prediabetes (2)

e FPG, 2-h PG after 75-g OGTT, and A1C, are
equally appropriate for prediabetes testing.

e In patients with prediabetes, identify and, if
appropriate, treat other CVD risk factors.

e Consider prediabetes testing in
overweight/obese children and adolescents
with 2 or more additional diabetes risk
factors.

A I[\)?gggmcasn American Diabetes Association Standards of Medical Care in Diabetes.

.Association. Classification and diagnosis of diabetes. Diabetes Care 2017; 40 (Suppl. 1): S11-S24



ARE YOU AT RISK FOR -
TYPE 2 DIABETES? A\ 2%,

Diabetes Risk Test

o How old are you? 1 ¥ . Weight (Ibs.)
Less than 40 years (0 points) 119-142 143-190
40—49 years (1 point) 124-147 148-197
50—59 years (2 points) 128-152 153-203
60 years or older (3 points) 132-157 158-210

136-163 164-217

141-168 169-224

145-173 174-231

150-179 180-239

155-185 186-246

159-190 191-254

164-196 197-261

169-202 203-269

174-208 209-277

179-214 215-285

184-220 221-293

189-226 227-301

194-232 233-310

200-239 240-318

205-245 246-327

e Are you a man or a woman?
Man (1 peint) Woman (0 points)
If you are a woman, have you ever been
diagnosed with gestational diabetes?
Yes (1 point) No (0 points)
Do you have a mother, father, sister, or
brother with diabetes?
Yes (1 point)  No (0 points)
e Have you ever been diagnosed with high
blood pressure?
Yes (1 point) No (0 peints)

e Are you physically active?
Yes (0 points)  No (1 point) (1Point) | (2Points) | (3 Points)
You weigh less than the amount
*...n.....u.. in the left
(0 points)

6 What is your weight status?
(see chart at right)

JLU U UULe

Add up
Adapted from Bang et al, Ann Intern Med
151:775-783, 2009.

g
€
S
i

If you scored 5 or higher:
You are at increased risk for having type 2 diabetes. )
However, only your doctor can tell for sure if you Original fthm was validated without
¢ ONly your g o yo gestational s part of the model
do have type 2 diabetes or prediabetes (a condi-
tion that precedes type 2 diabetes in which blood
glucose levels are higher than normal). Talk to
your doctor to see if additional testing is needed.

Type 2 diabetes is more common in African Americans, Hispanics/ Lower Your Risk
Latinos, American Indians, and Asian Americans and Pacific Islanders. ;"‘e 90od news js that yo
'Pe 2 di U €an ma .
Higher body weights increase diabetes risk for everyone. and Ca:ﬁ;:t;;' S?Iaﬂ steps make :1?: g;;lr risk for
Asian Americans are at increased diabetes risk at lower body weights  you ’ U live a longer, heaithjer iifewe‘n“I
than the rest of the general public (about 15 pounds lower). d are at high rigk, your fi . ‘
OCtOr 10 see if additiona te;?:';t_ep isto see your
is needeq

For more information, visit us at diabetes.or 2"’;5“ diabetes.org or cayf 4 800. ¥
or call 1-800-DIABETES (1-800-342-2383) ideas for dormation, tips on gareo £ (1-800-342.
simple, g start,
lower your rig” 21 $t€PS you can age :'e?: .

Visit us on Facebook
Facebook.com/AmericanDiabetesAssociation

Figure 2.1—ADA risk test.

American
Diabetes
- Association.
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Recommendations:

Prevention or Delay of T2DM

e Patients with prediabetes should be referred
to an intensive diet and physical activity
behavioral counseling program targeting a
loss of 7% of body weight, and should
increase their moderate physical activity to
at least 150 min/week.

e Metformin therapy for prevention of type 2
diabetes should be considered in those with
prediabetes, especially for those with BMI
>35 kg/m?, aged < 60 years, and women
with prior gestational diabetes, those with
rising A1C despite lifestyle intervention.

A s?gggmcasn American Diabetes Association Standards of Medical Care in Diabetes.
.Association. Prevention or delay of type 2 diabetes. Diabetes Care 2017; 40 (Suppl. 1): S11-S24
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Impact of Intensive Lifestyle and
Metformin Therapy on Cardiovascular
Disease Risk Factors in the Dlubeies
Prevention Program ¢ 26:888_804, 2005

H Baseline
-~ |EYear 1

DYear2 3.234 individuals with IGT
EYear 3

Lifestyle M Baseline

Year 1
OYear 2
HYear3

Participants with dyslipidemia (%)

Placebo



Risk Stratification! and
Management Strategies for Prediabetes

Risks and treatments _____________| Low | Medium | High _

Hemoglobin A1C, % 5.7-5.8 5.9-6.1 6.2-6.49
Risk stratification

A1C target: <5.7%

Lifestyle modification, 16-week course
Lose 7% of body weight if BMI =25 kg/m?2
Physical activity 2150 minutes/week

Pharmacologic therapy (e.g., metformin)*

Gastric bypass surgeryt

* Consider in low and medium risk if no weight loss after 16-week lifestyle
modification course

T BMI =40 kg/m? with no risk factors or =235 kg/m?2 1 or more severe obesity-
related co-morbidities and/or if no weight loss after lifestyle modification
and/or metformin therapy

Adapted from:
1. Tuso P. Perm J. 2014 Summer;18:88-93.




Lifestyle Modification

Facilitating Weight Loss

e Reduce caloric intake by 500-1000 kcal/day
(depending on starting weight)

« Reduce dietary fat
e Limit intake of sugar-sweetened beverages

e Dietary fiber intake of 14 grams/1000 kcal
e Whole grains are 50% of grain intake
e 5-7 servings of fruits and vegetables a day

NIH Publication # 98-4083, September 1998, National Institutes of Health.
American Diabetes Association. Diabetes Care. 2014;37(suppl 1):5S14-S80.




Antiobesity drugs approved by

FDA

Drug

Lorcaserin
(Belvig)

Phentermine/
topiramate
(Qsymia)

Naltrexone/
bupropion
(Contrave)

Liraglutide
(Saxenda)

Dosage

10 mg oral twice daily

7.5 mg of phentermine/46 mg of
topiramate ER once daily

8 mg of naltrexone/90 mg of
bupropion 2 tablets twice daily

3 mg subcutaneous injection once
daily

Mechanism of action

5-HT,. agonist

Phentermine (amphetamine that

increases the release of noradrenaline,

dopamine and serotonin)/
topiramate(anticonvulsant, precise
mechanism of action unknown)

Naltrexone (p-opioid receptor agonist)/
bupropion (dopamine and
noradrenaline reuptake inhibitor)

Long-acting GLP-1 analog

Common adverse events

Headache, upper respiratory tract
infection, dizziness, nausea,
constipation, and fatigue

Dry mouth, unpleasant taste,
diarrhea, constipation, vomiting,
headache, insomnia

Nausea, constipation, headache,
vomiting, dizziness, insomnia, dry
mouth, and diarrhea

Nausea, diarrhea, constipation,
hypoglycemia, headache,
decreased appetite, pancreatitis,
kidney failure, gallbladder
problems and increased heart rate

Date of FDA approved
June 27, 2012

July 17,2012

September 10, 2014

December 23, 2014




Overweight/Obesity Treatment

_ Body Mass Index Category (kg/m?2)

23.0* or 27.0-29.9 30.0-34.9 35.0-39.9 =40
Treatment 25.0-26.9

Diet,

physical activity & -|- -|_ _|_ _|_ _|_

behavioral therapy

Pharmacotherapy _|_ _|_ _|_ _|_

Bariatric surgery _|_ _|_

* Asian-American individuals
4+ Treatment may be indicated for selected, motivated patients.

Diabetes for the treatment of type 2 diabetes. Diabetes Care 2017; 40 (Suppl. 1): S11-S24
.Association.

a American American Diabetes Association Standards of Medical Care in Diabetes. Obesity management
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PREDIABETES ALGORITHM

IFG (100-125) | IGT (140-199) | METABOLIC SYNDROME (NCEP 2001)

LIFESTYLE THERAPY

(Including Medically Assisted Weight Loss)

TREAT ASCVD WEIGHT LOSS TREAT HYPERGLYCEMIA
RISK FACTORS THERAPIES FPG > 100 | 2-hour PG > 140

ASCVD RISK FACTOR NORMAL 1 PRE-DM MULTIPLE PRE-DM
MODIFICATIONS ALGORITHM GLYCEMIA CRITERION CRITERIA

DYSLIPIDEMIA  HYPERTENSION
ROUTE ROUTE

Consider with
Caution

Low-risk
Progression Intensify Medications
Weight

Loss TZD

Metformin

Therapies

GLP-1 RA

If glycemia

not normalized

OVERT Acarbose

DIABETES

LEGEND

Orlistat, lorcaserin,
phentermine/topiramate ER,
naltrexone/bupropion, liraglutide 3 mg, HYPERGLYCEMIA

or bariatric surgery as indicated for ALGORITHM
obesity treatment

PROCEED TO

COPYRIGHT © 2017 AACE MAY NOT BE REPRODUCED IN ANY FORM WITHOUT EXPRESS WRITTEN PERMISSION FROM AACE. DOI10.4158/EP161682.C5



[NAPAKOAOYOHZH EZEAI=HX NPOAIABHTH




ETHZIOZ EAEIMXO

= [Aukodn

= HbA1c

» KautruAn cakyxapou (o€ emdeivwon)
* [lpo@iA AiTidiwv

= ApTNPIOKA TTiEOT

= MikpoaABoupivoupia



2YMIMEPAZMATIKA....



NNPOAHMTIKOXZ EAEI'XOZ 2AKXAPOY: EIKAIPH
AIATNQZH NMPOAIABHTH

= HAia > 45 eTwv

= [lepipépeia peong >102 cm (avtpeg) Kai >88 cm (yuvaikeg)

= Aciktng pafag cwparog >30 kg/m?

" OETIKO OIKOYEVEIOKO I0TOPIKO Yia A2

* |oTOPIKO OPTNPIOKNG UTTEPTAONG I AAANG KOPOIaYYEIOKNS VOOOU
* |oTopIKO ZA KUNONG

* [UvaikeG M€ OUVOPOHO TTOAUKUOTIKWY WOBNKWV

" AQYn @apPHAKWY TTOU EUVOOUV TNV duayAuKaipia (TT.X.
KopTI{OVN)



I'm Not Diabetic...

|’ m Pre-diabetic...

=

»*<"" Now what can you do for me!




RISK FACTORS

FACTORS YOU
CAN’T FIX

45 yrs Close relative
and older with diabetes

Gestational Other medical
diabetes! conditions?

High-risk
ethnic
background?

FACTORS YOU
CAN IMPROVE

Low activity
level

High blood Cholesterol
pressure? numbers®




Prediabetes - Diabetes

+* Owverweight, Obesity

PRE DIABETES

giucose metabolism Adipose

tissuo nsulin Rasistance
* Pro-inflammatory m C% Hypergiycaemia
E: oxidative states h a
_ ﬂam PEACTEEE
* Hypertension liver Mg o P St DIABETES
%

? vigssa|
: Pancreas
Fallure
END-STAGE ORGAN DISEASES

Mvocardial Atherosclerosis

Macrovascular Diseaases Infarction

Cardio- & Cerebrovascular Diseases ﬁ

Nephropathy

Diseases

Renal insufficiency
Microvascular e ‘ fm

Diabetic Foot Retinopathy







EYXAPIZTQ I'IA THN NMPOZOXH ZAz!




