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symptoms of hyperglycemia
or hyperglycemic crisis plus
random plasma glucose $200 mg/dL

the 2-h PG (OGTT) testing protocol
diagnoses more diabetes than the
other two tests and is preferentially recommended
for screening for some conditions
(e.g., cystic fibrosis-related diabetes
or posttransplantation diabetes mellitus).

In the absence of classic hyperglycemic
symptoms, repeat testing is required to
confirm the diagnosis regardless of the
test used

DESCRIPTION 01

DESCRIPTION 02

I N C R E A S E  P R O F I T





CLASSIFICATIO
N

2025

2025

2025

2025

Specific types of diabetes 

Type 1 diabetes Type 2 diabetes

Gestational diabetes mellitus
due to other causes, e.g., 
monogenic diabetes syndromes, 
diseases of the exocrine pancreas,
and drug- or chemical-induced
diabetes

(due to autoimmune
b-cell destruction, usually leading 
to absolute insulin deficiency, 
including latent autoimmune 
diabetes in adults)

(due to a nonautoimmune
progressive loss of adequate
b-cell insulin secretion, frequently 
on  the background of insulin 
resistance)

(diabetes diagnosed in the second 
or third trimester of pregnancy that 
was not
clearly overt diabetes prior to 
gestation or other types of 
diabetes occurring throughout 
pregnancy, such as type 1 diabetes
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2.7 Autoantibody-based screening 

for presymptomatic type 1 

diabetes should be offered to 

those with a family history

of type 1 diabetes or otherwise

known elevated genetic risk. B







Immune-Mediated 
Diabetes

Autoimmune markers include islet cell autoantibodies and autoantibodies to glutamic acid 
decarboxylase (GAD) (such as GAD65), insulin, the tyrosine phosphatases islet antigen 2 (IA-2) 
and IA-2b, and zinc transporter 8 (ZnT8).

C-peptide5–10% of 
diabetes

HLA  DQB1 &
DRB1
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Those with an A1C range of 6.0–6.5% (42–48 mmol/mol) had a 5-year risk 
of developing diabetes between 25% and 50% and a relative risk 20 times 
higher than that with A1C of 5.0% (31 mmol/mol)

T A R G E T  A C H I E V E D

Recomendation Prediabetes

2.11b For all other people, 
screening should begin at age 
35 years. B

2.11c In people without prediabetes 
or diabetes after screening, repeat 
screening recommended at a 
minimum  of 3-year intervals is 
reasonable, sooner with 
symptoms or change in risk (e.g., 
weight gain). C

IFG is defined as FPG levels from 
100 to  125 mg/dL (from 5.6 to 6.9 
mmol/L) (78,84) and IGT as 2-h 
PG levels during 75-g OGTT from 
140 to 199 mg/dL (from 7.8 to 11.0 
mmol/L).

Prediabetes and type 2
Diabetes



Gestational diabetes  Mellitus

• 2.26a Before 15 weeks of gestation,  test individuals with risk factors
(Table 2.5) B and consider testing all individuals E for undiagnosed diabetes
at the first prenatal visit using standard diagnostic criteria if not screened
preconception.

• 2.29 Individuals with a history of GDM should have lifelong 
screening for the development of prediabetes or diabe- tes every 
1-3 years. B

Screening
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Prevention or Delay of Diabetes 

                      and  Associated  Comorbidities

Mediterranean style, intermittent fasting,

and low carbohydrate, have shown

benefit. B

Achieve and maintain a weight reduction

of at least 7% of initial body weight through 

healthy reduced-calorie diet and $

150 min/week of moderate-

intensity physical activity. A

who are at particularly high risk

of progression to diabetes:

    - BMI ≥35 kg/m2,

    - FBS :110–125 mg/dL

    -2-h postchallenge glucose 173–199 mg/dL 

    - A1C >= 6.0%

    - history of gestational diabetes mellitus. A

3.15 Teplizumab-mzwv infusion to delay

the onset of symptomatic type 1 diabetes

(stage 3) should be discussed

with selected individuals aged≥8 years

with stage 2 type 1 diabetes.Treatment

should be in a setting with appropriately

trained personnel. B



Sleep

Sleep Characteristics Associated With 

Increased Risk of Type 2 Diabetes

vThere is  now established evidence for a U-shaped 

association between sleep duration and type 2 

diabetes incidence, with the nadir typically occurring 

at 7 h per day, with short (typically defined as <6 h) 

and long (typically defined as >9 h) sleep duration 

having up to a 50% increase in the risk of type 2 

diabetes, including progression from prediabetes



Pharmacologic Interventions to

Delay Symptomatic Type 1 Diabetes

3.15 Teplizumab-mzwv infusion to delay

the onset of symptomatic type 1 diabetes

(stage 3) should be discussed

with selected individuals aged$8 years

with stage 2 type 1 diabetes.Treatment

should be in a setting with appropriately

trained personnel. B



Immunizations

Ø COVID-19 vaccination using an appropriate number of doses of updated vaccines is 

recommended for everyone aged 6 months and older in the U.S.

Ø Hepatitis B vaccine is recommended for adults with diabetes aged <60 years.

Ø Given the benefits of the annual influenza vaccination, it is recommended

for all individuals ≥6 months of age who do not have a contraindication.

Ø All people with diabetes should receive one of the CDC-recommended pneumococcal 

vaccines

Ø All adults aged ≥75 years and adults aged 60–74 years who are at increased risk for severe RSV 

should receive a single dose of RSV vaccine



4.6 Screen people with type 1 diabetes

for autoimmune thyroid disease

soon after diagnosis and thereafter

at repeated intervals if clinically indicated.

B

4.7 Adults with type 1 diabetes should

be screened for celiac disease in the

presence of gastrointestinal symptoms,

signs, laboratory manifestations, or clinical

suspicion suggestive of celiac disease.

B

ASSESSMENT OF COMORBIDITIES





Ø Assess fracture risk in older adults with diabetes as a part of routine care in 

diabetes clinical practice, according to risk factors and comorbidities. A 4.9 

Monitor bone mineral density us- ing dual-energy X-ray absorptiometry in 

older adults with diabetes (aged ≥65 years) and younger individuals with 

diabetes and multiple risk factors every 2-3 years (Table 4.4). A

Ø 4.10 Consider the potential adverse impact on 

skeletal health when selecting pharmacological 

options to lower glucose levels in people with

diabetes.

Ø  Avoiding medications witha known association with 

higher fracture risk (e.g., thiazolidinediones and 

sulfonylureas) is recommended, particularly for 

those at elevated risk for fractures. B



recomendation

Bone Health

use of glucose-lowering
medications that are 
associated with low risk 
for hypoglycemia to 
avoid falls. B

intake of calcium (1,000–1,200 
mg/day) and vitamin D to ensure it 
meets the recommended
daily allowance for those at risk for
fracture, either through their diet or
supplemental means. B

Antiresorptive medications and
osteoanabolic agents should be 
recommended for older adults with diabetes
who are at higher risk of fracture, including
those with low bone mineral density with a T-
score ≤ -2.0, history of fragility fracture, or 
elevated Fracture Risk Assessment Tool score 
(≥3% for hip fracture or ≥20% for major 
osteoporotic fracture). B

recomendation

- vitamin D is 600 IU for

people aged 51–70 years and 800 IU for

people aged >70 years





Those with an A1C range of 6.0–6.5% (42–48 mmol/mol) had a 5-year risk 
of developing diabetes between 25% and 50% and a relative risk 20 times 
higher than that with A1C of 5.0% (31 mmol/mol)

T A R G E T  A C H I E V E D

Prediabetes

2.11c In people without prediabetes 
or diabetes after screening, repeat 
screening recommended at a 
minimum  of 3-year intervals is 
reasonable, sooner with 
symptoms or change in risk (e.g., 
weight gain). C

IFG is defined as FPG levels from 
100 to  125 mg/dL (from 5.6 to 6.9 
mmol/L) (78,84) and IGT as 2-h 
PG levels during 75-g OGTT from 
140 to 199 mg/dL (from 7.8 to 11.0 
mmol/L).

Prediabetes and type 2
Diabetes





Risk categories are defined as follows:

 score 0–3:low risk, fasting is probably safe; 

score 3.5–6: moderate risk, fasting is uncertain; 

score >6: high risk, fasting is probably unsafe.







Female Sexual Dysfunction

Recommendations

Ø 4.20 In women with diabetes or prediabetes, inquire about sexual health by screening for desire 

(libido), arousal, and orgasm difficulties, particularly in those who experience depression and/or 

anxiety and those with recurrent urinary tract infections. B

Ø 4.21 In postmenopausal women with diabetes or prediabetes, screen for

symptoms and/or signs of genitourinary syndrome of menopause, including

vaginal dryness and dyspareunia. B



4.23 Adults with type 2 diabetes or

prediabetes with a FIB-4 ≥1.3 should

have additional risk stratification by

liver stiffness measurement with transient

elastography, or, if unavailable,

the enhanced liver fibrosis (ELF) test. B

4.24 Refer adults with type 2 diabetes

or prediabetes at higher risk for significant

liver fibrosis (i.e., as indicated by

FIB-4, liver stiffness measurement, or

ELF) to a gastroenterologist or hepatologist

for further evaluation and

managemen

Metabolic Dysfunction–Associated Steatotic Liver Disease and Metabolic

Dysfunction–Associated Steatohepatitis Screening Recommendations

q 4.22a Screen adults with type 2 diabetes

or with prediabetes, particularly

those with obesity or other cardiometabolic

risk factors or established cardiovascular

disease, for their risk of having or developing cirrhosis 

related to metabolic dysfunction–associated

steatohepatitis (MASH) using a calculated

fibrosis-4 index (FIB-4) (derived

from age, ALT, AST, and platelets

[mdcalc.com/calc/2200/fibrosis4-fib-4-

index-liver-fibrosis]), even if they have

normal liver enzymes. B

4.22b Adults with diabetes or prediabetes

with persistently elevated

plasma aminotransferase levels for

>6 months and low FIB-4 should

be evaluated for other causes of

liver disease. B



An ELF <9.8 suggests an individual is at

low risk of advanced liver fibrosis and

may be followed in the nonspecialty

clinic with repeat testing in $2 years

but may need repeat testing more often

if ELF is between 9.2 and 9.7.





Screen for malnutrition 

5.23 Screen people with diabetes and those at risk for 

diabetes for malnutrition, especially those

who have undergone metabolic surgery A and those being 

treated with weight loss

pharmacologic therapies. B







Obesity and Weight Management for the Prevention

and Treatment of Type 2 Diabetes

v8.2a To support the diagnosis of

obesity, measure height and weight

to calculate BMI and perform additional

measurements of body fat distribution,

like waist circumference, waist-to-hip ratio,

and/or waist-to-height ratio if BMI

is indeterminant. E

v 8.2b Monitor obesity-related anthropometric

measurements at least annually

to inform treatment considerations.

During active weight management

treatment, increase monitoring to at

least every 3 months. E

q500–750 kcal/day energy deficit



ü Structured, very-low-calorie eating 

patterns,typically 800–1,000 

kcal/day, using high-protein foods 

and meal replacement products, 

may increase the pace and/or 

magnitude of initial weight loss 

and glycemic improvements 

compared with standard 

behavioral interventions



ü 8.18 Screen people with diabetes and obesity who have lost significant weight for 

malnutrition, especially those who have undergone metabolic surgery A and those 

treated  with weight management pharmacologic therapy. B

ü 8.19 Weight management pharmacotherapy indicated for chronic therapy

should be continued beyond reaching weight loss goals to maintain the

health benefits. Sudden discontinuation of weight management pharmacotherapy

often results in weight gain and worsening of cardiometabolic risk factors. A

ü 8.20 For those not reaching treatment goals, reevaluate weight management

therapies and intensify treatment with additional approaches (e.g., metabolic

surgery, additional pharmacologic agents, and structured lifestyle management

programs). A

Significant (>20%) or rapid (>4 kg/month)

Sudden discontinuation of semaglutide and tirzepatide results in regain

of one-half to two-thirds of the weight loss within 1 year



ü Agents associated with clinically meaningful weight loss include:

§ Glucagon-like peptide 1 (GLP-1)receptor agonists (RAs) 

§  Dual glucosedependent insulinotropic polypeptide (GIP) and GLP-1 RA 

(tirzepatide). Sodium–glucosecotransporter 2 inhibitors

§ Metformin

§  Acarbose

§  Amylin mimetics

 are also associated with weight loss, although the magnitude of weight loss is much 

smaller (<5% body weight loss).



q 8.21 Consider metabolic surgery as oa weight and glycemic management 

approach in people with diabetes with BMI  ≥ 30.0 kg/m2 (or ≥ 27.5 
kg/m2

in Asian American individuals) who are therwise good surgical candidates. A

T A R G E T  A C H I E V E D

GLP1RA & Dual agonist Continuation

All these medications are 
contraindicated in individuals 
who are pregnant or actively 
trying to conceive and are not 
recommended for use in 
individuals who are nursing.

Tirzepatide  in particular may 
reduce the efficacy of oral 
hormonal contraceptives due to 
delayed gastric emptying, an 
effect that is largest after the first 
dose and diminishes
over time.

early weight loss upon 
starting a chronic weight 
management medication
(typically defined as >5% 
weight loss after 3months of 
use) should continue the 
medicationlong-term

Obesity and Weight Management

Tirzepatide







ØUse medications that provide 

sufficient effectiveness to achieve 

and maintain intended treatment 

goals with consideration of the 

effects on cardiovascular,kidney, 

weight, and other relevant 

comorbidities; hypoglycemia risk; 

cost and access; risk for adverse 

reactions and tolerability; and 

individual preference.



ü 9.12 In adults with type 2 diabetes

and symptomatic heart failure with

preserved ejection fraction (HFpEF)

and obesity, a GLP-1 RA with 

demonstrated benefits for both 

glycemic management and reduction 

of Hfrelated symptoms (irrespective of 

A1C) is recommended. A



ü 9.16a In adults with type 2 

diabetes

and biopsy-proven MASH or 

those at high risk for liver 

fibrosis (based on noninvasive 

tests), pioglitazone, a GLP-1

RA, or a dual GIP and GLP-1 RA 

is preferred for glycemic 

management due to potential 

beneficial effects on

MASH. B

ü 9.16b Combination therapy with

pioglitazone plus a GLP-1 RA can be

considered for the treatment of 

hyperglycemia

in adults with type 2

diabetes with biopsy-proven MASH

or those at high risk of liver fibrosis

(identified with noninvasive tests)

due to potential beneficial effects

on MASH. B
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