
YES

AD
D

YES

YES

YES

N
O

N
O

Blood Glucose-lowering Therapies (Type 2 Diabetes)

Screening and Diagnosis
Assess risk AN

N
U

ALLY if:
•  Fam

ily history (First-degree relative w
ith Type 2 D

M
)

•  H
igh risk populations (N

on-w
hite, low

 socioeconom
ic status)

•  H
istory of G

D
M

/prediabetes
•  Cardiovascular risk factors
•  Presence of end organ dam

age associated w
ith diabetes

•  O
ther conditions and m

edications associated w
ith diabetes 

(see CPG
 Screening For D

iabetes in Adults, Table 1)

Who to screen

Very high risk* (50%
 chance of 

developing Type 2 D
M

 w
ithin 10 years) 

or additional risk factors for diabetes

Screen every 
6 to 12 m

onths

H
igh risk* (33%

 chance of developing 
Type 2 D

M
 w

ithin 10 years) 
Age ≥ 40 years and no additional risk 
factors for diabetes

Screen every 
3 years

Low
-m

oderate risk* or age <40 w
ith 

no additional risk factors for diabetes
N

o screen indicated 
(reassess risk annually)

* Risk calculator (e.g. CAN
RISK)

How to screen

Test
Result

D
ysglycem

ia 
category

FPG
 (m

m
ol/L) 

N
o caloric intake for at least 8 hours

6.1 – 6.9
IFG

≥7.0
D

iabetes
A1C (%

) Standardized, validated assay, in the 
absence of factors that aff ect the accuracy of 
A1C and not for suspected type 1 diabetes

6.0 – 6.4
Prediabetes

≥6.5
D

iabetes

If asym
ptom

atic and A1C or FPG
 are in the diabetes range, repeat the sam

e test (A1C or FPG
) as a 

confi rm
atory test. If both FPG

 and A1C are available and only one is in the diabetes range, repeat 
the test in the diabetes range as the confi rm

atory test. If both A1C and FPG
 are available and are 

each in the diabetes range, repeat testing is not required. 

W
hich Vascular Protection M

edications Are 
Indicated For M

y Patient?
D

oes the patient have 
m

acrovascular disease?
- Cardiac ischem

ia (silent or overt)
- Peripheral arterial disease
- Cerebrovascular/carotid disease

Statin
1

+
ACEi/ARB

2

+
ASA

3

  
AN

D if the patient is N
O

T 
 

at glycem
ic target 

Liraglutide,Em
paglifl ozin 

or Canaglifl ozin
4 

 (only for patients w
ith 

Type 2 D
M

)
D

oes the patient have 
m

icrovascular disease?
- Retinopathy
- Kidney disease (ACR≥2.0)
- N

europathy

Is the patient...
-  age ≥55 w

ith additional 
CV risk factors?

Statin
1

+
ACEi/ARB

2

- age ≥40?
- age ≥30, and diabetes >15 years?
-  w

arranted for statin therapy 
based on the Canadian 
Cardiovascular Society Lipid G

uidelines? 

Statin
1

1 D
ose adjustm

ents or additional lipid therapy w
arranted if lipid target (LD

L-C <2.0 m
m

ol/L) not 
being m

et. 
2 ACE-inhibitor or ARB (angiotensin receptor blocker) should be given at doses that have 
dem

onstrated vascular protection [eg. perindopril 8 m
g once daily (EU

RO
PA trial), ram

ipril 10 m
g 

once daily (H
O

PE trial), telm
isartan 80 m

g once daily (O
N

TARG
ET trial)]. 

3 ASA should not routinely be used for the prim
ary prevention of cardiovascular disease in 

people w
ith diabetes. ASA m

ay be used for secondary prevention. 
4 Canaglifl ozin: avoid in patients w

ith risk factors for low
er lim

b am
putations. 

Targets for G
lycem

ic Control
A1C%

Targets

≤6.5
Adults w

ith type 2 diabetes to reduce the 
risk of CKD

 and retinopathy if at low
 risk of 

hypoglycem
ia*

≤7.0
M

O
ST AD

U
LTS W

ITH
 

TYPE 1 O
R TYPE 2 D

IABETES

7.1

8.5

Functionally dependent*: 7.1-8.0%
Recurrent severe hypoglycem

ia and/or 
hypoglycem

ia unaw
areness: 7.1-8.5%

Lim
ited life expectancy: 7.1-8.5%

Frail elderly and/or w
ith dem

entia
†: 7.1-8.5%

Avoid higher A1C to m
inim

ize risk of 
sym

ptom
atic hyperglycem

ia and acute and 
chronic com

plications

End of life: A1C m
easurem

ent not recom
m

ended. Avoid sym
ptom

atic hyperglycem
ia and 

any hypoglycem
ia.

* based on class of antihyperglycem
ic m

edication(s) utilized and the person’s characteristics
† see D

iabetes in O
lder People chapter, p. S283

At diagnosis of type 2 diabetes
Start healthy behaviour interventions (nutritional therapy, weight management, physical activity) +/- metformin

A1C <1.5% above target A1C ≥1.5% above target Symptomatic hyperglycemia 
and/or metabolic decompensation*

Add additional antihyperglycemic agent best suited to 
the individual based on the following:

Clinical Considerations Choice of Agent
Avoidance of hypoglycemia and/or weight 

gain with adequate glycemic effi  cacy
DPP-4 inhibitor, GLP-1 

receptor agonist or SGLT2 inhibitor
Other considerations:

Reduced eGFR and/or albuminuria
Clinical CVD or CV risk factors

Degree of hyperglycemia
Other comorbidities (CHF, hepatic disease‡)

Planning pregnancy‡
Cost/coverage

Patient preference

see Appendix 7

See Table below 

Start antihyperglycemic agent 
with demonstrated 

CV benefi t empaglifl ozin 
(Grade A, Level 1A)

liraglutide 
(Grade A, Level 1A)

canaglifl ozin† † 
(Grade C, Level 2)

If not at glycemic target

Clinical CVD?

HE
AL

TH
Y 

BE
HA

VI
OU

R 
IN

TE
RV

EN
TI

ON
S

* May include dehydration, DKA, HHS
** Listed by CV outcome data
†  Insulin may be required at any point for symptomatic hyperglycemia/metabolic decompensation or if unable to achieve 

glycemic targets with other antihyperglycemic agents
† † Avoid in people with prior lower extremity amputation
‡ See product monographs

Add additional antihyperglycemic agent best suited to the individual by prioritizing 
patient characteristics  (Classes listed in alphabetical order)

Class** Eff ect on 
CVD 

outcomes

Hypo-
glycemia

Weight Relative A1C 
lowering 

when added 
to metformin

Other therapeutic 
considerations

Cost

GLP-1 receptor 
agonists

lira: Supe-
riority in peo-
ple with type 
2 diabetes 
with clinical 
CVD
exenatide 
LAR & lixi: 
Neutral

Rare � � � �
to 
� � �

GI side-eff ects
Gallstone disease
Contraindicated with personal/family history of 
medullary thyroid cancer or MEN 2
Requires subcutaneous injection

$$$$

SGLT2 
inhibitors

cana & 
empa: 
Superiority 
in people 
with type 2 
diabetes with 
clinical CVD

Rare � � � �
to 
� � �

Genital infections, UTI, hypotension, dose-re-
lated changes in LDL-C. Caution with renal 
dysfunction, loop diuretics, in the elderly. 
Dapaglifl ozin not to be used if bladder cancer. 
Rare diabetic ketoacidosis (may occur with no 
hyperglycemia). Increased risk of fractures and 
amputations with canaglifl ozin
Reduced progression of nephropathy and 
CHF hospitalizations with empaglifl ozin and 
canaglifl ozin in persons with clinical CVD

$$$

DPP-4 
Inhibitors

Neutral (alo, 
saxa, sita)

Rare Neutral � � Caution with saxagliptin in heart failure
Rare joint pain

$$$

Insulin glar: 
Neutral 
degludec: 
noninferior 
to glar

Yes � � � �
to 

� � � �

No dose ceiling, fl exible regimens
Requires subcutaneous injection

$-
$$$$

Thiazolidinedi-
ones

Neutral Rare � � � � CHF, edema, fractures, rare bladder cancer 
(pioglitazone), cardiovascular controversy 
(rosiglitazone), 6-12 weeks required for 
maximal eff ect

$$

Alpha-glucosi-
dase inhibitors 
(acarbose)

Rare Neutral � GI side-eff ects common
Requires 3 times daily dosing

$$

Insulin 
secretatogue:
Meglitinide

Sulfonylurea

Yes

Yes

� 

� 

� �

� �

More rapid BG-lowering response
Reduced postprandial glycemia with 
meglitinides but usually requires 3 to 4 times 
daily dosing
Gliclazide and glimepiride associated with less 
hypoglycemia than glyburide
Poor durability

$$

$

Weight loss 
agent (orlistat)

None � � GI side eff ects
Requires 3 times daily dosing

$$$

alo, alogliptin; cana, canaglifl ozin; empa, empaglifl ozin; glar, glargine; lira, liraglutide; 
exe LAR, exenatide long-acting release; lixi, lixisenatide; saxa, saxagliptin; sita, sitagliptin. 

If not at glycemic targets

Add another antihyperglycemic agent from a diff erent class and/or add/intensify insulin regimen
Make timely adjustments to attain target A1C within 3-6  months 

If not at glycemic target If not at glycemic target

If not at glycemic target within 
3 months, 

Start/Increase metformin

Initiate 
insulin† +/- metformin

Start metformin immediately
 Consider a second concurrent 

antihyperglycemic agent

YES NO


