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Since my last editorial, in which I made 
mention of the draft guideline, the full 
American Diabetes Association/European 

Association for the Study of Diabetes (ADA/EASD) 
consensus guideline on the management of type  2 
diabetes has now been ratified and released (Davies 
et al, 2018).

I have to say I believe these guidelines are a huge 
leap forward in the treatment of type  2 diabetes. 
They take into account the latest evidence from 
the cardiovascular (CV) outcome trials (CVOTs) 
and firmly place sodium–glucose cotransporter 2 
inhibitor (SGLT2i) and glucagon-like peptide-1 
(GLP-1) analogue therapies as the second line 
when weight loss or the presence of established 
CV or renal disease are the primary concerns. 
Furthermore, they suggest that the choice within 
class is to be based on proven CVOT positivity. The 
only aspect, for me, that is not highlighted within 
the document is the treatment targets for frailty, as 
there is no specific advice on the de-escalation of 
therapy in this group.

The previous ADA/EASD guideline allowed for 
any drug choice after metformin; however, this still 
led to confusion amongst healthcare professionals 
who were unsure of the classes and, therefore, delays 
in appropriate escalation of therapy. Conversely, the 
NICE (2015) guidance gave a more limited choice 
after metformin and put the GLP-1 analogue class 
as a clear fourth-line option.

The new guidance suggests treating the person 
and his/her individual profile and, as I have 
discussed in previous editorials, treating more 
than just glycaemia (see Figure 1, overleaf). The 
recommendation is to establish the presence of CV 
or renal disease and, if these are present, make them 
the priority when choosing the therapy.

If atherosclerotic CV disease or chronic kidney 
disease are not present, the priorities are weight 
reduction (or prevention of weight gain) and 
avoidance of hypoglycaemia. Finally, if cost and 

affordability is the major issue to the health system, 
options are available in this space. The inference 
within the body of the full consensus guide is that 
cost should only be the primary factor for treatment 
choice in developing countries.

The overall goal of care is to prevent complications 
and optimise quality of life (Figure 2). The agreement 
of treatment targets and management plans, along 
with SMART (Specific, Measurable, Achievable, 
Realistic, Time-limited) goals, is recommended, and 
this firmly puts the person with diabetes at the heart 
of any decision-making.

It is refreshing to see that the co-chair of the 
editorial team for these guidelines was our own 
Professor Melanie Davis, from the Leicester Diabetes 
Centre, with several other UK-based specialists being 
part of the panel or reviewers of the guideline.

This consensus statement has now put a question 
over the appropriateness of the current NICE (2015) 
guidance. Dates for the review of this are yet to 
be set and are likely to be at least a year away. If 
delayed for too long, this will put us at a distinct 
disadvantage to the rest of the developed world. n
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Abstract
The American Diabetes Association and the European Association for the Study of Diabetes convened a panel to update the prior
position statements, published in 2012 and 2015, on the management of type 2 diabetes in adults. A systematic evaluation of the
literature since 2014 informed new recommendations. These include additional focus on lifestyle management and diabetes self-
management education and support. For those with obesity, efforts targeting weight loss, including lifestyle, medication and surgical
interventions, are recommended. With regards to medication management, for patients with clinical cardiovascular disease, a sodium–
glucose cotransporter-2 (SGLT2) inhibitor or a glucagon-like peptide-1 (GLP-1) receptor agonist with proven cardiovascular benefit is
recommended. For patients with chronic kidney disease or clinical heart failure and atherosclerotic cardiovascular disease, an SGLT2
inhibitor with proven benefit is recommended. GLP-1 receptor agonists are generally recommended as the first injectable medication.
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Abbreviations
ARR Absolute risk reduction
ASCVD Atherosclerotic cardiovascular

disease
CANVAS Canagliflozin Cardiovascular

Assessment Study
CKD Chronic kidney disease
CVD Cardiovascular disease
CVOT Cardiovascular outcomes trial

DKA Diabetic ketoacidosis
DPP-4 Dipeptidyl peptidase-4
DPP-4i Dipeptidyl peptidase-4 inhibitor
DSMES Diabetes self-management

education and support
EMPA-REG OUTCOME Empagliflozin, Cardiovascular

Outcome Event Trial in Type 2
Diabetes Mellitus Patients

ESRD End-stage renal disease
EXSCEL Exenatide Study of

Cardiovascular Event Lowering
GLP-1 Glucagon-like peptide-1
GLP-1 RA Glucagon-like peptide-1 receptor

agonist
HF Heart failure
LEADER Liraglutide Effect and Action in

Diabetes: Evaluation of of
Cardiovascular Outcomes Results

MACE Major adverse cardiac events
MI Myocardial infarction
MNT Medical nutrition therapy
RCT Randomised clinical trial
SGLT2 Sodium–glucose cotransporter-2
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First-line therapy: Metformin and comprehensive lifestyle intervention (including weight management and physical activity)
If HbA1c above target, proceed as below

DPP-4i

If HbA1c above target

Established atherosclerotic CVD or CKD Without established atherosclerotic CVD or CKD

If HbA1c above target If HbA1c above target

If HbA1c above target If HbA1c above targetIf HbA1c above target

Continue with addition of other agents as above

If HbA1c above target

If HbA1c above target

If HbA1c above target

Consider addition of SU6 or basal insulin:
• Choose later-generation SU with lower hypoglycaemia risk
• Consider basal insulin with lower hypoglycaemia risk7

Preferably:
SGLT2i with evidence of 
reducing HF and/or CKD 

progression in CVOTs if eGFR 
adequate3

or

If SGLT2i not tolerated or 
contraindicated or if eGFR less 
than adequate2, add GLP-1 RA 

with proven CVD benefit1

• Avoid TZD with HF
Choose agents with  
CV safety:
• Consider adding the other 

class with CV benefit1

• DPP-4i (not saxagliptin) 
in the setting of HF (if not 
on GLP-1 RA)

• Basal insulin4

• SU6

If further intensification 
is required or patient is 
now unable to tolerate a 
GLP-1 RA and/or SGLT2i, 
choose agents demonstrating 
CV safety:
• Consider adding the 

other class (GLP-1 RA or 
SGLT2i) with CV benefit

• DPP-4i if not on GLP-1 RA
• Basal insulin4

• TZD5

• SU6

SGLT2i2

or
TZD

GLP-1 RA

SGLT2i2

or
TZD

SGLT2i2
GLP-1 RA
with good 
efficacy for 
weight loss8

SU6

GLP-1 RA 
with proven 

CVD 
benefit1

SGLT2i2 TZD10

If triple therapy required or 
SGLT2i and/or GLP-1 RA not 
tolerated or contraindicated, 
use regimen with lowest risk 
of weight gain. Preferably:

DPP-4i (if not on GLP-1 RA) 
based on weight-neutrality

• Insulin therapy: basal 

insulin with lowest cost

or

• Consider DDP-4i or 

SGLT2i with lowest 

cost10

If DPP-4i not tolerated or 
contraindicated or patient 

already on GLP1-RA, 
cautious addition of:

SU6 or TZD5 or  
basal insulin

GLP-1 RA
with good 
efficacy for 
weight loss8

SU6

GLP-1 RA
or

DPP-4i
or

TZD

TZD
SGLT2i2 TZD10

SGLT2i with 
proven CVD 

benefit1, 
if eGFR 

adequate2

SGLT2i2

or
DPP-4i

or
GLP-1 RA

Compelling need to minimise hypoglycaemia

Compelling need to 
minimise weight gain/
promote weight loss Cost is a major issue

HF or CKD 
predominates

Atherosclerotic CVD 
predominates

or oror

1Proven CVD benefit means a label indication of reducing CVD events. For 
GLP-1 RAs, strongest evidence for liraglutide > semaglutide > exenatide XR. For 
SGLT2is, evidence modestly stronger for empagliflozin > canagliflozin.
2Be aware that SGLT2is vary by region and individual agent in terms of eGFR 
levels indicated for initiation and continued use.
3Both empagliflozin and canagliflozin have shown reductions in HF and in CKD 
progression in CVOTs.
4Degludec or U100 glargine have demonstrated CV safety.

5Low dose may be better tolerated, though less well studied for CVD effects.
6Choose later-generation SU with lower risk of hypoglycaemia.
7Degludec/U300 glargine < U100 glargine/detemir < NPH insulin.
8Semaglutide > liraglutide > dulaglutide > exenatide > lixisenatide.
9If no specific comorbidities, (i.e. no established CVD, low risk of hypoglycaemia 
and lower priority to avoid weight gain or no weight-related comorbidities).
10Consider country- and region-specific costs of drugs. In some countries, TZDs are 
relatively more expensive and DPP-4is relatively cheaper.

Figure 1. Overall approach to glucose-lowering therapy in the new guideline.
CVD=cardiovascular disease; CKD=chronic kidney disease; eGFR=estimated glomerular filtration rate; HF=heart failure.

Drug abbreviations
DPP-4i=dipeptidyl peptidase-4 inhibitor

GLP-1 RA=glucagon-like peptide-1 
receptor agonist

SGLT2i=sodium–glucose 
cotransporter 2 inhibitor

SU=sulfonylurea

TZD=thiazolidinedione

To avoid 
clinical inertia, 

reassess and modify 
treatment every 

3–6 months



 
E

d
ito

r
ia

l

Journal of D
iabetes N

ursing V
olum

e 22 N
o 5 2018 

3

Consider specific factors which impact 
choice of treatment
• Individualised HbA1c target

• Impact on weight and hypoglycaemia

• Side effect profile of medication

• Complexity of regimen (frequency, mode  

of administration)

• Choose regimen to optimise adherence  

and persistence

• Access, cost and availability of medication

Shared decision-making to create a management 
plan
• Involves an educated and informed patient (and their 

family/caregivers)

• Seeks patient preferences

• Effective consultation includes motivational interviewing, 

goal-setting and shared decision-making

• Empowers the patient

• Ensures access to diabetes self-management education 

and support

Ongoing monitoring and 
support, including:
• Emotional wellbeing

• Check tolerability of medication

• Monitor glycaemic status

• Biofeedback including  

self-monitored blood glucose, 

weight, step count, HbA1c,  

blood pressure, lipids

Review and agree on management plan
• Review management plan

• Mutual agreement on changes

• Ensure agreed modification of therapy is implemented in a timely 

fashion to avoid clinical inertia

• Decision cycle undertaken regularly (at least once/twice per year)

Implement management plan
• Patients not meeting goals 

generally should be seen at 

least every 3 months as long 

as progress is being made; 

more frequent contact initially 

is often desirable for diabetes 

self-management education 

and support

Agree on management plan
• Specify SMART goals:

 - Specific

 - Measurable

 - Achievable

 - Realistic

 - Time-limited

Assess key patient characteristics
• Current lifestyle

• Comorbidities (atherosclerotic CVD, CKD, HF)

• Clinical characteristics (age, HbA1c, weight)

• Issues such as motivation and depression

• Cultural and socioeconomic context

Goals of care:

l Prevent complications

l Optimise quality of life

Figure 2. Overall goals of treatment in the new guideline.
CVD=cardiovascular disease; CKD=chronic kidney disease; HF=heart failure.


