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1. A normal fasting plasma glucose (FPG) value
precludes the presence of prediabetes.
a. True
b. False

2. Which of the following populations describes
patients at risk for prediabetes and diabetes? 
a. Obese patients who are insulin resistant
b. Obese patients who are metabolically healthy
c. Normal weight patients who are metabolically obese
d. a and b
e. a and c
f. All of the above

3. A follow-up analysis of the Diabetes Prevention
Program (DPP) showed which lifestyle strategy to be
the strongest predictor of reduced diabetes incidence?
a. Weight loss
b. Diet
c. Physical activity

4. Intensive therapy aimed at reducing and main-
taining glycosylated hemoglobin (A1C) levels <7%
has been shown to reduce the risk of microvascular
complications by _______.
a. 25% to 50%
b. 30% to 75%
c. 35% to 90%
d. Intensive therapy did not reduce microvascular

complications.

5. An A1C level _______ signals the need to initiate
or change therapy.
a. ≥8.5%
b. >8%
c. >7.5%
d. ≥7%

6. The lower A1C values achieved in the intensive-
therapy group in the Diabetes Control and
Complications Trial (DCCT) were found to be associ-
ated with _______ at the end of the 11-year follow-up

Epidemiology of Diabetes Interventions and Compli-
cations (EDIC) study.
a. decreased cardiovascular risk
b. increased risk of macrovascular complications
c. decreased risk of hyperglycemia
d. increased risk of renal complications

7. The percentage of patients on an intensive-
treatment regimen versus those on a conventional-
treatment regimen _______ from the end of the DCCT
to year 11 of the EDIC study, as did the difference in
mean A1C values.
a. increased
b. decreased
c. remained the same

8. Results of the United Kingdom Prospective
Diabetes Study (UKPDS) 33 showed that intensive
treatment was associated with a higher risk for any
diabetes-related end point.
a. True
b. False

9. In the UKPDS 57, which treatment group
achieved a significantly lower mean A1C value and
less major hypoglycemia? 
a. The conventional-treatment group (diet only) 
b. The group receiving intensive treatment with insulin

alone 
c. The group receiving intensive treatment with sul-

fonylurea ± insulin 

10. In the UKPDS 49, tight glycemic control could be
achieved and maintained over time with which of the
following treatment regimens?
a. Diet alone
b. Insulin monotherapy
c. Monotherapy with an oral agent 
d. All of the above
e. None of the above
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11. Which of the following statements is/are true?
a. The combination of insulin and sulfonylurea main-

tained A1C at lower levels than did insulin alone.
b. The combination of insulin and sulfonylurea main-

tained A1C at higher levels than did insulin alone.
c. A higher proportion of patients using the combina-

tion of insulin and sulfonylurea achieved the target
A1C of <7%.

d. A lower proportion of patients using the combina-
tion of insulin and sulfonylurea achieved the target
A1C of <7%.

e. a and c 
f. b and d

12. Early addition of insulin to sulfonylurea therapy
was shown to effectively maintain glycemic control
for 6 years _______.
a. but not to increase the risk of hypoglycemia or

weight gain
b. but also to increase the risk of hypoglycemia or

weight gain
c. but also to increase the incidence of major 

hypoglycemia

13. Providers wait an average of _______ months
before initiating a change in antidiabetic monothera-
py (eg, switching to or adding another agent) and
modify therapy only after A1C levels are in the range
of 8.8% to 9.1%.
a. 9 to 18
b. 12 to 24
c. 18 to 27
d. 27 to 35

14. According to results of the Diabetes Attitudes,
Wishes, and Needs (DAWN) study, ~65% of providers
reported that their patients _______ starting insulin
therapy. 
a. understood the importance of
b. would not be concerned about 
c. would be very concerned about

15. Patients should not be told about the progressive
nature of type 2 diabetes and the eventual loss of
endogenous insulin secretion until absolutely neces-
sary so as not to worry them.
a. True
b. False

16. A safe and effective IV insulin infusion protocol
should include all but which of the following?
a. Initiation by signature of the patient’s provider
b. Implementation of the protocol by a nurse
c. Mathematical calculation of the infusion rate by a

nurse 
d. Knowledge of the previous insulin infusion rate and

present blood glucose value by the nursing staff

17. The essential output of any dose-defining IV insulin
infusion algorithm consists of which of the following?
a. The recommended insulin infusion rate 
b. The next blood glucose test time 
c. Both a and b
d. Neither a nor b

18. Unless oral intake of food is curtailed during the
hospital stay, a patient’s insulin regimen should be
prescribed as _______.
a. ≥50% of the total daily dose prescribed as rapid-

acting prandial insulin analogue given with meals
and the remainder as long-acting basal insulin

b. <10% of the total daily dose prescribed as a rapid-
acting prandial insulin analogue given with meals
and the remainder as long-acting basal insulin

c. long-acting basal insulin once or twice daily, with no
rapid-acting prandial insulin 

d. sliding scale insulin (SSI) monotherapy 

19. Reliance on SSI monotherapy for patients with
diabetes should be a high priority.
a. True
b. False

20. When a patient with experience in the manage-
ment of his or her diabetes continues to self-manage
while being hospitalized, the patient is responsible for
assigning prandial doses of insulin.
a. True
b. False

21. In nondiabetic individuals, insulin release from 
ββ-cells occurs following ingestion of a meal, enabling
uptake of glucose into the periphery and suppressing
release of glucagon from αα-cells, whereas glucagon
secretion predominates during periods of fasting,
including overnight.
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a. True

b. False

22. The limiting factor in the clinical use of glucagon-
like peptide-1 (GLP-1) is its _______.
a. very short half-life
b. extended half-life
c. side effect profile

23. The GLP-1 analogue exenatide is approved as
monotherapy for the treatment of type 2 DM but not
in combination with other oral antidiabetic agents.
a. True
b. False

24. Dipeptidyl peptidase (DPP)-IV inhibitors aug-
ment the action of _______.
a. amylin
b. glucose-dependent insulinotropic polypeptide (GIP)

and GLP-1
c. insulin

25. The main clinical utility of pramlintide, an
incretin mimetic–like agent, is _______.
a. control of fasting glucose levels
b. control of postprandial hyperglycemia
c. significant reductions in A1C levels
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