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Insulinas comercializadas. Enero 2023
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FAST ASPART Fiasp® Fiasp Penfill® |Fiasp FlexTouch® 5-10 min
P ASPART NovoRapid® NovoRapid Flexpen®
: ) GLULISINA Apidra® Apidra Solostar®
ULTRARRAPIDAS 10-15
N Humalog KwikPen® 12h | 2-4h Claro
D 100 Humalog® 5 min
1 LISPRO Humalog Junior KwikPen®
A 200 (No disponible) Humalog KwikPen® 200
L :
Actrapid® " -~
RAPIDAS Humulina Regular® Actrapid Innolet® 30min | 2-4h | 58h Claro
Insulatard® Insulatard FlexPen®
INTERMEDIAS NPH Humulina NPH® Humulina NPH KwikPen® 2h | 4=8h | 12h | yypi0
]
Imo Lantus™ vial y Lantus Solostar® 1-2h |Sinpico|20-24h| Claro
carfuchos
B 00 (No disponible) Abasaglar KwikPen® 1-2h_|Sin pico| 20-24 h | Claro
A GLARGINA |~ - -
s similar | (No disponible) Semglee® 1-2h |Sinpico|20-24 h | Claro
A | pROLONGADAS 0 (No disponible) Ig:;:: =i 34h |Sinpico|24-36h | Claro
: ; Levemir Flexpen® 2
DETEMIR (No disponible) | Lovomir macier® nj 1:2 '1 Sin pico _12-18 h ciaro
Tresiba FlexTouch® 100
DEGLUDEC Tresiba Penfill® e — = 12h |Sinpico|2442h| Claro
Tresiba FlexTouch® 200
Con insulina Mixtard 30° Mixtard 30 Innolet®
M | humana RAPIDA + NPH Humulina 30:70° Humulina 30:70 KwikPen® fponn | Uoble | 12h | oo
z
c ASPART + NPA wgw 10-15 min| Doble | 12h | . o
k Con analogos de st o
insulina C)
s Humalog Mix 25 KwikPen
LISPRO + NPL Humalog Mix 50 Kwikpene  |10-15 min| Doble | 12h | Turbio

Sociedad Madrilefia de Medicina de Familia y Comunitaria (SOMAMFYC). Tabla de insulinas 2023
[Internet]. Madrid: SOMAMFYC; 2023 [citado 2026 Abr 9]. Disponible en:
https://www.somamfyc.com/wp-content/uploads/Tabla-insulinas-2023.pdf
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Interés por la Insulinizacién

La mejor tabla de insulinas ¥ 'No dudes en consultarla y compartirlajil

actualizadas y comercializadas en la GH] Digbeles L -
actualidad! SOMAMFYC - Sociedad Madrilefia de Medicina de

Familia y Comunitaria
semFYC - Sociedad Espaiiola de Medicina de
Familia y Comunitaria

somamfyc.com/grupos-de-trab...

" No dudes en consultarlay
compartirlafi
GdT Diabetes @somamfyc. e https://Inkd.in/ev4XQPRM

- Insulinas financiadas en Espafia . Marzo 2026
Grupo de Trabajo de Diabetos SoMaMFYC
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ALGORITMO DE TRATAMIENTO Y'\\Q\
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1. La eleccion del farmaco segin el condicionante clinico predominante,
revalece sobre la eleccion respecto a los valores de HbAIC.
color VERDE opciones con evidencias en reduccion de eventos.

A

2. Si antecedentes de ictus, preferiblemente arGLP1 o pioglitazona.

3. Se considera elevado RCV si =3 FRCV: Obesidad, HTA,
hipercolesterolemia, tabaquismo, albuminuria, FG < 60 ml/min
0 antecedentes familiares de ECV precoz.

4.1SGLT2, arGLP1 0 arGIP-GLP1 con evidencias en reduccion

de eventos. Tabla objetivos
5. Actualmente en Espana, los arGLP1 y arGIP-GLP1 Algoritm0§ especificos
Publicacion

solamente estan financiados en tratamiento combinado
si IMC > 30 kg/m?.

e )
6. METFORMINA: Afiadir o mantener para optimizar control N, ™ @ ﬁ?ﬂ @
lucémico. Titular la dosis de met%rmma ara mejorar © i 3o y':f' T
a tolerancia digestiva. Reducir dosis met%rmma ala to] > ) a H : 1!'-'_’.'-
mitad si FG <45 ml/min y suspender si FG<30 mi/min. - € Aﬁ a d ir
i i aQ )
7. Si FG <15 mi/min preferible iDPP4 (ajustar dosis), e Qﬁ . —
repaglinida, piog!ﬁazona 0 insulina.J Q o Insulina basal 5: '&Tﬁ:ﬂ'
8. Cana, dapa o empagliflozina si FG > 20 mi/min. (-% =) Q)
9. Semaglutida y dulaglutida se pueden prescribir - © Q
si FG 215 ml/min. (g) Z, =
10. Si IMC > 35kg/m? considerar cirugia bariatrica. \T)

1. Canagliflozina 300 es el iSGLT2 con mayor potencia
en reduccion de HbAlc y de peso.

12. Se recomienda desintensificar o simplificar los regimenes
terapéuticos comj Iedos En pacientes con ECV, IC'0 ERC se
deben utilizar ISGLTZ 0 arGLP1, si no hay contraindicacion.

19

13. No asociar iDPP4 con arGLP1 0 arGIP-GLP1; ni SU con repaglinida.
Considerar el perfil del paciente a la hora de la eleccion del tercer
y cuarto farmaco.

14. Considerar un objetivo de HoAlc<6,5% en pacientes jovenes, de reciente
diagnostico.

15. Reevaluar HbATC a los 3 meses tras inicio 0 después de cambio terapéutico.
Intensificar tratamiento en caso de no conseguir el oqetwvo personalizado.
Cuando se ha conseguido el objetivo, control de HbAlc cada 6 meses.

GRADO DE
CONTROL
GLUCEMICO®

© redGDPS - Actualizado: Enero 2°

16. Gliclazida o glimepirida son las de eleccion.

17. Clinica grave: poliuria, ?olidipsia y pérdida de peso no explicable. Medir cetonuria e investigar
desencadenantes: Corticoterapia, infecciones, neoplasias... La insulinizacion puede ser transitoria.

ADNI: antidiabético no insulinico; arGIP: analogo de los receptores del polipéptido insulinotropico; arGLP1: anélogo de los receptores
del péptido similar al glucagon; DM2: diabetes tipo 2; ECV: enfermedad cardiovascular; ERC: enfermedad renal cronica; FG: filtrado glomerular;

FRCV: factores de riesgo cardiovascular; GME: glucemia media estimada; HbAlc: hemoglobina glucosilada; HTA: hipertension arterial; IC: insuficiencia cardiaca; iDPP4: inhibidor de la dipeptidil

peptidasa 4; IMC: indice de masa corporal; iSGLT2: inhibidor del co-transportador de sodio y glucosa tipo 2; Met: metformina; Pio: pioglitazona; RCV: riesgo cardiovascular; Repa: repaglinida; SU: Sulfonilureas.
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Insulinizacion/MCG segun las guias

Derlvar a
ABORDAJE DT z oze EVALUACION INICIAL PATOLOGIAS ASOCIADAS OBJETIVOS Endocrinologia sl
ABCD (IMC, PC, BIA/DEXA, dinamometrio, ecogrofio nutrcional) = Pravenclon o retraso progresion patologlas asocladas
INTEGRAL ‘\' RD, NPD, ERC (Estadio 15, 21-43] = Porcentaje perdida ponderal 5-15% sl ABCD sozpecha D""’”ﬂﬁpﬁ
sonns SEEN o recrc o e s 2 i e R R
PER ::'gn dl EH EHMet [FIB-4>Fibrascan), SACS [ascala Epwarth) = Descenso LOL-C =50% basal, <70/ <55 mal (Ecv, DoD) o *P::gm::ﬁo
ahus

gestacional en OT2

Thulacién Posologlca DMT

Revisar adherencia

Camblo de estllo de vida Actividad fisica individualizada,
IEalmente 150 min aemmcaysseslnnesne 30 min de fuerza por semana

DRE [desmutricien relacionada con la enfermedad - MUST)

Abordaje nutriclonal Dieta mediterranea individualizada, con
deficit caldrico de SO0 Keal/dla sobre necesidades calculadas s| ABCD

Clinlea cardinal
o pérdida de peso
intensificar INS

Asoclaro

RCV
moderado

ECV, alto o
muy alto RCV

[ [

ERC

Afectacién
Renal

FGe milmin/1.73m2
lmite para inlcio

MET +
< E0 afios, ECV astablecida [Cizg. lotus, Sintomatologia actual o F5 astimado
Eja:mlfinnsirFuE:F%.m Enf. Art. Barifarcal Eravia da IC <80 mifninizs m? SEANAU £ .
SCORE2-Diabatas :2% a <10% Rasto do parsonas con OT2 Decumantacien da FE i RAC =50 mgiy EHMet -
SCOREL-Diabetes =10% -
- + " MPA 20 KC. 30
] H : DA, 5
Terapla dobie Tripie Terapia = L "“":‘ W Priorizar [
MET + arGLPVarGIP™ MET + arGLPH SGLTZ (Aol MET + arGLP+ iSGLT2 arGLP1 puLa s Qd‘
SEMA  TZP MET + ISGLT! +arGIp™" SEMAA DAPA & _—
TZP A arGIpen EHE & TZF
=™ MET +i5GLT2 E,,,"‘;:‘ arGiLP e pEm -
=T Flo diferenclales
GLIN no existe Mujer / Hombr

+, dosts mixima: MET 1000 mg

Personas con D1
M infra tratadas

" S FGe <45 CANA 100 M<% ohjeth
SI HBAIC=6.5%" Terapla doble S| HbATC=6.5%" SAOS 1P Gg <60, EMPAID g M chicaciz GLP1
Valorar Intensificacion FE reducida < £0% Valorar Intensificacion i 3jusin Sa Sodk SIRGARAgIEEna ¢ M < oficacia SGLT
Cambioa PIO2 DPP3 SU INS MET + ISGLT2 PIO2 DPP3 5U INS :zampnﬂi
arGLPYarGIP== e wpp nzad
> eficaz 6 Triple Terapla e e BlEn 51%PP no alcanzado Evidencla - cev
Valorar Valorar Priorizar sistema de M infra tratadas
IS0LT26 arGLPlarGIP=" CirMET* CirMET4 arGIp== clasificacién M * sdbarancia
e ;
ensayns controlatos: Nl
aleatorios fase I (ECAs M rolacion - odad
~ objetvo principal) M riczgo / progresa
SIRAC 2 30 mg/g En caso de Ingreso Minfa patadas
oz o da asictonci M = calfidad da vida
Abordaje holistico FINE intigrl ENDOCARE con
en Fragilidad critwrics START-STOP do smploa -
con Independencia da fammiaces no insulinicos 2 -
individualizar inzulintarapia M = ricage
de terapla de base o bt s anbarin. | H>RAC
Roevaluacion cada 24 h L M relacian —adad
objetivas SecuUndaanas. M = riesgo  progresio
de ECAs, estudios M < estadio &
Inadecuadaments M infra tratadas
controtados: M < calidad da vida

Sa Indican fammaces prafaranciakes dabida a potancs (HiAle, Paso] y amplia espectro de banaficies. Curshe, recomandabie: ABCD, sdipesty hased chranic dissase (IMC227 Ko arGLPL, sgonistas dal receptor de GLP1 (Indicads 51 ABCOE arGIFGLI,
coagenista dal recaptor da GaP y GLP1 (indicado = ABCDYE BlA, bioimpedanciematria Cans, canaglifiesing: O cosfickenta de vanacon DAPA, depsglificeing DEXA, danstomatnia B0, retnopsts dabatica; DT, doss maxima tolesds; DOD,

dafia da drgana dians, DED, inhibkdar de DEE4 [limitado 2 staglpting y linaglipting; contraindicado =) GLEYGIRGLET, EA, swantos advarsos; ECL, skectrocardiograma; | ECW, enfarmedad cardiovascular, Ebet, astastosis hopdtica metsbelics,  Dozos B, Tejera C, Bodriguer-Carmera G
EMPS, ampagificrnz ERC, anfermadad raral cranics FINE, fineranana (usa indepandiante da tarapia da base para 072 y cantrall: GLN, repsgiinida: GML glucoss managamant indicater; 10, nsuficiencla cardiscz S0LT2 inhibidar da SGLT2 MCG. Chico A, Gonadler M, Bellido V, thzli
monitorzacien continus de glucoss; MET, matforming fen s da intolemnciz valorsr ratirada de inhibidores bomba protanes y considersr MET dﬂ I berscon retardadal NPD, reuopatia disbatics; PI0, plogltazona; ROV, riesgo cardicvesculan 5805, Ferndnder-Gorolo JC en

=d da Apnaa Chetructha dal Suofio; SEMA, samaghstide sc u oral; 5U, secrotageges, nduye sulfoniuraas y apaglnida TBE, tiempa bajo rangs; TIR, tiempe an rangs; TZ25, trmeatida 1, indkidualizms abjativas 2, da claccn d no contraindicads @ ded Area de Diaketes de fa SEEN
ntolerancis & MET; 3, sl imtckerancia a arGLF J arGIF-GLP o an imitacidn asfuarzs barapduticn; 4, an persanas < da 60 afos, con IMC235 kgén?. i no iniciada Wi Reyes-Garcio y Morano-Feres, camparten o primers autonia



Insulinizacion/MCG segun las guias

Derlvar a
Endecrineclogia si:

Sospecha DT1/ menogenicas,
mal control metabélico pese a

EVALUACION INICIAL PATOLOGIAS ASOCIADAS OBJETIVOS

ABCD (IMC, PC, BIA/DEXA, dinamometrio, ecogrofio nutrcional) . Pravenclon o retrase progresion patologlas asocladas
RD, NPD, ERC [Estadio 1-5, &1-83) : = Porcentaje perdida ponderal 5-15% sl ABCD
ECV [presencia y riesga), IC [chinica, ECG, peptidos) = Hbalc /GMI = 65%, TIR 2 70%, TBR <4%, CV <36k

= Descenso RAC =30% basal. P4 < 120/80 mm
EHMet [FIB-4>Fibrascan), SACS [ascala Epwarth) = Descenso LDL-C 250% basal, <70 / <55 mg/dl [Ecv, DoOD) c?mphh-a‘gmmde
DRE [desnutricien relacionada con la enfermadad - MUST] : )

“INTECRAL DT 20 1\-
PERSONAS : SEEN

CON dlaheleSEH

Clinlea cardinal

Thulacién Pusologlca DMT
Revisar adherencia

Camblo de estllo de vida Actividad fisica individualizada,
Iealmente 150 min asrdbica j'SMESﬂE 30 min de fuerza por semana

RCV
moderado

ECV, alto o
muy alto RCV

[ [

ERC

Abordaje nutriclonal Dieta mediterranea individualizada, con
deficit caldrico de SO0 Keal/dla sobre necesidades calculadas s| ABCD

Afectacién
Renal

FGe milmin/1.73m2
lmite para inlcio

o pérdida de peso
Asoclar o Imtensificar NS

) MET +
< E0 afios, ECV astablecida [Cizg. lotus, Simtormatologia actual o F5 astimado N
Edi:ﬂiinn:ir?ﬁF%.m Enf. Art. Pariférica) pravia da IC <80 mifninf,7s m? SENU NA £ -
SCORE2-Diabetes =2% a <10% Diasto de personas con OTZ Decumantarion da FE i RAC = 30 mioly EHM“ _—
SCOREL-Diabetes =10% -
f 8 : MPA 20 KC. 30
] H : DA, 5
Terapla dobie Tripie Terapia = L "“":‘ W Priorizar [
MET + arGLPV/arGIF= MET + arGLPH SGLT pESS——— L 12 S, A B Qd'
SEMA Rra] MET + IS(]LT! + a[(]lp‘“' SEMAL DAPA &
TZP & arGIpen EHE & TZP
=™ MET +i5GLT2 F—"‘*“ arGiLP T=m | AN pEm - Aspectos
CanA - Temaa PIO diferenciales
GLIN no existe Mujer / Hombr

+, dosts mixima: MET 1000 mg

Personas con D1
M infra tratadas

51 HBAIC>6.5% Terapila doble SI HDATC=6.5%" SAOS e e s e en shigte
Valorar Imtensificaclion FE reducida = £0% ‘Valorar Imensificaclén £, 3jusio da docc cahd Inagliptina M = oficacia SGLT
Cambioa PIO2 DPP3 SU INS MET + ISGLT2 PIO2 DPP3 5U INS :zampntla
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Insulinizacion/MCG segun las guias

Indicaclones de Insullnizaclén
Y Sirtomas de hipercatabolismo o scepecha de dishatas tipa 1

“irecrar DT 2026

¢ m Mo sa logran objetivos da control mietsbalico individualizados tres camibios

PEHSOHEE SE E N ;

dia astile dia vida + tratsmisnto optimizsdo con terapias no insulinicas

CcON diabeteSEEN

Insulina basal | *_ Terapia multidosis -

.. Insulina
Dosis inicial premezclada
0203 Ufkgidia
Degludec / Glargina U300
Sugpenderfeducir
SeCretagogos

Bolo-Basal

02-03 Uftegidita
Dagludac [ Glargina U300
Suspanderfreduscir TS
SRCTEtagogos y I dasi
L W3 d ida y cona
hiperglucémic 5 ClesSna, commicay cana

Basal-Plus

g T ———————
([ Intensiicaclom )

4U(o10% da ks dosis da

2 diagic
23 an desayunoy 13 en cana

Objetivo
Glucosa basal y Glucosa basal y
preprandial BO0-T50 mgjdl

GEP <180 mg/dl
{2 horas post-ingests)

REVISAR AGP REVISAR ACP

. . Ajuste de dosis
Ajuste de dosis Mayor riesgo de
12 U 51 GPP > 180 mgd] hipoglucemias

2U 51 GPP = TOmg/dl

1-2 U gl GPR =180 migsdl
205 GPP = TO mgdl

Pauta de eleccién

Uitliizar solo en casos
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- - -
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DE CONTROL
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SEGUN MCG [AGE)

=180 mg/dl

= 25% * (=& h)
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“Inciuye tiemipo > 250 mgédl
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| 70180 mgAd

=70 mgidl < 1% (=15 min}
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Mayor riesgo do

-2 gl GPP =
1-2U @ GPP > 180 Mgl 2u 5":F‘F' 180 mg/dl hipoglucemias
2151 GPP <70 mghtl AT S I Utiizar solo en casos :
individualizados i 70-180 mg/d

=180 mg/di = 50% <12 h}

Plesgo de
Pauta de eleccién nun:ﬂlnlal-:n
hasal

AJUSTE DE INSULINA BASAL

- - -~ i <70 mgidl <1% <15 min]

AL AFADIR INSULINA PRANDLAL VALORAR + DOSIS DE INSULIMA BASAL S| =05 LyKGDLA




Insulinizaciédn/MCG segun las guias

“itecrat D T 2026 @
personas SEEN

COM diabeteSEEN

. Beneficlios . Beneficios de la monitorizacién
(o memmeEres . plumas Conectadas . continua de glucosa
¥ EBBuscowsos | PEFSONas con DT2 . Personas con DT2
- Plumas y capuchones conectados: 0 D : : :
[ Plumas s Insulinas H In%u ! r::gﬂgﬁm

independiente de la edad, Al de partida,
tratamlento con Insulina o no, tpo de MCG

diEbetes malius oo & SEEML

- Monitorizacién continua de glucosa

Educacién
terapéutica

FELT P FELS Pl Do oo 56 Deawoom TF

uCamia

gluosaa b hons |

ar primor s}




XXXl CONGRESO

Insulinizaciédn/MCG segun las guias

“itecrat D T 2026 @
personas SEEN

COM diabeteSEEN

Beneficlios
Plumas Conectadas
I'-‘elsnngs con DT2

continua de glucosa
Personas con DT2

- Plumas y capuchones conectados:

Thiy smpanies ; Mok e
COmpat sk Tt [

independiente de la edad, Al de partida,
tratamlento con Insulina o no, tpo de MCG

diEbetes malius oo & SEEML

Monitorizaciéon continua de glucosa

FELT P FELS Pl Do oo 56 Deawoom TF DenCom Dmar+

uComia
gluosaa b hons |

ar primor s}




Insulinizacion/MCG segun las guias

GLUCOSE-CENTRIC GLYCEMIC CONTROL ALGORITHM

LIFESTYLE INTERVENTION

Start or continue metformin as appropriate

ASSESS FOR COMORBIDITIES AND COMPLICATIONS: CHF | CKD | CVD | STROKE/TIA | MASLD
If Yes, see ALGORITHM 6: COMORBIDITIES- AND COMPLICATIONS-CENTRIC ALGORITHM for pharmacotherapy recommendations

PERSON-CENTERED SELECTION OF THERAPY

r : ; Access Order of medications
Severe Hyperglycemia T Hypoglycemia Risk Overweight/Obesity ” b
yperglycemi YPogly i 4 ¥ Need for & Cost suggests hierarchy
for use

AIC >7.5%
(58 mmol/mol)
Start 2 sgents

Patients may
present with
>1scenario

Basal Insulin Metformin | SGLT2i :

- - Metform
Proferred + Prandlal Insulin or GLP-1RA or GIP/GLP-1RA Gl:c:f.r‘;io: ’ Ip(/fil;':i:'RA TZD | G:N | SJ:’ | AGI
+GLP-1RA or + GIP/GLP-1RA DPP-4i€ | TZD AIC >9%

(75 mmol/mol) or
>1.5% (>16 mmol/mol)
above goal
Start 22 agents

INDIVIDUALIZE GLYCEMIC TARGETS
A1C <6.5% (48 mmol/mol) for most people
A1C 7% to 8% (53-64 mmol/mol) if high risk for adverse consequences of hypoglycemia and/or limited life expectancy
Avoid Therapeutic Inertia | Monitor and Adjust Every <3 Months | Titrate to Maximum Tolerated Dose for Additional Glucose Lowering
Add Beneficial Agent Not in Use for Additional Glucose Lowering | Periodic Diabetes Self-Management Education | Implement CGM as Early as Feasible

Goto Goto
NEED FOR ADDITIONA UCOSE LOWERING?' PROFILES OF ALGORITHM B: INITIATING
PHARMACOTHERAPY FOR T2D AND TITRATING INSULIN

*For SEVERE HYPERGLYCEMIA (ATC >10% [>86 mmol/mol] and/or glucose >300 mg/dL [16.7 mmel/L] with symptoms), strongly consider basal insulin (Go to ALGORITHM 8: INITATING AND
TITRATING INSULIN). Avoid use of GLP-1RA or GIP/GLP-1RA slone In severe hyperglycemsa These agents require titration over weeks which can delay glycemic controd After glucose toxicity
isresolved, massess medical therapy and consider other agents. PSee AACE Algorithm for the Trestment of Obesity/Adiposity-Based Chronic Disease-2025 Update. “DPP-4i and GLP-1RA
or GIP/GLP-1 RA should not be combined. 95Us may be inappropriate in older adults due to risk of hypoglycemia. "TZDs can cause increased weight partially attributable to fluid retention. if
despite appropriate tharapy and adheranca, glucose lavels ramain abows target, also reconsider ALGORITHM 3: DIABETES CLASSIFICATION

Abbraviations: AIC, hemoglobin AIC; AGI, alpha-glucosidase inhibitor; CGM, continuous ghucose meaitoring: CHE. cangestive heart failure; CKD, chronic kidney disease; CVD, cardiovascular
disease, DPP-4i dipeptidyl peptidsse 4 inhibitor, GIP, glucose-dependent insulinotropic polypeptide; GLN. glinide; GLP-1RA. glucagon-like peptide 1 receptor agonist. MASLD. metabolic
dysfunction-associated steatotic liver disease; SGLT2i, sodium glucose transporter 2 inhibiton, SU, sulfonylures; TIA, transient ischemic attack; T2D, type 2 diabetes; TZD, thiazoladinedions
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GLUCOSE-CENTRIC GLYCEMIC CONTROL ALGORITHM

LIFESTYLE INTERVENTION

Start or continue metformin as appropriate

ASSESS FOR COMORBIDITIES AND COMPLICATIONS: CHF | CKD | CVD | STROKE/TIA | MASLD
If Yes, see ALGORITHM 6: COMORBIDITIES- AND COMPLICATIONS-CENTRIC ALGORITHM for pharmacotherapy recommendations

PERSON-CENTERED SELECTION OF THERAPY

v Access Order of medications

’ “ T " i - 4 b
Severe Hyperglycemia Hypoglycemia Risk Overwelght/Obesity et ko agt suggests hieearchy
for use

AIC >7.5%
(58 mmol/mol)
Start 2 sgents

Patients may
present with
>1scenario

Basal Insulin Metformin | SGLT2i :

“ X Metform
Preferred + Prandlal Insulin or ( LP-1RA or GIP/GLP-1RA Gl:c::.r‘;iol' , Ip{g:,:i:,RA TZD | G:N | SJ:’ | AGI
+GLP-1RA or + GIP/GLP-1RA DPP-8i° | TZD AIC >9%

(75 mmol/mol) or
>1.5% (>16 mmol/mol)
above goal
Start 22 agents

INDIVIDUALIZE GLYCEMIC TARGETS
A1C <6.5% (48 mmol/mol) for most people
AIC 7% to B. (63-64 mr _J/mol)if high risk for adverse consequences of hypoglycemia and/or limited life expectancy
Avoid Therapeutic Inc. «.a 1 Monitor and Adjust Every <3 Months | Titrate to Maximum Tolerated Dose for Additional Glucose Lowering
Add Beneficial Agent Not in Use for Additional Glucose Lowering | Periodic Diabetes Self-Management Education | Implement CGM as Early as Feasible

Goto Goto
NEED FOR ADDITIONA UCOSE LOWERING?' PROFILES OF ALGORITHM B: INITIATING
PHARMACOTHERAPY FOR T2D AND TITRATING INSULIN

*For SEVERE HYPERGLYCEMIA (ATC >10% [>86 mmol/mol] and/or glucose >300 mg/dL [16.7 mmel/L] with symptoms), strongly consider basal insulin (Go to ALGORITHM 8: INITATING AND
TITRATING INSULIN). Avoid use of GLP-1RA or GIP/GLP-1RA slone In severe hyperglycemsa These agents require titration over weeks which can delay glycemic controd After glucose toxicity
isresolved, massess medical therapy and consider other agents. PSee AACE Algorithm for the Trestment of Obesity/Adiposity-Based Chronic Disease-2025 Update. “DPP-4i and GLP-1RA
or GIP/GLP-1 RA should not be combined. 95Us may be inappropriate in older adults due to risk of hypoglycemia. "TZDs can cause increased weight partially attributable to fluid retention. if
despite appropriate tharapy and adheranca, glucose lavels ramain abows target, also reconsider ALGORITHM 3: DIABETES CLASSIFICATION

Abbraviations: AIC, hemoglobin AIC; AGI, alpha-glucesidase inhibitor; CGM, continuous ghucose meaitoring: CHE. cangestive heart failure; CKD, chronic kidney disease; CVD, cardiovascular
disease, DPP-4i dipeptidyl peptidsse 4 inhibitor, GIP, glucose-dependent insulinotropic polypeptide; GLN. glinide; GLP-1RA. glucagon-like peptide 1 receptor agonist. MASLD. metabolic
dysfunction-associated steatotic liver disease; SGLT2i, sodium glucose transporter 2 inhibitor; SU, sulfonylures; TIA, transient ische mic attack; T2D, type 2 diabetes; TZD. thiazoladinedione
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AACE Clinical Guidance

American Association of Clinical Endocrinology Consensus Statement
Algorithm for Management of Adults With Type 2 Diabetes — 2026
Update

INITIATING AND TITRATING INSULIN ALGORITHM

SEVERE HYPERGLYCEMIA: A1C >10% (86 mmol/mol) and/or glucose >300 mg/dL (16.7 mmol/L) with symptoms, start basal +/- prandial insulin®

GOALS: Individualize glycemic tavge(s" | Use CGM to achieve glycemic targets® | Recommend GLP-1RA, GIP/GLP-1 RA if not already
inuse? | Lifestyle intervention® | Continue other DM therapies that benefit complications and comorbidities, if appropriate'

Starting Basal Insulin Starting Prandial Insulin™

AIC <8% (64 mmol/mol) A1C 28% (64 mmol/mol) STEPWISE ADDITION TO BASAL: "
0.1to 0.2 U/kg/day 0.2t0 0.3 U/kg/day » Bagin prandial Insulln at largest meal (10% of basal or 5U)
« If not at goal, progress to injections before 2 or 3 meals
SIMULTANEOQUS ADDITION TO BASAL: Rapid-acting
» Goal TDD is ~50% basal, analogs preferred
~50% prandial divided by 3 meals to regular insulin
PREMIXED INSULIN:
» TDD; Start 0.2 to 0.3 U/kg/day or base on current bass! dose
« Glve 2/3 before breakfast and 1/3 before supper

Titrate overy 2 to 5 days to reach glycemic target &

FIXED TITRATION:
« Adjust basal dose by 2U until glycemic goal is met

ADJUSTABLE TITRATION: I g g .
« FBG >180 mg/dL. {>10,0 mmol/L): add 20% more basal + Discontinue SU Titrate insulin every 2 to 3 days to reach glycemic goal

« FBG 140 to 180 mg/dl (7.8-10.0 mmol/L): add 10% more basal  « Basal analogs
« FBG 110 to 138 mg/dL (6.1-7.7 mmol/L). add 1 U basal preferred to NPH HYPERGLYCEMIA:

FASTING HYPOGLYCEMIA: « Increase prandial dosa by 10% to 20% for the pravious meal
« BG <70 mg/dL (2.9 mmol/L); decrease basal 10% to 20% » Titrate to individualized glycemic goals

» B0 <40'mg/dL (22 mmol/Lx decrease besal 20% to 40% HYPOGLYCEMIA (PRANDIAL BG <70 MG/DL [3.9 MMOL/LI):
« Decrease prandial dose by 10% to 20% for the previous meal

« For immediate treatment of hypoglycemia: Administer rapidly absorbed oral
GLYCEMIC GOALS UNMET glucose (Julce, glucose tablet) If able to salely swallow. If unresponsive,
Basal insulin >0.5 u/kg/day k subcutaneous/intramuscular/intranasal glucagon or glucagon anatogue can
8eAM Score (bedtime minus fasting glucose) >50 be administered by a trained membaer of the household

“For severe hyperglycemia, reduce glucose levels as promptly and safely as possible, Avoid use of GLP-1RA or GIP/GLP-1RA alone in severe hyperglycemia These agents require titration over
weeks delaying glycemic control. Consider testing for other causes of OM if appropriate, such as T1D (Ses ALGORITHM 3: DIABETES CLASSIFICATION). Initial insulin regimens include al basal
alone, bl basal with belus, ¢} fixed-dose basal with GLP-1 RA. PUsual goal s AIC or GMI <6.5% (48 mmol/mol) without hypoglycemia. Glycemic targets may also include TIR, FBG, PPG. Targets should
be individualized and may be higher in paople with comaorbidities and at high risk for adverse consequence of hypoghycemia and/or limited life expectancy “See 2021 AACE Clinical Practice Guideline:
The Use of Advanced Technology in the Management of Persons with Diabetes Mellitus. “Also consider fixed-dose basal insubn/GLP-1 RA. Stop DFP-4i when GLP-1RA or GIP/GLP-1RA is initiated
®Always emphasize lifestyle intervention throughout the disease course. "Go to ALGORITHM 6: COMORBIDITIES- AND COMPLICATIONS-CENTRIC GLYCEMIC CONTROL ALGORITHM. $For
glargine U-100, titrate every 2 10 3 days. Other longer-acting basal insulins {glargine U-300, degludec U-100, U200) need titration every 3 1o S days. Weekly insuling require longer titration intervals.
Clder adults and people with impaired kidney function are more prone 10 hypoglycemis consider longer titration intervals. "Basal analogs cause less hypoglycemia than NPH. To convert units NPH
to basal analog, use 80% of the total NPH units per day. *BeAM score: bedtime glucose minus prebreakfast glucose >50 mg/dL. {>28 mmol/L) may indicate that basal insulin is already optimized
and improved mealtime glucose s needed by adding prandial insulin. "Consider adding GLP-1 RA, GIP/GLP-1 RA for prandial control If not already In use. "Meal with largest carbohydrate content
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INITIATING AND TITRATING

SEVERE HYPERGLYCEMIA: A1C >10% (86 mmol/mol) and/or glucose >300 mg/dL (16.7 mmol/L) with symptoms, start basal +/- prandial insulin®

INSULIN ALGORITHM

GOALS: Individualize glycemic tavge(s" | Use CGM to achieve glycemic targets® | Recommend GLP-1RA, GIP/GLP-1 RA if not alre’ady
«=ad | Lifestyle intervention® | Continue other DM therapies that benefit complications and comorbidities, if appran=-- _

Starting Basal Insulin

A1C <B8% (64 mmol/mol)
0.1to 0.2 U/kg/day

A1C 28% (84 mmol/mol)
0.2t0 0.3 U/kg/day

Titrate overy 2 to 5 days to reach glycemic target &

FIXED TITRATION:

« Adjust basal dose by 2U until glycemic goal is met
ADJUSTABLE TITRATION:

« FBG >180 mg/dL. {>10.0 mmeol/L): add 20% more basal

« FBG 140 to 180 mg/dL (7.8-10.0 mmol/L): add 10% more basal
« FBG 110 to 138 mg/dL (6.1-7.7 mmol/L). add 1 U basal

FASTING HYPOGLYCEMIA:

« BG <70 mg/dL (2.9 mmol/L): decrease basal 10% to 20%
»BG <40 mg/dL (2.2 mmol/LY decrease basal 20% to 40%

« Discontinue SU
» Basal analogs
preferred to NPH

GLYCEMIC GOALS UNMET
Basalinsulin >0.5 u/kg/day

P
8eAM Score (bedtime minus fasting glucose)>50

“For severe hyperglycemia, reduce glucose levels as prc
weeks delaying glycemic control. Consider testing for o

“na .

Starting Prandial Insulin™

STEPWISE ADDITION TO BASAL:
» Bagin prandial Insulin at largest meal (10% of basal or 5U) a
« If not at goal, progress to injections before 2 or 3 meals
SIMULTANEOQUS ADDITION TO BASAL:
« Goal TDD is ~50% basal,

~50% prandial divided by 3 meals
PREMIXED INSULIN:
» TDD; Start 0.2 to 0.3 U/kg/day or base on current bass! dose
« Glve 2/3 before breakfast and 1/3 before supper

Rapid-acting
analogs preferred
to regular insulin

I Titrate insulin every 2 to 3 days to reach glycemic goal

HYPERGLYCEMIA:

« Increase prandial dose by 10% to 20% for the preavious meal

» Titrate to individualized glycemic goals

HYPOGLYCEMIA (PRANDIAL BG <70 MG/DL [3.9 MMOL/LI:
« Decrease prandial dose by 10% to 20% for the previous meal

« For immediate treatment of hypoglycemia: Administer rapidly absorbed oral
glucose {juice, glucose tablet) IT able to salely swallow. If unresponsive,
subcutaneous/intramuscular/intranasal glucagon or glucagon anatogue can
be administered by a trained member of the household

hyperglycemia These agents require titration over
ICATIONL. Initial insulin regimens include a) basal

alone, bl basal with bolus, ¢ fixed-dose basal with GLF-1
be individualized and may be higher in paople with comor

AACE\3 g

ndocrine =

= Fgets may also include TIR, FBG, PPG. Targets shoula
ancy “See 2021 AACE Clinical Practice Guideline:

The Use of Advanced Technology in the Management ¢ pra Ctice L DPP-4i when GLP-1RA or GIP/GLP-1RA is initiated.
®Always emphasize lifestyle intervention throughout the g ; NTRIC GLYCEMIC CONTROL ALGORITHM. $For
glargine U-100, titrate every 210 3 days. Other longer-ac ¢ ———— — 5 VWeekly insuling require longer titration intervals,
Clder adults and people with impaired kidney function AACE Ol Cundance less hypoglycemia than NPH. To convert units NPH
to basal analog use 80% of the total NPH units per day.! American Association of Clinical Endocrinology Consensus Statement y indicate that basal insulin is already optimized
and improved mealtime glucose Is needed by adding pi Algorithm for Management of Adults With Type 2 Diabetes — 2026 dy In use. "Meal with largest carbohydrate content
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Aigorithm for Management of Adults With Type 2 Diabetes
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PROFILES OF PHARMACOTHERAPY FOR TYPE 2 DIABETES

METFORMIN GLP-1RA 'mwm.mu SGLT2 TZD
- NS .
 MAcE
ASCVD
STROKE

m. m

Decrease Dose for luutldﬁov Lm.,m
eGFR 30 to 45" eGFR30 to 45" atLower eGFR

N Bonatie Chock Drug-
,. Contraindicats Specific 6GFR
Tar s <0 s Thresholds™

Potential Benefit Potential Banefit Potential Banefit

Potential Benefit Potential Benefit
Potential Benefit Potential Benefit

Potential Benefit Potential Benefit Potential Benefit

GU infections

OTHER < T Fracture Risk
CONSIDERATIONS Ejelyconic Bt Bladder Cancer
ACCESS/COST

B Benefits Use with caution B Contraindicated

&l - =L = hooo'on Lo

DPP-4i su GLN
e L Raad /e
Saxagliptin
Alogliptin®
1 1

i

Moderate

Adjust Dose” HypoglycemiaRisk  Hypoglycemia Risk [ <2 L8 Hypodyomullnt

Moderate to High®  Low to Moderate

Gain

Rare Arthraigias/
Myslgiss

Neutral, not studied, or insufficient evidence

Moderste to High

Gain

Potential Benefit
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AACE Practice Faul
ACTE Osmecal Condance
American Association of Clinical Endocrinology Consensus Statement
Aigorithm for Management of Adults With Type 2 Diabetes 2026
Update
PROFILES OF PHARMACOTHERAPY FOR TYPE 2 DIABETES
METFORMIN GLP-1RA GIP/GLP-1RA SGLT2 72D DPP-8i su GILN AGI
m%. - e e/ rree wfee - e B Aaad /e
MACE
ASCVD
STROKE
o m e
CKD
Decrease Dose for Emulidﬂov Glycemic Efficacy
eGFRI0t045"  eGFR30tods" L .,w,:,w + 1
AT !unalido Chock Drug- AdjustDese”  HypoglycemiaRisk  HypoglycemiaRisk |1l LT UUIT nymulu
C indicat Specific 0GFR

Moderate to High®  Low to Moderate

EC T - -

Potential Benefit Potential Banefit Potential Banefit
Potential Benefit Potential Benefit

Potential Benefit Potential Benefit

Potential Benefit Potential Benefit Potential Benefit

GIADVERSESYMPTOMS  Mid to Modh Moderate
OTHER Cuveomio Oka? T FractreRiek'  Raro Arthragians
CONSIDERATIONS T oture ikt Dlodder Cancer Myslgias

l Benefits Use with caution B Contraindicated Neutral, not studied, or insufficient evidence
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Insulinizaciédn/MCG segun las guias

reevaluary

USO DE MEDICAMENTOS HIPOGLUCEMIANTES EN EL MANEJO DE LA DM2 atamiert de

\forma regular (cada

HABITOS DE VIDA SALUDABLES: EDUCACION Y APOYO PARA EL AUTOCUIDADO DE LA DIABETES (DSMES); DETERMINANTES SOCIALES DE LA SALUD (SDOH) ==
Objetivo: reduccion del riesgo cardiovascular y renal en personas con DM2 de alto riesgo* Objetivo: logro y mantenimiento de los objetivos de peso y control glucémico
+ERC
+ECVAt +Ind|cadore§ de ECV TFGe <60 mLimin/173 mo abuminuria (CAC 23,0 + Manejo del peso + L_og_roy mantenimiento Fle_los
de alto riesgo mg/mmal [30 mgfg]). Se requiere una medicion repetida objetivos de control glucémico
para confirmar la ERC.
v ¥ v
+ECVA/Indicadores de ECV de alto riesgo" b;S(?L.TZii C;Jrlj +ERC (en tratamiento con la dosis Metformina u otro farmaco (incluida la terapia combinada) que
=Neficio probado g Eficacia en pérdida de peso proporcione eficacia suficiente para alcanzar y mantener los
) enlC con maxima tolerada de IECA/ARA-I) P P o objetivos de control glucémico
arG!_E—W* |SGLT2§ sintomatologia ISGLT2 con evidencia primaria de reduccian Priorizar |a evitacian de a hipoglucemia en personas de alto
con beneficio en ECV con beneficio en ECV actual o previa de de la progresion de la ERC Muy alta: nesgo
probado probado ICFEr o ICFEp Semaglutida, Tirzepatida [
’ lr‘nﬁr'nsm%%pr“ﬂide" iniciarse con TFGe 220 Eficacia en la reduccion de la glucemia
’ Alta:
Si la glucemia esta en niveles superiores al objetivo La eficacia hipoglucemiante se reduce con TFGe Dulaglutida, Liraglutida Muy alta:
<45 mUmin/1,73 m? Dulaglutida (altas dosis), semaglutida, tirzepatida. insulia
Combinacidn oral, combinacién inyectable (arGLP-1 e insulina)
Intermedia:
. ) - . - arGLP-1 (no mencionados arriba), iISGLT2 ) Alta_: . o
+ Para pacientes en tratamiento con arGLP-1, considerar afiadir &rGLP-1% con beneficio en ERC probado arGLP-1RA (no mencionados arriba), metformina, pioglitazona,
un iSGLT2 con beneficio en ECV probado y viceversa iSGLT2, sulfonilurea
+ Piogltazona® Sila glucemia esta por encima del objetivo, en personas Neutral: .
tratadas con iSGLT2, considerar incorporar un arGLP-1 Metformina, iDPP-4 Intermedio:
o viceversa iDPP-4
v
Si se necesita una reduccion adicional del riesgo cardiovascular y renal, el manejo de otras comorbilidades Si la glucemia esta por encima del objetivo, o se identifica hipoglucemia o
metabélicas y/o un mayor control glucémico h hiperglucemia significativas, o barreras en la atencion

+mitigar el Riesgo de MASLD o MASH

+ Derivar a DSMES para apoyar la autoeficacia en el logro de los objetivos terapéuticos

+ Considerar el uso de tecnologia (p. ej., CGM diagnéstico o personal) para identificar brechas
terapéuticas y individualizar el tratamiento

+ Identificar y abordar los SDOH que influyen en el logro de los objetivos del tratamiento

Farmacos con beneficio demostrado o potencial en MASLD o MASH

[ el

P-1, pio na, o combinacién de arGLP-1 con pioglitazona
0 de cirrosis descompensada
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Insulinizaciédn/MCG segun las guias

reevaluary

USO DE MEDICAMENTOS HIPOGLUCEMIANTES EN EL MANEJO DE LA DM2 atamiert de

\forma regular (cada

HABITOS DE VIDA SALUDABLES: EDUCACION Y APOYO PARA EL AUTOCUIDADO DE LA DIABETES (DSMES); DETERMINANTES SOCIALES DE LA SALUD (SDOH) ==
Objetivo: reduccion del riesgo cardiovascular y renal en personas con DM2 de alto riesgo* Objetivo: logro y mantenimiento de los objetivos de peso y control glucémico
+ERC
+ECVAt +Ind|cadore§ de ECV TFGe <60 mLimin/173 mo abuminuria (CAC 23,0 + Manejo del peso + L_og_roy mantenimiento Fle_los
de alto riesgo mg/mmal [30 mgfg]). Se requiere una medicion repetida objetivos de control glucémico
para confirmar la ERC.
v ¥ v
+ECVA/Indicadores de ECV de alto riesgo" b;S(?L.TZii C;Jrlj +ERC (en tratamiento con la dosis Metformina u otro farmaco (incluida la terapia combinada) que
=Neficio probado g Eficacia en pérdida de peso proporcione eficacia suficiente para alcanzar y mantener los
) enlC con maxima tolerada de IECA/ARA-I) P P o objetivos de control glucémico
arG!_E—W* |SGLT2§ sintomatologia ISGLT2 con evidencia primaria de reduccian Priorizar |a evitacian de a hipoglucemia en personas de alto
con beneficio en ECV con beneficio en ECV actual o previa de de la progresion de la ERC Muy alta: nesgo
probado probado ICFEr o ICFEp Semaglutida, Tirzepatida [
’ lr‘nﬁr'nsm%%pr“ﬂide" iniciarse con TFGe 220 Eficacia en la reduccion de la glucemia
’ Alta:
Si la glucemia esta en niveles superiores al objetivo La eficacia hipoglucemiante se reduce con TFGe Dulaglutida, Liraglutida Muy alta:
<45 mUmin/1,73 m? Dulaglutida (altas dosis), semaglutida, tirzepatida. insulia
Combinacidn oral, combinacién inyectable (arGLP-1 e insulina)
Intermedia:
. ) - . - arGLP-1 (no mencionados arriba), iISGLT2 ) Alta_: . o
+ Para pacientes en tratamiento con arGLP-1, considerar afiadir &rGLP-1% con beneficio en ERC probado arGLP-1RA (no mencionados arriba), metformina, pioglitazona,
un iSGLT2 con beneficio en ECV probado y viceversa iSGLT2, sulfonilurea
+ Piogltazona® Sila glucemia esta por encima del objetivo, en personas Neutral: .
tratadas con iSGLT2, considerar incorporar un arGLP-1 Metformina, iDPP-4 Intermedio:
o viceversa iDPP-4
v
Si se necesita una reduccion adicional del riesgo cardiovascular y renal, el manejo de otras comorbilidades Si la glucemia esta por encima del objetivo, o se identifica hipoglucemia o
metabélicas y/o un mayor control glucémico h hiperglucemia significativas, o barreras en la atencion

+mitigar el Riesgo de MASLD o MASH

+ Derivar a DSMES para apoyar la autoeficacia en el logro de los objetivos terapéuticos

+ Considerar el uso de tecnologia (p. ej., CGM diagnéstico o personal) para identificar brechas
terapéuticas y individualizar el tratamiento

+ Identificar y abordar los SDOH que influyen en el logro de los objetivos del tratamiento

[ el

do o potencial en MA>L. ~ MASH
, 0 combinacion de arGLP-1on piog|
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Insulinizacion/MCG segun las guias

Eficacia reductora
HbAlc

Hipoglucemias

Peso

MACE

Insuficiencia Cardiaca
ERC

MASH

Dosificacion

Efectos secundarios

1 DiabetesCare

uuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuu
uuuuuuuuuuuuuuuuuuuuuuuu

Se requieren dosis mas bajas de insulina con una
disminucion de la TFGe
Ajuste segun la respuesta clinica

Reacciones locales

Mayor riesgo insulina humana (NPH o formulaciones
premezcladas) que andlogos.

El riesgo de hipoglucemia y la duracion de la actividad
aumentan con el deterioro de la funcion renal.
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Insulinizaciédn/MCG segun las guias

w
Consider GLP-1 RA or dual GIP and GLP-1 RA in mostindividuals prior to insulin? If already on GLP-1 RA or dual GIP
IMITIAT IOM Initiate appropriate starting dose for agent selected (varies within class) and GLP-1RA, orif these are not
TITRATION Titrate to maintenance dose (varies within class) : appropriate, or if insulinis preferred :

Considerations for adding basal insulin®

Choice of basal insulin should be based on person-specific considerations, including cost. Referto [ 5
Table 9.4 for insulin cost infermation. Consider prescription of glucagon for emergent hypoglycemia.
If not on CGM, consider adding CGM.

L

Initiation and titration of basal analog or bedtime NPH insulin®

THE JOURNAL OF CLINICAL AND APPLIED RESEARCH AND EDUCATION

DiabetesCare

INITIATION TITRATION

Start 10 units  « Set FPG goal (see section 6, "Glycemic Goals, Hypodycemia, and Hyperglycemic Crises") Janungy 2026 | VOLME 4 | supmLEwENT 1
per day or « Choose evidence-based titration algerithm, e.g., increase 2 units every 3 daysto

0.1-0.2 units/ reach fasting plasma glucose goal without hypoglyce mia

kg per day « Forhypoglycemia: determine cause; if no clear reason, lower dose by 10-20%

1

Assess adequacy of insulin dose at every visit
Consider clinical signals to evaluate for overbasalization and need to consider adjunctive
therapies (e.g., elevated bedtime-to-moming and/or postprandial-to-preprandial
differential, hypoglycemia [aware or unaware], high glucose variability)

If on bedtime NPH, consider converting
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Insulinizaciédn/MCG segun las guias

Consider GLP-1 RA or dual GIP and GLP-1 RA in most individuals prior to insulin®

ITIATION Initiate appropriate starting dose for agent selected (varies within class)
TITRATION Titrate to maintenance dose (varies within class)

If already on GLP-1 RA or dual GIP
and GLP-1 RA, orif these are not :
appropriate, or if insulin is preferred :

Considerations for adding basal insulin®
Choice of ba hould be based on perscm specific considerations, inclu

Table 9.4 for insulin co

If not on CGM, consider adding CGM.

L

Initiation and titration of basal analog or bedtime NPH insulin®

THE JOURNAL OF CLINICAL AND APPLIED RESEARCH AND EDUCATION

INTIATION  TITRATION Dlabetes Care
Start 10 units  « Set FPG goal (see section 6, "Glycemic Goals, Hypodycemia, and Hyperglycemic Crises") Janungy 2026 | VOLME 4 | supmLEwENT 1

per day or « Choose evidence-based titration algerithm, e.g., increase 2 units every 3 daysto

0.1-0.2 units/ reach fasting plasma glucose goal without hypoglyce mia

kg per day « Forhypoglycemia: determine cause; if no clear reason, lower dose by 10-20%

1

Assess adequacy of insulin dose at every visit
Consider clinical signals to evaluate for overbasalization and need to consider adjunctive
therapies (e.g., elevated bedtime-to-moming and/or postprandial-to-preprandial
differential, hypoglycemia [aware or unaware], high glucose variability)

If on bedtime NPH, consider converting
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_ Recomendacidn Aplicaciones Clinicas =

Indicacion Ofrecer Multiples dosis insulina

MCG flash Hipoglucemias recurrentes o graves
No percepcidn hipoglucemias
No capaz de capilar si de sensor
Mas 8 controles/dia

Indicaciones Ofrecer Si menor coste
MCG continua

Indicacion social Ofrecer Necesita ayuda de terceros para determinar glucemia
capilar
Educacion Obligatoria Integrar en educacion

Equipo con experiencia

Uso seguro Mantener glucemia Comprobar precision
capilar
Problemas Intervencion activa Ver dificultades

Educacién continua
Apoyo emocional

1.33 Choosing a type of insulin

Type 2 diabetes in adults:

1.33.1 Offer basal insulin intended for administration once or twice a day to adults with management

type 2 diabetes as initial insulin therapy. [2015, amended 2026]

NICE guideline
Published: 2 December 2015
Last updated: 18 February 2026

1.33.2 As initial insulin therapy for adults with type 2 diabetes, especially if the person's
HbAc is 75 mmol/mol (9.0%) or higher, consider combining:

www.nice.org.uk/quidance/ng28
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_ Recomendacion Aplicaciones Clinicas 5

Indicacién Ofrecer Multiples dosis insulina G
MCG flash Hipoglucemias recurrentes o graves

No percepcidn hipoglucemias

No capaz de capilar si de sensor

Mas 8 controles/dia

Indicaciones Ofrecer Si menor coste
MCG tiempo real

Indicacion social Ofrecer Necesita ayuda de terceros para determinar glucemia
capilar
Educacion Obligatoria Integrar en educacion

Equipo con experiencia

Uso seguro Mantener glucemia Comprobar precision
capilar
Problemas Intervencion activa Ver dificultades

Educaciéon continua y Apoyo emocional
Identificar grupos que no acuden habitualmente

1.33 Choosing a type of insulin

Type 2 diabetes in adults:
management

1.33.1 Offer basal insulin intended for administration once or twice a day to adults with
type 2 diabetes as initial insulin therapy. [2015, amended 2026]

NICE guideline
Published: 2 December 2015
Last updated: 18 February 2026

1.3 As initial insulin therapy for adults with type 2 diabetes, especially if the person's

bAlc is 75 mmol/mol (3.0%) or higher, consider combining:

www.nice.org.uk/quidance/ng28
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No MCG Si MCG

No aporta nada Disminuye hipoglucemias
clinicamente Disminuye HbA1lc
No util en educacion

No Insulinizacidn redGDPS redGDPS

ADA ADA
Buen control AACE AACE
No hipoglucemias SEEN SEEN

NICE
Si insulinizacion

redGDPS redGDPS

Mal control pese ADA ADA
tratamiento optimizado AACE AACE

SEEN SEEN
Hiperglucemia sintomatica NICE NICE

Hbalc muy elevada



Pros y contras de la Insulinizacion segun las guias

redGDPS Siempre antes iSGLT2 y/o arGLP1

ADA

AACE

SEEN

NICE

Escalada tras fracaso resto
tratamientos

Opcion en todas las edades

Mayor potencia bajada HbA1lc

Evita rapidamente glucotoxicidad

Hiperglucemia marcada

Control intenso precoz

Control glucémico potente y rapido

Flexible

Solo si no control previo

Individualizable

XXXIl CONGRESQ
S@MaMFyC
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Hipoglucemias
Aumento de peso
Inercia terapéutica
Rechazo pacientes

Hipoglucemias
Aumento de peso
Monitorizacion frecuente
Mayor carga paciente

Hipoglucemias
Mayor carga paciente
No beneficio cardio renal

Hipoglucemias
Aumento de peso
Complejidad
Sobrebasalizacion

Impacta calidad de vida
Hipoglucemias
Formacion intensiva
No paciente fragil
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Indicacion Medicion Continua de Glucosa ;«;v}}

DM2 DM2 Hipo Embarazo Fragil
Insulina Insulina glucemias Anciano
Intensivo CERE]
redGDPS  +++ +++ + +/- +++ +++ +++ +/-
ADA +++ +++ ++ + +++ +++ +++ +/-
AACE +++ +++ +++ + +++ +++ +++ +/-
SEEN +++ +++ ++ + +++ +++ +++ +/-
NICE +++ +++ + +/- +++ +++ +++ +/-

+ Samson SL, Vellanki P, Blonde L, Hirsch IB, Hoang TD, Isaacs SD, Izuora KE, Low Wang CC, Ooi CP, Padilla Bl, Schulman-Rosenbaum R,
Twining CL, Umpierrez GE, Valencia WM. American Association of Clinical Endocrinology Consensus Statement: Algorithm for Management of
Adults With Type 2 Diabetes - 2026 Update. Endocr Pract. 2026 Mar 17:5S1530-891X(26)00022-4 https://doi.org/10.1016/j.eprac.2026.01.006

» National Institute for Health and Care Excellence (NICE). Type 2 diabetes in adults: management (NG28) [Internet]. London: NICE; 2015
[actualizado 2023; citado 2026 Abr 9]. Disponible en: https://www.nice.org.uk/guidance/ng28/resources/type-2-diabetes-in-adults-management-
pdf-1837338615493

* Red de Grupos de Estudio de la Diabetes en Atencién Primaria de la Salud. Algoritmo de tratamiento de la DM2 de la redGDPS 2026 [Internet].
Madrid: redGDPS; 2026 [citado 2026 Abr 9]. Disponible en: https://www.redgdps.org/algoritmo-de-tratamiento-de-la-dm2-de-la-redgdps-2026

» Sociedad Espanola de Endocrinologia y Nutricion. Documento de abordaje de la diabetes tipo 2 [Internet]. Madrid: SEEN; [citado 2026 Abr 9].
Disponible en: https://www.seen.es/documentos/documento-abordaje-diabetes-tipo-2

» American Diabetes Association. Standards of care in diabetes [Internet]. Arlington (VA): ADA; 2026 [citado 2026 Abr 9]. Disponible en:
https://professional.diabetes.org/standards-of-care
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Contraindicaciones Medicion Continua de Glucosa

Absolutas
No hay

Relativas

 Paciente que no quiere usarlo

* Paciente incapaz o sin soporte cognitivo o social

« Ausencia clara de beneficio clinico

* Problemas Cutaneos

* Interferencias Paracetamol, Vitamina C...

« Compresion por apoyo sobre el sensor nocturna
(Efecto PISA)

* Necesidad de educacion diabetologica

Samson SL, Vellanki P, Blonde L, Hirsch IB, Hoang TD, Isaacs SD, lzuora KE, Low Wang CC, Ooi CP, Padilla Bl, Schulman-Rosenbaum R,

Twining CL, Umpierrez GE, Valencia WM. American Association of Clinical Endocrinology Consensus Statement: Algorithm for Management of

Adults With Type 2 Diabetes - 2026 Update. Endocr Pract. 2026 Mar 17:51530-891X(26)00022-4 https://doi.org/10.1016/j.eprac.2026.01.006

National Institute for Health and Care Excellence (NICE). Type 2 diabetes in adults: management (NG28) [Internet]. London: NICE; 2015

[actualizado 2023; citado 2026 Abr 9]. Disponible en: https://www._nice.org.uk/guidance/ng28/resources/type-2-diabetes-in-adults-management-

pdf-1837338615493

Red de Grupos de Estudio de |la Diabetes en Atencidén Primaria de la Salud. Algoritmo de tratamiento de la DM2 de |la redGDPS 2026 [Internet].

Madrid: redGDPS; 2026 [citado 2026 Abr 9]. Disponible en: https://www.redgdps.org/algoritmo-de-tratamiento-de-la-dm2-de-la-redgdps-2026

Sociedad Espanola de Endocrinologia y Nutricion. Documento de abordaje de la diabetes tipo 2 [Internet]. Madrid: SEEN; [citado 2026 Abr 9].

Disponible en: https://www_seen.es/documentos/documento-abordaje-diabetes-tipo-2 —
+ American Diabetes Association. Standards of care in diabetes [Internet]. Arlington (VA): ADA; 2026 [citado 2026 Abr 9]. Disponible en: DPS

https://professional.diabetes.org/standards-of-care



Interacciones Medicion Continua de Glucosa

Table 7.4—Continuous glucose monitoring device interfering substances

Medication Systems affected Effect
Acetaminophen
>4 g/day Dexcom Gb, Dexcom G7 Higher sensor readings than actual glucose
Any dose Medtronic Guardian 4 Higher sensor readings than actual glucose
Ascorbic acid (vitamin C), >500 mg/day FreeStyle Libre 2, FreeStyle Libre 3 Higher sensor readings than actual glucose
Ascorbic acid (vitamin C), >1,000 mg/day FreeStyle Libre 2 Plus, FreeStyle Libre 3 Plus Higher sensor readings than actual glucose
Hydroxyurea Dexcom G6, Dexcom G7, Medtronic Guardian 4  Higher sensor readings than actual glucose
Mannitol (intravenously or as peritoneal Senseonics Eversense3bs Higher sensor readings than actual glucose

dialysis solution)

Sorbitol (intravenously or as peritoneal Senseonics Eversense3b5 Higher sensor readings than actual glucose

dialysis solution)
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