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[Abstract] Intensive insulin therapy is one of important methods to intensive glucose controlling for type 2 diabetes. In clinical practice, short-
term intensive insulin therapy is usually intended on following type 2 diabetes with: @newly-diagnosed patients with significant hyperglycemia;
@uncontrolled hyperglycemia (HbA,>9.0%) with more than two hypoglycemic agents and certain duration of diabetes or failure to blood glucose
targeting (HbA, >7.0%) with insulin initiation therapy and titration. Nevertheless, there was no guidance to specify the indications, choose approaches,
or identify titration algorithms of intensive insulin therapy and then following regimes. Accordingly, Chinese experts established the guiding opinions
of short-term intensive insulin therapy for type 2 diabetes based on the evidences and clinical practice experiences.
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Fig 1 Management of short-term intensive insulin therapy for newly-diagnosed type 2 diabetes
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Fig 2 Management of short-term intensive insulin therapy for non newly-diagnosed type 2 diabetes

CSIT: # 4 THLfk & %, OADs: B RFEAEZ; FPG: ZAEMiE; GLP-1RA: GLP—1% Rk 37
*RIERFER . RE. LERE. RO, BLAETHEARGEAE. BRAAREEFNABEEH T AT T

ANRELR MR, I3 A TT An e b =5 0 4 A 7l
AL (35 WS o 1 5 A TR T 4 SR B RE 2% i Y
% HARMBEF AW £, fdonit Koamitinyr It

REAF ok S Z R ak 4", 25 EFNA, & RIRIL
ﬁrmfﬁﬁﬁmﬁ,%iﬁﬁﬁﬁﬁﬁwhﬁﬂ
AR T 5%

2 JeJuie B A ALY 0 H Y

T2D M LA R AR YT Be b AT R 301BR B 55
RIBIT Y B R BT AR OXHEA B i R
HIBTIZ I T2DM 2, il i R B 23 (e iR T A
R JEE M R IR 7 1 AE A BBl IR, nTLAZRBR
e R B AR 151005, W 2 PAR I EhRE,
AR B AR AR LA R R SR, 3
A RE SR I PR 22 fif ) B8 A B T iU R 8
TT)i%. @RA M., (M2 50 ARABA

T IBE DR Th . S B & SRy T et 7o
P 12 R R A 73 R IR AR BB D 5 K R T2D MU,
&, K TpAM I REME T ML T P, A RAIAETE TS
A RGeS IO R & AR, BUE RIS
SV PESE IS AR, B2 B3 I AT R A 1
ORI AT 2 H RS AEREIN IR] P 2% M o Bl
P, BB AR DhRE, @RI 7 RHIRE A
LI, Zefr ps KIAAR, & P i
IR A

3 S JOE By % SRR 9T IR OBk R bR
RIRIT i %

3.1 MAEEH BHR T2DMEZ IR & 258 E
TrR YRR, L, ALAHbA, GKFR1EARTT B
Fr, MUBEZSEIEARE SEFPGRIPPG. —FPGEsHIE
FrfE44~7.0mmolL, FEAfEfRE<10mmolL!™; b

DN i

R 2017EF4EEH 7



BB 54#iR | Consensus

R R, THRRERNFTZH T2DMEZFPGES
Hil£E4.4~6.1mmol/L, k2 I Ik /£ <8.0mmol/L, &
WO PAHIERE R,

BE R R S F R (LIG T, B[Rl
ITERFEFR RIS INRTT . IR R EE T .
32 ER AEE

(HFZWHIT2DMEE, 2MHbA, . >9.0%:,
FPG>11.1mmol/L, =iffA BT, & i Hl A IR I v 5
FREG NG B 0 biBTT . BE R, SWE
HbA | FIFPGHEAR, Zit sk & o8 fLiayT 14
RESRTT AT HOIRE B Thie ek 3%, o i bRl A 4 8K
X725 A

Q)BT T2DM(HA —EWife) HIE A3 B
WEZ5IBTT , RIHE B T m S B D Bh ek, W
U0 PR 2 O v L S R I R O SR S I R, B
i © =200 1 IR FEBE 25 F K =2 & B AETT 3
ALLEHbA  >9.0%%; @ B2 0f FHEmlE 5 H
B H 2R TR IR & 22 B 25 76 40 i 7 s PR BV 34
AUA B8R A HIAE(HDA, > 7.0%) 8 B & A4
fIRMpEE, DA g 0L m] 2% Ede A T A e B 2255 1t
1897 .

DA NS 7 0 100 e 2 320 AL VBT . B4R
N R BUEeZE | AR S & . T dr . 1
A TR MR R S R BRI T2DM B
33 RITAR ARG FRRIIRT T s -
BN s %, CSTILL K49 H 3k TR 5
FRES TR, R R IiRyT &
MR R LR LR T, B fh- IR % 2275 % ) CST1Y
Al DA A HOASALL A B (IR 5 F2 400, BB HE B
A1 =R IBNRR 5 # AL IRT J5 R KL

1] Pt S A 7 A - I R 2 R AT S B B R
(B FRAIAFE) %, HARREREE(E B MpE
Zhr PRk E Bt kAR, ek et A,
BRI IR R

T B 1 S R AL TR T B TR] R 45 % SR AR Wb
7, RTAREE{E P F ORI s o s O A 751 2 101 AR
PEpE2y, ARG DL e A 7 15 M e — i
R,

(D JEfl- A gy 3205 % B H BERTVES 1k
FE AR B 2R (K BUBR & SR 2R b 8 N 8 32)+3
YR IR 5 25 G0 B 25 2 (0 A s 2 N TR B
F)o Afl-E R FIRYT T RAR AT AL A B
PRI i, AR B IS SR IkiRYT
Ti%e, (ERRATA A il [l et B 28355

WAG TR AR A . 6T T2 Wi T2DM
B = 2 11 Ik % 24 o i 52 IR B TRYT 3 ~ 64
I BE 5 2. T (Hb A >9.0%) 2 HEAT R IR &2 3%
SRACIRTTI AR ORFFAHHE E A IR & S i sl e
DUF, FTAREEEBE AR E . NN, AT RS
RERENPGEAFIE . WG H BREJU)=fE
(kg) % (0.4~0.5)(IU/kg); HAfifpE &35 2R
40% ~60%, £ Fiborienal#1/3. 173, 1/38%1/5,
2/5, 2/509 bkl sy e = B RS . M T EA 2R
it H O fd A R s T IR & VRYTHD A [ AN ik bR
B, RIS ER IR e & T MU T
JE . © S Al B RIS HARBERE 25T I B,
#iFPGikbr, PPGA kbR, Hemlil 5 H4e k5 &,
H R B 25 0k h = B R T &b S 24 ~ 61U FPG
WAEFRH AR PG E VR A Rl S 258 O

Tab 1 Characteristics of three short-term intensive insulin therapy

- B IR 2R

=
UES

CSII

B H 3R TR B B R 2

QRERAFM BB 20 I @RARIIARIP R S0 A TR @ fEREALL A BRI 355010 1T

2o AET BRI EEM=8RIN AR R A R ORGP E
(BN UE= e 2T Ehe

@ LB A RV RS B 75 T S A A

O EEEA RO, TR @BEE RPN F AN BT Ak

T A5 SR M A B R TSIk

i BEFR

CSITRIAft]- BB 2350 %8

O EE A T/RERECR, 5 HER2
U TR M LA il 7 B o
Liiksea

BAHXT I E, B RiE R R AR @B s BN AR @GR B 4D (R —Fhk

QL STRBAN L 5 75 S S M
Fift R 2 35

BEFRGE SRk

8  HmRTH 2017FH 145895



TR IR 2 SR A0 oA e Tl I T 6, T 4 IR iy
R 1940% ~ S0%1E ARl B FkaHE, REED
BBESZ, Z&FY5E.

PR 2 I s R R R S B R, ARYEE
B e UK 5 22 v ) 2 i A 2 (R R R i e 1 =2
=, SRR AR AR B B, IR D
FFlE, BIE ~ 3R IR, AR S5
RIHEE2 ~ 61U 10% ~20%(1L3K2), BJa2hifikE S
[l — &L A IUBE T B <2mmo VLIRS 42 AL RilEE £ 32
>3mmol/Lis J#E B8 3, R IRE &2 ~ 41U
B10% ~15%, B WM AR, [EI R ™A
R A R, e B A AR b , i PR AN B
I, gD B B B A 10% ~ 20%,

ME NS . LEIRTT FF ARl BE R 45 H Wl if 4% 7
2 SLRIRE R 5 U R

Tab 2 Adjusting the basic insulin dose regimen

2218 I fE (mmol/L) FE g B EFI = JU)
<44 -2
44~6.1 NIEES
6.2~7.8 +2
79~9.9 +4
>10.0 +6

W, BER T B AT = & S5 2h S BRI BE . 4nf
AR I 4 2 B v B I 00 b A BLAS T R
v MUK S8R R AR I B bR, 2 il 2 /= 3: 00 ifiL b
SAEA SR UL T 6 2D A LS il (continuous
glucose monitoring, CGM), iKZIVETT Bir/GHIL
B H A T T pE4 K

A A Tl BN IR B 3R BRI AR A, AR
A OBk ALKz sh I R Fliz 3)
s QZERNAIEIRER B A EL BRI E s O b
DI HERATE ;. @R AR HEAVER D R4, ©F
FrikFE v R BB B ThREZE . BRI ) KA B E BT
EHEER BN B B B By S e e IR . B H 40k R
By 2R B T LA A AR, Ik
HCSIGATT .

(2)CSII: HpJig i FHRIETT, RN TR
R e B R AR B, B RS BT R R 5 3R
(HUBURR 5 22 A SRR B 2T X, T

Consensus |8 5313

AR R R B AR R B R E, R
JE M AEATUEE B SRR AR B o WS, AR B B 4T
Hb il BE R B 227897 . X T RTIZ T2DM
B CSIIS% H £k S EFES (multiple daily
injections, MDI){E IfiL 42 il Ko 4 bR 9l PR 2% il =2
FHHETC R EZEMNS, (HCSTME I b & A XU F AR,
[ B REAS 12 & B ARG R, HIERIT A
X L2 M D G TT b 4% il A (8% ~ 12%)
MIT2DMEE, S HCSITRMDIHT 3 8 4 1Y I b %
#il, HbA, Ak F41K0.8% ™",

)46 70 B 1w RN AR . AT AR 4 2 o R
BFEBITIIT2DMER, W4at H 8 m(IU)=FE
(kg) x (0.4~0.6)1U/kg), Haldmid & 52 KKDHE
SEI40% ~60%, EAIAAIEALZIE/3, 1/3, 1/3
st CHEZRBFRITINT2DMESR, BHRE
H.SSE=HE A5 HEHE < (80%~100%), "J{%
ML T o fliy A A N IZ R R B 255 ©30
JE s g A SR — & & f52h, AL o
<1.7mmol/L(30mg/dL); @S50JFMI. %% f52hifiHE
5 [al—& i fi s AH Eb k28 <2.8mmol/L(50mg/dL),
PRIES%20144E 1 O B R S5 THRRD 27

RS S0 SR [ P I W0 2B S
IR AIT R Al B T B B8 T MBS W5 58) . e
FEHIAEEZ ATl CG M A0 Hb 1 i i b 35 2 1Y
THOL, DRI 8 255087 R A%,

(3)F H 3R i I & 22 15 %« 4 H 3k
TEL I B RO 56— Fh iR B 98 (B TRYT 7 %,
TRIELIER & 22 20 m] e B AR TR R 5 F2 2 (D e
TRIEL I B B2, AWFER, TR & R0
Y H 3RS ALIRYT 5 58 H 2008 T I LA
PRESTE T, PR R I B AR SN i o e 28 o i
B2,

MR R G E IR A% . ETHRE SRS
2R SR SOk TR I B 3 2B H 3IRE
b, kA R WpERTER R, SUiE b
FUERIfIE2 ~ 41U, /PERIN2 ~ 40U H RS 3
SFIERI10%,  [R] IR ISR T A 5 25 25 Tl

R 2017EF4EEH 9



BB 54#iR | Consensus

B R, RIS TE20165 M (TR & 2=
PRI FAFRTR) P21, AR R iR = S Al A A S DR
BPEHERE, ERREET]-3IRIA% K, BK
L ~4U, HEIMEESRR,

e T, TR AR AR IR B 2Rk
CSIRILIRTT , (HA B Z LR IIBTT 77 =W
B, WA 22308 H 3R TR IR & FH 2R iais
IT. R E—40.2~0.41U/(kg d), %2 :1: 24>
B 2 FLERT, R A AT, E N RIE T
3R TR I & 25 2DV TT K BY s R BF 5 S o
ME R BRI A BB S 252 650 ) i AL (B 22)
45 BJ0.74(0.25) 12.0.86(0.34)IU/k g™ ! IR EE A
—E FEARYE B ELACE DL TRIEL B & 22 240
A, HES R =B AR o Be b, IR
BEATFIEARAL, 72 W A o A =

WS I = S0 5 5 () i (R - S I B 5 2068
IT S N0 75 52) s Jan EH BLAS mT fif e vy 228 I v if b
SO AV B R, o W IR (] Il b, FRis D 8 35
FIE10% ~20%,

B H 3R TR IR B35 DA 5 IR TT AR A,
A2 B AR - B I B 22 5 s CSTBR LR T

4 o 01 Ky A AL IRYY 2 5 SRy
4.1 M¥EEG BFRIIRE T2DMEE 21t 5
i & SRR ALIBTT 2 Ja, K ) i B 4% 4 E bR
ZM2013 48 ke (b EI 2 B8 IR B G e ), HD
FPG 4.4~7.0mmol/L, JEZIEIMEE<10mmol/L,
HbA <7.0%, [RINEAEZ%EEBFENEL . Wk,
T A . e AR ROIE S R IR . & D AAE
A FEO EARMAE BN KR R 2, DA b
SRFMBETT S0, 250, ETREEL,
R B I Ba AfiBE 2 &0 A HE At O Mo of 279
e fal R R PR RS, AR EY,
42 IAFHTERNIRT ZEERTFE (LK kb
T, s Rlr R R R L . RS =
SEACIRTT IR EGTT %, B RTAHSEHETE /D,
(OHFZWIHIT2DMESE . WRLk 5 22 3 A 1B

5y R IGIRTT J5 MM REAS 25 15k R 22 fif B R TCRG
WIS . [E N £ Hhuis(randomized controlled
trial, RCT)ERY, BFSMFT2DME % JEiT 700,
IR R ILTRYT, NI R
FPGRHbA  ARCFEAR ., kARl R E AL, G975
i3 % B BE e S . 2 B S0 ) T H BRI R 2%
fi, JE skl i A 1 O T Tk RE R A R 4 Y I b
i, EABFZE KB, fEA R SRR LIRTT
JE B R A 2 VAR DL BB, fECSTIHR BT (R
4R T 8 2 H il 2 (31.6 £ 14.H)10, it
M2 (417 17.8)IU, "I, 5B fWiEITiRbRE G
R R s B TR S B A LSRR L2048
iR, IR S0% L b IR A PR 28 A L%
Ko *EBo FE S5 AR 8 2258 ETRTT 2k H I b 2k
F15707, FPG<6.Immol/LHEHE EHA A ARG EK
it I JC 252 MR . FERE T b R BB AbIaYT Ja 14 A
A 1,57k LLZEE(1,5-anhy dro-D-ghlcitol, 1,5-AG) 7k
> 8.9m g/ LA, T 2R KA 25 A 38 di s itk
Hb, BEMPRIINRASE . B RE PR D2
SNSRI IRIT 5 B R I R R, B
R Z FRRHERTFTIZ I T2DM B35 B T REZR f A5 )
ThgM, Wik, Bz T2DMEEZRIT2~34,
Jig £ F A R S0% A b, B SR F R ALTRTT IR
HFPG<6.1mmol/L{y 5 vl % [B15 HFEbE 254, (X
RBAGE AT, FHRFEEEHA~31H)
W 7 S K, (B s 4 TFPG<7mmol/L,
PPG<10mmol/L,

TN B 2R R ALY T R RE VS S LB I PR 22 fi )
B, TR A WU A 2 il Fr 5X by T 5
Z, ENEE A HTIS M T2D M A7 5 5%
IBIT2 G, BENLSCA — FOBUINE: & T R 5 35
Ry, SRR SRR, SRRttty
JEEHEIT3IN A, KB S EE AR T RAFIIN
BEEEHY, B ENTFR R, (E RIS R
{BYT2 ~ 38 Ja L4 5 51 DL FEOBUNR 4 6ty 7 R B
W25 5 HRE PR S BT AR, — TR 6 4E Y
WFZE AR 7~ ORI . 4% Z10 A ik ROt 4% 71 B 1) =24

10 2Tt 2017451455988



WRA 5% 5 ORI A& 1 &2 3219 057 S840 EL, Rk
BB RIS ThRE S A B 22 7, bk
MRt s AR, A T2 W T2D M i 5115 1)
Jige £ 25 SR ALAR T T A BE B U5 5 M B e IR 2% fi Y
A, AT DAE T HOBUNK A 2 Al i 101 AR Pk 2596
T, BERA L~ 2RI E S8, DAgER K]
A A A 4 il

QBRA—EiitE. CEWT2DMER : FHrhx
w3, SRR IR R EHEYT i SRIEFERIIRIER
FURRES D, BEAEE . MUBERCTAIEE L DhRE R 5
TLIRIT AT SR B B, ERHERAE
WIIRSHATY 7%, BEREREGd BERYY, SORIFIELA
WA RGRTT T3 B WS & 2.

Il A — TSRS R (6.8 + 5.6)AE Y T2 DM 3%
S TRIICSINGYY, fRMmpEtEhlisbeia, 4efrCSII
U, AT WL B ShRE W B k™. H A 291 (il R
104£ L BRI T2D M & WEAT A 317 K [ 2 ffl- I ke
B FRIIRTT, ZJadedn T PR S e i e &
a-WEH ERIGIRIGTT, 3dRdE R, BT &
T7.8mmolVLIUIN Al 4 H 20 kLI &5 3276, 4l
25 MG Bk & T 7. 8mmo /LI FH AL bR 2 257597
HE S 390 R 5 14 TR 7 O AR 94 L 7 o D A P O 2
(5ilA 1), &R EoR, FARFENEZGTT4H B E Y
o2 ThEE B 8 e & SRI A TRT T,

MR b, AR A “Sessfba®ft” fiaT
R 2o A B 3 R LIRTT I B O 5 B
R D REFANGE &2 SR ARDUI T ARAT A R L 83,
SRR, O EIFRAE ., B BANIEIIRE M AFRY 1
Hi 259677 SR 83 T LR &0t A IR 25 19 B
B, AERRFOREY D IRBERE 259697 5 % W B
BB AR PR B S AR PAERE 257097 05 R
A/, BMIg, SRAETGTT 3] IR BEIRBR £ 35 AT AL

Consensus |8 5313

fiX. BA—E B PA AR Th RE R B2 S A e il
AT % TR T2DME R, W LUF B
PAGLP-1R AR AVETT A B A T MBS Y Ja 2348
L TR MBS . R PR
(Znz2 HECk<0.4nmol/L, il /5<0.6nmol/L)f+ B34,
NIAT RE s 22y LA R 21K A BRI B 350RTT

SAEIME, T2DMEZFBIEILIETT FEHaIT
T, WA ZEMEL, MEELEK
HARIIE PRIFEFC B — P AR FANGTIE

5 JELJ01e B A2 S AL ¥y v (VR R 9 5 A2 DR DR B % 3R
(ERIIL B A R 2 22 5 AR T e K 2 2 P R
A R M B R B L BE 5 S AR R 2 2
o 201743 [EIBE PR S (AD A LRI I 5
AR e . LA e PR R SCAY AR ML e ™ =R A i
PELER3), (RN SEoo R, HETSE, EN
FEER, BRI, ImREA B R R A KL
B B DRI AN T 0, A N R S8 B A AL,
PEAR G T 2ok i rh ) AR L DXURS: 92D 7 T A1 IfL
FiR A,
S RMAERI R SRR (EEE R 55t
IR, ARV Bbs, BEHT. RE
TH. smahE B, e SRR U pE S
B EIRMEN ZAAR, . OIMEEH B Ri%E
TR S B SRS AR s @R SR IETRTT
T3 ZHN TS B S F RIS, ORASEA
Y, FEERARRELL, SdazhidE; @b
IHE A RSSRA L, OAIFHZ . [N A
LERESESRIER B R, anffleds. KAHIR
FIGE s ©AIFFRAREIL: Wik, BI5. oi)E, [
IF & I FR IR Zh REGRAE . B bR B2 T T RE saR
iE. R DHREA 2 ORI S8 TR L

3 MRIBE 4 %
Tab 3 Classification of hypoglycemia
K ik X
IR IAE sk <3.9mmol/L T AR KA A IRTT, FF IR RN AT R
BARKE CAMEMYE  <3.0mmol/L FERAFET I, A IRIRE AR b
e (10115 T AARRMBED)S 5N REREAT A DGR MR E, FEEEIMBE )

R 2017EF 145898 11



BB 54#iR | Consensus

RSN
A 256,
5.2 {RIMAERIRT 3R

()Rl Lok 5 AR BERIIE K, PREEIKIM
B S ROINE M B CATRZ o

Q)L EAT A . R T K Skt &4
Yy, EIEEFRGRTES0% M ahE . RS
FAURTTRVEE M EHEAUETT, AR TAEIE
W BOERTREGIER: IR, AERRIEER . BT
KA, BHEE, RARKFMELES: Wik
A NI B 2 b TR B R, ATREABE S,
EFEOEAE U

()RR B E . O RE RIS 2 35 A &
FEREBGE HN BN AR, 48 T in ke 7 22 o
bR, @2 IEm MEREEE IR B S BUE S A —E
FEEERIHE N, THE RS W R T2D M2 (i
B £ 2358 A6 7T Ja S8 50 R AR ALK, R e 1 =%
P R e i

AR S0 (58 ) A 7 20 &) el 1 2 ok

B A5 LAKR (2R RmA I 5 & R4
BHBAFRIBTEL) FRANLY, EEZH
AU BRI 306 R T B P R A R BLRA LT, &
At E AR R 6 R AT R AR 2 T BT A
FRFERLANGRARBE TR, mARATTA
IREFIE, TEAREIE R IE £ 6 F) B,

SE5IHEHERGRERBSHRF)

MREkms b R EL ERAE & R FuE
5 % mLgf BN %k ¥ BEL M
S E E e
WK AKAE

2% 3CHk

[1] Xu'Y, Wang L, He J, et al. Prevalence and control of diabetes in Chinese
adults[J]. JAMA, 2013, 310(9): 948-959.

[2] UK Prospective Diabetes Study (UKPDS) Group. Intensive blood-
glucosecontrol with sulphonylureas or insulin compared with conventional

treat-ment and risk of complications in patients with type 2 diabetes

(UKPDS33) [J]. Lancet, 1998, 352: 837-853.

[3] ADVANCE Collaborative Group, Patel A, MacMahon S, et al. Intensive
blood glucose control and vascular outcomes in patients with type 2
diabetes[J]. N Engl J Med, 2008, 358(24): 2560-2572.

[4] Abraira C, Duckworth W, McCarren M, et al. Design of the cooperative
study on glycemic control and complications indiabetes mellitus
type 2: Veterans Affairs Diabetes Trial[J]. Journal of Diabetes and its
Complications, 2003, 17: 314-322.

[5] Duckworth W, Abraira C, Moritz T, et al. Glucose control and vascular
complications in veterans with type 2diabetes[J]. The New England journal
of medicine, 2009, 360: 129-139.

[6] Origin Trial Investigators, Gerstein HC, Bosch J, et al. Basal insulin and
cardiovascular and other outcomes in dysglycemia[J]. N Engl J Med, 2012,
367:319-328.

[7] Action to Control Cardiovascular Risk in Diabetes Study Group, Turnbull
FM, Abraira C, et al. Intensive glu-cose control and macrovascular
outcomes in type 2 diabetes[J]. Diabetologia, 2009, 52: 2288-2298.

[8] Weng J, LiY, Xu W, et al. Effect of intensive insulin therapy on beta-cell
function and glycaemic control in patients with newly diagnosed type 2
diabetes: a multicenter randomised parallel-group trial[J]. Lancet, 2008,
371(9626): 1753-1760.

[91 X4H, Tuladhar J, f[ff{, 5. AIbipe S50 ILIATT I A1 2200 bR
By D REAL A TG HISZM ] e bE IR A4S, 2014, (5): 293-298.

[10] Stein CM, Kramer CK, Zinman B, et al. Clinical predictors and time course
of the improvement in B-cell function with short-term intensive insulin
therapy in patients with Type 2 diabetes[J]. Diabet Med, 2015, 32(5): 645-
652.

[11] LiY, Xu W, Liao Z, et al. Induction of long-term glycemic control in newly
diagnosed type 2 diabetic patients is associated with improvement of beta-
cell function[J]. Diabetes Care, 2004, 27(11): 2597-2602.

[12] el 2o Bl SR oy 25 v 2 200k LR TR 4 v (201 3R 1] wh A
JRIFZE, 2014, 6(7): 447-498.

[13] Liu L, Ke W, Wan X, et al. Insulin requirement profiles of short-term
intensive insulin therapy in patients with newly diagnosed type 2 diabetes
and its association with long-term glycemic remission[J]. Diabetes Res Clin
Pract, 2015, 108(2): 250-257.

[14] Liu J, Liu J, Fang D, et al. Fasting plasmaglucose after intensive insulin
therapy predicted long-term glycemic control in newly diagnosed type 2
diabetic patients[J]. Endocr J, 2013, 60(6): 725-732.

[15] Liu L, Wan X, Liu J, et al. Increased 1,5-anhydroglucitolpredicts glycemic
remission in patients with newly diagnosed type 2 diabetes treated with
short-term intensive insulin therapy[J]. Diabetes Technol Ther, 2012, 14(9):
756-761.

[16] Chen A, Huang Z, Wan X, et al. Attitudes toward diabetes affect
maintenance of drug-free remission in patients with newly diagnosed
type 2 diabetes after short-term continuous subcutaneous insulin infusion
treatment[J]. Diabetes Care, 2012, 35(3): 474-481.

[17] Z5E S5, W 0%, BPSrHT, 55 SR ALIETT 0 A Wb K73 12 W2
TR PR BB B BANAE B REFI TR AU R2 R [T]. AR R, 2010,
49(1): 9-13.

[18] Reznik Y, Cohen O, Aronson R, et al. Insulin pump treatment compared
with multiple daily injections for treatment of type 2 diabetes (OpT2mise):
a randomised open-label controlled trial. Lancet, 2014, 384(9950): 1265-
1272. (F4#F267)

12 #RiRh 2017451455988



ESEURSTYZS

[9]

[10

[11]

[2

(3

Drugs and Clinic

administered as add-on to glucose-lowering drugs in insulin-naive people
with type 2 diabetes[J]. Diabetologia, 2008 , 51(3): 408-416.

Cander S, Dizdar OS, Oz Gul O, et al. Comparison of efficacy and safety
of once- versus twice-daily insulin detemir added on to oral antidiabetics
in insulin-naive type 2 diabetes patients: 24-week, crossover, treat to target
trial in a single center[J]. Prim Care Diabetes, 2014, 8(3): 256-264.

Tsai ST, Pathan F, Ji L, et al. First insulinization with basal insulin in
patients with Type 2 diabetes in a real-world setting in Asia[J]. J Diabetes,
2011, 3(3): 208-216.

Nelson SE. Detemir as a once-daily basal insulin in type 2 diabetes[J]. Clin
Pharmacol, 2011, 3: 27-37.

Home P, Kurtzhals P. Insulin detemir: from concept to clinical
experience[J]. Expert Opin Pharmacother, 2006, 7(3): 325-343.

Klein O, Lynge J, Endahl L, et al. Albumin-bound basal insulin analogues
(insulin detemir and NN344): comparable time-action profiles but less
variability than insulin glargine in type 2 diabetes[J]. Diabetes Obes Metab,
2007, 9(3): 290-299.

King AB. Once-daily insulin detemir is comparable to once-daily insulin

glargine in providing glycaemic control over 24 h in patients with type 2

[14]

[15]

[16]

[17]

(18]

diabetes: a double-blind, randomized, crossover study[J]. Diabetes Obes
Metab, 2009, 11(1): 69-71.

Blonde L, Merilainen M, Karwe V, et al. Patient-directed titration for
achieving glycaemic goals using a once-daily basal insulin analogue: an
assessment of two different fasting plasma glucose targets - the TITRATE
study[J]. Diabetes Obes Metab, 2009, 11(6): 623-631.

Philis-Tsimikas A. Comparison of once-daily insulin detemir with NPH
insulin added to a regimen of oral antidiabetic drugs in poorly controlled
type 2 diabetes[J]. Clin Ther, 2006, 28(10): 1569-1581.

Verges B, Brun JM, Tawil C, et al. Strategies for insulin initiation: insights
from the French LIGHT observational study[J]. Diabetes Metab Res Rev,
2012, 28(1): 97-105.

Ji L, Zhang P, Weng J, et al. Observational Registry of Basal Insulin
Treatment (ORBIT) in Patients with Type 2 Diabetes Uncontrolled
by Oral Hypoglycemic Agents in China--Study Design and Baseline
Characteristics[J]. Diabetes Technol Ther, 2015, 17(10): 735-744.

Ji L, Zhang P, Zhu D, et al. Comparative effectiveness and safety of
different basal insulins in a real-world setting[J]. Diabetes Obes Metab,
2017, doi: 10.1111/dom.12920. [Epub ahead of print].

(EEF127)

[19]

[20]

[21]

22

[23]

[24]

[25]

[26]

Aronson R, Reznik Y, Conget I, et al. Sustained efficacy of insulin pump
therapy compared with multiple daily injections in type 2 diabetes:
12-month data from the OpT2mise randomized trial[J]. Diabetes Obes
Metab, 2016, 18(5): 500-507.

T E BRI i R BHE 2y 25, thARBE RSN sy 25, ik
B R e 25 P IR 2 SRR T FR G (20 144R).

Yang W, Ji Q, Zhu D, et al. Biphasic insulin aspart 30 three times
daily is more effective than a twice-daily regimen, without increasing
hypoglycemia, in Chinese subjects with type 2 diabetes inadequately
controlled on oral antidiabetes drugs[J]. Diabetes Care, 2008, 31(5): 852-
856.

hAREE S 2 N o I oy 2. TOHRLIBE S5 SR A I R B IR TR (20 16 4R i) (]
23 5h PR, 2016, 13(9): 5-11.

Jia W, Xiao X, Ji Q, et al. Comparison of thrice-daily premixed insulin
(insulin lispro premix) with basal-bolus (insulin glargine once-daily plus
thrice-daily prandial insulin lispro) therapy in east Asian patients with type
2 diabetes insufficiently controlled with twice-daily premixed insulin: an
open-label, randomised, controlled trial[J]. Lancet Diabetes Endocrinol,
2015, 3(4): 254-262.

Liu J, Liu J, Fang D, et al. Fasting plasma glucose after intensive insulin
therapy predicted long-term glycemic control in newly diagnosed type 2
diabetic patients[J]. Endocr J, 2013, 60(6): 725-732.

Liu L, Wan X, Liu J, et al. Increased 1, 5-anhydroglucitol predicts glycemic
remission in patients with newly diagnosed type 2 diabetes treated with
short-term intensive insulin therapy[J]. Diabetes Technol Ther, 2012, 14(9):
756-761.

Chen A, Huang Z, Wan X, et al. Attitudes toward diabetes affect
maintenance of drug-free remission in patients with newly diagnosed

type 2 diabetes after short-term continuous subcutaneous insulin infusion

[27]

(28]

[29]

[30]

[31]

[32]

[33]

[34]

treatment[J]. Diabetes Care, 2012, 35(3): 474-481.

BRSO, 2a3ne, T, S IR R B KA (20164F /) [J]-
2SR, 2016, 13(19): 5-18.

BRI, SR, WS, . BTS2 B S G SRR ILIATT IR
ZRMRTT T3 GEX B 5 BN IO RE K e £ SARBUATREMALT]. v S b 2
&, 2016, 8(10): 613-617.

Cheng Q, Yang S, Zhao C, et al. Efficacy of metformin-based oral
antidiabetic drugs is not inferior to insulin glargine in newly diagnosed type
2 diabetic patients with severe hyperglycemia after short-term intensive
insulin therapy[J]. J Diabetes, 2015, 7(2): 182-191.

Harrison LB, Adams-Huet B, Li X, et al. Intensive therapy in newly
diagnosed type 2 diabetes: results of a 6-year randomized trial[J]. J Investig
Med, 2014, 62(4): 676-686.

Park S, Choi SB. Induction of long-term normoglycemia without
medication in Korean type 2 diabetes patients after continuous
subcutaneous insulin infusion therapy[J]. Diabetes Metab Res Rev, 2003,
19(2): 124-130.

Fujiwara D, Takahashi K, Suzuki T, et al. Postprandial serum C-peptide
value is the optimal index to identify patients with non-obese type 2
diabetes who require multiple daily insulin injection: Analysis of C-peptide
values before and after short-term intensive insulin therapy[J]. J Diabetes
Investig, 2013, 4(6): 618-625.

Yoshihara T, Kumashiro N, Kanazawa Y, et al. Therapeutic efficacy of
mitiglinide combined with once daily insulin glargine after switching from
multiple daily insulin regimen of aspart insulin and glargine in patients with
type 2 diabetes mellitus[J]. Endocr J, 2006, 53(1): 67-72.

American Diabetes Association. Erratum. Glycemic Targets. Sec. 6. In
Standards of Medical Care in Diabetes-2017[J]. Diabetes Care, 2017,
40(Suppl. 1):S48-S56.

26

HRITH 2017EE 14559



	目录（医脉通临床指南整理）
	摘要
	1 胰岛素强化治疗的定义和疗程
	2 短期胰岛素强化治疗的目的
	3 短期胰岛素强化治疗的血糖控制目标、适用人群和治疗方案
	3.1 血糖控制目标
	3.2 适用人群
	3.3 治疗方案

	4 短期胰岛素强化治疗之后续治疗
	4.1 血糖控制目标的设定
	4.2 如何制订强化治疗之后续治疗方案

	5 短期胰岛素强化治疗中低血糖的发生原因及对策
	5.1 低血糖的发生原因
	5.2 低血糖的对策


