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Introduction

The current widespread availability of
modern internet technology among
health care professionals provides a
novel possibility for monitoring safety
and efficacy of new medications on a
large scale that has not been possible
in the past. With this in mind, the
Association of British  Clinical
Diabetologists (ABCD) launched a
project in December 2008 to acceler-
ate understanding of exenatide 18
months after its launch in the UK,
through a nationwide audit of its use
in real life clinical practice. In partic-
ular, the aims were to examine the
extent of clinical usage of exenatide
in the UK and ascertain whether the
experience matched data from phase
IIT trials. It was hoped that safety and
efficacy of the agent in clinical prac-
tice could be assessed, including
observation of the degree and out
comes of any offlicence usage. In this
way it was hoped that this nationwide
collaborative effort could inform
future practice and guidelines.

Methods

From December 2008 to December
2009, the ABCD invited diabetes physi-
cians across the UK to submit data on
their patients recently commenced on
or starting exenatide therapy. All data
submitted to the ABCD were either
through an online web-hosted, pass-
word-protected questionnaire or an
e-mailed spreadsheet. To protect confi-
dentiality, all data were anonymised
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A password-protected online questionnaire for collection of anonymised patient data
was established and diabetes specialists in the UK were given persistent encouragement
to submit data on their exenatide-treated patients. Baseline and latest HbA1c, weight,
body mass index (BMI), waist circumference, blood pressure and lipids were compared
and adverse events related to exenatide were quantified.

A total of 315 contributors from 126 centres submitted data on 6717 patients (54.9%
male) — mean baseline age was 54.9 years, HbA1c 9.47% (80mmol/mol), weight 113.8kg,
BMI 39.8kg/m?2. Of these, 4551 and 4385 had dated baseline and latest HbA1c and weight
respectively. Mean (+SE) HbA1c fell by 0.73+0.03% (p<0.001) and weight by 5.9+0.1kg
(p<0.001) at a median (range) of 26.1(6.6-164.1) and 26.0(6.6-159.0) weeks respectively.
The following parameters also showed significant falls (p<0.001): BMI 2.2+0.1kg/m?, waist
circumference 5.1+0.3cm, systolic blood pressure 3.6+0.6mmHg, total cholesterol
0.16+0.03mmol/L and HDL cholesterol 0.03+0.01mmol/L. Triglycerides decreased by
0.14+0.06mmol/L (p=0.009). The change in diastolic blood pressure was not statistically
significant. In all, 23.7% of patients reported gastrointestinal side effects with 7.2% having
to stop exenatide permanently. Hypoglycaemia rates were 3.3% before and 5.6% after
exenatide use (p<0.001). After scrutiny, one case of pancreatitis and four cases of renal
failure occurring in patients on exenatide had no obvious alternate cause. All other
reported side effects had <1% incidence. The rate of exenatide discontinuation was
19.9% throughout the span of the audit, most commonly due to gastrointestinal side
effects (36.1%) and lack of glycaemic or weight benefit (33.8%).

This large scale audit confirmed the effectiveness of exenatide in clinical use and
highlighted rare associated adverse events. Importantly, we have successfully
demonstrated a novel approach by a national specialist society to independently monitor
the efficacy and safety of a new treatment. Copyright © 2010 John Wiley & Sons.
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with participating centres retaining
patient-identifiable information locally.
Diabetes physicians were periodically
encouraged to submit data through
the length of the audit, although
participation was entirely voluntary.
Parameters sought included patients’

age, diabetes duration, gender, ethnic
background, baseline and follow-up
HbA1c, weight, body mass index (BMI),
waist circumference, blood pressure,
lipids, details of baseline and latest
diabetes treatment, changes to dia-
betes treatment at exenatide initiation,
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Table 1. Baseline characteristics of patients in the nationwide exenatide audit

The Association of British Clinical Diabetologists nationwide exenatide audit

Table 2. Diabetes treatment of
patients at exenatide initiation in

n = number from the 6717 patients with this data item submitted.

Table 3. Paired baseline and latest data available in the nationwide audit

n Weeks after exenatide
start, median (range)
HbA1c 4551 26.1 (6.6-164.1)
Weight 4385 26.0 (6.6-159.0)
Body mass index 2360 26.0 (6.6-150.6)
Waist circumference 511 25.0 (6.0-146.0)
Systolic and diastolic BP 1246 26.1 (6.0-112.1)
Cholesterol 1470 26.3 (6.0-115.6)
HDL cholesterol 1220 26.3 (6.0-115.6)
Triglycerides 998 26.4 (6.0-107.7)

adverse events, exenatide discontinua-
tion, patient satisfaction, and the use of
a professional driving licence. Follow-
up data were grouped into three-
monthly intervals in the first year
(taken as +45 days) and six-monthly
intervals after the first year (+90 days).
A final report prior to the end of the
audit was sought with details of the
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latest parameters recorded. All gastro-
intestinal side effects including nausea
and vomiting were reported collec-
tively as a group. All variables used for
analyses were on-treatment data rather
than intention-to-treat.

For this report, we compared
baseline and latest HbAic, weight,
BMI, waist circumference, blood

Mean (SD) or % n the nationwide audit
Male 54.9% 6375 Metformin 84.0%
Sulphonylurea 49.5%
Caucasian 84.4% 5099 Thiazolidinedione 27.1%
DPP4 inhibitors 2.2%
Age (mean, years) 54.9 (10.6) 6234 Meglitinides 2.0%
Acarbose 0.9%
Duration of diabetes (median 8 (5-13) 5025 Anti-obesity medication 2.0%
[interquartile range], years) Insulin 33.9%
HbA1c (mean, %) 9.47 (1.69) 6597 DPP4 inhibitors: dipeptidyl peptidase-4
inhibitors.
Weight (mean, kg) 113.8 (23.4) 6509
pressure and lipids, using paired
BMI (mean, kg/m?) 39.8 (8.0) 3554 t-tests to assess for statistical signifi-
cance. Differences in incidence of
Systolic BP (mean, mmHg) 139.5 (18.8) 3112 hypoglycaemia before and after exe-
natide use were compared using
Diastolic BP (mean, mmHg) 78.5 (11.3) 3112 Chi-square tests. Gastrointestinal side
effects, other notable adverse events,
Cholesterol (mean, mmol/L) 4.35 (1.12) 3002 frequency and reasons for exenatide
discontinuation were quantified.
HDL cholesterol (mean, mmol/L) 1.11 (0.30) 2498
Results
Triglycerides (mean, mmol/L) 2.57 (2.00) 2115 Participation in the audit
A total of 315 contributors from 126

centres throughout the UK submitted
data on 6717 patients in the audit.
Contributors to the audit are listed
in Appendix 1 (available online at
www.practicaldiabetesinternational.
com). Overall, 39.6% of patient data
were submitted online and 60.4%
via an e-mailed spreadsheet. In
total, there were 570945 data items
submitted for analysis.

Baseline characteristics
of patients
Details of baseline characteristics and

diabetes treatment are outlined in
Tables 1 and 2.

Baseline and latest results

The percentages of patients with dated
baseline and latest data are outlined in
Table 3. Results on HbAlc, weight,
BMI, waist circumference, blood
pressure and lipids are represented
in Figures 1 to 4. Baseline data for
these patients were comparable
with the baseline data among the
whole cohort. There were 4551
patients with dated baseline and latest
HbA1c and 4385 patients with dated
baseline and latest weight. Mean (+SE)
HbAIc fell by 0.73+0.03% from mean
(SD) 9.48(1.69)% to 8.75(1.84)%
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(p<0.001), and mean weight fell by
5.9+0.1kg from 113.9(23.0)kg to
107.9(22.6)kg (p<0.001). This was at
a median (range) of 26.1(6.6-164.1)
and 26.0(6.6-159.0) weeks respectively
after exenatide start (Figure 1).
Similarly, BMI fell by 2.2+0.1kg/m?
(p<0.001), waist circumference by
5.1+0.3cm (p<0.001), systolic blood
pressure by 3.6+0.6mmHg (p<0.001),
total cholesterol by 0.16+0.03mmol/L
(p<0.001), and triglycerides by
0.14+0.06mmol/L (p=0.009). HDL
cholesterol fell by 0.03+0.0lmmol/L
(p<0.001). The change in diastolic
blood pressure (gain of 0.3+
0.4mmHg) was not statistically signifi-
cant. (Figures 2 to 4.)

Magnitude of changes

from baseline

The reductions of the various param-
eters as a percentage of their baseline
value in descending order of magni-
tude were HbAic 7.7%, BMI 5.5%,
triglycerides 5.5%, weight 5.2%, waist
circumference 4.2%, total cholesterol
3.7%, HDL cholesterol 2.7% and
systolic blood pressure 2.6%.

Adverse events with exenatide
Gastrointestinal side effects

A total of 1593 patients (23.7%)
reported gastrointestinal side effects
throughout the audit (see Table 4 for
a summary of adverse events). In
1047 patients (15.6%) this was tran-
sient, and in 62 patients (0.9%) this
required exenatide to be stopped
temporarily. The remainder (484
patients [7.2%]) had to discontinue
exenatide permanently due to unac-
ceptable gastrointestinal side effects.

Hypoglycaemia

There were 223 patients (3.3%)
reporting episodes of hypoglycaemia
before exenatide was started and 377
patients (5.6%) after exenatide was
started (difference: p<0.001). Two
cases of severe hypoglycaemia were
reported, both among patients con-
currently on insulin treatment.

Pancreatitis

There were four cases of pancreatitis
reported in the audit. After scrutiny,
three cases had alternate causes of
pancreatitis such as gallstones, signifi-
cant alcohol consumption or signifi-
cant hypertriglyceridaemia and the
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Figure 1. Baseline vs latest HbA1c and weight following exenatide
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Figure 2. Baseline vs latest BMI and waist circumference following exenatide
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Figure 3. Baseline vs latest blood pressure following exenatide in
1246 patients
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remaining case (a very mild case) had
no obvious alternate cause besides the
use of exenatide. (See Table 5 for a
summary description of the cases.)

Acute renal failure

There were 14 cases of acute renal fail-
ure reported in the audit (see Table
6). Six cases were as a result of nausea,
vomiting or diarrhoea resulting in

dehydration. Four of the remaining
eight cases (Case numbers 7, 8, 13 and
14) did not have a reported alterna-
tive cause for renal failure.

Other side effects

Other reported side effects had a less
than 1% incidence. This included
headaches, fatigue, dizziness and
injection site issues such as bleeding

Figure 4. Baseline vs latest lipids following exenatide
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p=0.009
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Table 4. Summary of adverse events in patients in the nationwide audit

Adverse event Total number Percentage
(n=6717) of total

Total Gl side effects 1593 23.7%
Transient Gl side effects 1047 15.6%
Stopped temporarily* 62 0.9%
Stopped permanently* 484 7.2%

Post exenatide hypoglycaemia 377 5.6%

Pre exenatide hypoglycaemia 223 3.3%

Pancreatitis See Table 5

Acute renal failure See Table 6

Headache 51 0.76%

Fatigue 85! 0.52%

Dizziness 15 0.22%

Injection site problems 8 0.12%

Allergic reaction 13 (5 anaphylaxis) 0.19%

* Due to gastrointestinal (Gl) side effects.
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and local skin reaction. Of note,
there were 13 cases of reported
allergy to exenatide including five
cases of anaphylactic-like reactions.

Discontinuation of exenatide

A total of 1339 out of 6717 patients
(19.9%) stopped exenatide at some
stage of the audit, with 1122 patients
having dates of discontinuation. The
median (range) time to discontinua-
tion was 16.6(0.1-160) weeks from
exenatide start. Of these patients,
459/6717 (6.8%) stopped exenatide
prior to three months after initiation.
Thirty-two of 6717 (0.5%) restarted
exenatide after stopping. Among the
1339 patients who stopped exenatide
the most common reasons were:
gastrointestinal side effects (36.1%),
lack of treatment response (33.8%)
and non-gastrointestinal side effects
(15.7%). Of the 33.8% of patients
who discontinued due to lack of
treatment response, 23.1% were due
to lack of glycaemic control only,
0.4% were due to lack of weight
response only, 4.3% were due to
both, and 6.1% had unspecified lack

of treatment response.

Discussion
The ABCD nationwide exenatide
audit was a large scale audit examining
the effects of exenatide in real clinical
practice in the UK. Duration of follow-
up results was up to three years after
exenatide initiation, with a median fol-
low up of approximately six months.
The audit confirmed the effectiveness
of exenatide in clinical use, including
benefits in HbAic and weight reduc-
tion in patients with type 2 diabetes.

This report is intended to give a
broad description of the structure of
the audit and the main findings.
Different patient groups and treat-
ment changes are likely to influence
the outcomes of the various parame-
ters reported, including HbAI,
weight, blood pressure and lipid
profiles. The findings on the propor-
tion of patients who responded
to treatment, HbAlc and weight
changes at different time intervals, as
well as the effects of exenatide on
concurrent insulin use, are intended
for future reports.

The patients in the audit, and also
the outcomes with exenatide treat-
ment, are different from those

Copyright © 2010 John Wiley & Sons 355
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published in phase III clinical trials. It
can be seen from the audit that, in
real life clinical practice in the United
Kingdom, mean baseline HbAic and
BMI among participants were higher
than those in published trials of exe-
natide involving patients with type 2
diabetes (9.47% wvs 7.9-8.6% and

39.8kg/m? wvs 30-36kg/m?, respec-
tively).12 Of interest, the average BMI
in the audit was much more compara-
ble with a retrospective analysis based
on prescription records performed in
the United States (BMI 38.5kg/m?),
although glycaemic control remained
poorer in the ABCD audit.? A further

Table 5. Reported four cases of pancreatitis in the ABCD nationwide

exenatide audit

Pancreatitis? | Summary

Possible exenatide
pancreatitis — mild
case

Mild epigastric pain and tenderness 2.5 weeks after
starting exenatide. Amylase 820U/L. Weight and
glycaemic control had improved; she felt great and was
disappointed to have to stop. Symptoms improved
rapidly on stopping exenatide

Pancreatitis not due
to exenatide

Gall stone pancreatitis with episodes prior to exenatide.
Link to exenatide unlikely

Pancreatitis not due
to exenatide

Significant alcohol consumption prior to admission.
Extreme hypertriglyceridaemia (87.8mmol/L). 2 previous
admissions with severe abdominal pain prior to exenatide

Comment by his
diabetologist: ‘Was
it gall stones or
was it exenatide?

I will never know’

ITU with pancreatitis after one year on exenatide without
problems. Multiple gall stones on CT. Patient died on ITU
of myocardial infarction. ‘Pancreatitis secondary to gall
stones’ on Part B of death certificate. ITU team did not
know he was on exenatide

important difference is that, instead
of being insulin naive, slightly over a
third of our patients were already on
insulin during exenatide initiation.
Hence, any comparisons of HbAIc
and weight outcomes are difficult.
Mean HbAic reduction was 0.73%
and weight reduction was 5.9kg in the
ABCD audit as opposed to a weighted
mean reduction of 0.97% and 1.4kg
in a meta-analysis of the major trials
on exenatide! and 0.5% and 3.0kg in
the retrospective study quoted from
the USA above.?

Our interpretation of the findings
on blood pressure and lipid changes
with exenatide use are guarded as
changes to blood pressure and lipid
lowering treatment were not analysed
concurrently. The lowering of systolic
but not diastolic blood pressure,
however, does echo the findings of
other reports*6 but is in contrast to
other studies finding both SBP and
DBP being reduced®’ or having
effects on neither SBP nor DBP.S
Reports on the effects on lipid profile
with exenatide have also been vari-
able, with the meta-analysis by Amori
et al. finding no significant changes,!
while others have found lowering of
total cholesterol and triglycerides,>>7

Table 6. Reported cases of acute renal failure in the ABCD nationwide exenatide audit

Case | Cause of acute renal failure (other possible causes Underlying renal
documented if known) impairment or nephropathy
1-6 Nausea, vomiting or diarrhoea leading to dehydration 2 of the 6 cases
7 Creatinine rose 3 weeks after exenatide start (72 to 115mmol/L, No
peak 150mmol/L); normalised with exenatide discontinuation
8 Creatinine rose from 122 to 477mmol/L 12 weeks after exenatide start; Yes
exenatide stopped
9 Creatinine rose from 107 to 250mmol/L 7 months after exenatide start, Yes
significant underlying vascular disease and hypertension, monoclonal
gammopathy, US shows renal cortical thinning and vascular calcification
10 Diagnosed with immune complex glomerulonephritis and renal failure; Unsure
exenatide stopped
11 Diagnosed with interstitial nephritis, thought to be due to omeprazole use | No
12 Renal failure associated with sepsis, diarrhoea and vomiting, improved Unsure
with treatment of sepsis
13 Acute renal failure 3 months after exenatide start Unsure
14 Unable to clarify with contributor Unable to clarify with contributor

356 Pract Diab Int October 2010 Vol. 27 No. 8

Copyright © 2010 John Wiley & Sons



ORIGINAL ARTICLE

lowering of LDL?? and an increase in
HDL.”% The lowering of HDL
cholesterol in our study was an unex-
pected finding and is at odds with a
general reduction of BMI in patients
in the audit. However, it should be
pointed out that the difference in
HDL before (1.12mmol/L) and
after (1.08mmol/L), whilst statisti-
cally significant, may not be biologi-
cally or clinically relevant (both
are 1.1mmol/L if taken to one deci-
mal place).

The low rates of hypoglycaemia
and severe hypoglycaemia are consis-
tent with other studies on exenatide.!
Rates of gastrointestinal side effects
were lower in our study (23.7%) com-
pared with the meta-analysis (41.9%
for nausea alone) but were similarly
mostly transient. Rates of exenatide
discontinuation due to gastrointesti-
nal side effects appear to be higher in
clinical use in the UK than in clinical
trials (7.2% wvs approximately 4%).!
More importantly, the audit high-
lighted the high rate of discontinua-
tion in clinical practice (19.9% at a
median of 16 weeks) when lack of
treatment response was more promi-
nently accounted for than in
published trials. Notable adverse
events possibly related to exenatide
included pancreatitis, acute renal
failure and anaphylactic reactions
which have been reported and dis-
cussed elsewhere.!1-17

A limitation of this audit is that
patient data were not always com-
plete. For example, while there were
6597 patients with baseline HbAI,
paired follow-up HbAlc was only
available in 4551 patients. Several
reasons contributed to the loss of
numbers for HbA1c and other param-
eters; firstly, follow-up data without
dates or that were after exenatide
discontinuation were excluded;
secondly, not all clinical services in
the UK measure frequently parame-
ters such as waist circumference or
lipid profiles; and, finally, the ease
of participation in the audit was
hampered as it involved voluntary
personal time and commitment.

In conclusion, we have success-
fully demonstrated a novel approach
by a national specialist society to
monitor independently the efficacy
and safety of a new treatment. This
approach can be applied to other

Pract Diab Int October 2010 Vol. 27 No. 8
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Key points

exenatide use in clinical practice

phase lll clinical trials

e In the ABCD nationwide exenatide audit, modern internet technology
allowed members of a national specialist society to coordinate the
monitoring of the usage, safety and efficacy of a new therapy. This
represents a novel approach which might be utilised for other new
treatments and other national specialist societies

e 315 contributors from 126 centres submitted data on 6717 patients on

* The effectiveness of exenatide treatment in real clinical practice was
confirmed including a reduction of HbA1c and weight

e The audit provides findings on more obese, more hyperglycaemic and, in
some cases, insulin-treated, patients with type 2 diabetes as compared with

* Rare adverse events were monitored and highlighted with the audit. There
were one case of pancreatitis and four cases of renal failure occurring in
patients treated with exenatide which had no obvious alternative cause

newly available treatments. The
ABCD is currently undertaking a
prospective audit with another GLP-1
agonist, liraglutide, which will
address limitations in the design of
this exenatide audit. The approach
could also be adopted by other spe-
cialist societies for new treatments.
Rare adverse events can also poten-
tially be highlighted among a large
patient group by extending audits
over a longer period of follow up
than is possible in most clinical trials.
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Appendix 1. ABCD nationwide exenatide audit contributors
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Robinson RTCE, Maclnerney RM

Chorley & South Ribble Hospital: Rajbhandari SM,
Acharya S

City Hospital, Birmingham: Ryder REJ, Basu A, De P,
Lee BC, Jose B, Sukumar N, McAloon CJ, Blann A, Mills AP,
Cull ML, Lee A, Rawcliffe C, Ryder B, Burbridge W, Irwin S,
Cutler J, Zzizinger A, Mehrali T, Bedi T, Stevenson-Mort J
CMMC Foundation Trust, Manchester: Jinadev P,
Watts R, Abul-Ainine S, Salahuddin S

Colchester General Hospital: Bodmer C

Conquest Hospital, St Leonards on Sea: Dashora U,
Castro E

Countess of Chester: Goenka N

County Hospital, Hereford: Lioyd J

Craigavon Area Hospital, Co Armagh: Ritchie C

Daisy Hill Hospital, Newry: Adil MM

Derriford Hospital, Plymouth: English P

Dumfries & Galloway Royal Infirmary: Bell E, Green F,
Banerjee S

East Surrey Hospital, Redhill: Foster K, Natarajan G
Eastbourne District Diabetes Centre: Bending J,
Afolayan J, Sheppard P

Fairfield Hospital, Bury: Rowles S, Smithurst HJ

Falkirk and District Royal Infirmary: Kelly C, Peden N,
Currie J, Buchanan, L

Frimley Park Hospital: Eliwve MH

Furness General, Barrow in Furness: Chuni P, Hay C,
Narayan S, Krishnan S

Gartnavel General Hospital: McGrane D, Sainsbury C,
Fisher M

George Eliot, Nuneaton: Shaikh S

Glasgow Royal Infirmary: Fisher M, McGrane D

Good Hope Hospital, Sutton Coldfield: Jones SL,
Milles JJ, Griffiths U, Colloby M, Harold C, Rangan S,
Morrison J

Great Western, Swindon: Govindan J, Price P, Ahmed S,
Gardner A

Guy’s & St Thomas’ Hospital, London: Brackenbridge A,
Reid A, Piper-Smith J, Preston J

Hammersmith and Charing Cross: Field BCT, Dornhorst A

Harrogate Hospital: Hammond P, Thirumurugan E,
Heartlands Hospital, Birmingham: John R, Patel M,
Ulnaf S, Begum S

Hillingdon Hospital, Uxbridge: Edwards M, Doolittle H,
Currie A, O’Sullivan S, Lillystone R

Hinchinbrooke Hospital, Huntingdon: Mathews AA
Hull Royal Infirmary: Walton C, Ng B, Kumar BK,
Bosomworth A

Ipswich Hospital: Srinath A, Parkinson C, Fowler D,
Morris D, Rayman G, Scott A

James Paget Hospital, Great Yarmouth: MacMillan C,
Grinnell F

King’s College Hospital, London: Lee M, Amiel S,
Nathan Y

Kingston Hospital: Oldfield M, Htay T

Lagan Valley Hospital, Lisburn: Au S, Turtle A
Leicester General Hospital: Tarigopula G, Braithwaite J,
Kong M-F, Jackson S, Gregory R

Leicester Royal Infirmary: Nisal K, Gallagher A, Davies MJ,
McNally PG, Lawrence 1G

Lincoln County: Sands K

London Medical: King L, Abraham R, Tomeu J

Mayday University Hospital, Croydon: Prentice M
Medway Maritime Hospital, Gillingham: Scobie IN
Monklands Hospital, Airdrie: Sandeep T

Morriston Hospital, Swansea: Stephens JW
Newcastle General: Taylor R

New Cross Hospital, Wolverhampton: Singh BM,
Nayak UA, Govindan J, Kalupahana DN

Newham University Hospital, London: Gelding S
Ninewells, Dundee: Petrie J, Al-Dahlaki M

Noble’s Hospital, Isle of Man: Khan EG, Krishnan A,
Clark J, Thondam S

North Manchester General Hospital: Rathur H, Savage M,
Wiles P, Prakash P

North Tees & Hartlepool Trust: MaclLeod J, Anthony S,
Mehaffy J

North Wales NHS Trust, Wrexham: White H
Northampton General Hospital: Htike ZZ, Kilvert A,
Mtemererwa B

Pinderfields General, Wakefield: Nagi DK

Poole Hospital NHS Foundation Trust: Masding M,
Osborne K, Wallace P

PRH, Haywards Heath: Smith A, Mabrook J

Prince Philip Hospital, Llanelli: Wiliams M, Aggarwal N
Princess Royal, Bromley: Lulsegged A

Queen Alexandra, Portsmouth: Cranston |

Queen Elizabeth Il Hospital, Welwyn Garden City:
Winocour PH, Darzy K, Reddy M

Queen’s Hospital, Burton: Benn J

Raigmore Hospital, Inverness: MclLaren L

Rotherham General: Franke B

Royal Berkshire Hospital, Reading: Simpson H, Reddy N,
Barber T

Royal Blackburn: Astin J, Faina J, Whalley G, Ramtoola S
Royal Bournemouth: Richards J, Richardson T
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Appendix 1. ABCD nationwide exenatide audit contributors (continued)

Royal Cornwall Hospital, Treliske: Fox T, Foote J,
Browne D, Pinkney J

Royal Devon & Exeter: Bowman P, Hattersley A, Vadiya B
Royal Glamorgan Hospital, Llantrisant: Evans P

Royal Gwent Hospital, Newport: Obuobie K

Royal Infirmary of Edinburgh: Jaap A

Royal Liverpool University Hospital: Vora J, Brake J
Royal Oldham Hospital: Mishra BM

Royal Surrey County Hospital, Guildford: Hordern V
Royal United Hospitals, Bath: Higgs E, Gouni R, Taylor P,
Wylie S, Hall B, Hillier N, Neathercote D

RSCH, Brighton: Quin J, Robinson N

Sandwell Hospital, West Bromwich: Ibrahim H,
Robertson D, Davies P, Banerjee P, Li YK, Wong KH,
Barker N, Dhallu J, Farell D

Scunthorpe General: Moisey R, Malik M, Dromgoole P
Selly Oak Hospital, Birmingham: Creely S, Gough S,
Hanif W

Sheffield Teaching Hospitals: Elliott J, Scott A
Smethwick Health Centre: Pall N, Harrington J

South East CHCP, Glasgow: Carson L-A

Southampton General Hospital: Sharp P, Brown B
Southern General Hospital, Glasgow: Semple C

St John’s Hospital, Livingston: Adamson K, Green F

St Mary’s Hospital, Isle of Wight: Kaklamanou M,
Al-Mrayat M

St Peter’s Hospital, Chertsey: Sennik D, Baxter M,

Naqvi S, Suresh D, Miras A

Staffordshire DGH, Stafford: Coates P, Daggett P, Green F

Stirling Royal Infirmary: Kelly C, Mackenzie A, Peden N
Sunderland Royal: Nayar R, Carey P, Aspray T

Taunton & Somerset: Close C, Andrews R, Douek |,
Watson J, Lambert P

Torbay Hospital, Torquay: Paisey R

University Hospital Coventry, Warwickshire: Anderson S
Ulster Hospital, Belfast: Brennan U, Satti N, Harper R,
Harding J

Victoria Infirmary, Glasgow: Stewart A

Warwick Hospital: Rao RK, Gopinathan, Horrocks P
Watford General Hospital: Tharakan G, Simpson K
West Suffolk Hospital, Bury St Edmunds: Majeed J,
Clark J, Wijenaike N, Gurnell E, Hartley L, Abdullah H,
Marath H

Western General Hospital, Edinburgh: Aniello L
Wexham Park, Slough: Dove D

Whipps Cross University Hospital, London: Lakhdar A,
Manogaraan B

Wirral Teaching Hospital, Upton Wirral: Leong KS,
Lorains J, Joseph P, Leach J, Fenna |

Wishaw General, Lanarkshire: O’Brien |, Davidson E
Worcestershire Acute Hospitals, Worcester: Newrick P,
Jenkins D

Wrexham Maelor: Dixon AN, Munigoti S, Stanaway S
Wythenshawe Hospital, Manchester: Younis N

Yeovil District Hospital: Bickerton AST, Crocker M,
Down S

York Hospital: Jennings P, Hudson N
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