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Objectives:

 Review the Guidelines in the Management of Diabetes:

ADA

AACE

 IDF

 Contrast difference and similarities between guidelines

 Summarize harmonization between different guidelines  
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Harmonizing the ADA, AACE and other 
Guidelines in the Treatment of the Patient with 

Diabetes Mellitus
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Harmonizing the ADA, AACE and other 
Guidelines in the Treatment of the Patient with 

Diabetes Mellitus
 Review of Guidelines:

Diagnosis

Care delivery

Glycemic Target
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99ADA 2016 Guidelines

Criteria for Type 2 Diabetes Diagnosis 

*In absence of unequivocal hyperglycemia, result to be confirmed by repeat testing

FPG=fasting plasma glucose; OGTT=oral glucose tolerance test; PG=plasma glucose

FPG ≥126 mg/dL (7.0 mmol/L)* 
Fasting defined as no caloric intake for ≥8 hrs

OR

2-hr PG ≥200 mg/dL (11.1 mmol/L) during OGTT (75-g)*
Using a glucose load containing the equivalent 

of 75g anhydrous glucose dissolved in water

OR

A1C ≥6.5% (48 mmol/mol)*
Perform in lab using NGSP-certified method and standardized to DCCT assay

OR

Random PG ≥200 mg/dL (11.1 mmol/L)
In persons with symptoms of hyperglycemia or hyperglycemic crisis

 No clear clinical diagnosis? Immediately repeat same test using new blood sample.

 Same test with same or similar results? Diagnosis confirmed.

 Different tests above diagnostic threshold? Diagnosis confirmed.

 Discordant results from 2 tests? Repeat test with result above diagnostic cutpoint.

American Diabetes Association. 

Diabetes Care. 2016;39(suppl 1):S1-S106.
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Screening for Type 2 Diabetes & Prediabetes in 
Asymptomatic Individuals

 Type 2 diabetes testing

– Adults of any age who are overweight or 

obese* and who have ≥1 diabetes risk factor

– Begin testing at age 45

– Normal test? Repeat at ≥3-year intervals

 Prediabetes testing 

– A1C, FPG, or 2-h PG after 75-g OGTT

– Identify & treat other CVD risk factors

– Consider testing in children and adolescents 

who are overweight or obese and have 

≥2 diabetes risk factors

ADA 2016 Guidelines

Diabetes Risk Factors

 Physical inactivity

 First-degree relative with 

diabetes†

 High-risk race/ethnicity

 Women who delivered a 

baby >9 lb or prior GDM 

diagnosis

 HDL-C <35 mg/dL ±

TG >250 mg/dL

 A1C ≥5.7%, IGT, or IFG

 Hypertension 

(≥140/90 or on treatment)

 CVD history

 Conditions associated 

with insulin resistance‡*BMI ±25 kg/m2 or ≥23 kg/m2 for Asian Americans
†African-American, Latino, Native American, Asian American, Pacific Islander
‡Severe obesity, acanthosis nigricans, polycystic ovarian syndrome

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Categories of Increased Risk 
for Type 2 Diabetes (Prediabetes)

ADA 2016 Guidelines

*In 75-g OGTT 

FPG=fasting plasma glucose; OGTT=oral glucose tolerance test; 

PG=plasma glucose

FPG 2-hr PG* A1C

100-125 mg/dL

5.6-6.9 mmol/L

Impaired fasting 

glucose (IFG)

140-199 mg/dL

7.8-11.0 mmol/L

Impaired glucose 

tolerance (IGT)

5.7-6.4%

39-46 mmol/mol

Risk is continuous, extending below lower limit of range and becoming 

disproportionately greater at higher ends of range

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Screening for Type 1 Diabetes

ADA 2016 Guidelines

Immune-mediated diabetes  Previously “insulin-dependent diabetes” 

or “juvenile-onset diabetes”

 Cellular-mediated autoimmune 

destruction of beta-cells

Idiopathic type 1 diabetes  Cause largely unknown

 No evidence of beta-cell autoimmunity

Blood glucose preferred over A1C to diagnose acute onset of type 1 

diabetes with symptoms of hyperglycemia

Inform relatives of individuals with type 1 diabetes of the opportunity to be 

tested

 Testing to occur only in setting of a clinical research study

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Strategies for Diagnosing Gestational Diabetes 
Mellitus (GDM)

GDM=gestational diabetes mellitus; GLT=glucose load test; OGTT=oral glucose tolerance test

ADA 2016 Guidelines

Screening at 24-48 wks in women not previously diagnosed with overt diabetes

One-step diagnosis strategy Two-step diagnosis strategy

• Perform 75-g OGTT with plasma glucose 

measurement 

• Test in the morning after the patient has 

fasted for ≥8 hrs

• Repeat test at 1 and 2 hours after initial 

measurement

Step 1: 

• Perform a 50-g nonfasting GLT with plasma 

measurement at 1 hr

• If PG measured 1 hr after the load is 

≥140 mg/dL (7.8 mmol/L), proceed to 

100-g OGTT

Diagnosis when PG levels meet or exceed:

• Fasting 92 mg/dL (5.1 mmol/L)

• 1 hr: 180 mg/dL (10.0 mmol/L)

• 2 hr: 153 mg/dL (8.5 mmol/L)

Step 2:

• Perform 100-g OGTT while patient is fasting

Diagnosis when ≥2 PG levels meet or exceed:

• Fasting: 95 mg/dL or 105 mg/dL (5.3/5.8)

• 1 hr: 180 mg/dL or 190 mg/dL (10.0/10.6)

• 2 hr: 155 mg/dL or 165 mg/dL (8.6/9.2)

• 3 hr: 140 mg/dL or 145 mg/dL (7.8/8.0)

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Screening Children for 
Type 2 Diabetes and Prediabetes 

Consider for all children who are overweight* 

and have ≥2 of any of the following risk factors:
 Family history of type 2 diabetes in first- or second-degree relative
 Native American, African American, Latino, Asian American or Pacific 

Islander
 Signs of insulin resistance or conditions associated with insulin 

resistance†

 Maternal history of diabetes or GDM during child’s gestation

Test every 3 yrs using A1C beginning at age 10 or puberty onset

Children: age ≤18 yrs 

*BMI >85th percentile for age and sex, weight for height >85th percentile, or weight >120% ideal for height
†Acanthosis nigricans, hypertension, dyslipidemia, polycystic ovarian syndrome, or small-for-gestational-age birth weight

BMI=body mass index; GDM=gestational diabetes mellitus

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.

ADA 2016 Guidelines
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 Cancer*: liver, 

pancreas, bladder, 

endometrium, breast, 

colon

 Cognitive impairment

 Depression

 Dyslipidemia 

 Fatty liver disease

Common Comorbidities 
Associated With Diabetes

 Fractures

 Hearing impairment

 Heart failure

 Hypertension

 Low testosterone (men)

 Obesity

 Obstructive sleep apnea

 Periodontal disease

Assess & address comorbidities that 
may complicate diabetes management:

ADA 2016 Guidelines

*Possibly only associated with type 2 diabetes

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Diabetes Self-Management 
Education and Support

ADA 2016 Guidelines

At diagnosis and ongoing thereafter, all individuals
with diabetes should participate in

DSME:
 Facilitate knowledge, skills, 

and ability for self care

DSMS:
 Assist with implementing 

and sustaining skills and 
behaviors for ongoing self-
management

Measure and monitor effectiveness of self-management and 

quality of life as part of overall care

DSME and DSMS programs should include the necessary 
elements in their curricula that are needed to prevent diabetes 
onset

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.

DSME=diabetes self-management education;

DSMS=diabetes self-management support
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Medical Nutrition Therapy 
Recommendations

ADA 2016 Guidelines

No one-size-fits-all eating pattern

Medical nutrition therapy recommended for all individuals with 
diabetes
 Preferably provided by a registered dietitian skilled 

in diabetes MNT

Goals:
 Healthful eating pattern to improve overall health, specifically:

• Achievement and maintenance of weight goals
• Attainment of individualized glycemic, BP, lipid goals
• Type 2 diabetes prevention or delay

 Attain individualized glycemic, BP, lipid goals
 Achieve and maintain body weight goals
 Delay or prevent diabetes complications

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.



1818

Physical Activity Recommendations 

ADA 2016 Guidelines

Adults with diabetes

Physical activity recommendations

 ≥150 min/wk moderate-intensity aerobic activity (50%–70% max heart 

rate), spread over ≥3 days/wk with no more than 2 consecutive days 

without exercise

 Resistance training ≥2 times/wk (in absence of contraindications)*

 Reduce sedentary time: break up >90 mins spent sitting

Evaluate patients for contraindications prohibiting certain types of exercise 

before recommending exercise program†

Consider age and previous level of physical activity 

Children with diabetes, prediabetes

Physical activity recommendations

 ≥60 min physical activity/day
*Adults with type 2 diabetes
†Eg, uncontrolled hypertension, severe autonomic or peripheral neuropathy, 

history of foot lesions, unstable proliferative retinopathy

American Diabetes Association. 

Diabetes Care. 2016;39(suppl 1):S1-S106.
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Physical Activity in Individuals 
With Hypoglycemia

ADA 2016 Guidelines

Hypoglycemia

If taking insulin and/or insulin 

secretagogues, physical

activity can cause 

hypoglycemia if medication 

dose or carb consumption is 

not altered

Added carbohydrate should 

be ingested when pre-

exercise glucose <100 mg/dL 

(5.6 mmol/L)

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Physical Activity in Individuals 
With Diabetes Complications

ADA 2016 Guidelines

Retinopathy

 Proliferative diabetic retinopathy or 

severe nonproliferative diabetic 

retinopathy

 Vigorous aerobic or resistance exercise 

may be contraindicated

Autonomic Neuropathy

 Can increase risk for exercise-induced 

injury

 All individuals with autonomic

neuropathy should undergo cardiac 

investigation before beginning more-

intense-than usual physical activity

Peripheral Neuropathy

 Decreased pain sensation and a higher 

pain threshold in the extremities cause 

increased risk of skin breakdown 

and infection

 All individuals with neuropathy should 

wear proper footwear and examine feet 

daily for leasions

 Foot injury or open sore: restricted to 

non–weight-bearing activity

Albuminuria and Nephropathy

 Physical activity can acutely increase 

urinary protein excretion

 No evidence that vigorous-intensity 

exercises increases diabetic kidney 

disease progression

 No restrictions needed for individuals 

with diabetic kidney disease

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Smoking Cessation

Advise patients with diabetes not to use cigarettes, other 

tobacco products, or e-cigarettes

Counsel on smoking prevention and cessation as part 

of routine care

Assess level of nicotine dependence

 Associated with level of nicotine dependence

Offer pharmacologic therapy as appropriate

 Adding pharmacologic therapy to counseling more effective 

than either treatment alone

Some individuals may gain weight post-cessation

 Weight gain does not diminish substantial CVD benefit from 

smoking cessation

ADA 2016 Guidelines

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Psychosocial Assessment and Care

Include psychological & social assessments as part of diabetes management

Psychosocial 

screening and 

follow-up may 

include:

 Attitudes about diabetes

 Expectations for medical management and outcomes

 Mood

 Quality of life 

 Financial, social, emotional resources

 Psychiatric history

Screen for and treat depression in older adults (≥65 yrs) with diabetes

Routinely screen for depression and diabetes-related distress, anxiety, eating 
disorders, and cognitive impairment

Stepwise collaborative care approach to manage depression for patients with 
comorbidities

Refer to mental 
health professional

Disregard for medical regimen  Depression  Self-harm 

potential  Stress  Debilitating anxiety  Eating disorder 

Cognitive function signaling impaired judgment

ADA 2016 Guidelines

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.



2323

Immunization Recommendations

Provide routine vaccinations for children and adults 
with diabetes according to age-related recommendations

Influenza vaccine Annually in all patients with diabetes aged 
≥6 mos

Pneumococcal 
polysaccharide
vaccine 23 
(PPSV23)

 All patients with diabetes aged ≥2 yrs 
 Routinely in patients with diabetes aged 

≥65 yrs 

Pneumococcal 

conjugate vaccine 

13 (PCV13)

 Routinely in patients with diabetes aged 
≥65 yrs 

Hepatitis B

vaccine

 All adults with diabetes

ADA 2016 Guidelines

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Recommendations for Preventing 
or Delaying Type 2 Diabetes

Metformin is not FDA approved in the United States for type 2 diabetes prevention

CVD=cardiovascular disease; GDM=gestational diabetes mellitus; IFG=impaired fasting glucose; IGT=impaired 

glucose tolerance

ADA 2016 Guidelines

Individuals with prediabetes:

IGT, IFG, or A1C 5.7%-6.4%

Refer to intensive diet & physical activity 
behavior counseling program targeting 
• Weight loss (7% of body weight)
• Increased physical activity 

(≥150 min/week moderate activity)

Consider metformin therapy for 

type 2 diabetes prevention in 

individuals with prediabetes

Especially in presence of
• BMI >35 kg/m2

• Age <60 years
• Women with prior GDM

At least annual monitoring of individuals with prediabetes 

Screen for and treat modifiable CVD risk factors: obesity, hypertension, 
dyslipidemia

DSME & DSMS appropriate for prediabetes to receive education and 
support for diabetes prevention or delay

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Self-Monitoring of Blood Glucose (SMBG) 

Encourage for patients 

receiving multiple dose insulin 

or insulin pump therapy to

perform SMBG: 

• Prior to meals and snacks

• Occasionally postprandially 

• At bedtime

• Prior to exercise

• When low blood glucose is suspected

• After treating low blood glucose until 

normoglycemic

• Prior to critical tasks (eg, driving)

Results may be useful for guiding treatment and/or self-management for 

patients using less frequent insulin injections or noninsulin therapies 

• Provide ongoing instruction and regular evaluation of SMBG 

technique, results, and patient’s ability to use data to adjust therapy

ADA 2016 Guidelines

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Continuous Glucose Monitoring (CGM)

*Evidence for A1C lowering less strong in these populations 

SMBG=self-monitoring of blood glucose

Useful for A1C lowering in select 

adults (aged ≥25 yrs) with type 1 

diabetes requiring intensive insulin 

regimens

• May be useful among children, 

teens, and younger adults*

• Success related with adherence 

to ongoing use

May be a useful supplement 

to SMBG among patients with

• Hypoglycemia unawareness 

and/or 

• Frequent hypoglycemic 

episodes

Variable adherence to CGM • Assess individual readiness for 

continuing CGM prior to 

prescribing

• Robust diabetes education, 

training, support critical for 

optimal CGM implementation

ADA 2016 Guidelines

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Frequency of A1C Testing

ADA 2016 Guidelines

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.

 A1C reflects average glycemia over several months

 Strong predictive value for diabetes complications

Perform A1C test

At least 2 times each year 
in individuals who are 

meeting treatment targets 
and have stable glycemic 

control

Quarterly in individuals 

whose therapy has changed 

or who are not meeting 

glycemic targets

Point-of-care A1C testing allows for more 
timely treatment changes
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Glycemic Targets for Nonpregnant Adults With 
Diabetes

*Postprandial glucose measurements should be made 1-2 h after the beginning of the meal

CVD=cardiovascular disease; PG=plasma glucose

A1C <7.0% (53 mmol/mol)

Preprandial capillary PG 80-130 mg/dL (4.4-7.2 mmol/L)

Peak postprandial capillary PG <180 mg/dL (10.0 mmol/L)*

More or less stringent targets may be appropriate for individual patients  

if achieved without significant hypoglycemia or adverse events

Individualize targets based on:

 Age/life expectancy

 Comorbid conditions

 Diabetes duration

 Hypoglycemia status

 Individual patient considerations

 Known CVD/advanced microvascular complications

ADA 2016 Guidelines

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Individualization of Glycemic Targets 
for Adults With Diabetes

*If implemented soon after diagnosis

CVD=cardiovascular disease

ADA 2016 Guidelines

Lowering A1C below or around 7.0% shown to reduce 

 Microvascular complications 

 Macrovascular disease*

 Mortality (individuals with type 1 diabetes)

More or less stringent targets may be appropriate for individuals  

if achieved without significant hypoglycemia or adverse events

More stringent (<6.5%)

• Short diabetes duration

• Long life expectancy

• Type 2 diabetes treated with 

lifestyle or metformin only

• No significant CVD/vascular 

complications

Less stringent (<8%)

• Severe hypoglycemia history

• Limited life expectancy

• Advanced microvascular or 

macrovascular complications

• Extensive comorbidities

• Long-term diabetes in whom 

general A1C target difficult to attain

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Management of Hypoglycemia

*Any form of carbohydrate containing glucose may be used

SMBG=self-monitoring of blood glucose

Ask at-risk patients about symptomatic and asymptomatic hypoglycemia 
at each encounter

Glucose (15-20 g)* is the preferred treatment for the conscious patient with 
hypoglycemia
 15 mins after treatment, repeat if SMBG shows continued hypoglycemia
 When SMBG normal: patient should consume meal or snack to prevent 

recurrence

Prescribe glucagon for all individuals at risk of severe hypoglycemia

Hypoglycemia unawareness or episode of severe hypoglycemia 
 Reevaluate treatment regimen
 Insulin-treated patients: raise glycemic targets for several weeks to 

partially reverse hypoglycemia unawareness and reduce recurrence

Individuals with low or declining cognition
 Continually assess cognitive function with increased vigilance for 

hypoglycemia

ADA 2016 Guidelines

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Pharmacologic Therapy 
for Type 1 Diabetes Management

Insulin treatment is the mainstay for individuals with type 1 diabetes

 Treat with multiple-dose insulin injections* or continuous subcutaneous insulin 

infusion (CSII)

 Match prandial insulin to carbohydrate intake, premeal glucose, and anticipated 

physical activity

 Use insulin analogs to reduce risk of hypoglycemia

 Consider using sensor-augmented low glucose suspend threshold pump in patients 

with frequent nocturnal hypoglycemia and/or hypoglycemia unawareness

Non-insulin agents Investigational agents†

Pramlinitide (amylin analog)

• Delays gastric emptying

• Blunts pancreatic secretion of glucagon

• Enhances satiety

• Induces weight loss

• Lowers insulin dose

• Use only in adults

Metformin + insulin

• May reduce insulin requirements & 

improve metabolic control in obese/

overweight with poor glycemic control

Incretins

• GLP-1 receptor agonists

• DPP-4 inhibitors

• SGLT2 inhibitors
*3-4 injections/day of basal and prandial insulin)
†Not FDA approved for the treatment of type 1 diabetes in the United States

ADA 2016 Guidelines

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Pharmacologic Therapy 
for Type 2 Diabetes Management

Choice of pharmacologic therapy based on patient-centered approach

Consider Efficacy • Cost • Potential side effects • Effects on weight •
Comorbidities • Hypoglycemia risk • Patient preferences 

Insulin eventually needed for many patients due to progressive 

nature of type 2 diabetes; insulin therapy should not be delayed

Metformin*: preferred initial therapy when lifestyle changes alone 
have not achieved or maintained glycemic goals

Consider insulin therapy
with or without other agents 

Add 2nd oral agent, GLP-1 

receptor agonist, or basal insulin

If noninsulin monotherapy at maximal 
tolerated dose does not achieve or 

maintain A1C target over 3 mos

At outset in newly diagnosed patients 
with markedly symptomatic and/or 

elevated blood glucose levels or A1C

Most patients should begin with lifestyle changes

*If tolerated and not contraindicated

ADA 2016 Guidelines

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.
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Metformin +

MET +

Metformin +

Recommendations for Antihyperglycemic Therapy 
in Type 2 Diabetes

Metformin 

SU + 

TZD or 

DPP-4 or 

GLP-1 or 

insulin‡

TZD + 

SU or 

DPP-4 or 

GLP-1 or

insulin‡

GLP-1 RA 

+

SU or 

TZD or

insulin‡

DPP-4

inhibitor + 

SU or

TZD or 

insulin‡

Lifestyle changes: healthy eating, weight control,  increased physical activity, diabetes education

Basal insulin + Mealtime insulin or GLP-1

Metformin + 

Sulfonylurea

SGLT2 +

SU or 

DPP-4 or

TZD or

Insulin‡

*Consider initial therapy at this stage with A1C ≥9.0%; †Consider initial therapy at 

this stage with PG ≥300-350 mg/dL and/or A1C ≥10-12%; ‡Usually a basal insulin

If A1C target not achieved after 3 months of monotherapy, proceed to:

Metformin + 

DPP-4 

inhibitor

Metformin + 

GLP-1 RA

Metformin +

TZD

Metformin + 

SGLT2 

inhibitor

Monotherapy

Dual 

therapy*
Metformin + 

Insulin 

(basal)

If A1C target not achieved after 3 months of dual therapy, proceed to:

Triple

therapy
Insulin

(basal) +

TZD or 

DPP-4

or GLP-1 

Metformin +

If A1C target not achieved after 3 months of triple therapy and patient (1) on oral combination, move 

to injectables; (2) on GLP-1, add basal insulin; or (3) on optimally titrated basal insulin, add GLP-1 

or mealtime insulin. Refractory patients: consider adding TZD or SGLT2.

Combination 

injectable

therapy†

Inzucchi SE et al. Diabetes Care. 2015;38(1):140-149. 

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.

ADA 2016 Guidelines

Metformin + Metformin + Metformin +
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• Start at 4 U, 0.1 U/kg, or 10% basal dose. If A1C 

<8%, decrease basal dose by same amount

• Increase dose by 1-2 U or 10-15% once-twice weekly 

until SMBG target reached

• For hypoglycemia, decrease corresponding dose by 

2-4 U or 10-20% 

Number of injections 

& regimen complexity

1

(Low)

2

(Moderate)

3+

(High)

Strategies for Insulin Use 
in Type 2 Diabetes

More flexible regimen Less flexible regimen

• Start at 10 U/day or 0.1-0.2 U/kg/day

• Adjust 10-15% or 2-4 U once-twice weekly to reach 

FBG target

• For hypoglycemia, decrease dose by 4 U or 10-20%

Add 1 rapid insulin injection 

before largest meal
Change to premixed insulin 

twice daily

• Divide current basal dose in 2/3 AM, 1/3 PM, 

or 1/2 AM, 1/2 PM

• Increase dose by 1-2 U or 10-15% once-twice weekly 

until SMBG target reached

• For hypoglycemia, decrease dose by 2-4 U or 10-20%

Not controlled?

Consider basal-bolus 

Basal insulin

(usually with metformin ± other oral agents)

Not controlled after FBG target 

reached or if dose >0.5 U/kg/day?

Add ≥2 rapid insulin injections

before meals (basal-bolus)

Not controlled?

Consider basal-bolus 

• Start at 4 U, 0.1 U/kg, or 10% basal dose per meal. If A1C <8%, 

decrease basal dose by same amount

• Increase dose by 1-2 U or 10-15% once-twice weekly until SMBG 

target reached

• For hypoglycemia, decrease corresponding dose by 2-4U or 10-20%

Inzucchi SE et al. Diabetes Care. 2015;38(1):140-149. 

American Diabetes Association. Diabetes Care. 2016;39(suppl 1):S1-S106.

ADA 2016 Guidelines
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 The approach adopted has been to advise on three levels of 
care:

Recommended Care

 Limited Care

Comprehensive Care
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 The approach adopted has been to advise on three levels of 
care:


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 The approach adopted has been to advise on three levels of 
care:





5252

 The approach adopted has been to advise on three levels of 
care:


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 Levels of Care: 
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 Screening and diagnosis: 

Recommended care:

Each health service should decide whether to have a 
programme to detect people with undiagnosed 
diabetes.

Detection programmes are usually based on a two-
step approach:

Step 1 - Identify high-risk individuals using a risk 
assessment questionnaire.

Step 2 - Glycaemic measure in high-risk 
individuals.
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 Screening and diagnosis: 

 Limited care:

Detection programmes should be opportunistic and 
limited to high-risk individuals in very limited settings.

The principles for screening are as for Recommended 
care.

Diagnosis should be based on fasting laboratory 
plasma glucose (preferred) or capillary plasma glucose 
if only point-of-care testing is available.

If blood glucose testing is not available, the presence 
of glycosuria, especially with classical symptoms, may 
be used to diagnose diabetes.
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 Screening and diagnosis: 

Comprehensive care:

Resources should be available for diabetes detection 
programmes.

HbA1c should be routinely available as an option to 
diagnose diabetes.

Investigations to classify type of diabetes (e.g. islet 
cell related antibodies, C-peptide, genotyping) should 
be available.
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 Screening and diagnosis 

Considerations:

The place of screening for undiagnosed diabetes as 
part of an overall strategy to reduce the health burden 
of diabetes is not established. However, many 
organisations recommend it. The choice of whether to 
screen or not, and the screening strategy, must be 
made locally taking into account local considerations.
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 Care delivery: 

Recommended care:

Offer care to all people with diabetes, with sensitivity 
to cultural wishes and desires. 

Encourage a collaborative relationship, by actively 
involving the person with diabetes in the 
consultation, and creating opportunities for them to 
ask questions and express concerns. Ensure that 
issues important to the person with diabetes are 
addressed.

Offer annual surveillance of all aspects of diabetes 
control and complications to all people with type 2 
diabetes.
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 Care delivery: 

Recommended care:

Agree a care plan with each person with diabetes.

Review this annually or more often if appropriate.

Modify it according to changes in wishes, 
circumstances and medical findings.

Use protocol-driven diabetes care to deliver the care 
plan at scheduled routine visits between annual 
reviews.

Provide urgent access to diabetes health-care advice 
for unforeseen problems.

Organise care around the person with diabetes.
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 Care delivery: 

Recommended care:

Use a multidisciplinary care team with specific 
diabetes expertise maintained by continuing  
professional education.

Ensure that each person with diabetes is recorded on 
a list of people with diabetes, to facilitate recall for 
annual complications surveillance.

Provide telephone contact between clinic visits.
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 Care delivery: 

Recommended care:

Consider how people with diabetes, acting as expert 
patients, and knowing their limitations, together with 
local/regional/national associations, might be 
involved in supporting the care delivery of their local 
health-care team.

Use data gathered in routine care to support quality 
assurance and development activities.
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 Care delivery: 

 Limited care:

Offer annual surveillance, agree care plans, deliver 
protocol-driven care, and ensure that each person 
with diabetes is recorded on a local list of people with 
diabetes, as for Recommended care. Organise care 
around the person with diabetes. Use an 
appropriately trained health-care professional to 
deliver diabetes care.
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 Care delivery: 

Comprehensive care:

The principles as for Recommended care. The person 
with diabetes will have access to their own electronic 
medical record via secure technology from remote 
sites. They will be able to give permission for any 
health-care professional to access that record. 
Decision support systems might be available to the 
health-care professional, and perhaps to the person 
with diabetes.
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INTERNATIONAL DIABETES FEDERATION, 2012 Clinical Guidelines Task Force
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 Care delivery: 

Considerations:

Given the diversity of health-care systems around the 
world, recommendations in this part of the guideline 
are presented in very general terms. Flexibility, 
adaptability, and accessibility would seem to be 
important principles.

Empowering patients to find their way in the system 
through access to their own data and perhaps through 
use of decision support tools would seem to be a 
logical development.
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Harmonizing the ADA, AACE and other 
Guidelines in the Treatment of the Patient with 

Diabetes Mellitus
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Harmonizing the ADA, AACE and other 
Guidelines in the Treatment of the Patient with 

Diabetes Mellitus
 Differences:

ADA 

Extensive in comorbid related conditions

AACE

Aggressive intervention

 IDF

Stratified in terms of levels of care
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Harmonizing the ADA, AACE and other 
Guidelines in the Treatment of the Patient with 

Diabetes Mellitus
 Similarities:

Patient centralized care

 Encourage DSME

Promote clinical integration thru multidisciplinary care
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Summary

Management of patient with diabetes mellitus is a very 
complex process.

 Different organizations establish guidelines and 
recommendations to prevent, control and delay progression of 
disease and complications.

 Each guideline should be individualized to patient needs and 
resources.

 Our goal as providers should be: “First, not to harm”
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Superior doctors prevent the disease.

Mediocre doctors treat the disease before evident.

Inferior doctors treat the full blown disease.
— Huang Dee: Nai-Ching (2600 BC; first Chinese medical text).
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