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Meet Graham (Dad)

Age
History
PMH

Blood pressure

Cholesterol

HbA1c

BMI & Weight &
Height

eGFR & ACR

Current
Medication

Occupation

Lifestyle

58 years
Recently diagnosed with T2D
Hypertension since 2021

138/82 mmHg

TC =4.2 mmol/L HDL-C = 1.3mmol/L
Non-HDL =2.9 mmolVlTG 2.1mmol/L

(declined offering of statin in past)

64mmol/mol and 66mmol/mol

28 kg/m? 88 kgs 177cm <

68 mL/min/1.73m?(G2) 3.2 mg/mmol
persisting for > 3months (A2)

Ramipril 10mg OD Amlodipine 10mg od

Retired Police Officer - Speed Awareness
Instructor

Non-smoker. Married. Enjoys a couple of
glasses of wine most evenings




Meet Graham (Dad)

Age
History
PMH

Blood pressure

Cholesterol

HbA1c

BMI & Weight &
Height

eGFR & ACR

Current
Medication

Occupation

Lifestyle

58 years
Recently diagnosed with T2D
Hypertension since 2021

138/82 mmHg

TC =4.2 mmol/L HDL-C = 1.3mmol/L
Non-HDL =2.9 mmolVlTG 2.1mmol/L

(declined offering of statin in past)

64mmol/mol and 66mmol/mol

28 kg/m? 88 kgs 177cm <

68 mL/min/1.73m?(G2) 3.2 mg/mmol
persisting for > 3months (A2)

Ramipril 10mg OD Amlodipine 10mg od

Retired Police Officer - Speed Awareness
Instructor

Non-smoker. Married. Enjoys a couple of
glasses of wine most evenings

Struggles with formal exercise but manages to walk the dog
most days.

Reports good sleep pattern.

Eats reasonably healthy diet — he thinks!

Aware he is drinking more than he should

“Woutd like to lose a bit of weight — especially round the
bellyy.

Father had Ml at 58 yrs, developed T2D & went onto insulin -
had an amputation by the age 70.

Worried about this recent diagnosis of T2D — doesn’t want to
“end up like his Dad”.




A lot to cover in the initial consultation

Explore what he
knows about Type 2
diabetes and how
he feels about the
diagnosis and the
impact on him

Provide support &
education & share
reputable
resources

Offer and support
to attend diabetes
structured
education

Compete care
processes

O

)
OC

nvey the
seriousness of the
diagnosis

Agree
individualised goals
(and targets) —
involving him in the
process

What are your main concerns for Graham??

“

Discuss treatment
options



* 50% of people with diabetes die from cardiovascular
disease?

* About 40% of people with T2DM have some form of chronic

But diabetes management is not
just about glucose levels wit

Q% of people aged >65 years with diabetes die of stroke®

* 28% of people with T2DM have diabetic retinopathy’

* CVD can occur 10-15 years earlier in those with diabetes?
GLAUCOMA

1. International Diabetes Federation. IDF Diabetes Atlas. 9th ed. 2019. [Accessed September 2020]. www.idf.org/diabetesatlas. 2. World Health Organization. Diabetes: Data
and statistics. [Accessed September 2020]. www.euro.who.int/en/health-topics/noncommunicable-diseases/diabetes/data-and-statistics. 3. Wu B, et al. BMJ Open Diabetes
Res Care 2016;4(1):e000154. 4. Centers for Disease Control and Prevention. National diabetes statistics report 2020. [Accessed September 2020].
www.cdc.gov/diabetes/pdfs/data/statistics/national-diabetes-statistics-report.pdf. 5. Diabetes UK. 26,378 diabetes-related lower limb amputations in the last three years.
December 2018 [Accessed September 2020]. www.diabetes.org.uk/about us/news/lower-limb-amputations. 6. American Heart Association. Statistical Fact Sheet, 2014.
[Accessed September 2020]. 7. Mathur R, et al. BMJ Open 2017;7:e014444. 8. Booth et al Lancet 2006;368:29-36



http://www.idf.org/diabetesatlas
http://www.euro.who.int/en/health-topics/noncommunicable-diseases/diabetes/data-and-statistics
http://www.cdc.gov/diabetes/pdfs/data/statistics/national-diabetes-statistics-report.pdf
http://www.diabetes.org.uk/about_us/news/lower-limb-amputations

Multifactorial behaviour and pharmacological treatment to prevent or
delay complications and maintain quality of life

Health
behaviour
modification. @
&

V.anitoring and
ongoing review

Diabetes structured GOALS DF 'AR:

ecucalig A *Prevent complications
*0ptiziise guality of life

Social Consider
determinants §  Avoid underlying
of health ¥ therapeutic § physiology
inertia

Management of Hyperglycaemia in Type 2 Diabetes: Consensus Report
by the American Diabetes Association (ADA) and the European Association for the Study of Diabetes (EASD)

Davies MJ, et al. Diabetes Care. 2022;45(11): 2753-2786



Assessing Risk

Age
History
PMH

Blood pressure

Cholesterol

HbA1c

BMI & Weight &
Height

eGFR & ACR

Current
Medication

Occupation

Lifestyle

58 years
Recently diagnosed with T2D
Hypertension since 2021

138/82 mmHg

TC =4.2 mmol/L HDL-C = 1.3mmol/L
Non-HDL=2.9 mmol/lL TG 2.1Tmmol/L

(declined offering of statin in past)

64mmol/mol and 66mmol/mol

28 kg/m? 88 kgs 177cm

68 mL/min/1.73m? 3.2 mg/mmol
persisting for > 3months

Ramipril 10mg OD Amlodipine 10mg od

Retired Police Officer — Speed Awareness

Instructor

Non-smoker. Married. Enjoys a couple of

glasses of wine most evenings

Health
behaviour
maodification

Monitaring and
ongoing review

GOALS OF CARE
*Prevent complications hypaglycaemia
+Optimise quality of life
Psychosocial Effective practice
factors
Social Cansider
determinants underlying

of health ¥ therapeutic | physiology
inertia

,
F
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Reducing risk of PEINCIPLES OF CARE

4

|s Graham at
high CV risk?
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This calculator is only valid if you do not already have a diagnosis of coronary heart disease (including angina or heart attack) or stroke/transient ischaemic attack,

and not on statins.

Reset Information Publications About
—About you
Age (25-84): 58
Sex: ©OMale ~Female
Ethnicity: White or not stated [

UK postcode: leave blank if unknown
(Pustcnd e: WF7 THZ —‘

— Clinical information

Smoking status: non-smoker 2]

Diabetes status: type2 B

Angina or heart attack in a 1st degree relative < 607
Chronic kidney disease (stage 3, 4 or 5)7

Atrial fibrillation?

On blood pressure treatment?

Do you have migraines?

Rheumatoid arthritis?

Systemic lupus erythematosus (SLE)?

Severe mental illness?
(this includes schizophrenia, bipolar disorder and
moderate/severe depression)

On atypical antipsychotic medication?
Are you on regular steroid tablets?
A diagnosis of or treatment for erectile disfunction?

—Leave blank if unknown
Cholesterol/HDL ratio: 3.2
Systolic blood pressure (mmHg): 138

Standard deviation of at least two most
recent systolic blood pressure readings
(mmHg):
Body mass index
Height (cm): 177
Weight (kg): &8

Calculate risk

QRISK3 cardiovascular risk calculator: https://arisk.org/three

ll'

Welcome to the QRISK®3-2018 risk calculator https://qrisk.org

Copyright Contact Us Algorithm Software UKCA

Your results

Your risk of having a heart attack or stroke within the next 10 years is:

20.3%

Note. The score is based on a cohort of patients without pre-existing cardiovascular disease and not

on statins at the start. The cohort includes patients who subsequently started statins (or other

lifestyle modifications). Consequently the actual risk of a patient may be more than this score implies

if they do not take preventative actions. If they do take preventative actions the risk would be
reduced.

In other words, in a crowd of 100 people with the same risk factors as you, 20 are likely to have a

heart attack or stroke within the next 10 years.

%@@@@@Q@@@

LOEEELOLE)
Risk of
a heart attack or stroke

Your score has been calculated using estimated data, as some information was left blank.
Your body mass index was calculated as 28.09 kg/m?.

How does your 10-year score compare?

Your score
Your 10-year QRISK®3 score
The score of a healthy person with the same age, sex, and ethnicity”  7.3%
Relative risk " 28
Your QRISK®3 Healthy Heart Age™™ 74

This is tha score of a healthy person of your age, sex and ethnic group, Le. with no advarse elinical indicators and a cholestarol
ratio of 4.0, a stable systolc blood prassure of 125, and BMI of 25.

** Your relative risk is your risk dhvided by the healthy person's risk.

“* vour GRISK™3 Healthy Heart Age i the age at which a healthy persan of your sex and ethnicity has your 10-year GRISK®3
score.

)n

Welcome to the QRISK®3-2018 risk calculator https://qrisk.org

This calculater is only valid if you do not already have a diagnosis of coronary heart disease (including angina or heart attack) or stroke/transient ischaemic attack,

and not on statins.

Resat Information Publications About
—About you
Age (25-84): 58
Sex: ©OMale Female
Ethnicity: White or not stated [

UK postcode: leave blank if unknown
(Poslcode: WF7 THZ W

— Clinical information

Smoking status: non-smoker (2]

Diabetes status: type2 &

Angina or heart attack in a 1st degree relative < 607
Chronic kidney @isease (stage 3, 4 or 5)?

id arthritis?
Systemic lupus erythematosus (SLE)?

vere mental illness?
(this includes schizophrenia, bipolar disorder and

W moderate/severe depression)

On atypical antipsychotic medication?
Are you on regular steroid tablets?

A diagnosis of or freatment for erectile disfunction?
—Leave blank if unknown

Cholesterol/HDL ratio: 3.2
Systolic blood pressure (mmHg): 138

Standard deviation of at least two most
recent systolic blood pressure readings
(mmHg):

Body mass index

Height {cm}): 177
Weight (kg): 88

Calculate risk

Copyright Contact Us Algorithm Software UKCA

Your results

Your risk of having a heart attack or stroke within the next 10 years is:

32.1%

Note. The score is based on a cohort of patients without pre-existing cardiovascular disease and not
on statins at the start. The cohort includes patients who subsequently started statins (or other
lifestyle modifications). Consequently the actual risk of a patient may be more than this score implies
if they do not take preventative actions. If they do take preventative actions the risk would be
reduced.

In other words, in a crowd of 100 people with the same risk factors as you, 32 are likely to have a
heart attack or stroke within the next 10 years.

=

(] S ]
Risk of

a heart attack or stroke

Your score has been calculated using estimated data, as some information was left blank.
Your body mass index was calculated as 28.09 kg/m®.

How does your 10-year score compare?

Your score

Your 10-year QRISK®3 score 32.1%
The score of a healthy person with the same age, sex, and elhnicity“ 7.3%
Relative risk ™ 4.4
Your QRISK®3 Healthy Heart Age™ 81

* This Is the score of a healthy person of your age. sex and sthnic groug, Le. with na adverse dlinical indicators and a chalesterol
ratio of 4.0,  siable systollc blood pressure of 125, and BMI of 25.

* Your relative risk is your risk divided by the healthy person's risk.

“* vour QRISK® Healthy Heart Age is the age at which a healthy persan of your sex end ethicty has your 10-year QRISKE3
scare.

Graham 20% chance of MI/Stroke in next 10 years, increasing to
32% if his kidney function declines and eGFR <60 mL/min/1.73m?


https://qrisk.org/three

Does Graham have CKD? §

Age 58 years
History Recently diagnosed with T2D

T ——
PMH Hypertension since 2021 increased albuminuria could be at o -

high risk despite having normal or Lol Moderately increased
mild GFR

<30 mg/g 30-300 mg/g
(<3 mg/mmol) (3 - 30 mg/mmol)

Blood pressure 138/82 mmHg

TC =4.2 mmol/L HDL-C = 1.3mmol/L
Cholesterol Non-HDL =2.9 mmolUVlTG 2. 1mmol/L

(declined offering of statin in past)

GFR categories, description
ano range (mL/min/1.73 m?)

HbA1c 64mmol/mol and 66mmol/mol
BMI & Weight & ) Q@ low risk (if no other markers of kidney disease, no CKD)
Height 28 kg/m+ 88 kgs 177cm

68 mL/min/1.73m? 3.2 mg/mmol ‘ G2 A2

eGFR&ACR persisting for > 3months
UL Ramipril 10mg OD Amlodipine 10mg od
Medication P 8 P g

Retired Police Officer — Speed Awareness

Occupation
P Instructor

Non-smoker. Married. Enjoys a couple of

Lifestyle . .
glasses of wine most evenings




Improvement in renal and CV morbidity and mortality
is an integral part of T2DM

Even mild CKD increases the risk Diabetic kidney disease (DKD) is an
of serious health problems’ independent powerful risk factor for CVD?3

People with T2DM and CKD Man ople with diabetes and renal impairment
are at high risk for:2 rom a CV event before progressing
() to end-stage kidney disease (ESKD)3

Losing kidney Major adverse \'
function CV events n people with Stage 3 CKD* the risk of death is over 10x

higher than the risk of progression to ESKD*

In these patients the main cause of
death is likely to be a CV event®

*Stage 3 CKD defined here as eGFR <60 mL/min/1.73 m2. CKD: chronic kidney disease; CV: cardiovascular; CVD: cardiovascular disease; DKD: diabetic kidney disease.

1. NHS. Chronic Kidney Disease. [Accessed September 2020]. www.nhs.uk/conditions/kidney-disease 2. The National Kidney Foundation — Kidney Disease Outcomes Quality Initiative (KDOQI)
Clinical practice guidelines and clinical practice recommendations for diabetes and chronic kidney disease. 2007. [Accessed September 2020]. http://kidneyfoundation.cachefly.net/
professionals/KDOQI/guideline_diabetes/background.htm#fig4 3. Karalliedde J & Viberti GC. Diabetic Nephropathy. In: Wass JAH & Stewart P, editors. Oxford Textbook of Endocrinology and
Diabetes 2nd Edition. Oxford: Oxford University Press; 2011. p. 1935-45. 4. Palsson R & Patel UD. Adv Chronic Kidney Dis. 2014;21:273-80. 5. Keith DS, et al. Arch Intern Med 2004;164:659-63.


http://www.nhs.uk/conditions/kidney-disease

What are the priorities for Graham?

Age 58 years
History Recently diagnosed with T2D
PMH Hypertension since 2021

Blood pressure 138/82 mmHg

TC=4.2 mmol/L HDL-C = 1.3mmol/L
Cholesterol Non-HDL=2.9 mmolLTG 2. 1Tmmol/L

(declined offering of statin in past)

Diabetes structured GOALS OF CARE

education and

HbA1c 64mmol/mol and 66mmol/mol *Prevent complications
. *Optimise quality of life

. Psychosocial

BMI & Welght& 8 kg/m? 88 kgs 177cm O N Considr \

Helght s u.nderlyin-g‘ \
) of health § therapeutic § physiology :

68 mL/min/1.73m?(G2) 3.2 mg/mmol ingy

eGFR&ACR persisting for > 3months (A2)

Ll Ramipril 10mg OD Amlodipine 10mg od

Medication P g . g

Retired Police Officer — Speed Awareness

Occupation
P Instructor

Non-smoker. Married. Enjoys a couple of

Lifestyle . .
glasses of wine most evenings




Cardiovascular (CV) Risk Management

Age

History

PMH

Blood pressure

Cholesterol

HbA1c

BMI & Weight &
Height

eGFR & ACR

Current
Medication

Occupation

Lifestyle

58 years
Recently diagnosed with T2D
Hypertension since 2021

138/82 mmHg

TC =4.2 mmol/L HDL-C =1.3mmol/L
Non-HDL =2.9 mmoll TG 2.1mmol/L

(declined offering of statin in past)

64dmmol/mol and 66mmol/mol

28 kg/m? 88 kgs 177cm

68 mL/min/1.73m?(G2) 3.2 mg/mmol
persisting for > 3months (A2)

Ramipril 10mg OD Amlodipine 10mg od

Retired Police Officer —- Speed Awareness
Instructor

Non-smoker. Married. Enjoys a couple of
glasses of wine most evenings

behaviour
modification

X Monitoring and
ongoing review

Diabetes structured| GOALS 9 "ALE
education and .

*Prevent complications
<Nutimise quality of life
Psychosocial /\
factors &
Consider
underlying
physiology

Adapted from 1. Davies MJ, et al. Diabetes Care. 2022;45(11): 2753-2786

Ensure strategies are in place to detect and optimise
management of CV risk factors?® including:

CV risk factor screening and surveillance

BP lowering

Lipid lowering

Antithrombotic agents

Smoking cessation




Blood Pressure Lowering

NICE NG136" and NG2032 BP targets vary depending on age:

Age e * Age <80years <140/90 mmHg

 280years <150/90 mmHg

[Targets are the same for people with and without cardiovascular disease]

History Recently diagnosed with T2D

PMH Hypertension since 2021

There is insufficient evidence to support lower blood pressure targets for people
with diabetes, other than in those with coexisting CKD (but only if ACR >70).

[Blood pressure 138/82 mmHg ]

BPROAD study # demonstrated that reducing systolic blcod pressure in people with T2D at CV risk to

<120 mmHg versus <140 mmHg resulted in a redu:tion in the composite of first occurrence of a
MACE or treatment or hospitalisation for heart failure

Height S T T1DM + ACR =70 mg/mmaol
O <130/80 mmHg <125/75 mmHg
i 2 CKD + ACR =70 mg/mmol
<GER & ACR 68 mL/rnm/1.73m (G2) 3.2 mg/mmol
Current With hypertension (with or without T2DM) <150/90 mmHg <145/85 mmHg
- Ramipril 10mg OD Amlodipine 10mg od
Medication CKD + ACR <70 mg/mmol <140/90 mmHg <135/85 mmHg
. Retired Police Officer - Speed Awareness CKD + ACR 270 mg/mmel SRR SR
Occupation
Instructor
Lifestyle Non-smoker. Married. Enjoys a couple of However, KDIGO recommend that adults with high
glasses of wine most evenings
BP and CKD should be treated to a target SBP of
<120 mmHg3

1.NICE (2023) Hypertension in adults: diagnosis and management NG136]. Available at: www.nice.org.uk /guidance/ng136 2.NICE (2021) Chronic kidney disease:

assessment and management [NG203]. Available at: www.nice.org.uk/guidance/ng203 3. KDIGO Blood Pressure Work Group (2021) KDIGO 2021 clinical practice
uideline for the management of blood pressure in chronic kidney disease. Kidney Int 99(Suppl 3): S1-8 4, Bi Y, Li M, Liu Y et al; BPROAD Research Group
2025) Intensive blood-pressure control in patients with type 2 diabetes. N Engl J Med 392: 1155-67]



http://www.nice.org.uk/guidance/ng203
https://doi.org/10.1016/j.kint.2020.11.003

Lipid Lowering

In the UK,
~25% to 28% of CVD

For every
death is due to

1 mmol/L reduction

Age 58 years .

g y che(!f:satt:r(:ﬂ‘ in LDL-C there is a Interventlon§ th:elt_ lower
LDL-C can significantly

History Recently diagnosed with T2D 2 3 o reduce the incidence of

o coronary heart disease and other
i i High cholesterol is major vascular events in a
PMH Hypertension since 2021 tﬁe cocond most REDUCTION IN wide range of individuals?
MAJOR VASCULAR

significant medical
risk factor after
blood pressure!

Blood pressure 138/82 mmHg

EVENTS?

TC = 4.2 mmol/L HDL-C = 1.3mmol/L

Cholesterol Non-HDL =2.9 mmol/l TG 2.1Tmmol/L
(declined offering of statin in past)
HbA1c 64mmol/mol and 66mmol/mol

PRIMARY PREVENTION

Consider statin therapy for adults who do not have established CVD but fall into the categories

LA BTG pelow. Use UKISK risk assessment tool where appropriate (see page 2, ‘Primary Prevention

28 kg/m? 88 kgs 177cm

Height Risk Assessment’)
68 mL/min/1.73m?(G2) 3.2 mg/mmol
eGFR & ACR ! (62) & T
persisting for > 3months (A2) ¢ ¢ ¢ ¢
Current . L YL : .
Medicati Ramipril 10mg OD Amlodipine 10mg od Age <84 Type 2 Type 1 diabetes, if they have one CKD eGFR Age 285
e & QRISK diabetes or more of the following: <60 years
. . . 210% & QRISK . mL/min/1.73m? | | if appropriate
. Retired Police Officer — Speed Awareness 0 " >10% Over 40 years d PP .z
Occupation overnex =1un * Had diabetes for >10 years andor consicer
Instructor 10 years | || over next . albuminuria comorbidities,
10 years * Have established nephropathy frailty & life
Non-smoker. Married. Enjoys a couple of { * Have other CVD risk factors expectancy

Lifestyle . .
glasses of wine most evenings

CVD, cardiovascular disease; LDL-C low-density lipoprotein cholesterol.

1. Wilkins E. et al. European Cardiovascular Disease Statistics 2017. European Heart Network, Brussels.
2. Silverman MG et al. JAMA 2016;316(12):1289-97.

NHS (2021) Summary of National Guidance for Lipid Management for Primary and Secondary Prevention of cardiovascular disease. Available

at: www.england.nhs.uk/aac/publication/summary-of-national-guidance-for-lipid-management




Lipid Lowering PRIMARY PREVENTION

If lifestyle modification is ineffective or inappropriate offer statin treatment.
Atorvastatin 20mg daily

Age 58 years
History Recently diagnosed with T2D » Measure full lipid profile again after 3 months (non-fasting).
. . * High intensity statin treatmenf§should achieve reduction of non-HDL-C > 40% from baseline]lf
PMH Hypertension since 2021 . .
not achieved after 3 months;
- discuss treatment adherence, timing of dose, diet and lifestyle
Blood 138/82 H . . ’ \ e ] L .
ooc pressure mmHig - If at higher risk (based on comorbidities, risk score or clinical judgement — see page 2
TC = 4.2 mmol/L HDL-C = 1.3mmol/L ‘Additional Risk Factors’) consider increasing the dose every 2-3 months up to a maximum
Eholaaerel Non-HDL = 2.9 mmol/L TG 2.1mmol/L dose of atorvastat g daily.
(declined offering of statin in past) - For how toinc n people with CKD see ‘Special Patient Populations’ (page 2).
HbA1c 64mmol/mol and 66mmol/mol Q ¢
* If patients high-intensity statin have side effects, offer a lower dose or an alternative statin
Ell;’lilgittWeight & 28 kg/m? 88 kgs 177cm (see p ‘Extent of lipid lowering with available therapies’)
. If imum tolerated dose of statin does not achieve non-HDL-C reduction > 40% of baseline
68 mL/min/1.73m?2(G2) 3.2 mg/mmol @aﬁer 3 months consider adding Ezetimibe 10mg daily (NICE TA385)
eGFR & ACR -
persisting for > 3months (A2) « Ifétatin treatment is contraindicated or not tolerated:;
Current o o - See AAC Statin Intolerance Algorithm for advice regarding adverse effects (click here)
Medication Ramipril 10mg OD Amlodipine 10mg od - Ezetimibe 10mg monotherapy may be considered. Assess response after 3 months.
- Ezetimibe 10mg/bempedoic acid 180 mg combination may be considered when ezetimibe
Occupation :::]est;rrjgt?r)“ce Officer - Speed Awareness alone does not control non-HDL-C/LDL-C well enough (NICE TA694).
Lifestyl Non-smoker. Married. Enjoys a couple of ¢
nesty’e glasses of wine most evenings If non-HDL-C reduction remains < 40% of baseline despite maximal tolerated lipid lowering
therapy (including people with intolerances and contraindications) consider referral to specialist
lipid management clinic according to local arrangements

NHS (2021) Summary of National Guidance for Lipid Management for Primary and Secondary Prevention of cardiovascular disease. Available
at: www.england.nhs.uk/aac/publication/summary-of-national-guidance-for-lipid-management



https://diabetesonthenet.com/diabetes-primary-care/lipids-cv-risk/www.england.nhs.uk/aac/publication/summary-of-national-guidance-for-lipid-management

What about other components of care?

 UKPDS"?-landmark RCT of glycaemic therapies in 5,102 participants
Age 58 years with newly diagnosed T2D showed there is a direct relationship between
the risk of diabetes complications and glycaemia over time.

History Recently diagnosed with T2D

PMH Hypertension since 2021 * The lower the glycaemia the lower the risk of complications (with

greatest effect on microvascular complications).
Blood pressure 138/82 mmHg

TC =4.2 mmoU/L HDL-C =1.3mmolL * Maintaining a lowérimedian HbA1c over 10 years of 7.0% (53mmol/mol)
Cholesterol Non-HDL =2.9 mmol/l TG 2.1Tmmol/L )
compared with-%.9% (63mmol/mol) led to:
68 mL/min/1.73m?(G2) 3.2 mg/mmol

eGFR & ACR persisting for > 3months (A2)

Current 2 5 0/0 1 2 0/0 1 0 0/0 0/0

Ramipril 10mg OD Amlodipine 10mg od

(declined offering of statin in past)

[HbA1c 64mmol/mol and 66mmol/mol ]

BMI & Weight &

2
Height 28 kg/m+ 88 kgs 177cm

Medication lower risk of lower risk of ~ lowerrisk of lower risk of
microvascular diabetes-related diabetes-related death all-cause mortality
Retired Police Officer — Speed Awareness complications endpoints

Occupation
P Instructor

Non-smoker. Married. Enjoys a couple of

Lifestyle . .
glasses of wine most evenings

1.UK Prospective Diabetes Study (UKPDS) Group. Intensive blood-glucose control with sulphonylureas or insulin compared with conventional
treatment and risk of complications in patients with type 2 diabetes (UKPDS 33). Lancet. 1998;352:837-853. doi:10.1016/S0140-6736(98)07019-6.
2.Holman RR, Paul SK, Bethel MA, Matthews DR, Neil HA. 10-year follow-up of intensive glucose controlin type 2 diabetes. N EnglJ

Med. 2008;359(15):1577-1589. doi:10.1056/NEJM0a0806470.




What about other components of care?

Age

History

PMH

Blood pressure

Cholesterol

58 years
Recently diagnosed with T2D
Hypertension since 2021

138/82 mmHg

TC =4.2 mmol/L HDL-C = 1.3mmol/L
Non-HDL = 2.9 mmolVl TG 2.1Tmmol/L

(declined offering of statin in past)

[HbA1 c

64mmol/mol and 66mmol/mol

BMI & Weight &
Height

eGFR & ACR

Current
Medication

Occupation

Lifestyle

28 kg/m? 88 kgs 177cm

68 mL/min/1.73m?(G2) 3.2 mg/mmol
persisting for > 3months (A2)

Ramipril 10mg OD Amlodipine 10mg od

Retired Police Officer — Speed Awareness
Instructor

Non-smoker. Married. Enjoys a couple of
glasses of wine most evenings

What is an appropriate HbA1c
Target for Graham?

“

Ambong patients with newly diagnosed diabetes and
10 years of survival, HbA1c levels 248mmol/mol
(26.5%) the first year after diagnosis were associated
with worse microvascular and macrovascular
outcomes and increased mortality?:2

1. Davies MJ, et al. Diabetes Care. 2022;45(11): 2753-2786. 2. Davies MJ, et al. Diabetologia. 2022;65(12): 1925-1966.




What approaches would you consider?

Age

History

PMH

Blood pressure

Cholesterol

58 years
Recently diagnosed with T2D
Hypertension since 2021

138/82 mmHg

TC =4.2 mmol/L HDL-C = 1.3mmol/L
Non-HDL = 2.9 mmolVl TG 2.1Tmmol/L

(declined offering of statin in past)

[HbA1 c

64mmol/mol and 66mmol/mol

BMI & Weight &
Height

eGFR & ACR

Current
Medication

Occupation

Lifestyle

28 kg/m? 88 kgs 177cm

68 mL/min/1.73m?(G2) 3.2 mg/mmol
persisting for > 3months (A2)

Ramipril 10mg OD Amlodipine 10mg od

Retired Police Officer — Speed Awareness
Instructor

Non-smoker. Married. Enjoys a couple of
glasses of wine most evenings

O Diabetes UK learning Zone (https://learningzone.diabetes.org.uk)

O Structured Education (online self-management e.g.
https://www.healthyliving.nhs.uk) or local courses

O Health & Wellbeing Coaching

O Digital Weight Management (*BMI >30)

O Pathway to Type 2-Dtabetes Remission

¢
P
GIVE A MAN A FISH AND

10U FEED HIM FOR A DAY;
TEACH A MAN TO FISH AND

10U FEED HIM FOR A LIFETIME
e Qe

2Vv 8,757




What should we recommend to people with diabetes about lifestyle?

Weight loss of 5-15% as an important goal

In the Look AHEAD study intensive lifestyle intervention improved

5-10% provides metabolic improvement
10-15% has disease-modifying effect and can lead to T2D
remission

diabetes control and complications as well as depression,
physical function and health-related quality of life.

ADA/EASD Consensus emphasises the importance of the 5 S’sé\'
sleep, sweating (aerobic exercise), stepping, strengthenin

(resistance exercise), sitting/breaking up prolonged sitti

Brown P (2022) So what should we recommend to people
with diabetes about lifestyle? Updated ADA/EASD advice.
Diabetes & Primary Care 24: 157
https://diabetesonthenet.com/tag/lifestyle-factsheets/

IMPORTANCE OF 24-HOUR PHYSICAL BEHAVIORS FOR TYPE 2 DIABETES

SITTING/BREAKING UP PROLONGED SITTING SWEATING (MODERATE-TO-VIGOROUS ACTIVITY)

Limit sitting. Breaking up prolonged sitting (every 30 min] with short ‘ = Encourage =150 min/week of moderate-intensity physical activity
regular bouts of slow walking/simple resistance exercises can (i.e., uses large muscle groups, rhythmic in nature) OR =75 min/
improve glucose metabolism, week vigorous-intensity activity spread over =3 days/week,
SITTING/BREAKING UP -W with na more than 2 consecutive days of inactivity.
@'ﬁT PROLONGED SITTING Si with two to three resist
flexibility, and/or balance sessions.
* As little as 30 min/week of moderate-
_STEPP“.E intensity physical activity improves
« Anincrease of anly 500 pepme metabolic profiles.
stepsiday is associated e
% decreased | Ny
isk of cardiovascular | N A
rhidity and all- L STRENGTHENING Physical function/frailty/
cause mortality. VoS sarcopenia
. ~to 6-min brisk- 1% [ = The frailty phenatype in
intensity walk per A\ O\ 4 type 2 diabetes is unique,
day equates to ~& years' — often encompassing
grealer life expectancy. STEPPING obesity alongside physical
o ¥ frailty, at an earlier age.
b ] The ability of people
N g 2 HOURS with type 2 diabetes
to undertake simple
SLEEP functional exercises in
Aim for consistent, middle- age is similar to that
uninterrupted sleep, in those over a decade older.
even on weekends.
QOuantity - Long (-8 h)
and short (<6 h) sleep
durations negalively

impact HbA, . STRENGTHENING

Quality - Irregular sleep resulls
in poarer glycemic levels, likely
influenced by the increased prevalence of

insomnia, obstructive sleep apnea, and restless
leg syndrome in people with type 2 diabetes.

Resistance exercise (i.e., any activity that
uses the person's own body weight or works

against a resistance) also improves insulin sensitivity
and glucose levels; activities like tai chi and yoga also
encompass elements of flexibility and balance.

Chronatype - Evening chronotypes (i.2., night owl: go ta bed Late
and get up late) may be mare susceplible lo inactivity and poorer glycemic levels
s, morning chranotypes (i.e., early bird: go to bed early and get up early).

1. Wing RR; Look AHEAD research group (2021) Obesity (Silver Spring) 29: 1246-58. 2. Davies MJ, et al. Diabetes Care. 2022;45(11): 2753-2786



Diet and Nutrition

* No single diet or dietary approach is superior to
another

* No single ratio of carbohydrates, proteins and fat
is optimal for everyone with T2D

* Aim for a net energy deficit that can be sustained
for weight loss

* Network meta-analysis comparing nine dietary
approaches demonstrated HbA1c reductions of
5.1-9.0 mmol/mol with all approaches
compared to control diets’

Greater glycaemic benefits have been shown with
Mediterranean and low-carbohydrate diet (<26% energy
from carbs), but low-carb benefits only demonstrated up
to 6 months?

Systematic review of trials >6 months have shown
compatred-to a low-fat diet, a Mediterranean diet showed
greatenreductions in weight and HbA1c, delayed
requirements for diabetes medication and provided
benefits for cardiovascular health. Similar benefits seen
With vegan and vegetarian diets3

12-month study of intermittent fasting (5:2 diet) and
continuous energy restriction (1200-1500 kcal diet)
demonstrated similar glycaemic effects, and at 24 months
both groups achieved 3.9 kg weight loss*

1. Schwingshackl L et al (2018) Eur J Epidemiol 33: 157-70 2. Snorgaard O et al (2017) BMJ Open Diabetes Res Care 5: e000354 3. Martinez-Gonzalez MA et al (2019) Circ Res

124:779-98 4. Carter S et al (2019) Diabetes Res Clin Pract 151: 11-9



Carbs -E__ _[B Vi
. — CARB & CALORIE
S | - COUNTER

Evidence-based nutrition Count your carbs b calories with over 1700 food photas!
& - . » - The UK's 81 bestzelling book for disbetes b weight loss
> guidelines for the prevention : ;

and management of diabetes

March 2018

It is important to emphésise that while not advocating low- S om i veomam e ), s ey
carb diets for people with diabetes over other approaches
Diabetes UK do recommend that people with diabetes:

v" Try to identify and

anu consider

Basmati rice

Potato, white,
boiled
French Fries
baked
Spaghetti White
boiled
Sweet corn
boiled

Frozen peas,
boiled 51

%
64
39
60

Banana 62

Apple 39

Wholemeal
Small slice

Broccoli 15

74

Eggs 0

The full guideline document is available at
www.diabetes.org.uk/nutrition-guidelines.

www.carbsandcals.com

[Carbs & Cals)

WORLD
FOODS

A vigual guide to African, Arabic, Caribbean and
South Asian foods for diabetes b welght mansgement

TGRS 8
by Salma Mehar, Dr Joan 5t John, DHABETES UK
Chrts Charyrette

b¥ello Balolls  snow sussres. res cussres.

150
150
180
80
80
120

120

pesdeaeee

30

80

60

www.phcuk.org


http://www.carbsandcals.com/

The scale of individual behaviour change required to achieve a
significant health benefit can be overwhelming

According to a study using data from the UK Biobank published in Optimal SPAN is:

BMC Medicine, combining small changes to Sleep duration, . 7.2to 8 hours of sleep per night

Physical Activity and Nutrition (SPAN) is associated with . 42-103 minutes physical activity

reductions in all-cause mortality and is likely to be more achievable . DQS >50 points

and sustainable than larger changes in a single behaviour to

achieve the same mortality reduction. O@Associated with a 64% reduction in all-cause mortality
* 5.5 hours of sleep per night C)

* 7.3 minutes of moderate-to-vigorous physical activity/day 6\'
« Diet Quality Score (DQS) of 36.9 out of 100 O

2 sleep by 15 minutes per day Q Doyt 3 g S s

e 7 activity by 1.6 minutes per day chan ge after small Fha ng Q"V’

. Ir;p(:m;e DQS b:/ 5 p(I)(in(:s (e.g. b;/leating :n additciltzlpal :nse- which eve nt ua 1! ngm OU nt s"“‘
third of a cup of cooked vegetables per day or adding 1. : ‘ v LGN - RS
pieces of fruit per day) tO : greﬁ chan lg‘e .

Achieved a significant 10% reduction in all-cause mortality

Brown P (2025) Diabetes Distilled: SPAN — Small changes to improve lifespan. Diabetes & Primary Care 27:
[Early view publication]



Diabetes Remission Clinical Trial

e Structured primary care-led intensive weight management programme
 Total Diet Replacement (825-853 kcal/day for 3-5 months followed by stepped food reintroduction
e Structured support for long-term weight loss maintenance

46% in remission one year later OQ
36% at two years (although of the 24% of participants ma'{lgﬂning at least 10kg weight loss, 64% were stillin
remission). @)

¢

5 O
95 participants continued to receivg low-intensity support in primary care to help maintain weight
loss for a further 3 years. Of these, 48 were in remission at the start of the extension study.
“:_ARS 11 (23%) were still in remission at 5 years, achieving an average weight loss of 8.9 kg.

ON

Has potential but maintaining long-term weight loss
a challenge

Lean ME, Leslie W, Barnes AC, et al. Durability of a primary care led weight management intervention for remission of type 2
diabetes: 2-year results of the DIRECT open-label, cluster randomised trial. Lancet Diabetes Endocrinol 2019; 7: 344-55.



Even short-term remission confers benefit

Analysis of 60,287 people with T2D from 150 GP practices in Southern England, followed up after 7 years
and found that those who achieved remission, even for a short time.

Compared with people who had consistently high glucose levels, those who achieved remission, even if
they later relapsed were:

* Lesslikely to have a CV event (76% less likely withoutretapse; 71% with relapse)
* Less likely to have large blood vessel complication (85% less likely without relapse; 70% with
relapse)

* Less likely to have small blood vessel complication (63% less likely without relapse; 56% with
relapse)

Dambha-Miller H, Hounkpatin HO, Stuart B, Farmer A, Griffin S (2023) Type 2 diabetes remission trajectories and variation in risk of
diabetes complications: A population-based cohort study. PLoS ONE 18(8): e0290791. https://doi.org/ 10.1371/journal.pone.0290791

Consider referral to the NHS Type 2 Diabetes
Pathway to Remission Programme




Important message to convey: Type 2 diabetes is not
caused by ‘obesity’

* Everyone has a Personal Fat Threshold above which they might develop Type 2 diabetes.
 Thisis determined initially by their genes - how much fat can be stored safely (under the skin)

 |fexceeded a person may or may not, then be susceptible to the bad effects of excess fat inside

the B-cells. *
| Positive calorie balance | OQ
O

Preexisting muscle O

B BHCHAEL MJSLET

W, wh

insulin resistance » ] Inciudes
‘ N O e T Life €
MLiver fat » T VLDL » T lIslet .g @* = é 7°' (] e
T triglyceride triglycéride @oe A= + £ - E ‘ N ’ th t
Liver \ v .‘ .‘3;* E“d ‘?'é 1 Ou
Cycle Resistance to insulin ?i-a _._' KE Di ab et e S
suppression of — [ . 1 LT E ° |
. d Insul 8 6
glucose production .‘ b/:j, D'“be\— es

/ . .» / ‘,&‘ The definitive guide to understanding

- - —) | » P and reversing type 2 diabetes
A Basal insulin - S‘\"‘ > 4
secretior: N 1 Plasma glucose °\§ s gma .* -.
Pancreas ”’ [ é I. 'x‘ u,
Cycle % d)e=e 8).\°
+@Q@'%- e u.'. Professor

ROY TAYLOR

/N Postprandial
glucose




Back to Graham.......

Age
History
PMH

Blood pressure

Cholesterol

HbA1c

BMI & Weight &
Height

eGFR & ACR

Current
Medication

Occupation

Lifestyle

58 years
Recently diagnosed with T2D
Hypertension since 2021

138/82 mmHg

TC=4.2 mmol/L HDL-C = 1.3mmol/L Non-HDL
=2.9mMmolITG 2. Tmmol/L

(declined offering of statin in past)
64mmol/mol and 66mmol/mol ) 57mmol/mol

28 kg/m? 88 kgs ) 85.5 kgs 177cm

68 mL/min/1.73m?(G2) 3.2 mg/mmol persisting
for > 3months (A2)

Ramipril 10mg OD Amlodipine 10mg od

Retired Police Officer — Speed Awareness
Instructor

Non-smoker. Married. Enjoys a couple of

glasses of wine post evenings

After discussion Graham did not feel able to commit to

the Pathway to Remission Programme but decided
initially, he wished to tackle his lifestyle.

Follow up to review progress was agreed after 3-months

v HbA1c has fallen
v’ Managed tolese a few kgs

Whatnext? @

Congratulate him and ......

1) Just carry on with lifestyle changes
2) 1 and add metformin

3) 1 and add metformin + SGLT2i

4) 1 and add metformin + GLP-1/GIP RA
5) Something else




Medication for Glycaemic Management

Age D RS Glycemic Management: Choose

History Recently diagnosed with T2D approaches that.prowde the Efﬂcacy
to achieve goals:

PMH . .

Blood pre

But diabetes management is not
just about glucose levels

68 mL/min/1.73m?(G2) 3.2 mg/mmol persisting
for > 3months (A2)
Weight
Ramipril 10mg OD Amlodipine 10mg od Management
Goals

Current
Medication

Retired Police Officer — Speed Awareness

Occupation
P Instructor

Non-smoker. Married. Enjoys a couple of
Lifestyle . .
glasses of wine post evenings

Davies MJ, et al. (2022) Management of Hyperglycaemia in Type 2
Diabetes, 2022 A Consensus Report by the American Diabetes
Association (ADA) and the European Association for the Study of
Diabetes (EASD)Diabetes Care. 2022;45(11): 2753-2786



Back to Graham.......

Age 58 years
History Recently diagnosed with T2D
PMH Hypertension since 2021

Blood pressure

138/82 mmHg

TC=4.2 mmol/L HDL-C = 1.3mmol/L Non-HDL

Cholesterol =2.9mmol/lTG 2. Tmmol/L
(declined offering of statin in past)
HbA1c 64mmol/mol and 66mmol/mol ) 57mmol/mol

BMI & Weight &
Height

28 kg/m? 88 kgs ) 85.5 kgs 177cm

68 mL/min/1.73m?(G2) 3.2 mg/mmol persisting

eGFR & ACR for > 3months (A2)
Current Ramipril 10mg OD Amlodipine 10mg od
Medication P g P &
. Retired Police Officer —-Speed Awareness

Occupation

Instructor

Non-smoker. Married. Enjoys a couple of
Lifestyle

glasses of wine post evenings

Davies MJ, et al. (2022) Management of Hyperglycaemia in Type 2
Diabetes, 2022 A Consensus Report by the American Diabetes
Association (ADA) and the European Association for the Study of
Diabetes (EASD)Diabetes Care. 2022;45(11): 2753-2786

Cardiorenal
Risk
Reduction

Glycaemic
Goals

Weight
Management
Goals

+CKD (on maximally tolerated dose of ACEi/ARB)

PREFERABLY
SGLT2i with primary evidence of reducing CKD progression

Use S6LT2i in people with an eGFR =20 mL/min per 1.73 m?; once initiated should be
continued until initiation of dialysis or transplantation

SG6LT2i with proven HF
benefit in this population

If additional cardiorenal risk reduction or glycemic control
needed, consider combination SGLT2/GLP-1 RA

GLP-1 RA with
proven CVD benefit

SG6LT2i with proven
CVD benefit

If additional cardiorenal risk reduction or glycemic
| control needed, consider combination SGLT2/GLP-1 RA

—

Achievement and Maintenance of
Weight Management Goals:

[ Set individualized weight management goals ]

General lifestyle advice: Intensive evidence-
medical nutrition based structured
therapyleating patterns/ weight management
physical activity program
Consider medication Consider metaholic
for weight loss surgery

When choosing glucose-lowering therapies:

Consider regimen with high-to-very-high dual
glucose and weight efficacy




International Guidelines support early use of SGLT2i &/or GLP1/GIP-RA

+CKD (on maximally tolerated dose of ACEi/ARB)

PREFERABLY
SGLT2i with primary evidence of reducing CKD progression

| Use S6LT2i in people with an eGFR =20 mL/min per 1.73 m?; once initiated should be
continued until initiation of dialysis or transplantation

SGLT2i with proven HF
I benefit in this population
e

Goal: Achievement and Maintenance

of Weight and Glycemic Goals

Goal: Cardiovascular and Kidney Risk Reduction in

High-Risk Individuals with Type 2 Diabetes*

If additional cardiorenal risk reduction or glycemic control . § 5 . = A = -
needed, consider combination SELT2/GLP-1 RA M:;f,ggmgt?;ncf:::gem (including Efficacy +ASCVD/indicators of hlgh CVDrisk®
py) that provides f iaht
adequate EFFICACY to achieve and or weig
maintain glycemic treatment goals loss ] (
6LP-1 RA with SGLT2i with proven Prioritize avoidance of hypoglycemia Vi h: GLP-1RA* SGLT2i* with
proven CVD benefit VD benefit in high-risk individuals : 9'39':'%- with proven proven CVD
emaghitide, CVD benefit benefit
If additional cardiorenal risk reduction or glycemic l Q tirzepatide J l
control needed, consider combination SGLT2/GLP-1 RA f'o
— = >
) High:
Efficacy for glucose l¢ eM Dulag?uti &
- T
Achievement and Maintenance of Very high- liraglutide .
Weight Management Goals: Dulaglutide (high dos. . s. maglutice, . American
[ Set individualized weight management goals ] combi::lz::a;::' :::‘::Ill'arilnation Intermediate: D i a betes
A - % e 2 5 GLP-1 RA (not - =
Gamerallfestyla avice: | | Inkensive evidence- St E‘bi‘ juIBA ans insulln) listed above), - Association.
medical nutrition b_ased structured High: SGLT2i
R el [ GLP-1RA (not listed above), metformin,
Physial acivity program pioglitazone, SGLT2i, sulfonylurea Neutral:
Consider medication Consider metabolic Intermediate: Meﬁorm_in'
for weight loss surgery DPP-4i DPP-4i
\
When choosing glucose-lowering therapies:
Consider regimen with high-to-very-high dual
glucose and weight efficacy

https://diabetes.org/newsroom/press-releases/american-diabetes-association-
releases-standards-care-diabetes-2025

Davies MJ, et al. (2022) Management of Hyperglycaemia in Type 2
Diabetes, 2022 A Consensus Report by the American Diabetes
Association (ADA) and the European Association for the Study of
Diabetes (EASD)Diabetes Care. 2022;45(11): 2753-2786



How to choose medicines for further treatment

National Institute for
Health and Care Excellence

NIC

Rescue therapy

For symptomatic hyperglycaemia, consider insulin or a sulfonylurea and review when blood glucose control has been achieved. ]

At any point L

Treatment options if further interventions are needed

HBA1c not controlled below individually agreed threshold N

Switching or adding treatments
Consider:

% DPP-4 inhibitor ~ or % Pioglitazone

or % Sulfonylurea

therapy:

_| At any point
lCardTovascuIar risk or status change
|

¥

If the person has or develops
chronic heart failure or
established atherosclerotic CVD

If the person has or

develops a high risk of CVD
(QRISK2 of 10% or higher, or

elevated lifetime risk)

Switching or adding treatments

Switching or adding treatments
Consider

Canagliflozin

Dapagliflozin
Empagliflozin

(@B Ertugliflozin )
Or in triple therapy:

Canagliflozin ) Dapagliflozin )

An SGLT2 inhibitor

(if not already prescribed)

An SGLT2 inhibitor
(if not already prescribed)

I "Established atherosclerotic CVD includes coronary he
|myocard|al infarction, stable anglna pr|or coronary

ase, acute coronary syndrome, previous

NICE NG28
NEW

r revascularisation, cerebrovascular disease

@D Em Empagliflozin

Ertuglifiozin

______________________ e T T D)

I At each point follow the prescribing guidance. 1, .

I Switch or add treatments from different drug classes up to triple therapy (dual therapy if metformi @ raindicated). ' 0 m I n S 0 0 n l
! In February 2022, using ertugliflozin to reduce cardiovascular risk when blood glucose is well contro as off label. See NICE's information on prescribing medicines. ! .

When dual therapy has not continued

to control HbA1c to below the person's
individually agreed threshold, also consider
insulin-based therapy (with or without other
drugs).

If triple therapy with metformin and 2 other oral drugs is not effective, not tolerated or contraindicated,
consider triple therapy by switching one drug for a GLP-1 mimetic for adults with type 2 diabetes who:
¢ have a body mass index (BMI) of 35 kg/m? or higher (adjust accordingly for people from Black,
Asian and other minority ethnic groups) and specific psychological or other medical problems
associated with obesity or
¢ have a BMI lower than 35 kg/m? and:
- for whom insulin therapy would have significant occupational implications or
- weight loss would benefit other significant obesity related comorbidities.

A\ ) . y
Published date: February 2022. Last updated: August 2022. This is a summary of the advice in the NICE guideline on type 2 diabetes in adults: management.
© NICE 2022. All rights reserved. Subject to Notice of rights.

Dapagliflozin Empagliflozin

Canagliflozin

https://www.nice.org.uk/guidance/ng28



A plan is agreed......

Age
History
PMH

Blood pressure

Cholesterol

HbA1c

BMI & Weight &
Height

eGFR & ACR

Current
Medication

Occupation

Lifestyle

58 years
Recently diagnosed with T2D
Hypertension since 2021

138/82 mmHg

TC=4.2 mmol/L HDL-C = 1.3mmol/L Non-HDL
=2.9mMmolITG 2. Tmmol/L

(declined offering of statin in past)
64mmol/mol and 66mmol/mol ) 57mmol/mol

28 kg/m? 88 kgs ) 85.5 kgs 177cm

68 mL/min/1.73m?(G2) 3.2 mg/mmol persisting
for > 3months (A2)

Ramipril 10mg OD Amlodipine 10mg od

Retired Police Officer — Speed Awareness
Instructor

Non-smoker. Married. Enjoys a couple of

glasses of wine post evenings

v" Graham will continue to make lifestyle changes
v’ Fully counselled to start metformin (initially 500mg
once daily titrated up to maximum tolerated dose of

1g BD within 1 month)

v" Addition of SGLT2i as soon as titrated to the
maximum tolerated dose of metformin

v' Plan to review after 3 months




PCDO

Society



http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiSscXe-p3QAhVBXBQKHWOaCIsQjRwIBw&url=http://www.sellingcolumbiasc.com/contact-us/&bvm=bv.138169073,d.ZGg&psig=AFQjCNEzz48h3LPFdjhy8c_H_GikaOMLTA&ust=1478859377564743
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