
Debates

Drs Wilson and Perry use 3 anecdotal cases to argue 
that tight glycemic control is not worthwhile. What 

they illustrate, however, are not the dangers of tight 
control, but rather instances of suboptimal medical 
care. In the first case, the patient has macrovascular 
and microvascular complications of diabetes, which 
have been shown to be reduced with glycemic con-
trol in the long-term. If he had had good long-term 
glycemic control, he might have avoided these tragic 
outcomes. The frequency of glucose measurement 
depends on the therapeutic regimen and the individual 
patient, and might have been excessive in this situa-
tion. In the second case, we have a lady who is treated 
with an inappropriate insulin regimen. She is taking 
isophane insulin, which without good glycemic control 
can cause hypoglycemia because of its short duration 
of action and “peak effect”—this could be minimized 
with a long-acting insulin analogue. In addition, she 
is taking a short-acting insulin analogue twice daily 
instead of with each meal; therefore, she has too much 
insulin at certain times of the day and is hyperglycemic 
at other times, leading to high levels of hemoglobin 
A1c. In the third case, the truck driver trying to decide 
between the cost of test strips and skates for his grand-
son is likely taking oral agents and does not need to 
check his glucose 4 times daily—only before he gets 
behind the wheel of his truck. In none of these cases 
are the Canadian Diabetes Association guidelines being 
appropriately applied.

As we have noted, the landmark DCCT (Diabetes 
Control and Complications Trial)1 and UKPDS (UK 
Prospective Diabetes Study)2 trials have shown that 
improved glycemic control reduces the microvascular 
complications of diabetes. This has also been supported 
by the more recent ADVANCE (Action in Diabetes and 
Vascular Disease: Preterax and Diamicron MR Controlled 
Evaluation) trial.3 Other recent trials have failed to dem-
onstrate significant effects of tight glycemic control on 
macrovascular and some microvascular events, but 
the event rates were often lower than expected, with 
a possible reduction in power.4 This might be due in 

part to improvements in clinical care overall. As Drs 
Wilson and Perry have rightly pointed out, diabetes acts 
over many years, and good glycemic control must be 
maintained consistently in the long-term to affect out-
comes. The EDIC (Epidemiology of Diabetes Intervention 
and Complications) trial showed that intensively con-
trolled groups, despite no longer maintaining the targets 
10 years after the DCCT ended, still had a 60% reduc-
tion in myocardial infarction, stroke, and cardiovascular 
death.5 The ACCORD (Action to Control Cardiovascular 
Risk in Diabetes) study showed that targeting hemo-
globin A1c levels to the normal range is not appropriate 
for all patients.6 Canadian Diabetes Association guide-
lines recommend considering patient needs, discussing 
the costs (ie, time, effort, and money) versus the ben-
efits (ie, potential for improved outcomes) for each per-
son.7 To benefit from stable glycemia, we need to treat 
patients as individuals and consider all available treat-
ments. While glycemic control is important, the Steno-2 
trial8 has shown that multifactorial risk reduction, which 
includes decreases in blood glucose levels, blood pres-
sure, and lipid levels, leads to dramatic (> 50%) decline 
in mortality and complications. Don’t throw the baby out 
with the bath water! 
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