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Notable updates to 

the Standards of Care in 

Diabetes─2023

Emphasis on supporting higher weight loss (up to 15%) based on 
the efficacy of and access to newer medications when appropriate

The expanded role of SGLT2 inhibitor use in preserved and 
reduced heart failure ejection fraction

New recommendations related to sleep health and physical 
activity in people with diabetes

Broad consideration of social determinants of health in guiding 
the design and delivery of care

New hypertension diagnosis cut-offs (hypertension is now defined 
as a systolic blood pressure ≥130 mmHg or a diastolic blood 
pressure ≥80 mmHg)

The role of finerenone in individuals with diabetes and chronic 
kidney disease with albuminuria

New lipid management recommendations suggesting lower LDL 
goals for high-risk individuals



Guidelines and societies recommend the use of SGLT2 inhibitors and/or GLP-1 
RAs for their metabolic, CV and kidney benefits



Pharmacologic Therapy for 

Adults With Type 2 Diabetes

Among individuals with type 2 diabetes 

who have 

# established ASCVD

# indicators of high CV risk

# established kidney disease

# heart failure

A sodium–glucose cotransporter 2 

(SGLT2) inhibitor and/or glucagon-like 

peptide 1 (GLP-1) receptor agonist is 

recommended as part of the glucose-

lowering regimen and comprehensive 

CV risk reduction, independent of A1C

and in consideration of person-specific

factors.



Lawrence L et al., Current Cardiology Reports 2018

Yu M et al., Advanced Drug Delivery Reviews 2018

GLP1 and long-acting GLP1-RA



Nauck MA et al., Front in Endo 2021

GLP1-RAs and cardiovascular outcomes



Cardiovascular Safety and Benefits of Semaglutide in 
Patients With Type 2 Diabetes: Findings From SUSTAIN 

6 and PIONEER 6

0.5 mg or 1.0 mg

Marso SP et al., NEJM 2016
Husain M et al., NEJM 2019



Glycemic control and weight loss in the 
SUSTAIN 6 and PIONEER 6

How about a higher 

Semaglutide dose 

(Wegovy 2.4mg)?



STEP 2 Trial

Sema 2.4mg – 1.0mg- Placebo

Age: 55-56-55

Female: 55-50-47

White 58-67-60%

Body weight (kg): 99.9-99-100.5

BMI: 35.9-35-35.9

HbA1c 8.1-8.1-8.1%

A higher dose of Semaglutide at 2.4mg is 
more effective for weight loss 

Preliminary report: Subcutaneous once-weekly 
semaglutide 2.4 mg was associated with a statistically 
significant 20% reduction in major adverse cardiovascular 
events (MACE) compared with placebo.



Incretins – GLP1 and GIP

• Glucose-Dependent 
Insulinotropic 
Polypeptide or Gastric 
Inhibitory Peptide

• Secreted by K cells 
located in the 
duodenum and 
proximal jejunum

• Glucagon-like peptide 1

• Secreted by L cells 
located in the L-cells of 
the distal ileum and 
colon



SURMOUNT (obesity) and 

SURPASS (T2D) TRIALS

Tirzepatide – dual GLP1 
and GIP receptor agonist 



SURMOUNT-1 Trial

SURPASS-CVOT, the phase 3 

cardiovascular outcomes trial for 

Tirzepatide, active.  



Mingrone et al. The Lancet. 2021 23;397:293-304

Weight Management: 

Metabolic Surgery 
GLP1/GIP/Glucagon Tri-Agonist 

Jastreboff AM et al., NEJM 2023

TO BE CONTINUED…



• Theoretically, most of the obese patients

- With clinical ASCVD or high risk – Liraglutide, Semaglutide, or Dulaglutide, Tirzepatide 
should work too, although perspective trial data available yet. 

- If weight loss is the main goal, Tirzepatide and Semaglutide are stronger. 

• For obese patients with Type 2 diabetes, early treatment may be important. 

GLP1-RAs, how to choose and in who

Intensive Structured Weight Management: the DiRect RCT

- 10 kg at 2 year follow-
up = 64% diabetes
remission

Lean et al. The Lancet Diabetes & Endocrinology 2019;7:344-355.



Wong ND et al., Cardiovas Drigs Ther 2023



Sodhi M et al., JAMA 2023
Make sure to ask your patient who is using a GLP1-RA 
to stop the treatment one week before procedures. 

GLP1-RAs, risk considerations



Is GLP1-RA treatment linked to thyroid cancer?

• The paper is widely published on social media, but the 
association between GLP1-RA treatment and thyroid 
cancer is unclear.  

• Secondary analysis using the same data set found that 
other diabetes and hypertension medications are also 
associated with thyroid cancer. 

A subsequent study found that GLP1-RA treatment 
did not increase thyroid risk compared with insulin 
treatment. 



SGLT2 inhibitors



Similar results were observed in 
CV death (event reduction in 
patients with ASCVD, not in 
patients without ASCVD)

But HF is improved in patients 
with or without ASCVD



Effects of SGLT2 
inhibitors on 
hospitalization for 
heart failure



Effects of SGLT2 
inhibitors on 
kidney-related 
outcomes



Effect of SGLT2 inhibitors in HHF or CV death, 
HHF alone and CV death alone

EMPA-REG 
OUTCOME1

(empagliflozin)

CANVAS Program2,3

(canagliflozin)
DECLARE-TIMI 584

(dapagliflozin)
CREDENCE5

(canagliflozin)
VERTIS CV6

(ertugliflozin)

HHF or CV 
death

34%
p<0.001

22%
p-value not reported

17%
p=0.005

31%
p<0.001

12%
p=0.11

HHF 35%
p=0.002

33%
p-value not reported

27%
p-value not reported

39%
p<0.001

30%
p-value not reported

CV death 38%
p<0.001

13%
p-value not reported

2%
p-value not reported

22%
p=0.05

8%
p-value not reported

Comparison of studies should be interpreted with caution due to differences in study design, populations and methodology 

HHF, hospitalisation for heart failure

1. Zinman B et al. N Engl J Med 2015;373:2117; 2. Neal B et al. N Engl J Med 2017;377:644; 3. Rådholm K et al. Circulation 2018;138:458; 
4. Wiviott S et al. N Engl J Med 2019;380:347; 5. Perkovic V et al. N Engl J Med 2019;380:2295; 6. Cannon C et al. N Engl J Med 2020;383:1425
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Contraindications and precautions 

SGLT2 inhibitors, contraindications and side effects

Side effects. 

• Type 1 diabetes

• Type 2 diabetes and eGFR <45 

mL/min/1.73 m2 (ertugliflozin), 

or <30 mL/min/1.73 m2 

(empagliflozin, canagliflozin, 

dapagliflozin, bexagliflozin)

• Prior diabetic ketoacidosis 

(DKA)

• Genitourinary tract bacterial and yeast 

infections. 

• Bone loss and fracture. SGLT2 

inhibitors have been associated with 

fracture risk in some (Canagliflozin), 

but not all, studies.

• Mild volume loss. 

• Lower extremity infection and 

amputation. SGLT2 inhibitors are 

associated with a small risk of lower 

extremity infection and amputation. 

• DKA.



SGLT2 inhibitor and genital infection

McGovern AP et al.,  BMJ Open Diabetes  2020



Incidence of DKA in confirmed type 2 diabetes in 

those exposed to dapagliflozin and 

empagliflozin and those unexposed (95% CI) 

during a 26-mo audit period. Confirmed type 2 

diabetes cases were determined after reevaluation 

during the hospital admission.

Hamblin PS et al., JCEM 2019





Patient question: Can I stop GLP1-RA treatment after weight loss?

STEP 4 Trial
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