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Classification and 

Diagnosis of 

Diabetes  

 



 Diabetes can be classified into the following general 
categories: 

  
1. Type 1 diabetes (due to autoimmune b-cell 
destruction, usually leading to absolute insulin deficiency, 
including latent autoimmune diabetes of adulthood) 

  
2. Type 2 diabetes (due to a non-autoimmune 
progressive loss of adequate b-cell insulin secretion 
frequently on the background of insulin resistance and 
metabolic syndrome) 
 



 3. Specific types of diabetes due to other causes, e.g., 

monogenic diabetes syndromes (such as neonatal 

diabetes and maturity-onset diabetes of the young), 

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) 

  

4. Gestational diabetes mellitus (diabetes diagnosed in 

the second or third trimester of pregnancy that was not 

clearly overt diabetes prior to gestation)  

 





DIAGNOSTIC TESTS 

FOR DIABETES  
 



 Diabetes may be diagnosed based on plasma glucose 

criteria, either the fasting plasma glucose (FPG) value or 

the 2-h plasma glucose (2-h PG) value during a 75-g oral 

glucose tolerance test (OGTT) or A1C criteria . 

  

Generally, FPG, 2-h PG during 75-g OGTT, and A1C are 

equally appropriate for diagnostic screening.  

 It should be noted that detection rates of different creening 

tests vary in both populations and individuals.  

 





 In conditions associated with an altered relationship 

between A1C and glycemia, such as 

hemoglobinopathies including sickle cell disease, 

pregnancy (second and third trimesters and the 

postpartum 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.  

 







GESTATIONAL 

DIABETES MELLITUS  

 





 In individuals who are planning pregnancy, screen those 
with risk factors  and consider testing all individuals of 
childbearing potential for undiagnosed diabetes.  

 

  
 Before 15 weeks of gestation, test individuals with risk 
factors  and consider testing all individuals  for 
undiagnosed diabetes at the first prenatal visit using 
standard diagnostic criteria if not screened preconception . 
 



 Individuals with a history of gestational diabetes mellitus 

should have lifelong screening for the development of 

diabetes or prediabetes at least every 3 years.  

 

  

 



PHARMACOLOGIC 

THERAPY FOR ADULTS 

WITH TYPE 1 DIABETES  
 



 Most individuals with type 1 diabetes should be treated 

with multiple daily injections of prandial and basal 

insulin, or continuous subcutaneous insulin infusion.  

 

  

 Most individuals with type 1 diabetes should use rapid-

acting insulin analogs to reduce hypoglycemia risk.  

 

 



 Typical multidose regimens for individuals with type 1 

diabetes combine premeal use of shorter-acting insulins 

with a longer-acting formulation.  

 The long-acting basal dose is titrated to regulate 

overnight and fasting glucose. 

  Postprandial glucose excursions are best controlled by a 

well-timed injection of prandial insulin. The optimal time 

to administer prandial insulin varies, based on the 

pharmacokinetics of the formulation (regular, RAA, inhaled), 

the premeal blood glucose level, and carbohydrate 

consumption . 

 



Noninsulin Treatments for Type 1 

Diabetes 

 
  

Injectable and oral glucose-lowering drugs have been 

studied for their efficacy as adjuncts to insulin treatment of 

type 1 diabetes. Pramlintide is based on the naturally 

occurring b-cell peptide amylin and is approved for use 

in adults with type 1 diabetes  

 



 The addition of metformin in adults with type 1 diabetes 

caused small reductions in body weight and lipid levels 

but did not improve A1C .  

 

 The largest clinical trials of glucagon-like peptide 1 receptor 

agonists (GLP-1 RAs) in type 1 diabetes have been 

conducted with liraglutide 1.8 mg daily, showing 

modest A1C reductions (0.4%), decreases in weight (5 

kg), and reductions in insulin doses .  

 



   sodium–glucose cotransporter 2 (SGLT2) inhibitors have 

been 

studied in clinical trials in people with type 1 diabetes, 

showing improvements in A1C, reduced body weight, and 

improved blood pressure ; however, SGLT2 inhibitor use in 

type 1 diabetes is associated with an increased rate of 

diabetic ketoacidosis.  

 





PHARMACOLOGIC THERAPY 

FOR 

ADULTS WITH TYPE 2 

DIABETES  

 



 Healthy lifestyle behaviors, diabetes self-management 

education and support, avoidance of clinical inertia, and 

social determinants of health should be considered in the 

glucose-lowering management of type 2 diabetes. 

Pharmacologic therapy should be guided by person-

centered treatment factors, including comorbidities and 

treatment goals. 

   

 In adults with type 2 diabetes and established/high risk 

of atherosclerotic cardiovascular disease, heart failure, 

and/or chronic kidney disease, the treatment regimen 

should include agents that reduce cardiorenal risk . 

 



 Pharmacologic approaches that provide adequate efficacy 

to 

achieve and maintain treatment goals should be 

considered, such as metformin or other agents, 

including combination therapy . 

 

  

Weight management is an impactful component of 

glucoselowering management in type 2 diabetes.  

 



 Metformin should be continued upon initiation of 

insulin therapy (unless contraindicated or not tolerated) for 

ongoing glycemic and metabolic benefits.  

  

 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 

($300mg/dL [16.7mmol/L]) are very high.  

 



 In adults with type 2 diabetes, a glucagon-like peptide 1 

receptor agonist is preferred to insulin when possible.  

 

  If insulin is used, combination therapy with a glucagon-

like peptide 1 receptor agonist is recommended for greater 

efficacy, durability of treatment effect, and weight and 

hypoglycemia benefit.  

 







 









 Basal insulin alone is the most convenient initial 

insulin treatment and can be added to metformin and 

other noninsulin injectables.  

 Starting doses can be estimated based on body weight 

(0.1–0.2 units/kg/day) and the degree of hyperglycemia, 

with individualized titration over days to weeks as needed. 

The principal action of basal insulin is to restrain hepatic 

glucose production and limit hyperglycemia overnight 

and between meals . Control of fasting glucose can be 

achieved with human NPH insulin or a long-acting insulin 

analog.  

 





 If basal insulin has been titrated to an acceptable fasting 

blood glucose level (or if the dose is >0.5 units/kg/day 

with indications of need for other therapy) and A1C 

remains above target, consider advancing to 

combination injectable therapy . 

 

  This approach can use a GLP-1 RA or dual GIP and GLP-

1 RA added to basal insulin or multiple doses of 

insulin. The combination of basal insulin and GLP-1 RA 

has potent glucoselowering actions and less weight gain 

and hypoglycemia compared with intensified insulin 

regimens  . 

 



   Thank you 


