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Classification 

CLASSIFICATION AND DIAGNOSIS OF DIABETES 

Diabetes can be classified into the following general categories: 

1. Type 1 diabetes (due to autoimmune ß-cell destruction, usually leading to absolute 

insulin deficiency) 

2. Type 2 diabetes (due to a progressive loss of ß-cell insulin secretion frequently on the 

background of insulin resistance) 

3. Gestational diabetes mellitus (GDM) (diabetes diagnosed in the second or third 

trimester of pregnancy that was not clearly overt diabetes prior to gestation) 

4. Specific types of diabetes due to other causes, e.g., monogenic diabetes syndromes 

(such as neonatal diabetes and maturity-onset diabetes of the young [MODY]), 

diseases of the exocrine pancreas (such as cystic fibrosis and pancreatitis), and drug- 

or chemical-induced diabetes (such as with glucocorticoid use, in the treatment of 

HIV/AIDS, or after organ transplantation) 
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Table 2.2 
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CLASSIFICATION AND DIAGNOSIS OF DIABETES 
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Type 1 Diabetes 

CLASSIFICATION AND DIAGNOSIS OF DIABETES 

2.4 Screening for type 1 diabetes risk with a panel of islet 

autoantibodies is currently recommended in the setting of a 

research trial or can be offered as an option for first-degree 

family members of a proband with type 1 diabetes. B 

2.5 Persistence of autoantibodies is a risk factor for clinical 

diabetes and may serve as an indication for intervention in 

the setting of a clinical trial. B 
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CLASSIFICATION AND DIAGNOSIS OF DIABETES 
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Hold for table 2.1 



|  8 

Prediabetes and Type 2 Diabetes 

CLASSIFICATION AND DIAGNOSIS OF DIABETES 

2.7 Testing for prediabetes and/or type 2 diabetes in 

asymptomatic people should be considered in adults of any 

age with overweight or obesity (BMI ≥25 kg/m2
 or ≥23 kg/m2 

in Asian Americans) & who have one or more additional risk 

factors for diabetes (Table 2.3). B 

2.8 Testing for prediabetes and/or type 2 diabetes should be 

considered in women planning pregnancy with overweight 

or obesity and/or who have one or more additional risk 

factor for diabetes (Table 2.3). C 
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Prediabetes and Type 2 Diabetes (continued) 

CLASSIFICATION AND DIAGNOSIS OF DIABETES 

2.9 For all people, testing should begin at age 45 years. B 

2.10 If tests are normal, repeat testing carried out at a 

minimum of 3-year intervals is reasonable. C 

2.11 To test for prediabetes and type 2 diabetes, fasting 

plasma glucose, 2-h plasma glucose during 75-g oral 

glucose tolerance test, and A1C are equally appropriate 

(Table 2.2 and Table 2.5). B 

2.12 In patients with prediabetes and type 2 diabetes, 

identify and treat other cardiovascular disease risk factors. B 
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CLASSIFICATION AND DIAGNOSIS OF DIABETES 
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Prediabetes and Type 2 Diabetes (continued) 

CLASSIFICATION AND DIAGNOSIS OF DIABETES 

2.13 Risk-based screening for prediabetes and/or 

type 2 diabetes should be considered after the 

onset of puberty or after 10 years of age, whichever 

occurs earlier, in children and adolescents with 

overweight (BMI ≥85th percentile)or obesity (BMI 

≥95th percentile) and who have one or more risk 

factor for diabetes. (See Table 2.4 for evidence 

grading of risk factors.) 
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CLASSIFICATION AND DIAGNOSIS OF DIABETES 
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A1C (continued) 

CLASSIFICATION AND DIAGNOSIS OF DIABETES 

2.3 In conditions associated with an altered 

relationship between A1C and glycemia, such as 

sickle cell disease, pregnancy (second and third 

trimesters and the post partum period), glucose-6-

phosphate  dehydrogenase deficiency, HIV, 

hemodialysis, recent blood loss or  transfusion, or 

erythropoietin therapy, only plasma blood glucose 

criteria should be used to diagnose diabetes. B 
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Lifestyle Interventions 

PREVENTION OR DELAY OF TYPE 2 DIABETES 

3.2 Refer patients with prediabetes to an intensive 

behavioral lifestyle intervention program modeled 

on the Diabetes Prevention Program (DPP) to 

achieve and maintain 7% loss of initial body 

weight and increase moderate intensity physical 

activity (such as brisk walking) to at least 150 

min/week. A 
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Pharmacologic Interventions 

PREVENTION OR DELAY OF TYPE 2 DIABETES 

3.6 Metformin therapy for prevention of type 2 diabetes 

should be considered in those with prediabetes, especially 

for those with BMI ≥35 kg/m2, those aged< 60 years, and 

women with prior gestational diabetes mellitus. A 

3.7 Long-term use of metformin may be associated with 

biochemical vitamin B12 deficiency, and periodic 

measurement of vitamin B12 levels should be considered 

in metformin-treated patients, especially in those with 

anemia or peripheral neuropathy. B 
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Prevention of Cardiovascular Disease 

PREVENTION OR DELAY OF TYPE 2 DIABETES 

3.7 Prediabetes is associated with heightened 

cardiovascular risk; therefore, screening for and 

treatment of modifiable risk factors for  

cardiovascular disease are suggested. B 
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COMPREHENSIVE MEDICAL EVALUATION AND ASSESSMENT OF COMORBIDITIES 
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A1C Testing 

GLYCEMIC TARGETS 

6.1Perform the A1C test at least two times a year in 

patients who are meeting treatment goals (and who 

have stable glycemic control). E 

6.2 Perform the A1C test quarterly in patients whose 

therapy has changed or who are not meeting 

glycemic goals. E 
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Estimated Average Glucose 

GLYCEMIC TARGETS 
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A1C Goals 

GLYCEMIC TARGETS 

6.6 An A1C goal for many nonpregnant adults of <7% (53 

mmol/mol) is appropriate. A 

6.7 On the basis of provider judgement and patient 

preference, achievement  of lower A1C levels (such as 

<6.5% ) may be acceptable if this can be achieved safely 

without significant hypoglycemia or other adverse effect of 

treatment. C 
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A1C Goals (continued) 

GLYCEMIC TARGETS 

6.8 Less stringent A1C goals (such as <8% [64 mmol/mol]) may be 

appropriate for patients with a history of severe hypoglycemia, limited 

life expectancy, advanced microvascular or macrovascular 

complications, extensive comorbid conditions, or long-standing 

diabetes in whom the goal is difficult to achieve despite diabetes self-

management education, appropriate glucose monitoring, and effective 

doses of multiple glucose-lowering agents including insulin. B 

 

6.9 Reassess glycemic targets over time based on the criteria in Fig. E 
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GLYCEMIC TARGETS 
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GLYCEMIC TARGETS 
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Pharmacologic Therapy for Type 1 Diabetes 

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT 

9.1 Most people with type 1 diabetes should be treated 

with multiple daily injections of prandial and basal insulin, 

or continuous subcutaneous insulin infusion. A 

9.2 Most individuals with type 1 diabetes should use rapid-

acting insulin analogs to reduce hypoglycemia risk. A 

9.3 Patients with type 1 diabetes should be trained to 

match prandial insulin doses to carbohydrate intake, 

premeal blood glucose, and anticipated physical activity. C 
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Pharmacologic Therapy for Type 2 Diabetes 

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT 

9.4 Metformin is the preferred initial pharmacologic agent for the treatment of 

type 2 diabetes. A 

9.5 Once initiated, metformin should be continued as long as it is tolerated and 

not contraindicated; other agents, including insulin, should be added to 

metformin. A 

9.6 Early combination therapy can be considered in some patients at treatment 

initiation to extend the time to treatment failure. A 

9.7 The early introduction of insulin should be considered if there is evidence of 

ongoing catabolism (weight loss), if symptoms of hyperglycemia are present, or 

when A1C levels (>10% [86 mmol/mol]) or blood glucose levels (≥300 mg/dL 

[16.7 mmol/L]) are very high. E 
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PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT 

Pharmacologic 

Approaches to 

Glycemic 

Management:  

Standards of Medical 

Care in Diabetes - 

2020. Diabetes Care 

2020;43(Suppl. 

1):S98-S110 
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Pharmacologic Therapy for Type 2 Diabetes 
(continued) 

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT 

9.8 A patient-centered approach should be used to guide the choice of 

pharmacologic agents. Considerations include cardiovascular comorbidities, 

hypoglycemia risk, impact on weight, cost, risk for side effects, and patient 

preferences (Table 9.2 and Figure 9.1). E 

9.9 Among patients with type 2 diabetes who have established atherosclerotic 

cardiovascular disease or indicators of high risk, established kidney disease, 

or heart failure, an SGLT2 inhibitor or GLP-1 receptor agonist with 

demonstrated cardiovascular disease benefit (Table 9.1, Table 10 .3B, Table 

10.3C) is recommended as part of the glucose-lowering regimen independent 

of A1C and in consideration of patient-specific factors (Figure  9.1). A 
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Pharmacologic Therapy for Type 2 Diabetes 
(continued) 

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT 

9.10 In patients with type 2 diabetes who need greater glucose lowering than can be 

obtained with oral agents, glucagon-like peptide 1 receptor agonists are preferred to 

insulin when possible. B 

9.11 Intensification of treatment for patients with type 2 diabetes not meeting 

treatment goals should not be delayed. B 

9.12 The medication regimen and medication-taking behavior should be reevaluated 

at regular intervals (every 3–6 months) and adjusted as needed to incorporate 

specific factors that impact choice of treatment (Fig. 4.1 and Table 9.1). E 
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PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT 

Glucose-
lowering 
Medication 
in Type 2 
Diabetes: 
Overall 
Approach 
Pharmacologic 

Approaches to 

Glycemic 

Management:  

Standards of Medical 
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THANKS FOR 
 YOUR ATTENTION 


