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NICE 2026 G/L key points

* MR Metformin and SG @or everyone from diagnosis (unless severe frailty)

e |f metformin not tolerated i alone

* Why modified release metformi ’Q
* General experience that it is better ated and no more expensive than SR
* No need to switch people who are alrea%y on standard release

« Symptomatic hyperglycaemia at any stageo
* SU/insulin and review once BG in target range O

* What if someone has multiple co-morbidities? §
e clerotic cardiovascular

* “If a person has more than one comorbidity (for exampl
disease and obesity), make a shared decision with them ab which comorbidity to
prioritise when choosing medicines.”



Key Points SGLT2is

* Using an SGLT2i very%l , beyond glycaemic control, for CV/renal
protection for almost ALeTrg™ a diagnosis of T2DM
* Why?
* NICE report significant under us€ aperinequality of use

* Much less likely to receive one if f , older, black, higher deprivation
* This G/L aims to simplify and therefore@ase access and use

* How quickly should we add the SGLT%
ously

* |Introduce the medicines sequentially not si

* NICE states “once at max tolerated dose of 15t ion” but also “without delay to
ensure people do not remain on metformin alone fér jonged periods”
r

* | suggest 4 weeks where appropriate, give both scripts at appointment

* Telephone call at 4 weeks O
* Dol always get max metformin first — nope!



Key Points SG/IE 21’s - safety

» Broader use = higher riQP\E’s including DKA
 NICE make specific recomme}tations to reduce DKA risk

* Assess whether the person ma at increased risk eg previous DKA,
unwell with intercurrent illness, & gsof volume depletion or following low

carb/ketogenic diet
* Address any modifiable risk factors

* | suggest also caution if HBA1c very high, @est alternative first if HBA1c >
100mmol/mol, caution when > 86mmol/m O

* We should give and document clear sick day rulgs' vice

 Resources:
* Diabetes and beingill | Managing when you're sick | Diabetes
* Type 2 diabetes: What to do when you are ill - Trend Diabetes



https://www.diabetes.org.uk/living-with-diabetes/life-with-diabetes/illness
https://www.diabetes.org.uk/living-with-diabetes/life-with-diabetes/illness
https://trenddiabetes.online/portfolio/type-2-diabetes-what-to-do-when-you-are-ill/
https://trenddiabetes.online/portfolio/type-2-diabetes-what-to-do-when-you-are-ill/
https://trenddiabetes.online/portfolio/type-2-diabetes-what-to-do-when-you-are-ill/
https://trenddiabetes.online/portfolio/type-2-diabetes-what-to-do-when-you-are-ill/

Key Points GLP1s

 Earlier use of GLP1s f y

* |f obesity (BMI > 30, adjust fo)>e} icity) - GLP1/tirzepatide third line after at least 3
months on met/SGLT2i combinati nd HBA1c still above target (note using for
glycaemic control here not weigh a@e)

* If under age of 40 - GLP1/tirzepatide t ine and can consider using early as triple
therapy (no need to repeat HBA1c first, n cific BMI criteria)
e Startone atatime
e | z%géeLlsDt1add every 4 weeks with telephone call at @iks to add SGLT1i, and a f2f at 8 weeks to
a
« Then HBA1c 3 months later A
* Aiming for a low Hba1C here <48mmol/mol /
* |f ASCVD - triple therapy from the get go - met/SGLT2i lutide (sc)

* Again start sequentially, aim every 4 weeks
* Sustain-6 CV Outcome trial
* Tirzepatide not included here as CVOT not included in the analysis



FAQs

 Should we stop a GLP ce HBA1c is low?
* NICE suggest continui ications that have worked

* If no hypo risk or other cow no need to stop
 Shared conversation with th pa?qt

* Ratify meds as normal
* Consider down titrating GLP1 for m@ance

* Canwe use GLP1sin people of lower

?
* NICE do not specify a BMI cut off for GLP1s arljclnyre
* Forthe majority of use, people will be of a hig eg in obesity and EOT2D but not

always
* Those with ASCVD or some people with T2DM at a l@@)MI eg those of South Asian
ethnicity

* Evidence base: BM| > 27 @
* Very little evidence base in lower BMls, consider risks vs benefi Q ean muscle mass, frailty

etc



A%

Key Points GLP1s - safety Medicnes & Heahcarsproduct

+ Consider the risk of w%\ing retinopathy if HBA1 ¢ is high and likely to
fall rapidly with treatme
* Ensure up to date retinopath reening
* DESW will screen if HBA1c is hj nd the person is overdue their DESW appt
* Pre-GLP1 theory initiation we canr for free retinal assessments @Optometry

e Pancreatitis risk &

* MHRA Jan 2026: Be alert to the risk of ac Creatltls Rare reports of
necrotising and fatal pancreatitis.

* Up until Oct 2025 - 1296 Yellow Card reports, 7%%

* Advise patients to seek urgent medical attention develop severe and

persistent abdominal pain that may radiate to the d may be
accompanied by nausea and vomiting

* Caution in people with a history of pancreatitis



Reviewing medicines

When reviewing treatments, make a shared decision about changes with the person with type 2 diabetes. See the recommendations on involving

[ ] [ ] [ [ ]
Optimise their current treatment regimen before changing treatments, taking into account factors such as:
adverse effects

« prescribed doses and formulations
« adherence to, and management of, existing medicines
« the need to revisit advice about diet and healthy living.

If response to medicines suggests that type 2 diabetes might not be the correct diagnosis, see the recommendations
NICE's guideline on managing type 1 diabetes.

on initial diagnosis and revisiting initial diagr

sis in

If the person has reached their individualised glycaemic and weight targets (as defined in NIC
have contributed to this.

Consider continuing SGLT-2 inhibitors for their cardiovascular or renal benefits, even if they do not help the person reach their individualised glycaemic targets.
) Stop GLP-1 receptor agonists or tirzepatide if:

eline or

ght and obesity), consider continuing any medicines that

« the person becomes underweight (BMI under 18.5 kg/m?), or
« they do not help the person reach their individualised glycaemic targets and they are not being taken for their cardiovascular benefits.
Do not offer a GLP-1 receptor agonist or tirzepatide and a DPP-4 inhibitor together to treat type 2 diabetes.

* Continue medications that I@e contributed to reaching
glycaemic and weight targets @

* Continue SGLT2i’s for CV/renal b Its, even if not helpful for
glycaemic targets

* Stop GLP1s if not helping to reach glyc targets unless the
person has CV disease or early onset T2

* Stop GLP1s if the person becomes underwei MI<18.5



Case Studies




Samantha, 53 year old lady

* PMH: Hypertension¢0)\

* Meds: Ramipril 10mg /\
* Newly diagnhosed with Type etes

* HBA1c 64mmol/mol (repeated ar@gfirmed)

* eGFR >90, UACR 2.5mg/mmol

* BMI 32 OO

* BP 150/84 in clinic

* Works in an office/from home, 2 children at@little exercise,
struggled with her weight for years.

* Mum died of CVA aged 73 O



Samantha, 53 year old lady

47

Refer for education, signp ocal services
Discuss remission )\

Discuss medications
 SGLT2i: “Add this medication predom@ly to protect your heart and kidneys”

Keen to proceed, priority for heristore er chance of CV event and prolong life
expectancy

* Start metformin, give script for dapagliflozin

* Telephone call 4 weeks - getting on fine, adv to sta@@i

Address lipids and BP /0/

%

Repeat HBA1c 3 months later
* HbA1c 55mmol/mol



NICE G/L main co-morbidity: Obesity

(e

c over target?
HBA1c over target?

Consideradding
GLP1/tzr (after
minimum 3
monthsi

SU / pio/ insulin /
DPPA4i (if GLP1 not
tolerated)

Met+SGLT2i



Simon, 56 year old man

* Type 2 Diabetes - 3%

* Angina — diagnosed aroury?éfars ago
* Medications — metformin 1¢g mmpagliflozin 10mg od, aspirin,

losartan, bisoprolol, atorvast ;

e Comes for his annual review O

* HBA1c 52 mmol/mol /
* eGFR 68ml/min, UACR 8mg/mmol %

* BMI 29



Atherosclercﬁi/c CV disease

Ox
Met+SGLT2i+ [@
SC

Semaglutide



Kate, 32 year old lady
* Newly diagnosed with@pg‘z diabetes

* Presented with recurrent vul inal thrush
e Hx of GDM x 2

» Last HBA1c 3 years ago after 2" deli\@Smmol/mol
* HBA1c 77mmol/mol @

+ BMI 40 OO,O

* Really upset, strong FH of T2D /
* Busy with two young children, works from homeO




Early Onset }ﬂ)e 2 Diabetes (< 40 years)

over target?

Add GrLP/t= L if not
alreaay used

HBA1c over target?

SU / pio/ insulin /
DPP4i (if GLP1 not
tolerated)

Met+SGLT2i+consider

GLP1/tzp




Heart Failure/»/ith any ejection fraction

Ox




CKD /b
O

Add LB/ :f not SU (if eGFR > 30) / pio/
alreaay used insulin

HBA1c over target?

eGFR > 30:Met+SGLT2i
eGFR 20-30:

DPP4i+dapa/empa
eGFR <20: DPPA4i




Frailty 4,
O

Consiuer DPP4i
Review:rods and Pio /SU / insulin (take
deprescribe as into account hypo risk)

appropriatz

HBA1c over target?

Metformin
Add SGLT2i only if frailty

level does not put them
at risk of adverse events




Reverse frailty or lin#fit its progression HbA, . <58 mmol/mol (<7.5%), but 242
Maintain functional stat& mmol/mol (26%)

independence, and QoL (Q FPG 5.0-7.2 mmol/l

Prevent or delay macro/mi scular BP <140/90 mm Hg

complication é

Prevent decline in QoL @
r

< <8.09
Limit the progression of microvasc HbA,; <64 mmol/mol (<8.0%)

complications @5-0—8-3 mmol/L
Avoid metabolic emergencies such BPéO/QO mm Hg

hypoglycaemia c

HbA, <5./ /mol (<8.5%)
FPG 5.6-1 Ul

BP <150/90

Improve QoL by reducing symptoms or
hospitalisations

Maintain functional status, preventing
further lower limb dysfunction,
preventing significant disability

Strain D, Down S, Brown P, Puttanna A et al. Diabetes and Frailty: An Expert Consensus Statement on the Management of Older Adults with Type 2 Diabetes. Diabetes Ther 2021



How do we implj;ment these guidelines effectively?

* Will take much time to imp nt

* Starting Ql ideas O

* Search for those with T2D and under ag%

* Are they on met/sglt2i/glp

* Considerearly review < )

* Type 2 diabetes and ASCVD %
e Considerearly review to offer met/sglt2i/semaglutide /@

* Local pathways will take time to catch up!
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Initial treatment”
(if diet and healthy living advice do not
achieve individualised glycaemic targets)

Offer metformin (modified-release preferred)
and an SGLT2 inhibitor to all people with
type 2 diabetes, noting additional guidance
in the groups alongside

> If metformin is contraindicated or not
tolerated, offer an SGLT2 inhibitor alone

Treatment escalation
(if further treatment needed to reach
individualised glycaemic targets)

Add a DPP-4 inhibitor, noting additional guidance in
the groups alongside

» Do not offer a DPP-4i if already taking a
GLP-1RA or tirzepatide

» If DPP-4i contraindicated or not tolerated, offer
a sulfonylurea (if eGFR >30), or pioglitazone

(unless heart failure), or insulin

Further treatment escalation

The seven treatment pathways

For all people with type 2 diabetes, assess cardiovascular status and future risk, renal status and clinically significant frailty

The treatment algorithm varies according to which (if any) of the following comorbidities the person has alongside their type 2 diabetes:
@ No relevant comorbidities ® Obesity @ Chronic kidney disease @ Early-onset type 2 diabetes ® Heart failure

@ Atherosclerotic cardiovascular disease

If more than one comorbidity is present, discus: ¢ hich to prioritise for treatment. Reinforce diet, behaviour change and weight optimisation at all stages

]/

® Frailty

------ B e e e B e R e =N
] 1 1 1
\ \
4 R
hro idney disease Early-onset type 2 diabetes ASCVD Frailty
eGFR#30: Offer metformin M/R Consider triple therapy as Offer triple therapy as first line: Offer metformin M/R
and SGLT2i first line: metformin M/R, . metformin M/R, SGLT2i, Add SGLT2i only if level of
eGFR 20-?{0: (-)ffer d SGL-TZi, ph-m either a GLP-1RA subcutaneous semaglutide frailty does not place the
or empagliflozin or tirzepatide (up to T mg per week) person at risk of adverse events
eGFR <20: Cor T L] (e.g. hypotension).
if DPP-4i contraindicatg : : . L .
. H H If at risk, offer DPP-4i
not tolerated or not eff - - \L 1)
consider pioglitazone - - ]
/) 1 ! 1
T 1 1 1
_______ e S |
------------------ | sty - Bl e |
1 1 1
g N N\
Obesity arly-onset type 2 diabetes Frailty
Consider adding GLP-1 RAT or tirzepatide, adding a GLP-1 RAT or tirzepatide if Consider risk of hypoglycaemia and falls
if initial therapy started =3 months ago and K with sulfonylureas or insulin
glycaemic target not met rapies contraindicated or not Inceased risk of fractures noted with
» If GLP-1-based therapies contraindicated aor if this not an option, pioglitazone
or not tolerated, offer DPP-4i (or if this . . o
. Review diabetes treatment plan and aim for
not an option, add sulfonylurea or -
I R smallest number and lowest effective dose
pioglitazone or insulin) . -
\ ! ) of medications
] " > J
: 1
.......................................... e ccsecscsccscecce s e e e e e m - emmccccccccccccaeaad
If person develops ASCVD after Symptoms of
starﬁng initial treatment hyperg]ycaemia at tions sequentially, in a stepwise approach (start with

(if adding a DPP-4i is not effective, or if further
treatment is needed to achieve glycaemic targets)

Add a sulfonylurea (if eGFR >30), or
pioglitazone (unless heart failure), or insulin

Always refer to the individual Summaries of Product Characteristics

Offer triple therapy: metformin M/R, SGLT2i,

subcutaneous semaglutide (up to 1 mg per week)

If further treatment is needed to reach glycaemic
targets, add a sulfonylurea or pioglitazone or
insulin

any stage?

Consider insulin or a
sulfonylurea

reduced to target range

Review when blood glucose has

in and titrate up, checking tolerability; start SGLT2i as soon
as metformin is at maximum tolerated dose; if using a GLP-1RA or
tirzepatide, start as soon as the SGLT2i is at maximum tolerated dose.

TGLP-1 RAs recommended in this guideline (as of February 2026) are
liraglutide, dulaglutide or oral semaglutide (at any licensed dose for
type 2 diabetes), and subcutaneous semaglutide (up to 1 mg).




Thank you! A)y Questions?
()
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