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• Self-management education and support (DSMES)
to support informed decision making, self-care behaviors, problem 
solving, and active collaboration with the health care team to improve 
clinical outcomes, health status, and well-being in a cost-effective manner

• PERSON-CENTERED COLLABORATIVE CARE
A close working relationship between the person with diabetes and 
clinicians involved in treatment planning.

• Diabetes Technology









What are the changes?

Evolution of ADA/EASD guidelines for T2D

ASCVD, atherosclerotic cardiovascular disease; CKD, chronic kidney disease; GLP-1 RA, glucagon-like peptide-1 receptor agonist; HF, heart failure; HFrEF, heart failure with reduced 
ejection fraction; SGLT-2i, sodium-glucose cotransporter-2 inhibitor
1. Inzucchi SE et al. Diabetologia 2015;58:429–442 ; 2. Davies MJ et al. Diabetologia 2018;61:2461-2498; 3 Buse JB et al. Diabetologia 2019;doi:10.1007/s00125-019-05039-w; 4. 
Diabetes Care; 2019:dci190066

General approach 
2015:

No specific 
preferences for 
treatment of 

patients with T2D 

20151

2019-a 
brief 

update to 
20183,4

General approach 
2019:

• In T2D patients with established 
ASCVD- consider GLP-1 RA 

• In T2D patients with or without 
established ASCVD, but with 

HFrEF or CKD - consider SGLT2i

20182

General approach 
2018:

In T2D patients with 
established ASCVD/ 

CKD/HF, a GLP-1 RA 
or a SGLT2i with 

proven CVD benefit is 
recommended











Important updates from 2018

*eGFR 30 to 60 ml/min/1.73 m2 or urinary albumin-to-creatinine ratio >30 mg/g, particularly >300 mg/g
ASCVD, atherosclerotic CVD; CVD, cardiovascular disease; CKD, chronic kidney disease; CV, cardiovascular; eGFR, estimated glomerular filtration rate; GLP-1 RA, glucagon like peptide-1 
receptor agonist; hHF, hospitalization for heart failure; HF, heart failure; HFrEF, heart failure with reduced ejection fraction; MACE, major adverse cardiovascular event; SGLT2is, sodium 
glucose like cotransporter 2 inhibitors
1. Davies MJ et al. Diabetologia. 2018;61:2461-2498; 2. Buse JB et al. Diabetologia 2019;doi:10.1007/s00125-019-05039-w

20181

T2D with established CVD 
was a compelling indication 
for treatment with a GLP-1 
RA or SGLT2i

20192

In high-risk individuals with 
established T2D, the decision 
to treat with a GLP-1 RA or 
SGLT2i to reduce MACE, hHF, 
CV death, or CKD progression 
should be considered 
independently of baseline 
HbA1c or individualized HbA1c
target

SGLT2is are recommended in 
T2D patients with HF, 
particularly HFrEF, as well as 
in T2D patients with CKD* to 
reduce 
the progression of 
CKD, hHF, MACE and CV 
death
For patients at risk of foot 
ulcers and amputation 
should be given proper care 
while using SGLT2i

GLP-1 RA can be considered in 
patients with T2D without 
established CVD but with the 
presence of specific indicators 
of high risk

Shared decision making for 
initial combination therapy in 
new-onset cases of T2D



PREFERABLY GLP-1 RA with proven CVD 
benefit1

OR
SGLT2i with proven CVD benefit1 if eGFR 

adequate2

Glucose-lowering medication in T2D: overall approach

Diabetes Care; 2019:dci190066; Buse JB et al. Diabetologia 2019;doi:10.1007/s00125-019-05039-w

FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)

INDICATORS OF HIGH-RISK OR ESTABLISHED ASCVD, CKD OR HF†

Consider independently of baseline HbA1c or individualized HbA1c target

ASCVD PREDOMINATES
• Established ASCVD
• Indicators of high ASCVD risk (age ≥55 

years + LVH or coronary, carotid, lower 
extremity artery stenosis >50%)

If further intensification is required or 
patient is now unable to tolerate
GLP-1 RA and/or SGLT2i, choose
agents demonstrating CV safety:
• For patients on a GLP-1 RA, consider 

adding SGLT2i with proven CVD benefit1

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

• TZD5

• SU6

• Avoid TZD in the setting of HF Choose 
agents demonstrating CV safety:

• For patients on a SGLT2i, consider 
adding GLP-1 RA with proven CVD 
benefit1

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

• Basal insulin4

• SU6

Consider the addition of SU6 OR basal insulin:
• Choose later generation SU with lower risk of hypoglycaemia
• Consider basal insulin with lower risk of hypoglycaemia7

GLP-1 RA 
with good 
efficacy for 
weight loss8

SGLT2i2

If DPP-4i not tolerated or
contraindicated or patient already on
GLP-1 RA, cautious addition of:
• SU6 • TZD5 • Basal insulin

COMPELLING NEED TO MINIMISE HYPOGLYCAEMIA COMPELLING NEED TO MINIMISE WEIGHT GAIN 
OR PROMOTE WEIGHT LOSS

COST IS A MAJOR ISSUE9-10

Either
/OR

ASCVD, atherosclerotic CVD; CVD, cardiovascular disease; CKD, chronic kidney disease; CV, cardiovascular; 
DPP-4i, dipeptidyl peptidase 4 inhibitors; eGFR, estimated glomerular filtration rate; GLP-1 RA, glucagon like peptide-1 receptor agonist; HbA1c, 
hemoglobin A1c; HF, heart failure; HFrEF, heart failure with reduced ejection fraction; LVEF, left ventricular ejection fraction; LVH, left ventricular 
hypertrophy; MACE, major adverse cardiovascular event; SGLT2is, sodium glucose like cotransporter 2 inhibitors; SU, sulfonylureas; T2D, type 2 
diabetes; TZD, thiazolidinediones; UACR, urine albumin creatinine ratio

1. Proven CVD benefit means it has label indication of reducing CVD events.
2. Be aware that SGLT2i labelling varies by region and individual agent with regard to indicated level of eGFR for initiation and continued use
3. Empagliflozin, canagliflozin and dapagliflozin have shown reduction in HF and to reduce CKD progression in CVOTs. Canagliflozin has primary renal outcome 

data from CREDENCE, Dapagliflozin has primary heart failure outcome data from DAPA-HF
4. Degludec and U100 glargine have demonstrated CVD safety
5. Low dose may be better tolerated though less well studied for CVD effects

6. Choose later generation SU to lower risk of hypoglycaemia, Glimepiride has shown similar CV safety to DPP-4i
7. Degludec / glargine U300 < glargine U100 / detemir < NPH insulin
8. Semaglutide > liraglutide > dulaglutide > exenatide > lixisenatide
9. If no specific comorbidities (i.e. no established CVD, low risk of hypoglycaemia and lower priority to avoid weight gain or no weight-related comorbidities)
10. Consider country- and region-specific cost of drugs. In some countries TZDs relatively more expensive and DPP-4i relatively cheaper

HF OR CKD PREDOMINATES
• Particularly HFrEF (LVEF <45%)
• CKD: Specifically eGFR 30-60 ml min-1

[1.73m]-2 or UACR 
>30 mg/g, particularly UACR 
>300 mg/g

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

If HbA1c above target

If HbA1c above target

If HbA1c above individualized target proceed as below

DPP-4i GLP-1 RA SGLT2i2 TZD

If HbA1c above 
target

If HbA1c above 
target

If HbA1c above 
target

If HbA1c above 
target

SGLT2i2
OR
TZD

SGLT2i2
OR
TZD

GLP-1 RA
OR

DPP-4i
OR
TZD

SGLT2i2
OR

DPP-4i
OR

GLP-1 RA

If HbA1c above target

Continue with addition of other agents as outlined above

If HbA1c above target

If HbA1c above target

SGLT2i2
GLP-1 RA with
good efficacy 
for weight loss8

If quadruple 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

SU6 TZD10

If HbA1c above target

TZD10 SU6

If HbA1c above target

• Insulin therapy basal insulin with lowest 
acquisition cost

OR
• Consider DPP-4i OR SGLT2i with lowest 

acquisition cost10

If HbA1c above target

TO AVOID CLINICAL 
INERTIA REASSESS 

AND MODIFY TREATMENT 
REGULARLY 

(3-6 MONTHS)

†Actioned whenever these become new clinical considerations regardless of background glucose-lowering medications.

NO

Updates to the 2018 consensus report are indicated in red font 















ADA 2023

















































GLP-1 RA and SGLT2is

Future directions

CVD, cardiovascular disease; CKD, chronic kidney disease; CV, cardiovascular; GLP-1 RA, glucagon like peptide-1 receptor agonist; hHF, hospitalization for heart failure; HF, heart failure; 
MACE, major adverse cardiovascular event; SGLT2is, sodium glucose like cotransporter 2 inhibitors
1. Zinmann B et al. Diabetes Endocrinol 2019; 7:356–367; Ludvik B et al. Lancet Diabetes Endocrinol 2019; 6:370–381; 3. Frias JP et al. Lancet Diabetes Endocrinol 2019; 4:1004–1016

It is not known if combined use of GLP-1 RA 
and SGLT2i provide additional benefit for the 
prevention of MACE, CV death, hHF and CKD 
progression 

Trials have demonstrated the HbA1c-
lowering and weight loss efficacy of the 
combination1,2,3 but none addresses its 
effect on cardiorenal endpoints

The mechanism(s) of action by which GLP-1 
RA and SGLT2i confer cardiorenal effect in 
diabetes are not understood

Research in this area will help in 
optimizing the clear potential of drugs 
to mitigate the CV and renal 
complications













THANK YOU


