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Updated Treatment Algorithm for T2DM:

Goal: Cardiovascular and Kidney Risk Reduction in

High-Risk Individuals with Type 2 Diabetes*

Adapted from: Figure 9.3 in Diabetes Care 2025;48(Suppl. 1).

Goal: Achievement and Maintenance
of Weight and Glycemic Goals

h 4

‘L dl‘l' 0 ‘L \ ‘L l > Prescribers are
+ASCVD' ] [ +Indicators ] +HF +CKD daht +Achi and mai .
high CVD risk Gurrent or prior eGFR <60 mL/minf1.73 m* OR g advised to select
symptoms of HF uminutia (ACR 230 mg/mmal management of gycemic goals
with d ted 30 mg/gl). Repeat t
Il 1l s o Wk e oot XD $ l a pathway based
+ASCVD/indicators of high CVD risk* on patient-
3 r Efficacy Metformin or other agent {indluding .
GLP-1RA* SGLT2i with I for weight combination therapy) that provides speC|f|c goals and
with proven proven CVD SGLTZit +CKD (on maximally tolerated loss adequate EFFICACY to achieve and o
CVD benefit | benefit with o HF bansfit dose of ACEi or ARB) maintain glycemic treatment goals comorbidities.
in this popul ation yhig Prioritize avoidance of hypoglycemia
SGLT2it with primary evidence Semaglutide, in high-risk individals
of reducing CKD progression tirzepatide l
= SGLTZican be started with
= .4 eGFR 220 m/min/1.73 m? i T ~
If A1Cis above goal «+ Continue until initiation of D
dialysis or transplantation liraglutide Efficacy for glucose lowering
« Glucose-lowering efficacy is reduced
with eGFR <45 mL/min/1.73 m* Intermediate:
GLP-1RA (not
‘ « Forindividuals on a GLP-1 RA, consider adding ] “ listed above),
SGLT2i with proven CVD benefit or vice versa SGLT2i
Pioglitazone™ | I
GLP-1 RA® with proven CKD benefit Meutral:
i High:
. DPF-4i GLP-1 RA (notlisted above), metformin,
If A1C Is above goal, for individual
on SGLT2, consider incorporating 2 L o a U fyss A 4
a GLP-1 RA or vice versa Intetiadiate:
oYl Not all GLP-1 RAs
are created equal:
individual agents
If additional cardiovascular and kidney risk reduction, management of other Cl ass Ifled ba Sed
olic comorbidities, and/or glycemic lowering Is needed ‘to care are identified

on efficacy for
-+ glucose-lowering

+Mitigating risk of MASLD or MASH

Agents with potential benefit in MASLD or MASH
GLP-1 RA, dual GIP and GLP-1RA, pioglitazone, or combination of GLP-1 RA with ploglitazone
Use insulin in the setting of decompensated cirrhosis

}__

Key Highlights:
Two pathways: “Cardiovascular and Kidney Risk Reduction” OR “Achievement and Maintenance of Weight and Glycemic Goals”.
Now includes recommendations for prevention/treatment of metabolic dysfunction-associated liver disease.
Aim for any magnitude of weight loss (3-7% from baseline improves glycemia and intermediate CV risk factors, >10% from
baseline confers greater benefits and may improve long-term outcomes and mortality). Efficacy of/access to newer
medications such as tirzepetide and semaglutide allows for greater % weight loss (15-20% from baseline).

o For those who achieve weight loss goals — pharmacotherapy for weight management should be continued indefinitely.

=  Provide ongoing support and monitoring (monthly contact has been shown to be effective long-term).
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= Consider technology (e.9., diagnostic or personal CGM) to
identify therapeutic gaps and tailor therapy

= |dentify and address SDOH that impact achievemnent of
treatment goals

Management of Medication Shortages:

Use of non-FDA-approved compounded products (specifically
GLP-1 RAs) is not recommended due to safety, quality, and
effectiveness concerns which pose significant risks to patients.
During a shortage, it is recommended to switch to a different
FDA-approved agent in the same class, if available.
o Once original medication becomes available again, re-
assess the patient to determine dosage and
appropriateness of resuming the desired medication.

Use of Continuous Glucose Monitors:

It is now recommended to consider using CGM in patients
with type 2 diabetes who are being treated with non-insulin
antihyperglycemic agents to help achieve and maintain
individualized glycemic goals (Level of Evidence: B).

Use of real-time CGM remains a level A recommendation in all
patients with diabetes (of any type) being treated with insulin.

Diabetes Care 2025;48(Suppl. 1): S146-166, S167-S180, S181-S206.
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