Exenatide therapy in type 2 diabetic patients

PILOT STUDY (MAXIMUM 25 PATIENTS only)

Pilot No:……. (Allocate nos: 1 - 25)           GP Practice:……………………………….. 

Patient’s name:……………………………….Sex:………………………………………...

Patient’s number:…………………………….Weight (Kg):……………………..………...

Patient’s DoB:………………………………..Height (M):………………...…………….

Tel:…………………………………………...BMI (Kg/M2):………….………………….

Year of diagnosis:……………………….. …. 

Diagnoses including up-to-date diabetic complications/date if available

	1-
	6-

	2-
	7-

	3-
	8-

	4-
	9-

	5-
	10-


Medications at baseline including diabetic treatment

	1-
	6-

	2-
	7-

	3-
	8-

	4-
	9-

	5-
	10-


Relevant History/Examination/Investigations and Treatment justification summary:

	


Inclusion criteria for Exenatide therapy (please circle any that applies)

1- Is the patient a professional driver?

Yes

No

2- Is HbA1c > 8.4%?

Yes

No 
(Confirm value/date…….………….)

3- Is the BMI >34kg/m2?
Yes

No

4- Is the patient currently on triple therapy (Metformin + SU + Glitazone)
   Yes 
      No

If not, circle current oral therapies:
Metformin
SU
Glitazone
Other 

5- Why other oral agents are not used or considered before initiating Exenatide?

 (please insert name against reason for not using the drug)

	Reason for not using the drug
	Oral therapy not in use

	Previous failed use
	

	Previous intolerance or adverse reaction
	

	Contraindicated
	

	Unlikely to benefit the patient/optimize HbA1c
	

	Weight gain undesirable
	


6- Is the patient currently on insulin

Yes

No  

If yes, please justify why insulin is to be substituted by Exenatide (circle any that applies)

NB:  Pilot for D & E – to demonstrate cost neutrality 

A- Insulin treatment only started recently (3months of less)

B- Recurrent hypoglycaemia and/or erratic control

C- Professional driving

D- Likely to need massive doses plus Glitazone to optimize HbA1c

E-To avoid further weight gain and escalating need for larger doses of insulin

F- Insulin allergy or intolerance

G-Other causes (please specify)

7- Please confirm the following:

A- Detailed history and examination performed

Yes
No
B- Treatment and side effects explained to patient

Yes
No      leaflet 











given 

C- Prescription provided for 2 weeks only


Yes
No
D- Letter to GP plus shared care protocol


Yes
No  

E- Glitazone therapy stopped / SU dose adjusted:

Yes
No
 N/A

F- Date Exenatide started and dose………………………………………………
Patient’s label:                                                                Pilot No: ____
GP practice: ____________

Flow Chart

	Date/

Week of therapy
	………….

Baseline
	………….
	………….
	……..…..
	………….
	…..……..

	Weight (kg)


	
	
	
	
	
	

	BMI kg/m2


	
	
	
	
	
	

	BP systolic/diasolic


	
	
	
	
	
	

	HbA1c


	
	
	
	
	
	

	Alb/Cr Ratio


	
	
	
	
	
	

	Cholesterol


	
	
	
	
	
	

	HDL


	
	
	
	
	
	

	LDL


	
	
	
	
	
	

	TGs


	
	
	
	
	
	

	Na


	
	
	
	
	
	

	K


	
	
	
	
	
	

	Urea


	
	
	
	
	
	

	Creatinine


	
	
	
	
	
	

	Bilirubin


	
	
	
	
	
	

	ALP


	
	
	
	
	
	

	ALT


	
	
	
	
	
	

	GGT


	
	
	
	
	
	

	Amylase
	
	
	
	
	
	

	HB


	
	
	
	
	
	

	TSH


	
	
	
	
	
	

	T4


	
	
	
	
	
	

	Average BGM monitoring /week
	
	
	
	
	
	

	Hypoglycaemia frequency/ week (< 3 but >2 mmol/l)
	
	
	
	
	
	

	Hypoglycaemia frequency/ week (<2 mmol/l)
	
	
	
	
	
	


Patient’s label:                         

Pilot No:  ______

GP Practice:  ______________________

Follow up documentation

	Date/week
	

	Glycaemic control

(Range and average)


	Frequency of BG monitoring………………../Day

Fasting:…………………………………………………………………………………

Post breakfast/Pre lunch:…………………………………………………………………

Post lunch/Pre dinner:……………………………………………………………………

Post dinner/Pre bedtime:……………………………………………………………….

Overnight:………………………………………………………………………………

	List/Change of medications
	

	Adverse events and reasons for treatment withdrawal if Exenatide was stopped. 
	

	Progress and other details

Including, hypoglycaemia, hypo unawareness, examination, investigations, new complications or clinical problems and any hospitalization…etc 

(attach letter for more details)
	

	Reviewed by:
	


Please add further follow up pages as required.
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