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We read the comments of Rodbard
and Jellinger (1) with interest, but
we feel that perhaps the very

problem that the position statement of
the American Diabetes Association and
the European Association for the Study
of Diabetes (2) was trying to circumvent
comes across strongly in their communi-
cation.We have been cautious of certainty
on the basis of the variety of clinical sit-
uations, the heterogeneity of response,
the disparities of resource, the complexity
of social or cultural environments, and
the manifold wishes of each of our pa-
tients. Indeed, the primary care physician
may be best placed to implement a proper
individualized and successful therapeutic
strategy.

Our position statement is not, and
was not designed to be, an algorithm. The
rationale for this is that we felt that express-
ing “strong preferences” and a belief that a
“specific prescriptive approach . . . should
be advantageous” (1) may be misplaced.
Such robust views meld poorly with the
concept of a patient-centered approach.

More explicitly, we do not think that
being “much closer to” a previously pub-
lished algorithm is, of itself, a marker of
“dramatic” improvement. Yet we have
been careful to cite and embrace the

work of others upon whose shoulders
we stand. Nor do we recognize “a three-
pronged approach,” which seems to carry
with it the concept of a coercing trident.
We have been careful to avoid any dog-
matic therapeutic propositions based on
HbA1c levels above or below thresholds
alone. Indeed, we are trying to encourage
the process of decisionmaking on a flexible
basis, individualizing patient-centered care
on criteria other than those simply ob-
tained from a laboratory—without deny-
ing the profound importance of such
measures.

In the case of the choice of therapy,
our statement that the order “is not meant
to denote any specific preference” should
be read as meaning that! The English
seems clear to us. Then, on matters of
cost, it is imperative to recognize that re-
source may be paramount—both to gov-
ernments and to those who need to use
their own money to buy pharmaceutical
agents. In some countries, it is possible to
fund 16.7 years of sulfonylurea for the
cost of one month’s supply of a glucagon-
like peptide 1 agonist. For some, especially
in the U.S., costs may make the difference
between no treatment and some treatment.
But as costs change, so will the choices
change.

We have also carefully read the com-
ments of Giaccari et al. (3).We applaud the
work of those who take care in grading
evidence, and we did not intend that our
article should sideline such work. But we
need to emphasize that the best random-
ized controlled trial evidence base for our
treatment of newly diagnosed patients still
rests largely on the UK Prospective Diabe-
tes Study (4). Strict observance of the ab-
solute high-quality evidence base (5) can
lead to restrictive, less-than-helpful head-
line recommendations to 1) treat beyond
diet and exercise, 2) treat with metformin,
and then 3) treat with something else as
well.

We need to use all our international
collegiate combined medical knowledge,
skill, and wisdom if we are to serve our
patients beyond the mathematics of
greater-than and less-than signs and the
self-imposed statistical fundamentalism
that implies that we cannot decide any-
thing beyond the constraints of a P value.
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