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Diagnosis of diabetes

Table 2.2—Criteria for the diagnosis of diabetes

FPG =126 mg/dL (7.0 mmol/L). Fasting is defined as no caloric intake for at least 8 h.*
OR

2-h PG =200 mg/dL (11.1 mmol/L) during OGTT. The test should be performed as described
by the WHO, using a glucose load containing the equivalent of 75 g anhydrous glucose
dissolved in water.*

OR

A1C =6.5% (48 mmol/mol). The test should be performed in a laboratory using a method that
is NGSP certified and standardized to the DCCT assay.*

OR

In a patient with classic symptoms of hyperglycemia or hyperglycemic crisis, a random plasma
glucose =200 mg/dL (11.1 mmol/L).

DCCT, Diabetes Control and Complications Trial; FPG, fasting plasma glucose; OGTT, oral glucose
tolerance test; WHO, World Health Organization; 2-h PG, 2-h plasma glucose. *In the absence of
unequivocal hyperglycemia, diagnosis requires two abnormal test results from the same sample or
in two separate test samples.

Diabetes Care

L. 2

STANDARDS OF
MEDICAL CARE
IN DIABETES—2020

Glycemic Goals

Diabetes Care

L. %

STANDARDS OF
MEDICAL CARE
IN DIABETES—2020

Table 6.3—Summary of glycemic recommendations for many nonpregnant adults

with diabetes

AlC <7.0% (53 mmol/mol)*
Preprandial capillary plasma glucose 80-130 mg/dL* (4.4-7.2 mmol/L)
Peak postprandial capillary plasma glucoset <180 mg/dL* (10.0 mmol/L)

*More or less stringent glycemic goals may be appropriate for individual patients. Goals should be
individualized based on duration of diabetes, age/life expectancy, comorbid conditions, known
CVD or advanced microvascular complications, hypoglycemia unawareness, and individual patient
considerations. TPostprandial glucose may be targeted if A1C goals are not met despite reaching
preprandial glucose goals. Postprandial glucose measurements should be made 1-2 h after the

beginning of the meal, generally peak levels in patients with diabetes.
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Medications in type 2 DM

FIRST-LINE therapy: metformin and comprehensive lifestyle
If HbA1c above target proceed as below

ESTABLISHED ASCVD or CKD

WITHOUT ESTABLISHED ASCVD or CKD

ASCVD HF or CKD
PREDOMINATES PREDOMINATES

HYPOGLYCEMIA Weight Cost

or PREFERABLY
SGLT2i
sGLT2i .| 6Lp1 . GLP-1 i
DPP4i SGLT2i | TzD a | seurzi su rd)
GLP-1RA -
I

HbA1lc > target

HbA1c > target 1c>t
HbA1c > target i HbA1c > target HbA1c > target

Add other drugs
Add other drugs | Add other drugs Add other drugs Add other drugs
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FIRST-LINE Therapy is Metformin and Comprehensive Lifestyle (including weight management and physical activity)

CCONSIDER INDEPENDENTL)
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PREDOMINATES

NO
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 Etabisned ASVD - COMPELLING NEED TO MINIMIZE Ktarep i
= Mi I1ZE GAINOR COST MAJOR ISSUE*"*
= Indicators of high ASCVD risk * CKD: Specifically eGFR 30-60 HYPOGLYCEMIA PROMOTE WEIGHT LOSS L
(age 255 years with o mLmin/1.73 m* or UACR
carotid or lower extrem >30 mg/g, particularly e
artery stenosis >50%,
Y. ALY LAOH =300 o' DPP-4i ‘ GLP-1RA ] l SGLT2¢ ‘ ™ ot raw s Tzo*
saiT2f
| gugpe—— v T | — T
PREFERABLY SGLT2i with evidence of reducing KAIC L2 HAIC HAIC
GLP-1 RA with proven ™ o
VD becel® wam-a::m-n-‘ ¥ ¥ L 2
oR = L\L—\r"
GLP-1RA salT2r
I SGLT2 not tolerated or
‘SGLT2I with proven CVD beneft! salm2e saiTze
o contraindicated or If oGFR less. om o
eyt than adequate* add GLP-1 RA with oR oR oPP-4l DPP4i GLP-1 RAWIN TZD° s
proven VD benefit oR oR good efficacy
T2
J ™ e AP RA —_— g
wet ¥ ¥ ¥ ¥ ¥ ¥
( HAIC sbove target ] HAIC above target
nnmn:-m-mmmu « Avoid TZD in the setting of HF ¥ v
patient is now unable to tolerato o
GLP-1 RA and/or SGLT2), choose g ROy I Gont other I ¥ ¥
‘agents demonstrating CV safety: cva::y. s e T " requi * Insulin therapy basal i
= For patients on a GLP-1 RA, consider nao:‘qlwu r‘u or SGLT2I and/or GLP-1 RA not with lowest acquisition cost
condider adding SGLT2I s i [ WAIC above target I tolerated or contrai use oR
with proven CVD benefit! per o ¥ "ﬂ'""""“”‘“"""w oy ot = Consider DPP-4] OR SGLT2I
= DPP-4i if not on GLP-1 RA in the setting of HF weigh with lowest acquisition cost™*
. ) noton GLP-1 RA) Consider the addition of SU* OR basal insuiin: PREFERABLY
«T208 = Basal insulin*  Choose later generation SU with lower risk of hypoglycermia. DPP-4i (f not on GLP-1 RA)
-SU S = Considler basal insulin with lower risk of hypoglycemia” based on weight neutrality
1. L3
2 1f DPP-4i not tolerated or
7. Daghudec / glargine U300 < glargine U100/ detamir <NPH insuin contraindicaied or patient sready
3. Empagitiozin, .. [ on GLP-1 RA, cautious addtion of:
] L * SU* - TZD* - Basal insulin

10.

AMERICAN ASSOCIATION OF CLINICAL ENDOCRINOLOGISTS
AMERICAN COLLEGE OF ENDOCRINOLOGY

AACE/ACE COMPREHENSIVE

TYPE 2 DIABETES
MANAGEMENT ALGORITHM

AACE/ACE Comprehensive Type 2
Diabetes Management Algorithm 2020
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American Association of Clinical Endocrinologists (AACE) and American
College of Endocrinology (ACE)
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A1 c 56 5% For patients without concurrent serious

illness and at low hypoglycemic risk

A1C>6.5%

Entry A1C 27.5% - 9.0%

TRIPLE THERAPY'
DUAL THERAPY'
- I
Entry A1C <7.5% ——
Independent of v m

MONOTHERAPYL glycemic 4

control i — 3 = 5
v Metiormin_ established v _Dpeai £ A b
M4 ceira | ASCVD or high AT = A Suew =
¥ risk, CKD 3, or ra - —

g HFrEF, start LA A Suew o /N et (o]
v Dppai GLP1-RA or - s 7 _Dmi s
AT SGLT21 with A 2= M — =5
/ AGi proven Y e v Colesevelam

= — T

efficacy* = §
v Bromocriptine QR
—

¥ Bromocriptine QR
A
v AGi v AGi
— —_
L MET + |
or other agent
1 Order of medicati hierarchy of usage; length of line reflects strength of recommendation.
2 Ifnotatgoal in 3 months, proceed to next level therapy
‘@Run‘dmmﬁwln

PROGRESSION OF DISEASE

LIFESTYLE THERAPY AND ONGOING GLUCOSE MONITORING (CGM preferred)

INDEPENDENT OF GLYCEMIC CONTROL, IF ESTABLISHED OR HIGH ASCVD RISK AND/OR CKD, RECOMMEND SGLT2i AND/OR LA RA

For patients with concurrent serious
illness and at risk for hypoglycemia

Entry A1C >9.0%

SYMPTOMS

NO
Other

DU,
Therapy
OR Agents
TRIPLE
Therapy

ADD OR INTENSIFY
INSULIN

Refer to Insulin Algorithm

LEGEND

Few adverse events and/or
possible benefits

A\ Use with caution

INSULIN
-

v

TYPE 2 DIABETES

AACE/ACE Comprehensive Diabetes

Management Algorithm 2017

LIFESTYLE THERAPY

(Including Medically Assisted Weight Loss)

g

MONOTHERAPY

SYMPTOMS

~ Metformin
/ GLP-1RA v ELRA =3  TRIPLE THERAPY
—
v s6lT2i 4 - — - / GLP-1RA
i DPP-4i i
. DPP-4i Ll v SGLT-2i
—— ———
MET MET
j TZ0 orother A —_ orother A\ 122 -
v AGl 1st-line | Basal Insulin 1st-line 4 Basal insulin
o — agent agent + —
j SU/GLN v Colesevelam 2nd-line  DPP-4i
<o + — ok —
/ Bromocriptine QR genf / Colesevelam
I v AGi | / Bromocriptine QR
o—— j, SU/GLN o/ AGi
If not at goal in 3 months SU/GLN
Pl et T i P —
in 3 months
proceed to
Triple Therapy o— If not at goal in
3 months proceed
to or intensify
* Orderof d hierarchy of usage; Instilthearagy

length of line reflects strength of recommendation

Other
Agents

NO YES
Df INSULIN
Therapy +
OR
TRIPLE
Therapy

v

ADD OR INTENSIFY
INSULIN

Refer to Insulin Algorithm

LEGEND

Fewadverse events and/or
possible benefits

L Use with caution
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EXPERT CONSENSUS DECISION PATHWAY

2020 Expert Consensus Decision
Pathway on Novel Therapies for
Cardiovascular Risk Reduction in
Patients With Type 2 Diabetes

A Report of the American College of Cardiology Solution Set Oversight Committee

2 O 2 O Endorsed by the American Diabetes Association
Expert Consensus Decision Pathway on
Novel Therapies for Cardiovascular Risk
Reduction in Patients With Type 2 Diabetes

AMERICAN COLLEGE OF CARDIOLOGY (ACCE)
2020.8

2020 Expert Consensus Decision
Pathway on Novel Therapies for
Cardiovascular Risk Reduction in
Patients With Type 2 Diabetes

Algorithm to manage ASCVD Risk ===

:zaga::dis:‘:lyg::':;::wv;’:.‘h- T Do not start an SGLT2 Patient is 218 years old with T2D and 21 of the following:
e HEot g inhibitor (no safety ASCVD* o at high risk for ASCVD.!

or at high risk for ASCVD¥ data available). l
Is th i b feeding? Yes Do not start a GLP-1RA
s the patlem pregnanl or breast feeding? (no salety At ble)
lNo

5 ® Consider starting a GLP-1RA with proven
Consider starting an SGLT2 stk ad i,
inhibitor with proven ASCVD, enefit (see Tables 4 a .

HF, or DKD benefit
(see Tables 2 and 5).5

No

= — 5 = After a di ion il P ing patient-clinici No
A"e"a e S paa ‘d Do not start preferences and priorities (see Table 6), does ~ ——)
preferences and priorities (see Table 6), does an SGLT2 : 5 S aran
the patient wish to initiate an SGLT2 inhibitor? inhibitor. patient wish to initiate a GLP-1RA?
1 Yes lYes
£ \ O e 0
ASCVD, HF, or DKD benefit. Dl e
« Canagliflozin, dapagliflozin, or *D de, lir: , or
empagliflozin is appropriate. semaglutide is appropriate.
* See Table 2 for dosing and cautions. + See Table 4 for dosing and cautions.
* No dose titration is required.  Start at lowest dose and follow labelling
« Adjust other antihyperglycemic instructions for dose titration to minimize
therapies if necessary. side effects.
* Adjust other antihyperglycemic therapies,
if necessary.
Monitor response to therapy & Y gy
(see Section 5.4 and Table 7) l
and consider further therapies
forkY i'r"z‘:c;i:'::'o"' e Monitor response to therapy (see Section 5.5
= and Table 8) and consider further therapies for
CV risk reduction, as indicated.
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28 T Hay Meol ¢

S
sty M

-GERYOR ERYEY EUHX sgect x7|
ot B g

+ ZIEHA| HbALCT} 75 CH & OB AISHRE 25 Hotad

- 26 HURYORE SHO| EUHK 23 A W HHRY Al

- EAZSHY NEBIES ST B0 MY oY ET
7t Y4B 4HE SMFoz 1

HIBHQl 3
* SGLT2i, GLP-1a, DPP4i
Nz n"Eol 3L
« DPP4i, a-GI, Meglitinide, GLP-1a
53 Mojel 39
« SU, TZD, DPP4i( ¥ tt= Ztah), GLP-1a
SEEN R
* SU, Meglitinide X| 2|
NET oI US
* SGLT2i(Empagliflozin, Dapagliflozin, canagliflozin)
* GLP-la(Liraglutide, dulaglutide, Semaglutide,
albiglutide)

inide | [ \ [ [ ==
Mitiglinide | | | | | o
inide | | [ I
DPP-4 inhibitors

Sitagliptin 100 mg 100mg 50mg 25mg 25mg
iptit 100 50 mg* 50 mg 50mg 50 mg
5m| 25mg* 25mg 25mg 25mg

Linagliptin S5mg 5mg s5mg Smg S5mg
iglipti 50mg 50mg s50mg 50mg 50mg
Teneligliptin_ 20mg 20mg 20mg 0mg 0mg
Alogliptin 25m 12.5mg 12.5mg 6.25mg 6.25mg

Gliclazide [ [ 7o | == [ =

Glimepiride | | = I

Glipizide I [ za | =ze | =z
Alpha-glucosidase inhibitors

Acarbose | [ [

Voglibose | [ [ A2YS | A=es

GLP-1receptor agonists
lsenatel \

[
Liraglutide | | | | |
Dulaglutide | | | | |

*eGFR > 50 8% ZH 88, 1 e-GFR<60 AlF 2%, **eGFR<25 2%
—surEEEe
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o 28| 2 H
C HERYOR 24718 0|y U= C120| Shio] STt B T2 7|l Yy
KNEH 158 F710 48 H gt
o (7H HbALC >7.0%
« (Lh 35E€Y 2130mg/dl
+ (Ch A2EE >180mg/dl
+ HbA1C 27.5% A20|= Metforming Zatst 2K 2HE HSEH Q1™
* Metformin £0f 27| X} L= EXE80 2 Metforming & %= ¢
oM E Zaol 28 2¥E AMS8H o™
* 2N Y ROUYoE 2K QY Q1 Vs 45 & 150 Foot 3% 21F

« 3M e

« 28| 2¥S 2-471E 0|4 Eo{g= HbALCTt 7% 0|4 ¢l 0= CHE 7|2 =8 K|
= 23

2H 152 710t 48
« CF 2K B0 QIE DX = 2RO 80| ZEHE|0{ A= OfL| Z|Lf, Metformin+Sulfonylurea
+Empagliflozin2 Q17-4%

Clir st ol HE7|5(2018.6.1)

* GLP-1 =8H| 22X
c BT HER Y
« E0jCi 4 Metformin+SulfonylureaZ| Qx| HEEF02 S 23 A XTES & £ Q=
CINES
(1) M & ZFX|==(BML Body mass index)>25kg/m" &£ =
(2) Insulin 2 81& & 5= Qle S}
« RO
(1) 35 HEaH(Metformin +Sulfonylurea+GLP-1 84K Z&H)S 1A
(2 35 E8a Yo R dXst YYI|fMo| O|F0|Zl 22 25 HEQH
(Metformin+GLP-1 8K E5H)2 Q1A
e Insulin@} HE 9 H
* 7|X Insulin(Insulin Et& E= Metformin H&8) E0 0| = HbALCIt 7% O| &0l AL
* 7|X Insulin+GLP-1 #=8X| &S5H|X(+Metformin)2 21
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AR BYRY 0T

SGLT-2
T Mo [*ufornylur Meglit | aghuostize oligine; | OV inhibitor
or | e L c1i1ap§gli ifﬁ)ragli e?pggn :mgli
ozin | flozin | flozin | flozin
Metformin eld | el oI oI el o | o | oF | oA
Sutfonylurea I oI uks o | 2F
Meglitinide o1y ol oy
arglucosidase inhibitor o | 9" | oF
Thiazolidinedione o1 o | o™ olF
DPP-1V inhibitor o1y oy o
dapagliflozin | 217 ol
SGLT-2 | ipragliflozin | 917
inhibitor | empagliflozin| 217
ertuglifiozin oIy

2H 2l

» Metformin + SGLT2i(EmpagliflozinX}C| ¥, Dapagliflozin= A| 7})
c ETY =z A
s g Hetor R =2
- SeEY MER HEH

» Metformin + GLPla(Liraglutide2! £ X}, dulaglutideE & 2| A|E|)
* ATH O HE(eGFR) X2 M, DM E R U= T

» Metformin+DPP4i
« OIXf VHE EE MYHiE

« SGLT2i + DPP4i
- E¥V|E Hst Al 502 A2z oY
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3K Hete

« Metformin+DPP4i+SU
« ol 3K =g = 7HE CHElE
» Metformin+DPP4i B¢t Q H
* SU F7HA| MBS 71t M0l
« Metformin+GLP1la+SU
NE IE AS A
- 301 75
* Metformin+DPP4i+TZD
* MEH0| Aol gl= 3H =gt
« Ol 2ol H{nH &2
¢ Metformin+TZD+SU
« DFHHQI 3N 2

* NSt #58E

fot

EXFOf A A gt

r

e

3K et

* Metformin+TZD+SGLT2i(GLP1a)
.g%%HﬂM%LP
+ 34} SGLT2i(GLP1a)  TZD ¥& Z0f oIH
« Metformin+DPP4i+SGLT2i{&Et0| H9o| Qi
c HE UAE 8T O|SE 7|UE = US
« DPP4i9} SGLT2i 818 20 21™0| §/X| &L
» Metformin+GLP1a+SGLT2i

i

et o= flof 7hg ZItiE= =8
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