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Self-Monitoring of BG &
- Continuous Glucose Monitoring

Self Monitoring of Blood
Glucose (SMBG)
e P

COMMON TERMS:
SMBG
CBG capillary blood glucose
BGA blood glucose analyzer
H’stix (Hemoglucostix)

IDF Guideline for T2DM (2012):

e improvements in diabetic complications from
intensive glycaemic control have included SMBG
as part of a multifactorial intervention.

e SMBG is thus an integral component of effective therapy
for TIDM .

o Studies in insulin treated people with T2DM also suggest
that SMBG is required to titrate the insulin dose whilst
avoiding hypoglycaemia.

» For T1IDM and pregnant women taking insulin, SMBG is
recommended 3 or more times daily when intensive r ‘

.\
glycaemic control is required.
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How about SMBG for
non-insulin treated
T2DM?
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Fremantle Diabstes

Description

Otg\ﬁvatﬁgl w
of purpose Findings/comments

L] isan
of f based coh

u SMEG 248% docroased risk of

& T2DM patients
B Used longitudinal data from 1,280 T2DM participants
0 nda subsec

279% increased risk in non-insulin-treated patients
B Time-dependent SMBG was independently assoc-

of 531 individuals who attended annualassessments
over a S-pear period

ated with 2 48% retinopathy in the
Syear cohart

Inconsistent findings reloting 1o the association of SMBG
with cardioc death and retinopathy may be due to confound-
ing,incamplete covariate acjustment or chance”

Kaiser Pormanente™

 Assessed longitudinal association between SMBG

B Greater SMBG frequency among new users was

control in disbeti n

HbA,, (relative
0 non-users) regardless of diabetes therapy

] 15,347 ongo-
ing users over a 4-year period

L =
o significant changes in glycaemic control

QuED

' Assessed impact of SMBG on metabalic coneral in
non-insulin-treated T2DM subjects (41% ongaing
SMBG users at baseling)

 Followed |89 patients over a 3-year period

. SMa

betcer metabolic control aver 3 years.

for whom SMBG pracice was assaciated with laner
HbA, levels during the study

ROSS0%

 Investigated relatianship of SMBG with disease-
related morbicity and mortality

B Followed 3268 patients from diagnosis of T2DM
between 1995 and 1999 unil end of 2003 (mean
follow-up &5 years) medical

& SMBG was associated with decreased diabetes-
related severe morbidicy and all-cause mortalicy

B This association was also seen in subgroup of non-
insulin-treated patients

records.

parameters, retinopathy and neuropathy for only a
small proportion of patients

IDF GUIDELINE ON SELF-MONITORING OF BLOOD
GLUCOSE IN NON-INSULIN TREATED TYPE 2
DIABETES

www.idf.org/guidelines/self-monitoring

In October 2008, the International Diabetes Federation Clinical
Guidelines Task Force, in conjunction with the SMBG
International Working Group, convened a workshop in
Amsterdam to address the issue of SMBG utilization in people
with type 2 diabetes (T2M) that is not treated with insulin.
Workshop participants included clinical investigators actively
engaged in self-monitoring of blood glucose (SMBG) research
and research translation activities. The IDF Guideline on Self-
monitoring of Blood Glucose in Non-Insulin Treated Type 2
Diabetes presents a summary of the findings and

recommendations of the workshop, related to the use of the
SMBG in non-insulin treated people with T2M.

* Download the IDF Guideline on Self-monitoring of Blood Glucose in Non-Insulin Treate

Type 2 Diabetes (pdf, 810KB)
= Order the publication from the IDF online shop.
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Self-monitoring of blood glucose (SMBG) should only
be made available to people with diabetes when they
have the knowledge, skills and willingness to use

the information obtained through testing to actively
adjust treatment, enhance understanding of diabetes
and assess the effectiveness of the management plan

Recommended care

on glycaemic control.

The purposels] of performing SMBG and using SMBG
data should be agreed between the person with dia-

betes and the health-care provider.

King-Drew Medical
Center Tral®

Description of purpose

I Randomized, single-blind study designed to detarmine
whether SMBG improves HBAIC in non-insulin-
tresead T2DM patiencs

m Clinical managemenc decisions were blinded to
SMBG dara and use

I Ac6 months, diflrences in decrease in HbA ¢ levals.
wers not statistically significant.

The rapid upgrading of medicarion every two weeks i ool
were not met may have obscured the potential of SMBG

for & months

ESMON®

m Prospective randomized controlled trial assessed
the effect of SMBG vz no monitoring on ghycasmic
control and peychalogical indices in patients with

patients with no
previous use of SMBG over 12 manths

m Thera were no signficant difierences in HbA,_be-
“waen groups at any time point.
I SMBG was associated with a 6% higher score.on the.

The major improvement of mean HbA,_levels in the con-
ol roup, from 8.6 t0.6.9% indicotes a dominan role of
medcation in disease management

DINAMICT

German-Austrian®

= Multicentre, randomized. parallel-group trial was | m

designed to detsrmine i therspeucic management
proge for TIDM that inchuded SMDG resic
in greater reductions in HbA, _ compared with pro-
grammes withous SMEG i non-insubn-trested patisnts
= Followsd €10 T2DM patients with early or mild dis-

There was & major decresse of HoA, which wa

significandy laeger inthe SMBG group than the con-
ol grove

m The incidence of symptomatic hypaglycasmia waz
fower in the SMEG group.

regimen with giichzide for 27 wesks

m Prospective, mulicencer. randomized controlled

from 8.1 to 7.2% indicotes a daminant role of medicaton
i disease mana;
B In per-prococol analysis (+=223) use of SMBG sig-

T —— MG
on glycaemic coneral and well-being in non-insulin-
treated T2DM subjects

m Followed 250 non-insulin-treated T2DM patiencs
for & manths

HbAlC levels

B SMBG use resuited in 3 marked improvement of
genersl well-being wich significant improvemencs
in the subicems depression and lack of well-being

The benefit of intanse patent care i evident but the con-
ribution of intense vs SMBG cannot be assessed

DiGeM'®

= Three-arm, open, parallel group randormized trial
designed o determine whether SMBG alone, or
with inseruction in incorporating resules inca sl
care,is more efiective than standardized usual care.

B Ac 12 manths the diferences in HbA,, level berween
the three groups were ot statstically significanc
B Investigacors concluded that evidence s pot convinc-

T2DM patients
= Followed 453 patients with 3 mean HbA,, level of
7.5% for 3 median duracion of | year.

ing of an ffect of SMBG, with or without instruction

into self- with
wsusl care in reazonably well conerolled non-insulin-
crested patients with type 2 disbetes.

]

and

IDF recommend

o SMBG use should be based on shared decision making
between people with diabetes and their healthcare providers

» linked to a clear set of instructions on actions to be taken
based upon SMBG results.

o SMBG prescription is discouraged in the absence of relevant
education and/or ability to modify behaviour or therapy
modalities.

Intematonal
Diabetos.

Limited care (when limited resources)
* SMBG using meters with strips, or visually read blood

SM3  SMBG on an ongoing basis should be available to
those people with diabetes using insulin.
SM4  SMBG should be considered for people using
oral glucose lowering medications as an optional
1f- and in iati

with HbA,_testing:
+ To provide information on, and help avoid, ,:f'
hypoglycaemia.

To assess changes in blood glucose control due

to medications and lifestyle changes.

« Tomonitor the effects of foods on postprandial )

glycaemia.

To monitor changes in blood glucose levels

during intercurrent illness.

SM5 Regular use of SMBG should not be considered part
of routine care where diabetes is well controlled by
nutrition therapy or oral medications alone.

SMé  SMBG protocols (intensity and frequency) should be
individualised to address each individual's specific

Suforess ety
o s e 5
S dn

' provider requirements for data on glycaemic patterns
to monitor therapeutic decision making.
SM7  Structured assessment of self-monitoring skills, the
quality and use made of the results obtained, and of
the equipment used, should be made annually.

glucose strips, should be considered for people with diabetes
using insulin.

Global Comprehensive care

o The principles are as for Recommended care, but SMBG
could be offered to all people with T2DM irrespective of
treatment as part of a comprehensive and ongoing education
and therapeutic programme.

» Continuous glucose monitoring (CGM) could be considered in
insulin treated people with type 2 diabetes




Recommendations

American When prescribed as part of a broader educational context, self-monitoring of
2Iabe‘.es. blood glucose (SMBG) results may help to guide treatment decisions and/or
o iation. 0 f 3 ; R
for patients using less frequent insulin injections B or non-
insulin therapies. E
When prescribing SMBG, ensure that patients receive ongoing instruction and
2016 regular evaluation of SMBG technique, SMBG results, and their ability to use
Standard-of Care SMBG data to adjust therapy. E
Most patients on intensive insulin regimens (multiple-dose insulin or insulin
pump therapy) should consider SMBG prior to meals and snacks, occasionally
postprandially, at bedtime, prior to exercise, when they suspect low blood
glucose, after treating low blood glucose until they are normoglycemic, and
prior to critical tasks such as driving. B
When used properly, i glucose itoring (CGM) in
with intensive insulin regimens is a useful tool to lower A1C in selected adults
(aged =25 years) with type 1 diabetes. A
Although the evidence for A1C lowering is less strong in children, teens, and
younger adults, CGM may be helpful in these groups. Success correlates with
adherence to ongoing use of the device. B
CGM may be a supplemental tool to SMBG in those with hypoglycemia un-
awareness and/or frequent hypoglycemic episodes. C
* Given variable adherence to CGM, assess individual readiness for continuing
CGM use prior to prescribing. E
o When prescribing CGM, robust diabetes education, training, and support are
required for optimal CGM implementation and ongoing use. E
o People who have been successfully using CGM should have continued access

Cure « Care + Commitment®

o

after they turn 65 years of age. E

1. SMBG - must be a routine
care for diabetes?

Yes-> for TIDM/ T2DM on insulin/ T2DM on oral
glucose lowering agents

No /May Be > for T2DM on MNT/ oral medicine in well
control

SMBG - must be a routine care?
SMBG steps & common pitfalls
Pattern of monitoring

POCT - its importance

Factors affecting CBG results
Choosing a BGA and CGM
Hypoglycaemia

CBG record sharing
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Alternative site

Special pricking device

Other sites you can test with —
the FreeStyle system

o Less painful + Upper arm

- Thigh

* Calf

* Fleshy parts of the hand

« Fingertips, too!

» Blood flow to finger is 3-
5 times faster than to
the arm

» Fingertip blood may
show these changes
sooner than other
areas.

o Alternative site is not
recommended for post-
randial / hypoG
testing.
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To follow the BG analyzer instructions

MARIC E A AEBR A S [ Fe 2P B e TR AR,

Steps —REERIIELS B L
© wash hands and dry %5 Fbkiz / +/-F KO R A R4
@ Dry finger before pricking &1 K75 2554 A /E &)

® To prick the sides of finder tipa] {5 R HI{E 2]

0 Collect blood sample genteelly #&F35 H g (7~ o] #4535 EER )
©® Blood testing Egifi

O Aftercare F& T(F (Fla3nge - ﬁﬁé&m@ﬁﬁﬁm%&%ﬁﬁl

7

@ Keep CBG record and analysis T8RS SR KA E4H .0 547

ACCU-CHEK

Performa




mpling

!

X If the blood smears or

runs, do not use as alcohol /
sweat on the skinh may cause
underestimation of the
blood glucose result.

‘/Ge‘r a round
drop of blood

Meter maintenance:
Coding (calibration) / BG units / no annual POCT
Strip Storage:

Expired strips / Improper storage/ uncapped bottle/
Temperature

Skill related:

Wet finger / alcohol swab/ drop size/ over squeeze blood
sample

Operator’s related:

Improper technique in using meter (BGA upside down /
'direct lancet)

Poor charting & record keeping

%) i
1-8 6.4 13.2 12.3 |14.3 |AM
Rz gk

10- (9.5 11.0 |#:% /3.5 |5.8 |4am 3.2
8
18- |11. 3.0 [19. [17.0 |15.1 EaFE
8 |4 2
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SMBG - must be a routine care?
SMBG steps & common pitfalls
Pattern of monitoring

POCT - its importance

Factors affecting CBG results
Choosing a BGA and CGM
Hypoglycaemia

CBG record sharing
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Figure 3. Examples of low-intensity SMBG regimens

Meal-based testing

Broakfast  Breakfist  Lunch Lunch Supper  Supper
Monday x x

Tuesday
Wednesday x x

Thursday




‘Staggered’ SMBG regimen
Pre- Post- Post- Pre- Post-
Breakfast  Breakfist  Lunch Lunch Supper Supper
Monday x x
Tusesday bt x
Wednesday x x
Thursday x x
Friday x x
Saturday x x
Sunday x x
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Figure 2. Examples of focused SMBG regimens

S-point profile

Post- Pro- Post- Bedame
Lunch Supper  Supper

Wednesday x x X x x

Thursday x x

Friday x X X x x

Saturday

TN RRE RN T R

for taking OAD
with fair control

v for taking
insulin with fair
control

v for GDM women. Pt need
tight control. Pt optimized
pre-meal CBG, then target
at post-meal CBGs.

Check in pairs, to
observe post-meal
v v excursion.

Also assess meal
v v effects

)
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OnTrack Diabetes

GExperts Inc.
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*#Logbook view
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OnTrack is an application to help diabefics manage their diabees by racking various items
such as blood glucose, food, medication, blood pressure (BP), pulse, exorciso and weight
Features include:

- easy to use interface makes it @ snap 1o add new entrios
Add multple ent for example add gl

quickly and easily
‘avariety of detailed graphs and reports.
a detailed log book with tables and graphs suitable for sharing with your doctor

t one time
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. SMBG - must be a routine care?
2. SMBG steps & common pitfalls

3. Pattern of monitoring

POCT - its importance

Factors affecting CBG results
Choosing a BGA and CGM
Hypoglycaemia
CBG record sharing
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of of Testing for POCT/ Devices®

L‘.uvwe-l\lynl Level | Level Il
POCT » Laboratory %M—WW
test "
[Type ol POCT/ |1, Glucomelers, e.g Bayer | All fypes of POCT/ devices NOT |
. . performed Devices Contour® TS system, Roche | classified as Level |
. Accu-Chek® Perform:
Point-of Care Testing outside | N = wianll
ookoceomeen
Laboratories 3. Copper supnat sreening
ml:mmwmhm

QC on BGA and BG strips o | | |

o Performed by fechnoiogists, oiher specilists)

non- T Unine dipstick tests which are simpie 10 perform with Iitie potential for adverse
|ab0ratory medical consequence are exempled from compliancy fo this Policy. However it
N should be noted that performance of these lests shoukd adhefe 10 the manufacturer's
instructions. Exempled tests include urine test sirips for glucose, protein, ketone, red

prO*fESSIonals Blood cells, pH, bilirubin and urobilinogen.

* Factors considered Include complexity of testing methodology, potential analytical
interterence, clinical importance, medical-legal implications, availabilty of positive
patient identification, elc

4 hrs before use

Patient factors

? Inshock ? haematocruit
levels ? received drugs

affecting the accuracy of
BGAs...

Instrument /
Reagent factors

Environmental
factors

light, humidity,
temperature......

strip R T

-Control solutions are supplie -Control solutions are supplie:
manufacturers PWH Department of Chemical

- normal reference range are Pathology monthly

available in the insert or packing -Reference range are worked out
box from the submitted QC results

based on 95% confidence interval

41




“The IFCC* have proposed that plasma
rather than blood glucose values should

be reported by blood glucose meters
(blood glucose x 1.1 = plasma glucose).”

e.g. whole BG 10mmol/l = plasma glucose 11mmol/I

-
2
, *International Federation of Clinical Chemistry and Laboratory Medicine

* acute illness — lower
Hct at ~ 30%

* Neonates — higher Het
at 60 - 70%

« Diabetic ketoacidosis —
hihger Hct at ~ 60%

emia

MNormal Anemia  Polycyth

Hct = m40-50% | T
F35-44%

BG o Accurate Falsely Falsely
value S BG high low
tested to value BG BG
have: tested value value

4

SMBG - must be a routine care?
SMBG steps & common pitfalls
Pattern of monitoring

POCT - its importance

Factors affecting CBG results
Choosing a BGA and CGM
Hypoglycaemia

CBG record sharing
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s - patient issue

v Some hospitals POCT Committee recommended to send a
glucose sample to the laboratory for confirmation if the POC —
(BGA) glucose is <3.0 or >20 mmol/L.

v Capillary blood glucose testing not clinically appropriate for
ﬁersons with reduced peripheral blood flow, shock, severe
ypotension, hyperosmolar hyperglycaemia and severe
dehydration.

v if < 80mmHg, blood leaves finger tip & move to central part
of body — in hypotensive state, fingerprick glucose is less
than venous or arterial specimens

v CBG results should not be a diagnostic value to define

DIABETES.
h’ -

AN

For neonates, they have higher Hct in general (~60 - 70%)
For patients having anaemia, they have lower Hct

patients with diabetic ketoacidosis, they have higher Hct
in general

If the Hct level of a patient is too extreme which beyond
the Hct claims from the POCT BGA devices, the accuracy
of BGA readings may tend to be inaccurate:

Too high Hct level may give rise to falsely low blood
glucose readings;

v Too low Hct level may give rise to falsely high blood

glucose readings.
e

AN

AN

AN




IF you were the client, please choose one
BGA you like most and WHY?

» Type 1 boy, 8-yr-old L :
o Businessman, frequent traveler
» Housewife, 55-yr-old \ 1 4

» Elderly, poor vision, 80-yr-old
» SMBG done by domestic helper, career

Guidelines on introduction

1. Patients and their significant others should be
informed of their freedom in choosing the brand and
model of blood glucose analyzer (BGA).

2. Diabetes educator should assist patients and their
significant others in choosing an appropriate BGA by
providing relevant information after assessment.

3. Diabetes educator should introduce more than one
BGA.

Objective data on BGA should be
to compare among different

Accuracy & Safety Approved by FDA or CE international safety and accuracy
standard

Easy of Use Simplicity of the operation and calibration, size, clarity of
screen display and error message, testing time, blood
volume requirement, internal quality control, convenience
of maintenance of the BGA

Cost Price of BGA, test strips, lancets and automatic lancing
devices, and batteries.

Additi fi i Req for accessory function (e.g. testing blood
cholesterol, triglycerides or ketones), and connection to
data-management systems.

.| Available of Availability of local maintenance and supporting service,
maintenance & ease of purchasing accessories.
supporting service

Guidelines on introduction of |
blood glucose analyzer to
diabetic patients and their
significant others

by Diabetes Educators Group 2002
Daibetes Division, HKSEMR

Guidelines on introduction

4. Pre-teaching assessment of patient / significant others

includes:

Age

Visual ability
Learning ability
Financial situation

=
-
lﬁ

Patient preference

Risk of lancet stick injury for significant others
when using the lancet device for the procedure

Non-invasive B

Combo Glucomet
CNO®GA

NIEND | C A

Seeing Beyond Imagination




Continuous Glucose
Momtorlng (CGM)

Gicose

CC Continuous

ADA 2014 Guidelines

Glucose Monitoring (CGM) mp

Useful for A1C lowering in select
adults (=225 yrs) with type 1
diabetes requiring intensive
insulin

May be a useful supplement
to SMBG among patients with...

May be useful among
children, teens, younger
adults*

Success related to
adherence, ongoing use

Hypoglycemia unawareness
and/or

Metronic:

Tel: 29191322

i-Pro (7 days)

Celki: Dexcom (7 days)

Tel: 23323366

Abbott: Ambulatory Glucose Proflle
(AGP) by Libre

Coming soon

R

@ days) [a—— s
Sensor Data (mmollL)

M/62, chef
T2DM
On MDI:

Actrapid
20units pre-B
18 units pre-L
24 units pre-D

e et tgrent 5 tlosensroa E—

Excursion Summary (mmol/L/day)

Protaphane 36 s e s son sn o e v
units nocte £ n
HbAlc 9.4% Duration Distribution (hh:mm)

o DR

:wan:mammnmwnnnm w e =

Frequent hypoglycemic
episodes

“Evidence for A1C lowering le: ong in these populations
SMBG=self-monitoring of blood glucose

American Diabetes Association. Diabetes Care. 2014;37(suppl 1):514-580.

Indication fo

To obtain a dynamic and complete glucose information for titration of _]
treatment regimen

Fluctuation of SMBG profile

Unexplained frequent hyper/hypoglycaemia

Detect any nocturnal hypoglycaemia/ hypo-unawareness

Discrepancy of Alc & SMBG reading

Understand BG change associated with diet/ exercise / lifestyle issues

Pre/post-insulin pump therapy assessment

R

) [R—— e
vy by st Evar ot
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(7 days) Medtronic Pro2 Recorder #3040854

Novo Nordisk

Insulin preparations for every patient in every situation

Sensor Data (mgld L)

Problem of
prolonged
post-prandial
excursion

Rx:

Changing of
bolus short-
acting insulin
to fast-acting
insulin

ycaemia
1. SMBG - must be a routine care? EARLY signs & symptoms Late signs of hypoglycaemia
. Autonomic (Adrenergic) Neuroglycopenic
2. SMBG steps & common pitfalls - Hunger « Dizziness
3. Pattern Of monitoring . Shakir?g, tremor o Irritability )
» Sweating » loss of concentration
4. POCT - its importance + Palpitations » Confusion
R » Anxious o Slurred Speech
5. Factors affectlng CBG results » Nausea » Incoordination
o Pallor » Hemiparesis
6. Choosing a BGA and CGM « Hunger + Seizures
=) 7. Hypoglycaemia ,fEEml;f% < Coma
8. CBG record sharing

<4.0

Causes of Hypoglycaemia

_ > Not adequate carbohydrates I
_‘

Imbalanced meal issues
Missed or delayed meal
Taken less carbohydrate than needed

Vomiting
Reduced appetite
Prolonged NPO (Nil by mouth)

Changed meal times and scheduled

Medical issues
Inappropriate use of “Stat” or "PRN” dose short-acting insulin
Recovery from acute illness/infection
Increased mobility

Changed insulin regime

Discontinuation of long-term steroid therapy
Incorrect insulin prescribed and administered
1V insulin infusion without glucose infusion
Major amputation of a limb




In-hospital setting

» Follow the hospital
guidelines

15/15 rule
1. Take 10-15g simple CHO
2. Wait for 15 mins.

If no improvement, take 10-15g
simple CHO again

3. If feel better, take 10-15g
complex CHO

Hospital Authorty New Teritoies East Custer

&5 ideli
Y mempmndg

Docasest Naher NTEC
Prparedby NTEC Dibees N Specal Comtee”

Aoty
Dx. Wi Yee S, Comsals, Dt of
METPVH

D Chi i Ting, Asacine Coslt,

Dept. OF M e, AHNH
p \Consultart, Dept. Of
OV

Glucagon injectio

BB ()N) 8-4
BRO2

SMBG - must be a routine care?
SMBG steps & common pitfalls
Pattern of monitoring

POCT - its importance

Factors affecting CBG results
Choosing a BGA and CGM
Hypoglycaemia

CBG record sharing
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admitted for I&D

on Humulin N 12 units
om, 6 units pm since d/c

c/o nocturnal hypoG

Humalog7/10/10,
PT 25 nocte

1. International Diabetes federation
http://www.idf.org

2. American Diabetes Association
http://www.diabetes.org/

3. Canadian Diabetes Asso.
http://www.diabetes.ca/

4. British Diabetes Asso.
http://www.diabetes.org.uk/

5. Tai Wan Diabetes Asso.
http://homepage.vghtpe.gov.tw/~meta/hospital/index.htm

\J

BASAL (Lantus®)
LONG-ACTING INSULIN

PRANDIAL
RAPID-ACTING INSULIN

What happened??

PREMIX
PREMIXED INSULIN (ANALOG)

BREAKFAST (UNCH  SUPFER BEDTIME H o SURRER BEDTIVE BREAKFAST LUNCH  SUFPER BEDTWE
Onest
2-4 hours ~5 minutes 5-16 minutes
Duration Duration Duration
24 hours 4-5 hours 10-16 hours

INTERMEDIATE-ACTING INSULIN (NPH}

-

YV

BREAKFAST LUNCH  SUPFER BEDTIME

Onset
0.5-1 hours

+ + + %
BREAKFAST LUNGH  SUPPER BEGTIVE
Onset
30 minutes

PREMIXED INSULIN (HUMAN}

BREAKFAST LUNGH  SUFPER BEDTIE
Onset
5-16 minutes

Duration

10-16 hours

Duration
Up to 8 hours

Duration

10-16 hours

1. DHK

http://www.diabetes-hk.org/home.asp

2. HKFRDD

http://hkfrdd.org/chinese/d04b.htm

3. Yao Chung Kit Diabetes Assessment Centre, CUHK
http://yckdac.hkido.cuhk.edu.hk

4. BRI

http://www.adf.org.hk/
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5. R/ INERE - BEPRPE A LR AR TS
http://www.cuhk.edu.hk/med/nur/caring/dm.html

6. BB S (AT EER
http://www13.ha.org.hk/healthinfoworld/intro1.aspx

7. FHEBBTEHR - Bk
http://www21.ha.org.hk/smartpatient/tc/home.html

8. THRREHE - BB L
http://www.ha.org.hk/dic

9. B EU ST R RS
y http://www.ucn.org.hk

- »
)6 (TR ¢

2\ Amercan Diabtes Associaton.

DiabetesPro~

Professiona Resources Online

Standards of Care

subsemuenty pubishedin DiberesCare
Standards of Medical Care in Diabetes

-
Y sandarks of care . *

M son

MED!
DIABETES—-2016

Diabetes Care

Ciical Sorner
+Standards ofare

PaentEducaion brary

tocks 1o evauate quatycre.
Aeces the s

Standarcs of MedicalCare in Diabetes: Aaidged for Primary Care Providers
[rr—
Resources

ummary of Revisions of Medical Care in Di
View he 2016 surmaryofresionss.
Evidence Table

Fre regamior Patens
Dibte CoreUpse
i Dabees
Dabetes Spedrum

Dabetepro smarriel.
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