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✓ 33 population-based data sources from 16/21 
MENA countries

✓ Only Kuwait had a nationwide study conducted in 
2014

✓ Algeria, Jordan, Oman, Pakistan, Saudi Arabia, 
Palestine, Sudan & United Arab Emirates have 
estimates partly based on OGTT



✓ Bahrain, Qatar (14.9%) & UAE 
highest age-adjusted prev

✓ Egypt, Pakistan & Iran highest 
DM population

25%
women



IDF

2017

Choi et al, Diabetes Research and Clinical Practice Volume 138, April 2018, Pages 271-281



IDF, 2017

Expenditure

Choi et al, Diabetes Research and Clinical Practice Volume 138, April 2018, Pages 271-281





Management of Hyperglycemia in Type 2 Diabetes:

2018 ADA/EASD Consensus Report

1

2018 ADA/EASD Consensus Report Overview 

Summary 

Patient-centered Glycemic Management

Intensifying to Injectable Therapy

Key Highlights

Treatment of Patients with ASCVD, HF, or CKD

Treatment of Patients without ASCVD, HF, or CKD



Individualized 

Patient Care 

Approach 

1

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.

Decision Cycle for

Patient-Centered

Glycemic Management

Assess Key Patient 

Characteristics

Consider Specific 
Factors Which Impact 

Therapy Choice

Shared Decision 
Making

Management Plan 
Agreement

Management Plan 
Implementation

Ongoing Monitoring 
and Support

Review and Agree on 
Management Plan

Goals of care are to prevent 

complications and optimize 

quality of life



Diabetes Self-Management Education and Support:

Key Components

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.

✓ Evidence-based

✓ Individualized to the patient’s needs (language, culture)

✓ Structured theory-driven written curriculum with supporting materials

✓ Delivered by trained and competent educators

✓ Delivered in group or individual settings

✓ Aligns with the local population needs

✓ Supports patient/family in developing attitudes, beliefs, knowledge, and skills 

✓ Includes comprehensive core content (including pathophysiology/treatment options, medication use, etc.)

✓ Available to patients at critical times (diagnosis, annually, when complications arise, etc.)

✓ Includes monitoring of patient progress

✓ Quality audited regularly



Treatment of 

Patients in 

Whom ASCVD 

Predominates

If not at HbA1c goal with metformin, continue 

metformina and

add either 

SGLT2 inhibitor or GLP-1 receptor agonist

with proven CVD benefitb

HbA1c 

above goal

ASCVD Predominates

GLP-1 receptor agonist 

with proven CVD 

benefitb

SGLT2 inhibitor with 

proven CVD benefitb,c Either/ 

OR

If further glycemic lowering is needed or patient is unable to tolerate 

GLP-1 receptor agonist or SGLT2 inhibitor with CVD benefit, select 

medications demonstrating CV safety:

DPP-4 

inhibitore

Basal 

insulinf TZDg SUh

Other 

Class 

with CVD 

Benefitd

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9

aUnless contraindicated or intolerable. Adjust dose or stop metformin with declining eGFR; bProven CVD benefit refers to a label indication of reducing CVD events. Hierarchy of evidence for CVD benefits: modestly stronger for EMPA  > CANA for SGLT2 inhibitors and LIRA > SEMA > EQW for GLP-1 receptor agonists; cIf renal function is adequate; dIf on SGLT2 inhibitor with CVD benefit, then consider GLP-1 receptor agonist with CVD 
benefit (or vice versa); eIf not currently on GLP-1 receptor agonist; fCVD safety demonstrated with Degludec or U100 Glargine; gLow dose less studied for CVD effects but may be better tolerated; hSelect later generation SU with lower risk of hypoglycemia. ASCVD = atherosclerotic cardiovascular disease; CANA = canagliflozin; CKD = chronic kidney disease; CVD = cardiovascular disease; DPP-4 = dipeptidyl peptidase-4; eGFR = 
estimated glomerular filtration rate; EMPA = empagliflozin; EQW = exenatide once-weekly; GLP-1 = glucagon-like peptide-1; HbA1c = glycated hemoglobin; HF = heart failure; LIRA = liraglutide; SEMA = semaglutide; SGLT2 = sodium-glucose cotransporter 2; SU = sulfonylurea; TZD = thiazolidinedione.
Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9



Treatment of Patients in Whom 

HF or CKD Predominates

If not at HbA1c goal with metformin, continue metformina

and preferably add an SGLT2 with evidence of reducing HF 

and /or CKD progression in CVOTs

Consensus Recommendation:
In patients with ASCVD in whom HF coexists or is of special 
concern, recommended therapy after metformin is an SGLT2 
inhibitor with evidence of reducing HF in CVOTs.

Consensus Recommendation: 
In patients with CKD (with or without ASCVD), consider an 
SGLT2 inhibitor (assuming adequate renal function) with 
evidence of reducing CKD progression in CVOTs, or if 
contraindicated or not preferred, a GLP-1 receptor agonist 
shown to reduce CKD progression. Note caution with GLP-1 
receptor agonists in ESRD. 

HFb or CKD Predominates

HbA1c 
above goal

If SGLT2 inhibitor not an optiond, add GLP-1 receptor agoniste with 
proven CVD benefitf

Preferably SGLT2 inhibitorc with evidence of reducing HF and/or CKD 
progression in CVOTs

OR

If further glycemic lowering is needed or patient is unable to tolerate GLP-1 
receptor agonist or SGLT2 inhibitor, select medications demonstrating CV 

safety:g

DPP-4 
inhibitori

Not SAXA in HF

Basal 
insulinj SUk

Other Class 
with CVD 
Benefith

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9

aUnless contraindicated or intolerable. Adjust dose or stop metformin with declining eGFR; bProven CVD benefit refers to a label indication of reducing CVD events. Hierarchy of evidence for CVD benefits: modestly stronger for EMPA  > CANA for SGLT2 inhibitors and LIRA > SEMA > EQW for GLP-1 receptor agonists; cIf renal function is adequate; dIf on SGLT2 inhibitor with CVD benefit, then consider GLP-1 receptor agonist with CVD 
benefit (or vice versa); eIf not currently on GLP-1 receptor agonist; fCVD safety demonstrated with Degludec or U100 Glargine; gLow dose less studied for CVD effects but may be better tolerated; hSelect later generation SU with lower risk of hypoglycemia. ASCVD = atherosclerotic cardiovascular disease; CANA = canagliflozin; CKD = chronic kidney disease; CVD = cardiovascular disease; DPP-4 = dipeptidyl peptidase-4; eGFR = 
estimated glomerular filtration rate; EMPA = empagliflozin; EQW = exenatide once-weekly; GLP-1 = glucagon-like peptide-1; HbA1c = glycated hemoglobin; HF = heart failure; LIRA = liraglutide; SEMA = semaglutide; SGLT2 = sodium-glucose cotransporter 2; SU = sulfonylurea; TZD = thiazolidinedione.
Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9



Treatment in Patients with ASCVD, HF, or CKD 

If at HbA1c goal:

If on dual therapy which does not include an SGLT2 inhibitor or GLP-1 receptor agonist, consider the following

• Switching to one of the agents within these drug classes with CVD benefita, or

• Lower HbA1c goal and initiate an SGLT2 inhibitor or GLP-1 receptor agonist, or

• Reevaluating HbA1c at 3 month intervals and add an SGLT2 inhibitor or GLP-1 receptor agonist 

if above target 

The use of an SGLT2 inhibitor or GLP-1 receptor agonist should follow the previous algorithms based on comorbidities.

• aProven CVD benefit refers to a label indication of reducing CVD events. Hierarchy of evidence for CVD benefits: modestly stronger for EMPA  > CANA for SGLT2 inhibitors and LIRA > SEMA > EQW for GLP-1 receptor agonists.

• ASCVD = atherosclerotic cardiovascular disease; CANA = canagliflozin; CVD = cardiovascular disease; EMPA = empagliflozin; EQW = exenatide once-weekly; GLP-1 = glucagon-like peptide-1; HbA1c = glycated hemoglobin; HF = heart failure; LIRA = liraglutide; SEMA = semaglutide; SGLT2 = sodium-glucose cotransporter 2.

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9



Patients Without ASCVD or CKD: Need to Minimize Hypoglycemia

If not at HbA1c goal with metformin, continue metformina and consider the drug classes below

OR

OR OROR OR

OR

HbA1c above Goal

SGLT2 inhibitorb GLP-1 receptor agonist DPP-4 inhibitorTZDc

GLP-1 
receptor agonist

SGLT2
inhibitorb

SGLT2
inhibitorb

SGLT2
inhibitorb

DPP-4 
inhibitor

DPP-4 
inhibitor

TZDc TZDc

Continue with addition of classes in the algorithm above  

HbA1c 
above goal

HbA1c 
above goal

HbA1c 
above goal

HbA1c 
above goal

TZDc GLP-1 
receptor agonist

Consider SUd or basal insulin with lower risk of hypoglycemiae

HbA1c above Goal

HbA1c above GoalHbA1c above Goal

HbA1c above Goal

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9



Patients Without ASCVD or CKD:

Need to Promote Weight Loss or Minimize Weight Gain

Consider agents with lowest risk of weight gain, preferably DPP-4 inhibitors if not on GLP-1 receptor agonist.
Cautious addition of SUd, Basal Insulin, TZDe

Metformin is first-line therapya

SGLT2 inhibitorb GLP-1 receptor agonist with 
good weight loss efficacyc

GLP-1 receptor agonist with 
good weight loss efficacyc SGLT2 inhibitorb

HbA1c 
above goal

HbA1c 
above goal

HbA1c 
above goal

HbA1c 
above goal

HbA1c 
above goal

Either/Or

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9



Patients Without ASCVD or CKD: Cost Issues

Consider lowest cost basal insulin, DPP-4 inhibitors or SGLT2 inhibitors.

Metformin is first-line therapya

SUb TZDc,d

TZDc,d SUb

HbA1c 
above goal

HbA1c 
above goal

HbA1c 
above goal

HbA1c 
above goal

HbA1c 
above goal

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9



Intensifying to Injectable Therapy

Concomitant 
Drug or Class

Recommended Action When Initiating Injectable Therapy

Metformin Continue treatment.

SGLT2 
inhibitor

Continue treatment but beware of euglycemic DKA. 
• Instruct patients on sick day rules.
• Do not aggressively down titrate insulin.

DPP-4 
inhibitor

Discontinue if GLP-1 receptor agonist initiated. 

TZD Discontinue TZD when initiating insulin or decrease dosec

SU Discontinue SU or reduce dose by 50% when initiating basal 
insulin. 
Discontinue SU if prandial insulin initiated.

HbA1c above target goal with dual/triple oral therapy

Add prandial insulin

GLP-1 receptor agonist for most patients prior to insulina,b

Add basal insulin

HbA1c above goal 

despite adequate titration 

of basal insulin

HbA1c 

above goal

In patients with HbA1c >10% or 2% above individual goal,

consider initial injectable combination 

(ie, GLP-1 receptor agonist with basal insulin or basal/prandial 

combination)

GLP-1 receptor agonists are preferred to insulin-

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9



Summary of the 2018 ADA/EASD Consensus Report 

✓ Focus on patient-centered glycemic management.

✓ To avoid clinical inertia, the statement emphasizes regular assessment and modification of treatment 

(every 3-6 months).

✓ Metformin & comprehensive lifestyle management remain the foundational therapy recommendations

✓ If HbA1c is ≥1.5% is above individualized target, consider early combination with metformin & an 

additional agent.

✓ After metformin:
✓ The treatment approach is to consider presence or absence of ASCVD, HF, or CKD.

✓ For patients with ASCVD, HF, or CKD add either an SGLT2 inhibitor or GLP-1 receptor agonist with proven CVD benefit. Specific algorithms apply 
based on comorbidity.

✓ For patients without ASCVD, HF, or CKD, treatment should focus on individual patient's needs and preferences, including weight, 
hypoglycemia & cost concerns

✓ GLP-1 receptor agonists are preferred as the 1st injectable treatment over insulin in most clinical 

situations.

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9



More news soon…

DECLARE-TIMI58 EMPA-HEART
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CASE 1



Ms Jane Doe, 55y

✓ Reffered to Cardiologist for newly discovered HTN

✓ Current Tx: Metformin 500mg bid

✓ HbA1c 9.0%, not obese

✓ My advice:

✓ Metformin 1000mg bid

✓ lifestyle management

✓ ACEI if ABPM shows it needed

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9
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CASE 2



Mr John Doe, 60y

✓ Reffered to Cardiologist for a FU visit, known prior pPCI, HTN, dislypidemia

✓ Current Tx: Metformin 1000mg bid, ACEI, ASA, Statin

✓ HbA1c 10.0%, borderline obese, EF% 40% w episodes of CHF

✓ My advice:

✓ Metformin 1000mg bid + SGLT-2

✓ More FU with Endocrinologist

Davies MJ et al. Online ahead of print. Diabetologia. 2018. https://doi.org/10.1007/s00125-018-4729-5. Accessed October 5, 2018.9



Thank you…


