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ADA/EASD consensus statement 2022 –
what is new



https://diabetologia-journal.org/wp-content/uploads/2022/09/ADAEASDConsensusReport.pdf



https://diabetologia-journal.org/wp-content/uploads/2022/09/ADAEASDConsensusReport.pdf



Practical tips for clinicians

1. ADA/EASD consensus statement October 2022





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



NICE recommends metformin only as first line treatment for people with T2D 
not at high risk of cardiovascular disease

First line treatment: Assess HbA1c, cardiovascular risk and kidney function                          

Not at high CVD risk Chronic heart failure or established 
atherosclerotic CVD

Offer metformin (or metformin 
MR if GI disturbance) 

Offer metformin (or metformin 
MR if GI disturbance) and as 

soon as metformin tolerability is 
confirmed, consider adding 

SGLT2 inhibitor with proven CV 
benefit

Offer metformin (or metformin 
MR if GI disturbance) and as 
soon as metformin tolerability 

is confirmed, offer SGLT2 
inhibitor with proven CV 

benefit

If metformin contraindicated

Consider:
• DPP-4 inhibitor (gliptin) or
• Pioglitazone or
• Sulfonylurea or
• An SGLT2 inhibitor for some people*

Consider SGLT2 inhibitor alone Consider SGLT2 inhibitor alone

CVD, cardiovascular disease.
*Tolerability of Metformin should be assessed before considering/offering an SGLT2i
NICE. NG28. Available at: https://www.nice.org.uk/guidance/ng28/chapter/Recommendations (accessed February 2022).

*NICE technology appraisals TA 390 (dapagliflozin, canagliflozin, empagliflozin) and TA 572 (ertugliflozin) 
recommend SGLT2 inhibitors as monotherapy in people:
• who cannot have metformin
• for whom diet and exercise do not provide adequate glycaemic control
• only if a DPP-4 inhibitor would otherwise be prescribed and a sulfonylurea or pioglitazone is not 

appropriate

High risk of CVD

QRISK2 of 10% or higher

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


NICE recommends SGLT2i’s as a first-line treatment with metformin for people 
with T2D at high-risk of CVD 

First line treatment: Assess HbA1c, cardiovascular risk and kidney function                          

Not at high CVD risk Chronic heart failure or established 
atherosclerotic CVD

Offer metformin (or metformin 
MR if GI disturbance) 

Consider metformin (or 
metformin MR if GI disturbance) 

and as soon as metformin 
tolerability is confirmed, consider 

adding SGLT2 inhibitor with 
proven CV benefit

Offer metformin (or metformin MR 
if GI disturbance) and as soon as 

metformin tolerability is 
confirmed, offer SGLT2 inhibitor 

with proven CV benefit

If metformin contraindicated

Consider:
• DPP-4 inhibitor (gliptin)
• Pioglitazone
• Sulfonylurea
• An SGLT2 inhibitor for some people*

Consider SGLT2 inhibitor alone Consider SGLT2 inhibitor alone

CVD, cardiovascular disease.
*Tolerability of Metformin should be assessed before considering/offering an SGLT2i
NICE. NG28. Available at: https://www.nice.org.uk/guidance/ng28/chapter/Recommendations (accessed February 2022).

*NICE technology appraisals TA 390 (dapagliflozin, canagliflozin, empagliflozin) and TA 572 (ertugliflozin) recommend SGLT2 
inhibitors as monotherapy in people:
• who cannot have metformin
• for whom diet and exercise do not provide adequate glycaemic control
• only if a DPP-4 inhibitor would otherwise be prescribed and a sulfonylurea or pioglitazone is not appropriate

High risk of CVD

QRISK2 of 10% or higher

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


https://www.nice.org.uk/guidance/ng28/resources/visual-summary-full-version-choosing-medicines-for-firstline-and-further-treatment-pdf-10956472093



NICE recommends as a first-line treatment with metformin for people with T2D and chronic 
heart failure or established atherosclerotic CVD

First line treatment: Assess HbA1c, cardiovascular risk and kidney function                          

Not at high CVD risk Chronic heart failure or established 
atherosclerotic CVD

Offer metformin (or metformin 
MR if GI disturbance) 

Offer metformin (or metformin 
MR if GI disturbance) and as 

soon as metformin tolerability is 
confirmed, consider adding 

SGLT2 inhibitor with proven CV 
benefit

Offer metformin (or metformin MR 
if GI disturbance) and as soon as 

metformin tolerability is 
confirmed, offer SGLT2 inhibitor 

with proven CV benefit

If metformin contraindicated

Consider:
• DPP-4 inhibitor (gliptin)
• Pioglitazone
• Sulfonylurea
• An SGLT2 inhibitor for some people*

Consider SGLT2 inhibitor alone Offer SGLT2 inhibitor alone

CVD, cardiovascular disease.
*Tolerability of Metformin should be assessed before considering/offering an SGLT2i
NICE. NG28. Available at: https://www.nice.org.uk/guidance/ng28/chapter/Recommendations (accessed February 2022).

High risk of CVD

QRISK2 of 10% or higher

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


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



https://www.nice.org.uk/guidance/ng203



Helpful Resources

https://diabetesonthenet.com/diabetes-primary-care/sglt2i-indications-doses-licences/

There is limited experience with 
initiating treatment with 
dapagliflozin in patients with 
eGFR < 25 mL/min/1.73m2, 
and no experience with 
initiating treatment in patients 
with eGFR < 15 
mL/min/1.73m2. Therefore, it is 
not recommended to initiate 
treatment with dapagliflozin in 
patients with eGFR < 15 
mL/min/1.73m2



Helpful Resources

https://diabetesonthenet.com/diabetes-primary-care/sglt2i-indications-doses-licences/

There is limited experience with initiating 
treatment with dapagliflozin in patients 
with eGFR < 25 mL/min/1.73m2, and no 
experience with initiating treatment in 
patients with eGFR < 15 mL/min/1.73m2. 
Therefore, it is not recommended to 
initiate treatment with dapagliflozin in 
patients with eGFR < 15 mL/min/1.73m2



Therapeutic Inertia

• Includes failure to intensify management & when people are over treated

• Causes are multifactorial

• Average time to intensification 3 years1

• Average delay to starting insulin 7.1years 2

1.KUNTI ET AL L . DIABETES OBES METAB 2018 20 389-399
2 .KUNTI ET AL. DIABETES CARE 2013 36 3411-3417.



Interventions to improve cardio-renal 
outcomes were relevant for the 26% of the 
people the CoDES service reviewed who had 
coexisting diabetes and atherosclerotic CVD 
or heart failure, and the 37% of those who had 
coexisting CKD.

For the 26% of persons identified as suitable 
for management as per the “Manchester 
Cardio-Metabolic Pathway”, 20% had 
established atherosclerotic CVD and 6% had 
heart failure. 

CoDES data suggest an under-diagnosis of 
heart failure and a need to consider 
screening in those with risk factors for 
the condition.

Manchester Cardio-Metabolic Pathway

https://diabetesonthenet.com/Journal-diabetes-nursing/late-party-two-year-outcomes-
manchester-codes-community-diabetes-education-and-support-pilot/ [Accessed September 
2021]

https://diabetesonthenet.com/Journal-diabetes-nursing/late-party-two-year-outcomes-manchester-codes-community-diabetes-education-and-support-pilot/


Manchester Cardio-Metabolic Pathway



Rationale for new diabetes drugs
weight

1.Giugliano et al Cardiovascular Diabetology 20 189 2021

2.Bakris et al NEJM 2020 383 2219-2229 (FIDELIO-DKD)



SGLT2i



Choosing WHO to treat with an SGLT2i

• First Line if intolerant to Metformin
• Second line to metformin

• Combination with GLP1 RA or insulin

• Establish cardiovascular disease, prior stroke or H.F.
• No history of lower limb amputation or PAD/PVD

• CKD

• Overweight
• Vulnerable to the effects of hypoglycaemia

• Elderly (SOLD study)

• Caution in frail
• Caution in HbA1c >86



• PVD1

• Severe hepatic impairment (dapagliflozin 5 mg can be initiated)

1.Barraclough et al 2022 PVD patients derive greater benefits from SGLT2i

Choosing WHO to avoid with an SGLT2i



Safety of SGLT2i

1.ADA Professional practice committee 2022 diabetes care 45 supplement 1144-174
2.McGuire et al. 2021 JAMA Cardiol 6 (2)148-158



DKA T2DM & SGLT2i



INTERCURRENT ILLNESS, 
MEDICINES, AKI AND SICK DAY 
RULES

•

•

•

•

•

•



GLP-1 RA



GLP-1RA



GLP-1RA Caution / Side Effects



https://diabetesonthenet.com/diabetes-primary-care/pcds-statement-flexpen-shortage/



Questions?
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