
While the increase in prevalence of type 2 diabetes in the
UK is well known, the prevalence of type 1 diabetes has

also increased significantly over recent decades.1 At the same
time, the management of type 1 diabetes has changed signifi-
cantly with the development of analogue insulins, improvements
in technology for measuring and recording blood glucose and
an increased use of continuous subcutaneous insulin infusion
(CSII), also known as insulin pumps. These changes have been
incorporated into new NICE guidelines for diagnosis and man-
agement of type 1 diabetes in both adults2 and in children and
young people3 published in August. 

Although many patients with type 1 diabetes (particularly
children and young people) may be managed in secondary care,
and some of the guidance relates to inpatient care, much of the
new guidance is of importance in primary care. People with type
1 diabetes still have a reduced life expectancy of 11-13 years4

and both guidelines focus on the importance of tighter gly-
caemic control to avoid this premature mortality.

Many of the new recommendations are uncontroversial and
reflect recent changes in clinical practice. These include struc-
tured education for all patients, an annual check of thyroid func-
tion and the use of blood ketone testing rather than urine testing
as part of the “sick day rules”. A low glycaemic index diet is now
recommended for children and young people with diabetes
although not for adults.

Tighter glycaemic control
HbA1c targets have been reduced to 48mmol per mol or below.
This is equivalent to 6.5 per cent; significantly lower than the
7.5 per cent target in previous guidance. However, both new
guidelines do emphasise the importance of individualising tar-
gets. Tight glycaemic control has been consistently shown to
reduce microvascular and macrovascular complications in
patients with type 1 diabetes.5-7 The incidence of severe hypo-
glycaemia in the Diabetes Control and Complications Trial
(DCCT) was three times higher in the intensively controlled
group5 and this has previously led to caution in aiming for very
tight glycaemic control. An HbA1c target of 7.5 per cent corre-
sponded to the crossover point between the benefits of
improved control and the risk of significant hypoglycaemia. More
modern insulins, better monitoring and more use of insulin
pumps may have reduced the risks, but the possibility of hypo-
glycaemia must be borne in mind when aiming for such tight
control. Patient awareness of hypoglycaemia should be
assessed annually using the Clarke or Gold scores.

Blood glucose targets for children and young people are 4–
7mmol per litre pre-meals and 5–9mmol per litre after meals.

The recommendations for adults are similar except that the
fasting target is 5–7mmol per litre. In order to achieve such
tight glycaemic control, the recommended frequency of blood
glucose testing has been increased. For children and young
people, blood testing is recommended at least five times per
day. For adults, testing is recommended at least four times per
day for all patients, increasing to up to 10 times per day if HbA1c
target is not achieved, hypoglycaemia becomes more frequent
or for other indications such as before driving and during sport,
illness or pregnancy. These recommendations will have a sig-
nificant impact on the number of testing strips that patients
may expect to be prescribed, with a minimum of 120 and 150
strips per month for adults and children respectively.

Choice of insulin
Recommendations for choice of insulin in children and young
people are focused on patient and family choice. Basal-bolus
insulin regimens are recommended, with CSII as an alternative
if basal-bolus is thought to be inappropriate. Less frequent
injections with mixed insulins are suggested as an alternative.
The choice between analogue or human insulin is left to the
patient and prescriber. The recommendations for adults are
more controversial. All patients should be offered basal-bolus
rather than twice daily mixed insulins and patients with newly
diagnosed diabetes should not be offered any choice other
than basal-bolus. Rapid-acting analogues are the choice for
meal times. The only recommended basal insulin is now twice
daily insulin detemir. There is little evidence, either in terms
of HbA1c reduction or in cost effectiveness, for the use of
insulin detemir rather than a longer acting analogue such as
insulin glargine or degludec, which need to be administered
only once a day.

There is also a recommendation for increased screening for
complications in children and young people, with blood pressure
and urine albumin excretion tested annually from the age of 12
years in addition to retinal screening.

Overall the guidance aims for better outcomes for patients,
both in terms of reduced complications of diabetes and a longer
life expectancy. 
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Patients and
prescribers need 
to report adverse
effects jointly

Dear Sir,
With reference to Sally Giles’ editorial
“Yellow Card Scheme reaches 50” in
the 19 September issue of Prescriber,1

yes, it has achieved a lot in 50 years,
but just to encourage more reporting is
not enough for the future. Doctors and
other professionals can reliably report
suspected adverse effects only if there
are objective findings. Subjective
effects and how they affect the patient

can be described only by the patient.
Only the patient’s own words about
them can tell us what we need to know
– second- or third-hand will not do. This
is commonplace in history taking.

We should encourage and help
patients and professionals to report
suspected harms jointly. They will
understand each other better in the
process, and so will everyone else. I did
this together with a man who had
become irritable and violent while 
taking bupropion to help him stop smok-
ing, and we published the story.2

Another change we need is to make
the full descriptions accessible to 
prescribers and users. The current 
summary tables of the Medicines and
Healthcare products Regulatory Agency
(MHRA) are intended only for regula-
tors; they are not clear enough for any-
one else. Such a change might need
legislation. 

By Andrew Herxheimer, Co-convenor,
Adverse Effects Methods Group,
Cochrane Collaboration
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your colleagues or comments on articles published
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