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Abstract
Recently,guidelinesonthemanagementofhyperglycemia
intype2diabeteswerereleasedbytheAmericanDiabetes
Association (ADA) and the European Association for
the Study ofDiabetes (EASD) as their formally adopted
positionstatement.Theseguidelinesaredifferentfromthe
previously publisheddocuments.They introduced a non-
algorithmic patient-centered approach that stressed the
principles of individualization of care based on several
important patients’ attributes. They affirmed the role of
lifestyle modification as a basic requirement, metformin
asthefirstlinepharmacologicaltherapyandindividually-
tailored basis for the choice of the second and third line
drugs.Inthispaper,theauthorsreflectontheseguidelines
fromtheworld-widepracticingphysicians’viewpoint.

Key words: Diabetes, Guidelines, Hyperglycaemia,
Patient-centered care, American Diabetes Association,
EuropeanAssociationfortheStudyofDiabetes.

Introduction
During the last 2 decades, a significant expansion has
occurred in the number of medications being available
formanagementhyperglycemia in type2diabetes (1). In
addition to the increase in theclassesandbrandsofnew
insulinanalogues,anumberofothermedicationsbecame
available too (2,3).Thesenewermedicationswerebased
onimprovedpharmacokineticproperties(e.g.extendedor
modified release sulphonylureas),denovomanufacturing
of new products targeting insulin resistance (such as
Glitazones) (2), or newer agents based on physiological
observationsthatweredormantforquiteawhile(suchas
incretin-based therapies, mainly Dipeptidyl peptidase-4
inhibitors(DDP4-I)andGlucagon-likepeptide-1agonists
(GLP-1A) (3).The introduction of such agents created a
very busy environment for the clinicians and stimulated
vibrant discussions on howbest to utilize these drugs to
optimize glycemic control. In 2006, the “seven doctors”
documentwaspublishedasanopinionofexpertsfromthe
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ADAandEASD(4).Thisdocumentwaswidelyreferred
to as the “ADA-EASD consensus” and was updated a
coupleoftimesunderthatperception(5,6).However,the
ADA distanced itself from it and several internationally
renowned physicians expressed their disagreement with
some of its contents and how the original paper and its
furthermodificationswereconceivedandperceived(7-10).
InAprilof thisyear,guidelineswere released (published
online)by the twoassociationsas their formallyadopted
position statement (11,12).Theseguidelines aredifferent
fromthepreviouslypublisheddocument.Theyintroduceda
non-algorithmicarguments,patient-centeredapproachthat
stressestheprinciplesofindividualizationofcarebasedon
several important patients’ attributes (12). In this article,
theauthorsreflectontheseguidelinesfromtheworld-wide
practicingphysicians’ viewpoint. Initially, the historyof
clinicalcareguidelines isconsideredand later thesalient
featuresofthenewADA/EASDguidelinesarediscussed.

Evolution of Diabetes Care Guidelines
Clinicalcareguidelinesareimportantqualitytools.Theyaim
topreventunjustifiedvariationinclinicalpracticeandundue
utilizationofphysicians’own individual interpretationof
theliteratureandrelianceonpotentiallymisguidedpersonal
experiences.Theyarebeingincreasinglyutilizedinmany
areasofclinicalpractice.Guidancedocumentsmayvaryin
their strengthandevidence-based level frommonograph,
review articles, systematic reviews, “technical reviews”,
expertopinionsandconsensusstatements.Abodyormore
maythrowtheirweight(singlyorjointly)behindsomeof
theseguidelinesbyissuingthemas“positionstatements”
and “clinical care guidance”. In diabetes, guidance of
clinicalpracticeevolvedprogressively.Inthefirstinstance,
clinicalpracticewasguidedbyexpertopinions(reflecting
practice in the centers of excellence as expressed in
authoritativetextbooksandarticlespublishedingeneralor
specialized journals).Guidelines increased in size, detail
andcomplexityover theyears (13,14).Diabetescarehas

Table 1. ThekeypointsintheJointADA-EASDPositionStatementpublishedonlineinApril2012andtheauthors’reflectionsand
comments..

Key Points Comments

Glycemictargetsandglucose-loweringtherapiesmustbe
individualized. Handsoneducationtotransferskillsof“knowhow”isneeded.

Diet,exercise,andeducationremainthefoundationofanytype
2diabetestreatmentprogram.

Professionalsupportandmultidisciplinarycareteamsare
neededtodeliverthistask.

Unlessthereareprevalentcontraindications,metforministhe
optimalfirst-linedrug.

Thereisanoverestimationofthecontraindicationsofmetformin
bypatientsandprofessions.

Aftermetformin,therearelimiteddatatoguideus.Combination
therapywithanadditional1–2oralorinjectableagentsis
reasonable,aimingtominimizesideeffectswherepossible.

Costisanissueinmanypartsoftheworld.Physiciansshould
beawareofthecostimplicationsontheirpatients.

Ultimately,manypatientswillrequireinsulintherapyaloneor
incombinationwithotheragentstomaintainglucosecontrol.

Clinicalinertiashouldbefoughtbyeducationofhealthcare
professions.

Alltreatmentdecisions,wherepossible,shouldbemadein
conjunctionwiththepatient,focusingonhis/herpreferences,
needs,andvalues.

Complacencyshouldbeavoidedinculturesresistantto
injectionsandwheregoodcontrolmaybeinterpretedasabsence
ofhyperglycemicsymptoms.

Comprehensivecardiovascularriskreductionmustbeamajor
focusoftherapy.

Asymptomaticriskfactorsarenotviewedseriouslybypatients.
Educationisneeded.
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witnessedmanyexamplesofguidelines coveringvarious
aspects and specific groups (such as type 1 diabetes and
the elderly) or circumstances (management of inpatients
and during pregnancy) and even very ethnically-specific
areasasmanagementofdiabetesduringRamadanfasting
(15). Today,ADA-EASD guidelines, UK-based National
Institute of Clinical andHealth Care Excellence (NICE)
guidelines and International Diabetes Federation (IDF)
guidelinesareamongstthemostcitedreferencesindiabetes
practice and education circles by physicians world-wide
thoughnot allwereoriginallymeant to beused as such.
Therefore, local and regional key opinion leaders should
adopt these guidelines carefully to suite their cultural,
ethnicandsocioeconomiccircumstances.

We have so far been made to believe that the previous
guidelinesondiabeteshavebeenwrittenby theevidence
–based rulings. In reality, evidence-based practice is
definedby3criteria1)lessonslearnedfromclinicaltrials
2) investigators or clinicians’ expertise and 3) patients
perceptions and acceptance of the disease process. Up
tillnow theclinicalguidelineshave ignored thepatients’
perspective and mainly concentrated on lessons from
clinical trials. The new guidelines, for the first time,
incorporated the three elements and thus can truly claim
beingevidence-basedguidelines(16).

The New ADA/EASD Guidelines 2012

Rationale
In the new guidelines, a discussion of the size of the
problem and pathogenesis and the rationale of the
managementapproach to followwaspresented.Thefive
mega trials (UKPDS, DCCT, ADVANCE, VADT and
ACCORD) were summarized (17-21). It was concluded
that microvascular complications were reduced fairly
readily in most of the studies whereas the reduction in
macrovascularcomplicationswasnoteasilydemonstrable
(i.e. not statistically significant) or needed longer time
to become statistically significant (UKPDS early reports 
versus extended observation period). Perhaps the most
worryingwastheincreasedmortalityseeninACCORD’s
intensiveglycemicarm.Thedifferences in theoutcomes
werepartlyexplainedbymanyauthoritiesonthebasisof
thedifferencesinthepatients’characteristics(age,duration
ofdiabetes,presenceofcardiovascularcomplications)and
thedegreeofglycemiccontrol(gentle,versusaggressive
asmeasuredbythetargetHbA1cof<7.0%versusHbA1c
< 6.0%) (11). Based on these differences, the theme of
“individualization of targets” was introduced in varying
levelsofdetailsbytheCanadianandAustralianDiabetes
Associations(20,21).Althoughthisconceptwasproposed
inpreviousADAguidelines,thisisthefirsttimethatitwas
formallyadoptedinfulldetailasthecentralthemeofthe

Table 2. ADAGuidelinesforGlycemic,BloodPressureandLipidControl. Refer (11).

 Variables American Diabetes Association Goals

HbA1c <7.0%(individualization)

Preprandialglucose 70-130mg/dL(3.9-7.2mmol/l)

Postprandialglucose <180mg/dL(<10.0mmol/l)*

Bloodpressure <130/80mmHg

Lipids

LDL:<100mg/dL(2.6mmol/l)
<70mg/dL(1.8mmol/l)(withovertCVD)
HDL:>40mg/dL(1.0mmol/l)
>50mg/dL(1.3mmol/l)
TG:<150mg/dL(1.7mmol/l)

HDL = high-density lipoprotein; LDL = low-density lipoprotein; PG = plasma glucose; TG = triglycerides; CVD= 
Cardiovascular disease.*Different from IDF
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guidance(12)
Key Points 
The key points in the current guidelines are presented
in Table 1. It was emphasized that glycemic targets and
glucose-lowering therapies must be individualized. Diet,
exercise,andeducationremainthefoundationofanytype2
diabetestreatmentprogram.However,manyphysiciansstill
supportthenotionthatinitiationofmetforminatdiagnosis
isstilltheirpreferredoption(ifthereisnocontraindication).
Theguidelinespointoutthattherearelimitedcomparative
data to guide the choice of medication after metformin.
Combination therapy with an additional one to two oral
or injectable agents should follow and ultimately, many
patientswillrequireinsulintherapy.Theguidelinesstress
thefactthatalltreatmentdecisions,wherepossible,should
bemadeinconjunctionwiththepatient,focusingonhis/
herpreferences,andneeds.Althoughthemainfocusinthis
documentwashyperglycemia,theopportunitywasnotlost

to state that comprehensive cardiovascular risk reduction
mustbeamajortargetoftherapy.Physicians’inertiashould
be avoided and insulinization be considered early in the
diseaseprocess essentially in thepresenceof  significant
hyperglycemiainordertopreventthedeleteriouseffectsof
glucosetoxicity(22,23).

Targets
Thenewguidelines continue to recommendHbA1cgoal
of7%asthegeneraltargetformostpeoplewithdiabetes.
However in the elderly, those with history of severe
hypoglycemia and those with short life expectancy, a
looser target of 7.5% was recommended. In contrast,
more stringent HbA1c targets (e.g., 6.0–6.5%) might be
consideredinselectedpatients(withshortdiseaseduration,
longlifeexpectancy,nosignificantcardiovasculardisease)
if this can be achievedwithout significant hypoglycemia
orother adverse effectsof treatment.Thishopefullywill

Figure 1.SchematicrepresentationoftheADA-EASD2012guidelines.Lifestylemodificationsaretheplatformuponwhichthefirst,
second,thirdandfourthlinesarelaunchedprogressivelyonindividualbasis.(ref11).ThisschemeisproducedbyHFSaadi.

METdenotesmetformin;SU,sulphonylurea;GLN,glinide;TZD,thiazolidendione;DPP4-I,dipeptylpeptidase4inhibitor;GLP-1A,
glucagonlikepeptide1“Agonist”;AGI,alphaglucosidaseinhibitor;BAS,bileacidsequestrant;Basalplusdenotesadministrationof
basalinsulinonceortwiceplusapre-prandialrapidinsulinwithoneortwomeals;Basalbolusistheintensive“physiological”replace-
mentregimenusingbasalinsulinonceortwicetogetherwithpreprandialinsulinwitheachmeal.
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preventordelaydiabeticvascularcomplicationsovertime.
Thedocumentstressedthemultipleinterventionalapproach
by reiteration of the targets of blood glucose, lipids and
hypertension(Table2).

Tools
The anti-diabetic therapy tools can be summarized as
three modalities. The guidelines continue to emphasize
lifestyleasthefirstline,butperhaps6monthsistoolong
withoutmedication.The IDF-style approach seemsmore
appropriateparticularlyinareaswherelifestylemodification
cannotbe supported readilydue to the inadequateaccess
toeducatorsanddieticiansinresource-poorregions.Non-
insulinmedications includemetformin as first line (with
alternatives if not tolerated or contraindicated), followed
bytheadditionofasecondagentiftargetswerenotmet,
moving on to adding a third agent or adding insulin/
intensifyinginsulintherapy(Figure1).

Strategy
A general scheme is given as outlined above. However,
additionaloptionsareprovidedin“supplementarymaterial”
publishedon“DiabetesCare”websiteandinthe“Lecture
ResourceSlideDeck”withmodificationsaimingto1.avoid
hypoglycemia2.reduceoravoidweightgainand3.contain
cost. The individualizationcriterianeed tobeappliedat
firstphaseaftermetforminandatlaterphaseswithfurther
additional therapy.Thepatient’s ownneeds andpersonal
preferencesshouldguidethisprocess.Initiationofinsulin
isbybasalinsulinasthedefaultchoiceoralternativelyby
conventionalpremixedtwicedailyinsulin.Intensifications
canbebroughtaboutbybasalbolusregimenorbyaddition
ofrapidinsulinasthethirddosewithpremixedusedtwice.
The text and accompanying illustrations are very well
writtenandfairlyfocusedandconcise.

Conclusions
The latest diabetes care guidelines released as a joint
position statement from theADA and EASD represents
a qualitatively different approach to diabetes care. It has
moved from the authoritative prescriptive dictation to
guidance that will facilitate a joint decision between
the physician and patient based on multivariant-based
individualization of targets, tools and strategies with
prevailingcommonsenseandclinicaljudgement.
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