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»FPG >/=126mg/dl (7.0 mmol/L) or
» 2hr Plasma glucose >/=200mg/dl(11.1mmol/L)or

» Classic symptoms of hyperglycemia or
hyperglycemic crisis,Random
PG>=200mg/dI(11.1mmol/L)



ose

* 1% increas g/dl)BG.

* An international expert committee convened
in 2008 by ADA,EASD and IDF focused to
consider HbA1C for DM dianosis as an

alternative but not superior to blood glucose.






v FBS &2hr OGTT j nt of a single day!

v A1C measurement equals the
assessments of hundreds of FBS level,also
Postprandial peaks.

v'i.e.Serum IGF-1 is definitely more efficacious
than S.Growth hormone to monitor
Acromegaly.



v Macr DM is

5-10folds with
CVD is remark

v'Nonproliferative Retinopathy increases at A1C
around 6.5%.

In General,FPG is poor marker for future
complication like CVD.



v’ Acute
productio

v’ Morning exercise

JA1C —greater pre-analytical stability

v'Blood collection tube may not contain anti
glycolytic substance.

v Even do,glucose consumption occurs in blood
cells in frist 1-2hr after sampling.



v'So,DM

v’ Pre-analytical variability of FPG is 5-10%,
whereas A1C being ~2%.



v'Surve
significa
many as 41

v Misclassification of glucose tolerence in 12%.

v’ A great effort was made in USA to make
reproducable A1Cto minimise lab.biases and
to use it for monitoring as well as for DM
diagnosis.



v’ Biolo
FPG( <

v Co-efficien
5.7 :16.6%

dIndividual susceptibility to glycation might be
an additional benefit of A1C assessment.

:2hr PG- 3.6:

v’ Subject with high HGI-->greater retinopathy
,nephropathy risk even with good glucose
control—>also possess susceptibility to protein
glycation.



measu ailable.

A49%(High risk)- start
effective prevention strategy.

A1C 5.50- 5.99% + other diabetic
risk factors — counselling offered.



“*Ch.

*Al1Cis b
s*Fasting not ne
**No acute perturbation(stress,diet) affect Alc.

‘*Greater preanalytical stability.

**Biological variability is lower.



N/

*Used for dia

DM.






glucose but th y —might have

negative clinical consequences.



v'A1C ca mia but
not the ac ambulatory
BP Monitoring corr more with CV
events by daily variation of BP.

v'IRAS shows weaker relation of A1C to insulin

resistance and secration than FPG,2Hr PG.



A1

v It mi
EIAD,

v'Recent chin vity less than

FPG.
JImpact on Epidemiological studies.

v'A1C >6.5%identify ~30-40% of previously
undiagnosed DM.But FPG~50%:2hr PG~90%.




v'In chinna

newly diagnosed D



v'In a study of retinopathy of pima indians,ADA
reported IGT have ~40%increased mortality
than normoglycemia&this can’t be diagnosed
by FPG or A1C.



JA1C ass used in
many subje

v'Several conditions (like
malaria,ch.anaemia,major blood
loss,uremia,pregnancy,smoking,infection)
may influence the A1C resault.



» Taking iron,vit B 12.or any such product

= Blood transfusion in last 3months



e Alcoholism or CKD.

* Hb.pathies: sickel cell
anemia,methamoglobinemia.



v A1C reflects high mean exposure to
glucose but not flactuation during day.



of previous

v'In Finnish Diabetes prevention
study,sensitivity of A1C>6.5% to diagnosisDM
only 39%:

i.e.61% newly diagnosed case had A1C<6.5%



lood

**A1C has poor sens o diagnhosis & would

change epidemiology of diabetes.

s Fasting isn’t essential to identify perturbation

in glucose metabolism.



**Using the sam jagnosing and

monitoring might have negative effect.

s*Cost of A1C is much higher.



*Al1C le

effectively a

s»*Sensitivity of A1C to detect DM defined by
OGTT is < 50%;s0,majority of DM will remain

undiagnosed if A1C is used.
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diagnosti
constructive ma er and truly

evidence based consensus is reached,







