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2. Classification and Diagnosis of
Diabetes: Standards of Care in
Diabetes—2023

Table 2.2—Criteria for the diagnosis of diabetes o NO eXiSte una prueba superior a
FPG =126 mg/dL (7.0 mmol/L). Fasting is defined as no caloric intake for at least 8 h.*

S or otra y cada una de ellas no detecta
2-h PG =200 mg/dL (11.1 mmol/L) during OGTT. The test should be performed as described Ia DM en IOS mismos indiViduos

by WHO, using a glucose load containing the equivalent of 75 g anhydrous glucose
dissolved in water.*

 Dco con dos pruebas anormales en

OR
A1C =6.5% (48 mmol/mol). The test should be performed in a laboratory using a method Ia misma o en dlferentes mueStras
that 1s NGSP certified and standardized to the DCCT assay.* sanguineas (GB Hb A1c (o) SOG)
y
OR
In a patient with classic symptoms of hyperglycemia or hyperglycemic crisis, a random . .
olasma glucose =200 me/dL (11.1 mmol/L). * Si los resultados son discordantes
DCCT, Diabetes Control and Complications Trial; FPG, fasting plasma glucose; OGTT, oral glu- en dos pruebas dIStII‘ltaS, aquel que
cose tolerance test; WHO, World Health Organization; 2-h PG, 2-h plasma glucose. *In the H
absence of unequivocal hyperglycemia, diagnosis requires two abnormal test results from sé encuentre p_or encima del umbral
the same sample or in two separate test samples. debe ser repetldo

* No HbA1c en anemia cel. falciformes, déficit 6GFD, SIDA, hemodidlisis y EPO



Table 2.5—Criteria defining prediabetes*
FPG 100 mg/dL (5.6 mmol/L) to 125 mg/dL (6.9 mmol/L) (IFG)

OR

2-h PG during 75-g OGTT 140 mg‘dL l7.8 mmoI‘L! to 199 mgﬂdL !11.0 mmol/L) (IGT)

OR
Table 2.3—Criteria for screening for diabetes or prediabetes in asymptomatic A1C 5.7-6.4% (39-47 mmol/mol)

adults

1. Testing should be considered in adults with overweight or obesity (BMI =25 kg/m’ or
=23 kg/m? in Asian American individuals) who have one or more of the following risk factors: e
e First-degree relative with diabetes Identlflcal’ y tl‘atal‘ IOS FRCV en pl‘e DM y DM
o High-risk race/ethnicity (e.g., African American, Latino, Native American, Asian
American, Pacific Islander)
e History of CVD = “ = ”
o Hypertension (=140/90 mmHg or on therapy for hypertension) TeSt de crlbado ADA rISk teSt
e HDL cholesterol level <35 mg/dL (0.90 mmol/L) and/or a triglyceride level >250 mg/dL
(2.82 mmol/L)

e Individuals with polycystic ovary syndrome Are you at risk for type 2 diabetes?
® Physical inactivity

o Other clinical conditions associated with insulin resistance (e.g., severe obesity, Diabetes Risk Test: T
. R Height Weight {Ibs.)
acanthosis nigricans) b o li\ R
= than 40 years {0 points) #11 | 124147 148187 188+
. n 4049 years (1 paint) N
= 5o 128-152 153-203 204+
2. People with prediabetes (A1C =5.7% [39 mmol/mol], IGT, or IFG) should be tested yearly. sz A e
g2 136-163 164-217 218+
3. People who were diagnosed with GDM should have lifelong testing at least every 3 years. B youa manoravamn? I e s s
. B 3. If you are a woman, have you ever been 5: 5: (ST 80> 200 g 40
4, For all other people, testing should begin at age 35 years. with e | sates s 207
Yes (1 paint) No (0 points) Er || EEED s e
58 164-196 197-261 262+
5. If results are normal, testing should be repeated at a minimum of 3-year intervals, with 4 Do you have s mother, fhar, 3istar or brofer 5 | w0 200060 270
with diabetes? ..................... 510 | 174208 200277 278+

Yes (1 paint) No (0 points) g1 | 17e214 215088 288+
184220 221203 204+

180-206  227-301 302+

consideration of more frequent testing depending on initial results and risk status.
5. Have you ever been diagnosed with high
blood Pressure? ...

6. People Wlth HIV Yes (1 paint) Mo (0 points) &> | 1s4232 233310 3114
5 A sy | 200200 240318 3o
- Arsyon active? s | 205245 25-m27  3om+

Yes (0 paints) Mo (1 point)

1point_| Z2points | 3 points

CVD, cardiovascular disease; GDM, gestational diabetes mellitus; IFG, impaired fasting glu-
cose; IGT, impaired glucose tolerance.

7. What is your weight category? ............cccccoccice
Ssa chart at right

If you weigh less than the amount in
the left column: 0 paints

)

L0 O O O

Adapte fram e 1o,
V1TH-TN 2008 «

2

ADD UP v
If you scored 5 or higher: YOUR SCORE. o g
You are at increased risk for having type 2 diabetes.
However, only your doctor can tell for sure if you do
have type 2 diabetes or prediabetes, a condition in The good news is you can manage your

[]

Lower Your Risk

which blood glucose levels are higher than normal risk for typo 2 disbieles. Small stops make ¥
but not yet high enough to be diagnosed as diabetes. mgmﬂa‘;amm helping you live a longer, [
ier lfe.

Talk to your doctor to see if additional testing is needed.
Type 2 diabetes is more commen in African Americans,

H you are at high risk, your first step is ta
visit your doctor to see if additional testing

Hispanics/Latinos, Native Americans, Asian Americans, e
and Mative Hawaiians and Pacific Islanders.

Visit diabetes.org or call 1-800-DIABETES
Higher body weight increases diabetes risk for everyone (800-342-2383) for information, tps on
Asian Americans are at increased diabetes risk at lower getting started, and ideas for simple, small

body weight than the rest of the general public (about 15 sleps you can take to help lowsr your fisk
pounds lower).

DXabons Ak Tast | Amarichn Disbotes Asso

Leam mara at diabstes.orgiriskisst | 1-800-DIABETES (800-342-2383)



3. Prevention or Delay of Type 2
Diabetes and Associated
Comorbidities: Standards of
Care in Diabetes—2023




Ttto de FR modificables de ECV

Monotorizar Glu en pcte con alto riesgo
de debutar con DM2 en Ttto con
estatinas. No retirar

Riesgo de ictus e insulinorresistenciay
preDM — Pioglotazona

Sobrepeso/obesidad y alto riesgo de
DM — Fcos que actien sobre pérdida
de peso, hiperGlu, y reduccion RCV

2023

Recommendations

3.8

3.9

3.10

Prediabetes is associated with
heightened cardiovascular risk;
therefore, screening for and
treatment of modifiable risk fac-
tors for cardiovascular disease
are suggested. B

Statin therapy may increase the

risk of type 2 diabetes in peo-
ple at high risk of developing

type 2 diabetes. In such individ-
uals, glucose status should be
monitored regularly and diabe-
tes prevention approaches rein-
forced. It is not recommended
that statins be discontinued. B _
In people with a history of
stroke and evidence of insulin
resistance and prediabetes, pio-
glitazone may be considered to
lower the risk of stroke or myo-
cardial infarction. However, this
benefit needs to be balanced
with the increased risk of weight
gain, edema, and fracture. A
Lower doses may mitigate the
risk of adverse effects. C



4. Comprehensive Medical
Evaluation and Assessment of
Comorbidities: Standards of
Care in Diabetes—2023

DECISION CYCLE FOR PERSON-CENTERED GLYCEMIC MANAGEMENT IN TYPE 2 DIABETES

REVIEW AND AGREE ON MANAGEMENT PLAN

* Review management plan
+  Mutually agree on changes

«  Ensure agreed modification of therapy is implemented

in a timely fashion to avoid therapeutic inertia

«  Undertake decision cycle reqularly (at least once/twice a year)

«  Operate in an integrated system of care

PROVIDE ONGOING SUPPORT AND
MONITORING OF:

+  Emotional well-being

+ Lifestyle and health behaviors

+  Tolerability of medications

+  Biofeedback including BGM/CGM,
weight, step count, A1C, BP, lipids

IMPLEMENT MANAGEMENT PLAN

«  Ensure there is regular review;
more frequent contact initially
is often desirable for DSMES

ASSESS KEY PERSON CHARACTERISTICS

+  The individual’s priorities

* Current lifestyle and health behaviors

»  Comorbidities (i.e., CVD, CKD, HF)

»  Clinical characteristics (i.e., age, A1C, weight)

» Issues such as motivation, depression, cognition
»  Social determinants of health

CONSIDER SPECIFIC FACTORS THAT IMPACT CHOICE
OF TREATMENT

+ Individualized glycemic and weight goals
+  Impact on weight, hypoglycemia, and cardiorenal protection
+  Underlying physiological factors
«  Side effect profiles of medications
«  Complexity of regimen (i.e., frequency, mode of administration)
«  Regimen choice to optimize medication use
and reduce treatment discontinuation
«  Access, cost, and availability of medication

GOALS
OF CARE

* Prevent complications
* Optimize quality of life

X

UTILIZE SHARED DECISION-MAKING TO

CREATE A MANAGEMENT PLAN
«  Ensure access to DSMES
AGREE ON MANAGEMENT PLAN * Involve an educated and informed person
) . (and the individual's family/caregiver)
* Specify SMART goals: +  Explore personal preferences
- Specific « Language matters (include person-first,
- Measurable g .
" strengths-based, empowering language)
- Achievable «  Include motivational interviewing, goal
. R.ealls?u:. setting, and shared decision-making
- Time limited

Ciclo de decision centrado en el
paciente. Evaluacion continua con
decisiones compartidas para
alcanzar los objetivos y evitar la
inercia clinica.

Reforzar el lenguaje y la escucha
activa.

Evaluacion médica completa en la
visita inicial al confirmar el
diagnostico (A), clasificacion de la
DM (A), complicaciones derivadas de
la misma (A) y comorbilidades (A).

Evaluar el RCV, complicaciones,
hipoglucemia...



Table 4.1 - Components of the comprehensive diabetes
medical evaluation at initial, follow-up, and annual visits

INITIAL FOLLOW-

EVERY

ANNUAL

vIsIT UP VISIT viSIT
Diabetes history
= Characteristics at onset (e.g., age, symptoms) o
= Review of previous treatment plans and response
= Assess frequency/cause/severity of past hospitalizations v
Family history
= Family history of diabetes in a first-degrae relative
= Family history of autoimmune disorder v
Personal history of complications and common comorbidities
PAST MEDICAL
AND FAMILY * Common comorbidities (e.g., obesity, 0:SA, NAFLD) v
HISTORY = High blood pressure or abnormal lipids v v
= Macrovascular and microvascular complications v W
= Hypoglycemia: awareness/frequency/causes/timing of episodes v v ¥
= Presence of hemoglobinopathles or anemias v b
= Last dental visit v v
= Last dilated eye exam v
= Visits to specialists ¥
Interval history
= Changes in medical/family history since last visit v
= Eating patterns and weight history v v v
= Assess familiarity with carbohydrate counting (e.g., type 1 diabetes,
BEHAVIORAL ; v v
type 2 diabetes treated with MDI)
FACTORS
= Physical activity and sleep behaviors v
= Tobacco, alcohol, and substance usa v v
= Current medication plan v i W
* Medication-taking behavior v v v
= Medication intolerance or side effects v v W
= Complementary and altemative medicine use v v v
= Vaccination history and needs W W
» Assess use of health apps, online education, patient portals, etc. v o
* Glugose monitoring (meter/CGM): results and data use v v
= Review insulin pump settings and use, connected pen and glucose data v v ¥
Social network
« Kentify existing social suppornts v v
SOCIAL LIFE
ASSESSMENT = Mentify surrogate decision maker, advanced care plan
= Kentify social determinants of health (e.g., food security, housing
stability & homelessness, transportation access, financial security, v v
community safety}

Continued on p. §53

Table 4.1 (cont.) - Components of the comprehensive diabetes EVERY
medical evaluation at initial, follow-up, and annual visits INITIAL FOLLOW-  ANNUAL
VISIT UP VISIT VISIT
= Height, weight, and BMI; growth/pubertal development in children and v v v
adolescents
= Blood pressure determination v v v
= Orthostatic blood pressure measures (when indicated) M
= Fundoscopic examination (refer to eye specialist) v v
= Thyroid palpation M v
= Skin examination (e.g., acanthosis nigricans, insulin injection or v v v
insertion sites, lipodystrophy)
PHYSICAL . i .
EXAMINATION Comprehensive foot examination
* Visual inspection (e.g., skin integrity, callous formation, foot v v
deformity or ulcer, toenails)™
» Screen for PAD (pedal pulses —refer for ABI if diminished) v v
+ Determination of temperature, vibration or pinprick sensation, v v
and 10-g monofilament exam
= Screen for depression, anxiety, and disordered eating v v
= Consider assessment for cognitive perfformance* v v
= Consider assessment for functional performance” v v
= A1C, if the results are not available within the past 3 months v v v
= |f not performed/available within the past year v v
* Lipid profile, including total, LDL, and HDL cholesterol and v o
triglycerides#
« Liver function tests? v v
EVAL::I'IOQHIIV « Spot urinary albumin-to-creatinine ratio v v
= Serum creatinine and estimated glomerular filtration rate* v v
« Thyroid-stimulating hormone in people with type 1 diabetes* v v
* Vitamin B12 if on metformin v v
+ Serum potassium levels in people with diabetes on ACE inhibitors, ARBs, ¥ v

or diuretics™

2023




Table 4.5—Highly recommended immunizations for adults with diabetes (Advisory Committee on Immunization Practices,
Centers for Disease Control and Prevention)

Vaccination

Age-group recommendations

Frequency

GRADE evidence type®

Reference

Hepatitis B

Hurnan papiloma
wirus (HPV)

Influenza

Prewmenia (PPSV23

L T
I

POW20 or POVIS

Tetanus, diphtheria,
pertussis (TDAP]

Zoster

<60 years of age; =60 years
of age discuss with health
care prafessionals

=36 years of age; 2745 years
ol age may alse be
vaccinated againgt HPY
after a discussion with
health care professionals

All people with disbetes advised
not to receive live sttenuated

influenzs waeeine

13-54 years of age, vaccinate
with Pheumavax

=65 years of age

Adults 19-64 years
of age, with an
| T Feir 0 P o T S
condition [e.g., chronic
renal faillure], cochlear
implant, ar eerebrodpinal
fluid leak

19-54 years of age,
immunscompetant

=65 yeard of age,
imminocompetent, have
shared decision-making
diseussion with health
care prafessionals

All adults; pregnant
individuals should hawve
an exira dose

=50 years of age

Twier af thee-doe series

Three doses aver
& months

Annual

One dose is recommended for these that
previougly receivied POVLE. If POVLS
umed, follow with PPSVI3 =1 year
later. PPSV23 s not indicated after
POVZO. Adults whe received only
PPSVI3 may receive POVLS or POV20D
=1 year after their last dose,

One dose is recommended for those that
previsugly reesived POV If POVLS
was wsed, follow with PPSVIE =1 year
later. PPSV23 s not indicated after
POVZO. Adults whe reeeived only
PPSVI3 may receive PCVIS or POV20
=1 year afver their jast doge,

One dase of PCVIS ar POV2D is
recommended by the COC

For thase who have never received any
preumacoceal vaceine, the ODC
recommends one dode of POV1S or
PCV20.

One dose of PCVLS of POVZO. PCSV23
may be given =8 weeks after PCVIS.
PPSV23 i not indicated after POVZO.

Botster every 10 years

Two-dose Shingrix, even if
previously vacenated

Centers for Disease Control and
Prevention, Use af Hepatitis B
Vaceination for Adults With
Diiabetes Mellitus: Recommendations
af the Advisary Commitiee an
Irnenunizstion Practices (ACIP) {204)

2 for female individuals, Meites ot al, Human Papillomavires
3 for male individials

Vaceination for Adults: Updated
Recommendations of the Advisory
Cammittee an Immunization Practices
(205)

Dernicheli b al, Vacdned for Preventing
Iriflueriza in the Eldery (206

Centers for Diseass Control and
Prevention, Updated Recommendations
for Prevention of Invashve
Prieumococeal Disease
Aarong Adults Using the
23-Valemt Preumooaceal Palysacearide
Vaezine (PPSVZI) (207)

Falkenhorst et al, EHectiveness
af the 23-Valent Preumacoceal
Polysaceharide Vaceine [PPV2I)
Against Preurnpcoccal Disease
in the Elderly: Systematic Review
and Meta-analysis (208)

Eobayashi et al., Use of 15-Valent
Preumocoocal Conjugate Vaccine and
20-Valent Preurnococcal Conjugate
Vaccine Amang U5, Adults: Updated
Recommendations of the Advisory
Committee on Immunization
Practices—LUnited States, 2022 (22)

Havera et al, Use of Tetanus Toxoid,
Reduced Diphtheria Toxoid, and
Acellular Pertussis Vaccines: Updated
Recommendations of the Advisory
Cammitiee an Immunization
Practices—United States, 2019 {209)

Dooling et al., Recommendations
af the Advisory Committee on
Immunization Practices for Use
of Herpes Toster Vaceines (210)

19-64 anos con FRCV, sin vacuna
antineumococica (VN) previa — PCV15 o PBV20
> 65 anos ya vacunados con PVC15 — PPSV23
> 65 anos que desconocen estado vacunal — 1
dosis de pcvl5 o PCV20. Tras PC V15, al ano,
vacunar con PCV13

Covid 19 para todos los adultos y ninos con DM2

2023

DMy Covid 19 — Seguimiento para evaluar
complicaciones y sintomas de long-Covid



Recommendation

4.9

In the presence _of cognitive
imeairment, diabetes treat-

ment plans should be simEIi-
fied_as_much_as_possible _and
tailored to minimize the risk of
h mia. B

Recommendation

4.10 People with type 2 diabetes
or prediabetes with cardio-
metabolic risk factors, who
have either elevated liver en-
zymes (ALT) or fatty liver on
imaging or ultrasound, should
be evaluated for presence of
nonalcoholic steatohegatitis and

liver fibrosis. C

2023

Noninvasive testing for fibrosis (FIB-4 or NFS)

v

Indeterminate
risk

y

Repeat in 2-3 years

Vibration-controlled transient elastography

or blood tests measuring fibrosis markers ° En NAFLAD — Cambios en EV, aGLP-1 o Piogltazona Yy

'lr DM vy deterioro cognitivo— Simplificar Tttos para
minimizar hipoGlu

« Test no invasivos para seguimiento de la fibrosis en
NAFLAD

Cirugia bariatica (CB)

‘l' 'l'  Ttto odontolégico intensivo puede mejorar control
@ m gluvémico

Repeat in 2-3 years

Refer to a
gastroenterologist
or hepatologist




IMPORTANCE OF 24-HOUR PHYSICAL BEHAVIORS FOR TYPE 2 DIABETES

SITTING/BREAKING UP PROLONGED SITTING

Limit sitting. Breaking up prolonged sitting (every 30 min) wilh short
regular bouts of slow walking/simple resistance exercises can

SWEATING (MODERATE-T0-VIGOROUS ACTIVITY)

‘ +  Encourage =150 min/week of moderate-intensity physical activity
li.e., uses large muscle groups, rhythmic in nature) OR =75 min/

improve glucose metabolism, week vigorous-intensity aclivity spread over =3 days/week,
SITTING/BREAKING UP with no more than 2 consecutive days of inactivity.
PROLONGED SITTING Supplement with two to three resistance,
flexibility, andlor balance sessions.
+ As little as 30 minfweek of moderate-
STEPPING intensity physical activity improves
- Inincrease of only 500 metabolic profiles.
stepsiday is associated
with 2-9% decreased
risk of cardiovascular
morhidity and all- Physical function/frailty/
cause mortality. sarcopenia
«  A5-to &-min brisk- « The frailty phenotype in
intensity walk per type 2 diabetes is unigue,
day equates to -4 years’ often encompassing
greater life expectancy. obesity alongside physical
frailty, at an earlier age.
@ The ability of people
with type 2 diabetes
to undertake simple
SLEEP functional exercises in
Aim for consistent. middle age is similar to that
uninterrugted sleep, in those over a decade older.

even on weekends.
Quantity - Long (=8 h]

and shorl (<b h) sleep

durations negatively

impact ATL. STRENGTHENING
Quality - lrregular sleep results X o L

in poarer glycemic levels, lkely Resistance exercise (i.e., any activity that

uses the person's own body weight or works

against  resistance) also improves insulin sensitivity
and glucose levels; activities like tai chi and yoga also
encompass elements of flexibility and balance.

influenced by the increased prevalence of
insomnia, obstructive sleep apnea, and restless
leg syndrome in people with type 2 diabetes.

Chronatype - Evening chronotypes (i.e., night owl: go to bed late

and get up ate) may be more susceptible to inactivity and poorer glycemic levels
vs. morning chronatypes (i.e., early bird: go to bed early and get up early). @
Glucosefinsulin | Blood pressure AL Lipids Physical function Depression Nuality of life
" SITTINGIEREAKING UP PROLONGED SITTING J 4 4 + 4 +
STEPPING + ™ + T
s wooeutcv-atous )[R v v v ? v 0
STRENGTHENING b 4 ™ +
ADEQUATE SLEEP DURATION + 4 g + (7]
500D SLEEP QUALITY ¥ ¥ 4 4 (7] T
CHROMOTYPE/CONSISTENT TIMING (-] [ -] (-] (-]

IMPACT OF PHYSICAL BEHAVIORS ON CARDIOMETABOLIC HEALTH IN PEOPLE WITH TYPE 2 DIABETES

5. Facilitating Positive Health
Behaviors and Well-being to
Improve Health Outcomes:
Standards of Care in
Diabetes—2023

2023

* No diferencia entre Ayuno intermitente/
alimentacion restringida en el tpo y restriccion
continua

» Pérdida de peso >15% (nuevo fcos)

* No B carotenos por 1 Ca pulmén y mortalidad CV

* Apoyo psicosocial como parte de Ttto




6. Glycemic Targets: Standards of
Care in Diabetes—2023

* Medicion HbA1lc

* Monotorizacion continua de la
glucosa (MCG)
— TER: porcentaje de tiempo
de la glucemia dentro del rango objetivo
— IGG (indicador de gestion «"®
de la glucemia): nivel medio de HbAlc

que cabria esperar basandose en la Sy
glucosa media medida
* Autocontrol glucémico
AlC <7.0% (53 mmolmol| 4
Preprandial capillry plasma glucose 80-130 mg/dL* (44-7.2 mmol/L

Peak postorandial capillry plasma glucoset <180 mg/dL* {10.0 mmol/L




AGP Report: Continuous Glucose Monitoring

Time in Ranges  Goals for Type 1 and Type 2 Diabetes

Goal: <5%
(" VeryHigh  20%

. 44% Goal: <25%
250
Ilmh 20
180
mg/dL Target 46% coal: >70%
Each 5% increase is clinically beneficial
70 [ Low 5%
om0 10% cool<e%
L Very Low 5%
Goal: <1% Each 1% time in range = ~15 minutes

\

Test Patient DOB:Jan 1, 1970

14 Days: August 8-August 21, 2021

Time CGM Active: 100%

Glucose Metrics

Average Glucose 175 mg/dL
Goal: <154 mg/dL

Glucose Management Indicator (GMI) ............... 7.5%
Goal: <7%

Glucose Variability 45.5%
Defined as percent coefficient of variation

Goal: <36%

Ambulatory Glucose Profile (AGP)

AGP is a summary of glucose values from the report period, with median {50%) and other percentiles shown as if they occurred in a single day.

2023



Daily Glucose Profiles

Table 6.2—Standardized CGM metrics for clinical care

1. Number of days CGM device is worn (recommend 14 days)

2. Percentage of time CGM device is active (recommend 70%
of data from 14 days)

3. Mean glucose

4. Glucose management indicator

5. Glycemic variability (%CV) target =36%*

6. TAR: % of readings and time >250 mg/dL (>13.9 mmol/L) Level 2 hyperglycemia

7. TAR: % of readings and time 181-250 mg/dL (10.1-13.9 mmol/L) Level 1 hyperglycemia

8. TIR: % of readings and time 70-180 mg/dL (3.9-10.0 mmol/L) In range

9. TBR: % of readings and time 54-69 mg/dL (3.0-3.8 mmol/L) Level 1 hypoglycemia
. ________________________________________________________________________________________________|

10. TBR: % of readings and time <54 mg/dL {<3.0 mmol/L) Level 2 hypoglycemia

e ______________________________________________________________________________________________|
CGM, continuous glucose monitoring; CV, coefficient of variation; TAR, time above range;
TBR, time below range; TIR, time in range. *Some studies suggest that lower %CV targets
(«<33%) provide additional protection against hypoglycemia for those receiving insulin or sul-
fonylureas. Adapted from Battelino et al. (35).

Each daily profile represents a midnight-to-midnight period.

mg/dL

mg/dL

Monday Tuesday Wednesday Thursday Friday Saturday
10 11 12 13 14
~ PN N
12pm 12pm 12pm 1Zpm 12pm 12pm
17 18 19 20 21

Evaluar el riesgo de hipoGlu y utilizar
herramientas validadas

En hipoGlu nivel 2 sin sintomas — Utilizar
Puntuacion de Clarke, Gold o Perdersen-
Bjergaard



Se mantiene la tabla clasica de
individualizacion de objetivos

Establecer el objetivo glucémico en
consulta

Approach to Individualization of Glycemic Targets

Patient / Disease Features

Risks potentially associated
with hypoglycemia and
other drug adverse effects

Disease duration

Life expectancy

Important comorbidities

Established vascular

complications

Patient preference

Resources and support
system

More stringent &= A1C 7% == Less stringent

|

low high

|

a|qelyipow Jou Ajjensn

newly diagnosed long-standing

long short

absent few / mild severe

|

absent few / mild severe |
highly motivated, excellent preference for less
self-care capabilities burdensome therapy

|

readily available limited_

8|qeyipow Ajjejuaiod

Figure 6.2—Patient and disease factors used to determine optimal glycemic targets. Character-
istics and predicaments toward the left justify more stringent efforts to lower A1C; those
toward the right suggest less stringent efforts. A1C 7% = 53 mmol/mol. Adapted with permis-

sion from Inzucchi et al. (68).



7. Diabetes Technology: Standards
of Care in Diabetes—2023

Preferencia por los dispositivos de MCG
Ofrecer MCG en DM tratados con Ins

MCG — Formacion sobre situaciones y
sustancias que puedan interferir y afectar
a la precision.

No interrumpir el uso de la MCG

MCG en hospital para dosificacion de INS e
hipoGlu

Table 7.2—Interfering substances for

glucose meter readings
Glucose oxidase monitors
Uric acid
Galactose
Xylose
Acetaminophen
.-DOPA

Ascorbic acid

Glucose dehydrogenase monitors
Icodextrin (used in peritoneal dialysis)

Table 7.3—Continuous glucose monitoring devices
Type of CGM Description

rtCGM CGM systems that measure and display glucose levels continuously

isSCGM with and without alarms  CGM systems that measure glucose levels continuously but require scanning for visualization and storage of
glucose values

Professional CGM CGM devices that are placed on the person with diabetes in the health care professional’s office (or with remote
instruction) and worn for a discrete period of time (generally 7-14 days). Data may be blinded or visible to the
person wearing the device. The data are used to assess glycemic patterns and trends. Unlike tCGM and isCGM
devices, these devices are clinic-based and not owned by the person with diabetes.

CGM, continuous glucose monitoring; isCGM, intermittently scanned CGM; rtCGM, real-time CGM.

isCGM



9. Pharmacologic Approaches to
Glycemic Treatment: Standards
of Care in Diabetes—2023




fGinal: Cardierenal Risk Reduction in High-Risk Patients with Type 2 Diabetes (in addithen te comnprehessive CV risk management)®

+ASCVD!

Defined differently aomss
CWOTs but & included
individuals with established
VD e, ML strokie, amy
revasculaization procedure)
Variably included: conditions
such as transient ischemic
altack, unstable angina
ampulalion, symplomakc
or asympinmatic corenany
artery diseaza.

+Indicators of high risk
'While definitians varg mast
comprise =55 years of age
with two or more additional
resk Factors [includmg obesily,
hypariension. smoking
dyslipidemiz, ar albumnuria)

+ASCYDFIndicators of High Risk

GLP-1 RA" with proven [RLESN  SGLT2i with proven
VD benefit = VI benefit

+ For patients on a GLP-1 RA&, consider adding SGLT2i with
praven CVD Benafit or vice varsa
= TiD®

+HF

Current ar priar
sympeoms
of HF with

dacumenbed

HErEF or HFpEF

v

+LKD
eGFR <60 mLimin per 1.73 m® OR
#lbumisriza (AR =3.0 mg/mmal
|38 mylgll. These mexsurements
may vary over time; thus, a repeal
measure is mouired bo document CKID,

+LKD {on maximally tolerated dose
of ACEilARE)

PREFERABLY
SELTZ with primary evidesce of
reducing CKD progression
lsa SGLTZI in peaple wilh an eGFR
=20 miLimia per 1.7 w7 pace nilialed

sheuld be carilisued wabl iniliation
of disdysis ar drarsglandation

______ ul e
GLP-1 RA with proven DD benedit if
56LT3 med tolerated or contrindicated

If ATC above target, for patients on
SGLTZi, consider incarporaking a
GLP-1 R or vice versa

It additional cardiorenal risk redwclion or glycemic lowering needed

*In people with BF, CKD, established DD o malligle risk Factars bar DD, the decision ba use & GLP-1 A% or SELTE wilh proves benelil sheuld be indepeadeal ol Backgrouad we of meSarmint & sliong
recamimealio & warmanled 1or paaple with VD aad & weaker reom menfation for Tode with indacatars of Righ OV risk. Moreaser, 2 Righer absolie risk reduction and [his livwer rambers aeeded 1o reat
ara gasan at highar beeats of basaling risk and showld be factwed inlo 1he shaved decslan-making process. Ses e for detadls: * Los-dose TI0 may be betier tolerated and similarly sffective; § Far SGLTZL W
rangl quicomes rials damonsirete thai etficacy in reducing tha risk of composile MACE, UV death, all-cause moriabty, WL HHE, aad renal outcomes in individusts with T20 with astablished bigh risk of [V

¥ For GLP-1 &, CVOTs demonsirete thair etficacy in redecing composite MALE, OV death. all-cause mortality, ML strake, and renal endpaints in individuals with T20 with asiablishedibigh risk of (W0

USE OF GLUCOSE-LOWERING MEDICATIONS IN THE MANAGEMENT OF TYPE 2 DIABETES

HEALTHY LIFESTYLE BEHAVIORS; DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT (DSMES); SOCIAL DETERMINANTS OF HEALTH (SDOH)

Goal: Achbevement and Maintenance of Glyosmic and Welght Mansgement Goals

Glycemic Management: Choose
approaches that pravide the
efficacy te achieve goals:
Metformin OR Agentis) including
COMEINATION therapy that previde
adieguabe EFFICACY b achieve
and maintain trealmant goals
Comsider zvoidance of hypoglycemia a
priecity in high-risk individuals

In generad, higher efficacy approaches
hawe greater liedihood of achieving
glycemic geals
Efficacy for glucese lowering
Vary High:

Dulagletide (high dasel.
‘Semaglutide, Tirzepatide
Insulin
Combination Oral, Comédnation
Injectabile {GLP-1 RAfnswlin}

High:

GLP-1 RA (mat listed abave], Metharmin,

SELTE, Sulfemylurea, TID
Intermediate:
DPP-4i

Achievernent and Maintenance of
Weight Management Goals:

[ Set individualized weight management goals ]

Intensive evidence-
basad structured
wight masagement
[program

General ifestyle advice:
medcal nutrdion
therapy'ealing pattems!
piysical acthity

Cansider medication Consider metabolic
for weight loss: Sungery

When choesing glucose-lowering therapies:
Consider ragimen with high=te=very=high dual
glucese and weight efficacy

!

EMicacy for weight loss

Very High:
Semagletide, Tirzepatide
High:

Dwlaglutide, Liraglutide
Inbermediabe:

GLP-1 RA [mod listed above), SELTE
Neubral:

OPP-4i, Metformin

2

i A1C above larget

12

Identsly barriers 1o goals:

» Consides DSMES referral ko swpport sell-elficacy in achivsement of gasts

+ Consider technelagy le.q. diagnostic CEM) o idestify therapestic gaps and tailor therapy
« Ientify znd adéress SOH that impact achievement of goals




Goal: Cardiorenal Risk Reduction in High-Risk Patients with Type 2 Diabetes (in addition to comprehensive CV risk management)*

+ASCVD!

Defined differently across
CVOTs but all included
individuals with established
CVD (e.g., MI, stroke, any

revascularization procedure).

Variably included: conditions
such as transient ischemic
attack, unstable angina,
amputation, symptomatic
or asymptomatic coronary
artery disease.

+Indicators of high risk

While definitions vary, most
comprise =55 years of age
with two or more additional
risk factors (including obesity,
hypertension, smoking,
dyslipidemia, or albuminuria)

+ASCVD/Indicators of High Risk

GLP-1 RA? with proven
CVD benefit

SGLT2i¢ with proven
CVD benefit

If A1C above target

« For patients on a GLP-1 RA, consider adding SGLT2i with
proven CVD benefit or vice versa
« TIDA

+HF

Current or prior
symptoms
of HF with

documented

HFrEF or HFpEF

SGLT2i®
with proven
HF benefit

in this
population

+CKD
eGFR <60 mL/min per 1.73 m? OR
albuminuria (ACR 23.0 mg/mmol
[30 mg/gl). These measurements
may vary over time; thus, a repeat
measure is required to document CKD.

+CKD (on maximally tolerated dose
of ACEi/ARB)

PREFERABLY

SGLT2i® with primary evidence of
reducing CKD progression

Use SGLTZi in people with an eGFR
220 mL/min per 1.73 m%; once initiated
should be continued until initiation
of dialysis or transplantation

GLP-1 RA with proven CVD benefit if
SGLT2i not tolerated or contraindicated

If A1C above target, for patients on
SGLT2i, consider incorporating a
GLP-1 RA or vice versa

* Indicadores de alto riesgo
>55 anos con 2 o mas factores de riesgo
Obesidad
HTA
Dislipemia
Tabaquismo
Albuminuria

If additional cardiorenal risk reduction or glycemic lowering needed




Glycemic Management: Choose
approaches that provide the
efficacy to achieve goals:
Metformin OR Agent(s) including
COMBINATION therapy that provide
adequate EFFICACY to achieve
and maintain treatment goals

Consider avoidance of hypoglycemia a
priority in high-risk individuals
| |

In general, higher efficacy approaches
have greater likelihood of achieving

glycemic goals
Efficacy for glucose lowering

Very High:
Dulaglutide (high dose),
Semaglutide, Tirzepatide

Insulin

Combination Dral, Combination
| Injectable (GLP-1 RA/Insulin)
High:
GLP-1 RA (not listed above), Metformin,
S6LT2i, Sulfonylurea, TZD

Intermediate:
DPP-4i

Goal: Achievement and Maintenance of Glycemic and Weight Management Goals

Achievement and Maintenance of
Weight Management Goals:

[ Set individualized weight management goals ]

General lifestyle advice: Intensive evidence-
medical nutrition based structured
therapy/eating patterns/ weight management
physical activity program
Consider medication Consider metabolic
for weight loss surgery

When choosing glucose-lowering therapies:
Consider regimen with high-to-very-high dual
glucose and weight efficacy

Sin ECV, indicadores de alto RCV, IC 0 ERC —
» Eficacia en reduccion glucémica
» Control de peso
» Evitar hipoglucemias
» Coste/acceso
» Preferencias individuales

Efficacy for weight loss
Very High:
Semaglutide, Tirzepatide
High:
Dulaglutide, Liraglutide
Intermediate:
GLP-1RA {not listed above), S6LT2i
Neutral:
DPP-4i, Metformin

¥

—

If A1C above target

* Metformina o terapia combinada
* El tratamiento combinado al inicio si HbA1c% >1,5%
del objetivo

4

ormin;t A strong Identify barriers to goals:

nbers needed to treat + Consider DSMES referral to support self-efficacy in achievement of goals
active; § For SGLT2i, CV/ « Consider technology (e.q., diagnostic CGM) to identify therapeutic gaps and tailor therapy

1ed/high risk of CVD;
h risk of CVD.

+ |dentify and address SDOH that impact achievement of goals

Eficacia muy alta en la reduccion glucémica:
v' aGLP-1 (Dulaglutide dosis altas y
Semaglutide) Tirzepatide
v Insulina
v Terapia oral combinada
v Terapia inyectable combinada




—_— Goal: Achievement and Maintenance of Glycemic and Weight Management Goals

Glycemic Management: Choose Achievement and Maintenance of
approaches that provide the Weight Management Goals:
efficacy to achieve goals:
Metformin OR Agent(s) including

[ Set individualized weight management goals ]

COMBINATION therapy that provide

| J|| ot || i Eficacia reducci6n de peso:
Consider avoidance of hypoglycemia a h:ﬁs;:tal'i:aﬁt;w mﬂr;memnt v M uy alta: Sem agl utide Yy Tirze patlde
S —— v’ Alta: Dulaglutide y Liraglutide
- L Consider medication Consider metabolic . .
In general, higher efficacy approaches for weight loss surgery v M ed 1a: Ot ros aG LP':I. e |SG LT2
have greater likelihood of achieving p \ .
glycemic goals When choosing glucose-lowering therapies: v" Neutra: MET e iDPP-4
Efficacy for glucose lowering Consider regimen with high-to-very-high dual
Very High: glucose and weight efficacy
Dulaglutide (high dose), -
Semaglutide, Tirzepatide |
Insulin Efficacy for weight loss
Combination Oral, Combination Very High:
Injectable (GLP-1 RA/Insulin) Semaglutide, Tirzepatide
High: High:
GLP-1 RA (not listed above), Metformin, Dulaglutide, Liraglutide
SGLT2i, Sulfonylurea, TZD | diate: . e . . . .
wiermediste: GLP-1 RA {no isted above) S6LT7 Revision continua de eficacia, efectos secundarios,
DPP-4i : - - o - o
' 0PPLi Metformin dosis y cambios de objetivos glucémicos
,l, ' Evitar inercia terapéutica

— If ATC above target ]

ormin; T A strong Identify barriers to goals:
nbers needed to treat « Consider DSMES referral to support self-efficacy in achievement of goals
aclive; § For SGLT2LCV0 | consider technology (e.q., diagnostic CGM) to identify therapeutic gaps and tailor therapy

‘::‘ifs':i'f'g:; of CVD; + Identify and address SDOH that impact achievement of goals




--...\\
TOAVOID
THERAPEUTIC

Use principles in Figure 9.3, including reinforcement of behavioral
interventions (weight management and physical activity) and provision
of DSMES, to meet individualized treatment goals

.
*

,cou|nnnnnnnn'ounnnnnnnou.

onsider GLP-1RA or GIP/GLP-1 RA ! ifalready on GLP-1 RA or dual GIP  :
INITIATION: Initiate appropriate starting dose for agent selected (varies within class) + and GLP-1 RA or if these are not :
TITRATION: Titrate to maintenance dose (varies within class) : appropriate OR insulin is preferred

srseses

Add basal insulin®
Choice of basal insulin should be based on person-specific considerations, including cost.
RﬂfﬂtoTahh M hr l‘IstlIn cost imun. cﬂnﬂ-ﬂhr pl'ucﬂptlul'l Ufglmagm fm‘ LT R L I LI T T e

emergent hypoglycemia.

..




10. Cardiovascular Disease and
Risk Management: Standards of
Care in Diabetes—2023

REDUCTION IN DIABETES COMPLICATIONS

Enfoque multifactorial para reduccion de del riesgo de
complicaciones de la DM

Glycemic Blood Pressure ipi Agents with

Management Management Management Cardiovascular
and Kidney
Benefit*

UUUK JUUUK JUUUK JUUUK

QIHJLIFESTYLE MODIFICATION AND DIABETES EDUCATIONLLLLHO




Recommendations

10.1

10.2

Blood pressure should be
measured at every routine
clinical visit. When possible,
individuals found to have ele-
vated blood pressure (systolic
blood pressure 120-129 mmHg
and diastolic <80 mmHg)
should have blood pressure
confirmed using multiple read-
ings, including measurements

on a separate day, to diag-
nose hypertension. A Hyper-
tension is defined as a systolic

blood pressure =130 mmHg

or a diastolic blood pressure

=80 mmHg based on an
average of =2 measurements
obtained on =2 occasions. A
Individuals with blood pres-
sure =180/110 mmHg and
cardiovascular disease could
be diagnosed with hyperten-
sion at a single visit. E

All people with hypertension
and diabetes should monitor

their blood pressure at home. A

10.5

HTA:

In pregnant individuals with dia-
betes and chronic hypertension,
a blood pressure threshold of
140‘90 mmHﬁ for initiation
or titration of therapy is asso-
ciated with better pregnancy
outcomes than reserving treat-
ment for severe hypertension,
with no increase in risk of
small-for-gestational age birth
weight. A There are limited
data on the optimal lower
limit, but therapy should be
lessened for blood pressure
<90/60 mmHg. E A blood
pressure target of 110-135/

85 mmHﬁ is suggestea in the

interest of reducing the risk

for accelerated maternal hmer—

tension. A
|

Definicion: PAS = 130/80 mmHg (2 2 medidasy =2
ocasiones) o = 180/110 mmHg (toma aislada)

AMPA.

Objetivo < 130/80 mmmHg (ACC/AHA, Sociedad Europea de
HTA y Cardiologia)

No se recomienda toma de dosis al acostarse

Mujeres embarazadas con DM e HTA
— Objetivo PA<140/90 mmHg



Recommendations for the Treatment of
Confirmed Hypertension in People With Diabetes

Initial BP 2140/90 and
<160/100 mmHg

' ! ! !

(Cartonosamn ) ((uter oo ) (st owssoois )

! 1

[ Initial BP 2160/100 mmHg ]

[ Albuminuria or CAD* ] [ Albuminuria or CAD* ]
ki ki T
Start one drug: Start Start drug from Start:
* ACEi or ARB + ACEi or ARB 2 of 3 options: » ACEi or ARB
» CCBY™ * ACEi or ARB and
* Diuretic*™* « CCB™ = CCE*** or Diuretic*™

l T l

Treatment tolerated Not mgoﬂng target Advarse effects
and targal achleved

Add agent l'mm Consider l:hange to
Conlinue 'Ihorapy mmpltmamw drug class: alternative medication:
= ACEi or ARB = ACEior ARB

= CCB™™ = CCB™™
. I:lluraﬂc*" = Diuretic**
Mot meeting target ndv
on two agents oree —’

effects

Mot meeting target or
Treatment tolerated adverse effects using a drug
and target achieved from each of three classes

Consider Addition of Mineralocorticoid Receptor Antagonist;
Refer to Specialist With Expertise in BP Management

10.8

10.11

Individuals with confirmed
office-based blood pressure
=160/100 mmHg should, in
addition to lifestyle therapy,
have prompt initiation and

ﬁmnu titration of two de
or a single-pill combination
rugs demonstrated to re-
duce cardiovascular events in
people with diabetes. A

An ACE inhibitor or angictensin
‘Feceptor —DIOCKer, at e,
maximum tolerated dose in-

icated for blood pressure
treatment, is the recom-
mended first-line treatment
for hypertension in people
with diabetes and wrinary
albumin-to-creatinine  ratio

=300 m creatinine A or
mg/g creatinine. B If

medassisrntt:l-u’at&dlﬂm

other should be substituted. B

Recommendation
10.13 Individuals with hypertension

who are not meeting blood
pressure targets on three clas-
ses of antihypertensive medi-
cations (including a diuretic)
should be considered for min-
eralocorticoid receptor antago-
st therapy, A

» Farmacos que hayan demostrado reducir ECV en DM y HTA
> |ECAS/ARA 2 — 12 Eleccion en DM con albuminuria
» Antagonistas receptores mineralcorticoides (ARM) — HTA

resistente (3 farmacos incluido un diurético)




Lipidos:

Prevencion Primaria

Recommandstions 10.21 For people with diabetes aged

. " 40-75 years at higher cardio-

10.18 For people “"t,h diabetes aged vascular risk, especially those
4075 years without atheroscle-

e carthpy e — BUENLPPle Fitherosclarae > DM, 40-75 anos, estatina de intensidad moderada +

s in thera tors and an LDL cholesterol MEV
T aakion o e erapy A =70 mg/d” Ty B -

FSonable 10 add ezetimibe or a

F -
ﬁ‘“'*“_“”“ maximum > DM, 29-39 anos con FRCV, puede ser razonable
erated statin therapy. C . i i
10.22 In adults with diabetes aged estatina de intensidad moderada + MEV
10.20 For people with diabetes aged >75 years already on statin
40-75 at m er cardiovascular therapy, it is reasonable to
risk, induding those with cne or 1023 MHESIONIEEIMELE > DM, 40-75 aios, riesgo cv alto por FRCV, estatina de
more. atherosceratic cardiovas- 575 years, it may be reasonable alta potencia con meta de reduccién > 50 % y LDL
cular disease risk factors, it is e Tiate  maderateaenaty P oy
recommended to use high., “Statin therapy after discussion <70mg/dl + MEV
lm mmmm of potential benefits and risks. €
W 10.24 S5tatin therapy is contraindi-
baseline and to w an LDL cated in pregnancy. B

cholestercl of <70 B



Lipidos:

Prevencion Secundaria




Lipidos:




Antiplaquetarios:




Enfermedad CV:

Patient is 218 years old with T2D and has 21 of the following

[ ASCVD*,

HF, DKDT, at high risk for ASCVD.#8 ]

Address concurrently.

Optimize guideline-directed
medical therapy for prevention

(lifestyle, blood pressure, |

and comorbidities.!

Recommend starting SGLT2 inhibitor or
GLP-1RA with proven CV benefit
ipids, depending on patient-specific factors
glucose, antiplatelet).

|

|

Discuss patient-clinician preferences

T— and priorities.

l

taken at this time.

selected.

[ No additional action ] [ SGLT2 inhibitor

’ ‘ GLP-1RA selected. ]

.

alternative class, if
benefits outweigh risks.

Reassess and consider
the addition of the

En pacientes asintomaticos y en prevencion
secundaria — no se recomienda el cribado de
rutina de la enfermedad coronaria

En ECVa conocida (EC) — IECA/ARA 2

ECVa, multiples FRCV o ERC — ISGLT2
(Reducir riesgo de eventos CV (MACE) y/o
hospitalizacion por IC)

ECVa establecida, multiples FRCV de ECVa

— aGLP-1 (reducir riesgo de eventos CV)

— ISGLT2 y aGLP-1 (reduccion de eventos CV y
renales)



10.42a

10.42b

10.43

In people with type 2 diabe-
tes and established heart fail-
ure with either preserved or
reduced ejection fraction, a

sodquﬁlucose cotranseorter

2 inhibitor with proven
benefit in this patient pop-
ulation is recommended to
reduce risk of worsening
heart failure and cardiovas-
cular death. A

In people with type 2 diabe-
tes and established heart fail-
ure with either preserved or
reduced ejection fraction, a
sodium—glucose cotransporter

2 inhibitor with proven bene-

fit in this patient population

is recommended to imerove

symptoms, physical limita-
tions, and quality of life. A
For people with type 2 diabe-
tes and chronic kidney disease
with albuminuria treated with
maximum tolerated doses of
ACE inhibitor or angiotensin
receptor blocker, addition of
finerenone is recommended |
to improve cardiovascular out-
comes and reduce the risk of

chronic kidnex disease pro-

gression. A

10.45

10.46

In people with prior myocardial
infarction, B-blockers should
be continued for 3 years after
the event. B

Treatment of individuals with
heart failure with reduced
ejection fraction should
include a PB-blocker with
proven cardiovascular out-
comes benefit, unless oth-
erwise contraindicated. A

ICFER o ICFEP — iSGLT2 con beneficio comprobado
para reducir el riesgo de empeoramiento de IC y
muerte CV

ICFER o ICFEP — ISGLT2 con beneficio comprobado
en esta poblacion para mejorar sintomas,
limitaciones fisicas y calidad de vida

ERC con albuminuria tratada con dosis maximas
toleradas de IECA o ARA2 — Finerenona para mejorar
resultados CV y reducir el riesgo de progresion a ERC

IAM — BB deben continuarse durante 3 anos después
del evento. Deben incluirse en Tto de ICFER

ICC estable — Continuar con MET, si FG >30 ml/mn.
Evitar en inestabilidad y hospitalizacion por IC



11. Chronic Kidney Disease and
Risk Management: Standards of

Care in Diabetes—2023

> Nefropatia diabética establecida — FG y CAC de 1-4
veces al ano segun estadio de la enfermedad

» |IECAS/ARA2 — HTA, DM, CAC 30-299 mg/g, CAC >
300 mg/g y/o FG < 60 ml/mn

» No suspender bloqueo SRAA por incremento £ 30%
en creatinina en ausencia de deplecion volumen.

CKD is classified based on:

¢ Cause (C)
*GFR (G)
* Albuminuria (A)

Albuminuria categories
Description and range

G1

Normal to high

G2

Mildly decreased

GFR categories G3a

Mildly to moderately

Al A2 A3
Nor!nal to mildly l\n_loderately Severely increased
increased increased
<30 mg/g 30-299 mg/g 2300 mg/g
<3 mg/mmol 3-29 mg/mmol 230 mg/mmol

Refer*
2

5 ! decreased
(mL/min/1.73 m#)
Description and
range G3b Moderately to
severely decreased
G4 Severely decreased
G5 Kidney failure




11. Chronic Kidney Disease and
Risk Management: Standards of
Care in Diabetes—2023

» ERC — iSGLT2
FG = 20 ml/mn, CAC = 200 mg/g
FG = 20 ml/mn, CAC < 200 mg/g
Reducir progresion de la ERC y Eventos CV

> Nefropatia diabética —
iISGLT2 con FG = 20 ml/mn,
aGLP-1 o
Finerenona (FG = 25 ml/mn)
Reducir el RCV

» ERC y albuminuria con riesgo elevado de eventos CV o progresion
de la ERC —
Finerenona
Reducir progresion de ERC y eventos CV

11.5a For people with type 2 diabe-

tes and diabetic kidney dis-
ease, use of a sodium—glucose
cotransporter 2 inhibitor is rec-
ommended to reduce chronic
kidney disease progression
and cardiovascular events in
patients with an estimated
glomerular filtration rate
=20 mL/min/1.73 m? and

urinary albumin =200 mg?g

creatinine. A

11.5b For people with type 2 diabe-

11.5¢

11.5d

tes and diabetic kidney dis-
ease, use of a sodium—glucose

cotransporter 2 inhibitor is rec-
ommenjaea to reduce chronic
kidney disease progression

and cardiovascular events in
patients with an estimated

glomerular filtration rate =20
albumin ranging from normal
iNine B
In people with type 2 diabetes
and diabetic kidney disease,
consider use of sodium—glucose
cotransporter 2 inhibitors (if
estimated glomerular filtration
rate is =20 mL/min/1.73 m?),
a_glucagon-like peptide 1 ago-
nist, ora nonsteroidal mineralo-

corticoid receptor antagonist
(if estimated glomerular filtration

rate is =25 mL/min/1.73 m?)
additionally for cardiovascular
risk reduction. A

In people with chronic kidney
disease and albuminuria who
are at increased risk for cardio-
vascular events or chronic kidney
disease progression, a nonsteroi-
dal mineralocorticoid receptor

antagonist S' EWTI to E € ECtNE

in clinical trials is recommended

to reduce chronic kidnﬂ disease
Emwion and cardiovascular

events. A
|



12. Retinopathy, Neuropathy, and
Foot Care: Standards of Care in
Diabetes—2023

Optimizacion de PA y lipidos — Enlentece progresion de neuropatia
diabética

Ttto dolor neuropatico — Gabapentinoides, Duloxetina, venlafaxina,
desvenlafaxina, antidepresivos triciclico, lamotrigina, ac valproico...

Pie diabético — Evaluacion integral de los pies al menos una vez al ano
para identificar factores de riesgo de llceras y amputaciones.

Deteccion inicial de la Enfermedad arterial periférica — Evaluacion de
pulsos, tiempo de llenado capilar, palidez en elevacion y tiempo de llenado
VENOSO

ITB — Claudicacion o pulsos disminuidos o ausentes

Fumadores, alteraciones sensibilidad o EAP — Especialista en cuidado de
pies

12.21 Perform a comprehensive foot
evaluation at least annuallx to
identify risk factors for ulcers
and amputations. A

12.23 Individuals with evidence of
sensory loss or prior ulceration
or amputation should have

their feet inspected at every
visit. A

12.25 |nitial screening for Eerigheral

arterial disease should include
assessment of lower-extremity
pulses, capillary refill time, ru-
bor on dependency, pallor on
elevation, and venous filling
time. Individuals with a his-
tory of leg fatigue, claudica-
tion, and rest pain relieved
with dependency or decreased
or absent pedal pulses should
be referred for ankle—brachial
index and for further vascular
assessment as appropriate. B



Screening de Sd geriatricos (fragilidad,depresion,
pollimedicacion, incontinencia, deterioro
cognitivo..) — autocontrol y calidad de vida.

MCG

» DM 1 — Reducir hipoglucemias

13. Older Adults: Standards of
Care in Diabetes—2023

13.3 Screening for early detection
of mild cognitive impairment
or dementia should be per-
formed for adults 65 years
of age or older at the ini-

tial visit, annua”x, and as

appropriate. B

» DM 2 con miltiples dosis de INS — Reducir
la variabilidad glucémica e hipoGlu (SU)
Dispositivos automatizados (boligrafos) — Reducir

hipoGlu

13.8 Older adults who are other-

wise healthy with few coexist-
ing chronic illnesses and intact
cognitive function and func-
tional status should have lower
glycemic goals (such as AlC
<7.0-7.5% [53-58 mmol/mol]),
while those with multiple
coexisting chronic illnesses,
cognitive impairment, or
functional dependence should
have less-stringent glycemic
goals (such as A1C <8.0%
[64 mmol/mol]). C

* Objetivo glucémico HbAlc <8%

13.13

» Desinteficacion/Simplificacion de Tttos complejos

— Reducir hipoGlu y polifarmacia
* Uso de analogos frente a NPH
* iSGLT2 — beneficios similares o mayores

* Cuidados paliativos — Evitar hipo e hiperGlu

Optimal nutrition and pro-
tein intake is recommended
for older adults; regular ex-
ercise, including aerobic ac-
tivity, weight-bearing exercise

should be encouraged in all

older adults who can safely
engage in such activities. B



12. Retinopathy, Neuropathy, and
Foot Care: Standards of Care in
Diabetes—2023

Optimizacion de PA y lipidos — Enlentece progresion de neuropatia
diabética

Ttto dolor neuropatico — Gabapentinoides, Duloxetina, venlafaxina,
desvenlafaxina, antidepresivos triciclico, lamotrigina, ac valproico...

Pie diabético — Evaluacion integral de los pies al menos una vez al ano
para identificar factores de riesgo de llceras y amputaciones.

Deteccion inicial de la Enfermedad arterial periférica — Evaluacion de
pulsos, tiempo de llenado capilar, palidez en elevacion y tiempo de llenado
VENOSO

ITB — Claudicacion o pulsos disminuidos o ausentes

Fumadores, alteraciones sensibilidad o EAP — Especialista en cuidado de
pies

12.21 Perform a comprehensive foot
evaluation at least annuallx to
identify risk factors for ulcers
and amputations. A

12.23 Individuals with evidence of
sensory loss or prior ulceration
or amputation should have

their feet inspected at every
visit. A

12.25 |nitial screening for Eerigheral

arterial disease should include
assessment of lower-extremity
pulses, capillary refill time, ru-
bor on dependency, pallor on
elevation, and venous filling
time. Individuals with a his-
tory of leg fatigue, claudica-
tion, and rest pain relieved
with dependency or decreased
or absent pedal pulses should
be referred for ankle—brachial
index and for further vascular
assessment as appropriate. B



16.1

16.2

16. Diabetes Care in the Hospital:
Standards of Care in Diabetes—2023

Perform an A1C test on all people with diabetes or hyperglycemia (blood
ucose >140 mg/dL [7.8 mmol/L]) admitted to the hospital if not per-

formed in the prior 3 months. B

Insulin should be administered using validated written or computerized

protocols that allow for predefined adjustments in the insulin dosage

based on glycemic fluctuations. B

16.4 Insulin therapy should be initi-
ated for the treatment of per-
sistent hyperglycemia starting
at a threshold 2180W

m
occasions). Once insulin ther-
apy is started, a target glu-
cose range of 140-180 mg/dL
(7.8-10.0 mmol/L) is recom-

mended for most critically ill
and noncritically ill patients. A

16.11

* Iniciar = 180 mg/dlI

* Objetivo 140-180 mg/dlI

* Plan al alta adaptado e
individualizado

A structured discharge plan
should be tailored to the in-
dividual with diabetes. B



Gracias




