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Studies have reported a high

prevalence of undiagnosed
(“silent”) diabetes in people with
coronary artery disease (CAD).

This study compared the new

recommendation for diabetes
diagnosis, an HbA,  cut-off of =6.5%
(=48 mmol/mol), with results using the
oral glucose tolerance test (OGTT) to
determine silent diabetes in people
with known or suspected CAD
undergoing coronary angiography.

In total, 1015 people with

known or suspected CAD
were admitted for acute (n=149)
or elective (n=866) coronary
angiography; those with known
diabetes were excluded from the study.

All participants underwent an

OGTT the day after their coronary
angiography; results were classified as
having normal glucose tolerance (NGT),
impaired fasting glucose (IFG), impaired
glucose tolerance (IGT) or diabetes.

HbA,  measurements classified

participants into three glycaemic
groups: normal (HbA, <5.7%;
<39 mmol/mol); borderling (HbA,_5.7—
6.4%; 39—47 mmol/mol); and diabetes
(HbA,, =6.5%; =4.8 mmol/mol).

The OGTT results classified

513 participants (51%) with NGT,
10 (1%) with IFG, 349 (34%) with IGT
and diagnosed 149 (14%) with diabetes.

HbA,  measurements classified

588 participants (58%) as
normal, 385 (38%) as borderline and
diagnosed 42 (4%) with diabetes.

The authors concluded that

an OGTT should be routinely
performed to detect silent diabetes in
people with CAD undergoing coronary
angiography; HbA, alone misses cases.

Doerr R, Hoffman U, Otter W et al (2011)
Oral glucose tolerance test and HbA,  for diagnosis
of diabetes in patients undergoing coronary
angiography: the Silent Diabetes Study. Diabetologia
54: 2923-30
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Undiagnosed diabetes best detected by OGTT in people
with coronary artery disease undergoing angiography

here has been
considerable debate
relating to the potential

use of the HbA, . measurement
for early detection of type 2
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The primary aim of the study
summarised alongside (Doerr et al, 2011) was
to investigate whether the new recommendation
for diabetes diagnosis using the HbA, - cut-off
of 26.5% (=48 mmol/mol) was suitable for
detecting the presence of silent diabetes in
patients with known or suspected coronary
artery disease (CAD) undergoing coronary
angiography; results were compared with those
from the oral glucose tolerance test (OGTT).

A secondary aim was to investigate whether
the prevalence of abnormal glucose regulation
correlates with the severity of CAD.

Data from 1015 people admitted for coronary
angiography were analysed. Those with known
diabetes were excluded. Using the OGTT results,
participants were classified as having normal
glucose tolerance (NGT), impaired fasting glucose
(IFG), impaired glucose tolerance (IGT) or diabetes.

Based on the OGTT, 513 people (51%) were
found to have NGT, 10 (1%) IFG, 349 (34%)
IGT, and 149 (14%) were diagnosed with
diabetes. According to HbA, measurements,
588 people (58%) were classified as having
normoglycaemia, 385 (38%) as being
borderline, and 42 (4%) were diagnosed
with diabetes.

The results of this study demonstrate that
the OGTT identifies considerably more people
with abnormal glucose regulation undergoing
coronary angiography than the HbA,
measurement using a cut-off point of =6.5%
(=48 mmol/mol). This study also showed a
significant correlation between the prevalence
of abnormal glucose regulation as detected
by the OGTT and the extent of CAD; no such
relationship was found with HbA, .

The results of this study illustrate that
in certain high-risk groups, such as those
with documented CAD, HbA, _testing alone
may miss a substantial proportion of people
with undiagnosed diabetes; an OGTT should
therefore be performed in people without
previously diagnosed diabetes who are
undergoing coronary angiography.

Strict glycaemic control with both

an HbA,  of <6.0% (<42 mmol/
mol) and <6.5% (<48 mmol/mol)
was associated with a lower mortality
risk (hazard ratio [HR], 0.69 [95%
confidence interval (Cl), 0.48—0.98]
and HR, 0.72 [95% Cl, 0.57-0.92],
respectively).

There were statistically significant

interactions for strict glycaemic
control with age and insulin therapy.

Strict glycaemic control may

decrease mortality risk in people
with T2D as long as they are not at high
risk for CV disease or in poor health.

It was concluded that further

research is needed to see how strict
glycaemic control affects people with
diabetes with differing health status.
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The relationship between all-cause
mortality risk and two levels of strict
glycaemic control —an HbA, _ level 6.0%
(42 mmol/mol) and 6.5% (48 mmaol/
mol) — was assessed in adults with
T2D; differences in mortality risk were
compared according to age, insulin
treatment and cardiovascular (CV) risk.
Data were obtained from adults
with T2D participating in the
third National Health and Nutrition
Examination Survey (1988—1994) and
its linked mortality file (up to 2000).

Davila EP, Florez H, Trepka MJ et al (2011)
Strict glycemic control and mortality risk among
US adults with type 2 diabetes. J Diabetes
Complications 25: 289-91
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