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The American Heart Association and American Diabetes Association have partnered to summarize key 

clinical recommendations for cardiometabolic health management for people with type 2 diabetes.

ASCVD RISK CALCULATOR
The assessment of ASCVD risk remains the foundation of primary prevention. The 
purpose of the ASCVD Risk Calculator is to estimate a patient’s 10-year ASCVD risk at 
an initial visit to establish a reference point. ACC/AHA guidelines recommend the use 
of the PCE as an important starting point, not as the final arbiter, for decision-making in 
primary prevention of ASCVD.1

Adults who are 40 to 75 years of age and are being evaluated for cardiovascular 
disease prevention should undergo a 10-year atherosclerotic cardiovascular disease 
(ASCVD) risk estimation and have a clinician–patient risk discussion before starting on 
pharmacological therapy, such as antihypertensive therapy, a statin, or aspirin. 

ACC/AHA 2018 Cholesterol Guidelines and 2017 Hypertension Guidelines recommend 
the use of quantitative 10-year risk assessment, based on measurement of traditional 
ASCVD risk factors and with use of a validated risk prediction tool, as the first step in 
considering treatment options for primary prevention.  

ASCVD Risk Calculator: KnowDiabetesbyHeart.org/RiskCalc

Measure height, weight, waist 
circumference Age, sex, race

Measure blood pressure  
(systolic blood pressure) Measure lipid levels 

Medication use  
(antihypertensives, statin, aspirin) Determine diabetes status

Assess tobacco use (smoking status)

LIPID LOWERING THERAPY RECOMENTATIONS FOR PERSONS WITH 
TYPE 2 DIABETES

In adults 40 to 75 years of age with diabetes mellitus, regardless of estimated 10-year 
ASCVD risk, moderate-intensity statin therapy is indicated (S4.3-1—S4.3-9)

In adults 40 to 75 years of age with diabetes mellitus and an LDL-C level of 70 to 189 
mg/dL (1.7 to 4.8 mmol/L), it is reasonable to assess the 10-year risk of a first ASCVD 
event by using the race and sex-specific Pooled Cohort Equations to help stratify ASCVD 
risk (S4.3-10, S4.311).

In adults with diabetes mellitus who have multiple ASCVD risk factors, it is reasonable 
to prescribe high-intensity statin therapy with the aim to reduce LDL-C levels by 50% or 
more (S4.3-12, S4.3-13).

In adults older than 75 years of age with diabetes mellitus and who are already on 
statin therapy, it is reasonable to continue statin therapy (S4.3-5, S4.3-8, S4.3-13).

In adults with diabetes mellitus and 10-year ASCVD risk of 20% or higher, it may be 
reasonable to add ezetimibe to maximally tolerated statin therapy to reduce LDL-C 
levels by 50% or more (S4.3-14, S4.3-15).

In adults older than 75 years with diabetes mellitus, it may be reasonable to initiate 
statin therapy after a clinician–patient discussion of potential benefits and risks (S4.3-5, 
S4.3-8, S4.3-13).

In adults 20 to 39 years of age with diabetes mellitus that is either of long duration 
(≥10 years of type 2 diabetes mellitus, ≥20 years of type 1 diabetes mellitus), 
albuminuria (≥30 mcg of albumin/mg creatinine), estimated glomerular filtration rate 
(eGFR) less than 60 mL/min/1.73 m2, retinopathy, neuropathy, or ABI (<0.9), it may 
be reasonable to initiate statin therapy (S4.3-5, S4.3-6, S4.3-8, S4.3-16—S4.3-25).

In adults with ASCVD, where LDL-C remains > = 70 mg/dL while on maximally tolerated 
statin therapy ezetimibe can be added and for those at very high risk a PCSK9i. 

COMPREHENSIVE CARDIOMETABOLIC HEALTH 
MANAGEMENT MODEL FOR PERSONS WITH  

TYPE 2 DIABETES: LIFE’S SIMPLE 8
The American Heart Association (AHA) has identified eight simple 
measures (“Life’s Essential 8”) to prevent cardiovascular disease.1,3

Life’s Essential 8

Life’s Essential 8: Updating and Enhancing 
the American Heart Association’s Construct 

of Cardiovascular Health: A Presidential 
Advisory From the American Heath 

Association

2019 ACC/AHA Guideline on the Primary 
Prevention of  

Cardiovascular Disease 

Measure height, 
weight, waist 
circumference 

Calculating body mass index (BMI) is 
recommended annually or more frequently to 
identify adults with overweight and obesity for 
weight loss considerations. It is reasonable to 
measure waist circumference to identify those at 
higher cardiometabolic risk.

Measure blood 
pressure

Nonpharmacologic interventions are recommended 
for all adults with elevated blood pressure or 
hypertension and cardiovascular disease. For those 
requiring pharmacologic therapy, the target blood 
pressure should generally be less than 130/80 
mmHg.

Measure A1C

For adults with type 2 diabetes mellitus, lifestyle 
changes, such as improving dietary habits and 
achieving exercise recommendations, are crucial. 
If medication is indicated, metformin is first-line 
therapy, followed by consideration of a sodium 
glucose cotransporter 2 inhibitor or a glucagon-like 
peptide-1 receptor agonist. For high-risk patients, 
consider an SGLT2i or GLP1 RA independent of 
A1C, A1C target or metformin use. 

Measure lipid 
levels 

Statin therapy is first-line treatment for primary  
ASCVD prevention in

•	 Those with diabetes who are 40–75 years of 
age.

•	 Patients with elevated LDL-C levels (≥190 mg/
dl).

•	 Those at sufficient ASCVD risk following a 
clinician-patient risk discussion.

•	 Ezetimibe or PCSK9i may be indicated for those 
with ASCVD where LDL- C remains > 70 mg/dL 
on maximally tolerated statin. 

Assess tobacco use

All adults should be assessed at every visit for 
tobacco use, and those who use tobacco should 
be assisted and strongly advised to quit. Referral 
to specialists is helpful for both behavioral 
modification, nicotine replacement, and drug 
treatments.

Assess physical 
activity level 

Adults should engage in at least 150 minutes per 
week of accumulated moderate intensity or 75 
minutes per week of vigorous intensity physical 
activity.

Assess dietary 
pattern

All adults should consume a healthy diet that 
emphasizes the intake of vegetables, fruits, nuts, 
whole grains, lean vegetable or animal protein, 
and fish and minimizes the intake of trans fats, 
processed meats, refined carbohydrates, and 
sweetened beverages. 

Assess sleep 
pattern Most adults need 7-9 hours of sleep each night.
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DECISION CYCLE FOR PATIENT-CENTERED GLYCEMIC MANAGEMENT IN TYPE 2 DIABETES4

Approaches to management of glycemia in adults with type 2 diabetes, with the goal of reducing complications and maintaining quality of life in the context of 
comprehensive cardiovascular risk management and patient-centered care. The principles of how this can be achieved are summarized and underpin the approach to 
management and care. These recommendations are not generally applicable to patients with monogenic diabetes, secondary diabetes, or type 1 diabetes, or to children.

4.	 Standards of Medical Care in Diabetes—2022. Diabetes Care 1 January 2022; 45 (Supplement_1): S46–S59. https://doi.org/10.2337/dc22-S004 
5.	 Standards of Medical Care in Diabetes—2022. Diabetes Care 1 January 2022; 45 (Supplement_1): S125–S143. https://doi.org/10.2337/dc22-S009
6.	 Standards of Medical Care in Diabetes—2022. Diabetes Care 1 January 2022; 45 (Supplement_1): S175–S184. https://doi.org/10.2337/dc22-S011
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prohibited. Citations available upon request. 

PHARMACOLOGIC TREATMENT OF HYPERGLYCEMIA IN ADULTS WITH TYPE 2 DIABETES5

ASCVD = Atherosclerotic Cardiovascular Disease
CKD = Chronic Kidney Disease
HF = Heart Failure  
DSMES = Diabetes Self-Management Education and Support 
BGM = Blood Glucose Monitoring

•   Patients not meeting goals generally
     should be seen at least every 3
     months as long as progress is being
     made; more frequent contact initially
     is often desirable for DSMES

•   Specify SMART goals:
       -        Speci�c
       -        Measurable
       -        Achievable
       -        Realistic
       -        Time limited

•   Emotional well-being
•   Check tolerability of medication
•   Monitor glycemic status
•   Biofeedback including BGM,
     weight, step count HbA1c, 
     blood pressure, lipids

IMPLEMENT MANAGEMENT PLAN

AGREE ON MANAGEMENT PLAN

ONGOING MONITORING AND
SUPPORT INCLUDING

REVIEW AND AGREE ON MANAGEMENT PLAN ASSESS KEY PATIENT CHARACTERISTICS

CONSIDER SPECIFIC FACTORS THAT IMPACT
CHOICE OF TREATMENT

SHARED DECISION-MAKING TO CREATE A
MANAGEMENT PLAN

DECISION CYCLE FOR PATIENT-CENTERED GLYCEMIC MANAGEMENT IN TYPE 2 DIABETES

•   Review management plan
•   Mutual agreement on changes
•   Ensure agreed modi�cation of therapy is implemented
       in a timely fashion to avoid clinical inertia
•   Decision cycle undertaken regularly
      (at least once/twice a year)

•   Current lifestyle
•   Comorbidities, i.e., ASCVD, CKD, HF
•   Clinical characteristics, i.e., age,  HbA1c, weight
•   Issues such as motivation and depression
•   Cultural and socioeconomic context

•   Individualized HbA1c target
•   Impact on weight and hypoglycemia
•   Side e�ect pro�le of medication
•   Complexity of regimen, i.e., frequency, mode of administration
•   Choose regimen to optimize adherence and persistence
•   Access, cost, and availability of medication

•   Involves an educated and informed patient (and their
       family/caregiver)
•   Seeks patient preferences
•   E�ective consultation includes motivational interviewing,
       goal setting, and shared decision-making
•   Empowers the patient
•   Ensures access to DSMES

•   Prevent complications
•   Optimize quality of life

GOALS
OF CARE

1. Proven benefi t refers to label indication (see Table 9.2)

2. Low dose may be better tolerated though 
less well studied for CVD effects

3. Choose later generation SU to lower risk of hypoglycemia

4. Risk of hypoglycemia: degludec / glargine U-300 
< glargine U-100 / detemir < NPH insulin

5. Consider country- and region-specifi c cost of drugs 

IF A1C ABOVE TARGET

CONSIDER COST AND ACCESS

IF A1C ABOVE TARGET

PREFERABLY 

OR

MINIMIZE WEIGHT GAIN/
PROMOTE WEIGHT LOSS

IF A1C ABOVE TARGET

MINIMIZE HYPOGLYCEMIA

+CKD**+HF*

EITHER/ 
OR

+ASCVD/INDICATORS 
OF HIGH RISK* 

IF A1C ABOVE TARGET

Incorporate agents that provide adequate EFFICACY to achieve and maintain glycemic goals

Higher glycemic effi cacy therapy: GLP-1 RA; insulin; combination approaches (Table 9.2)

• Consider additional comorbidities, patient-centered treatment factors, and management needs in choice 
of therapy, as below: 

NONE

RECOMMEND INDEPENDENTLY OF BASELINE A1C, 
INDIVIDUALIZED A1C TARGET, OR METFORMIN USE‡

ASCVD/INDICATORS OF HIGH RISK, HF, CKD†

TO AVOID 
THERAPEUTIC 

INERTIA
REASSESS AND

MODIFY TREATMENT
REGULARLY 

(3–6 MONTHS)

^For adults with overweight or obesity, lifestyle modifi cation to achieve and maintain ≥5% weight loss 
and ≥150 min/week of moderate- to vigorous-intensity physical activity is recommended 
(See Section 5: Facilitating Behavior Change and Well-being to Improve Health Outcomes).

†Actioned whenever these become new clinical considerations regardless 
of background glucose-lowering medications.

‡Most patients enrolled in the relevant trials were on metformin at baseline as glucose-lowering therapy.
*Refer to Section 10: Cardiovascular Disease and Risk Management.
**Refer to Section 11: Chronic Kidney Disease and Risk Management and specifi c medication 
label for eGFR criteria.

FIRST-LINE THERAPY depends on comorbidities, patient-centered treatment factors, including cost and access considerations, and 
management needs and generally includes metformin and comprehensive lifestyle modifi cation^

EITHER/ 
OR

PREFERABLY 

OR

OR

PHARMACOLOGIC TREATMENT OF HYPERGLYCEMIA IN ADULTS WITH TYPE 2 DIABETES 

CKD without 
albuminuria 

(e.g., eGFR <60 
mL/min/1.73 m2)

•	 At least annually, urinary albumin (e.g., spot urinary albumin-to-creatinine ratio) and estimated glomerular filtration rate 
should be assessed in patients with type 1 diabetes with duration of ≥ 5 years and in all patients with type 2 diabetes 
regardless of treatment. 

•	 Patients with diabetes and urinary albumin ≥ 300 mg/g creatinine and/ or an estimated glomerular filtration rate 30–60 
mL/min/1.73 m2 should be monitored twice annually to guide therapy. 

Please visit KnowDiabetesbyHeart.org/Professional/Guidelines/ for more information.

CHRONIC KIDNEY DISEASE SCREENING6


