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1. Scope. 
• This resource is only for use in adults with type 2 diabetes (T2D). SGLT2 inhibitors are not 

licensed for use in type 1 diabetes for either glucose management, heart failure or chronic 
kidney disease (CKD).   

• For people under 18 years, seek specialist advice from paediatric/transition diabetes 
teams. 
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• It is important to note this is a guide and not exhaustive; appropriate clinical 
judgement and referral to other reference sources may be necessary in individual 
cases. 

2. Introduction 

2.1 CVRM shared risks/conditions  
T2D often co-exists with conditions such as heart failure, kidney disease and cardiovascular 
disease; there is a significant body of evidence showing that there should be a holistic 
approach to health improvements (in particular, cardiovascular and renal protection), rather 
than just HbA1c targets.   
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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmmmg.nhs.uk%2Fwp-content%2Fuploads%2F2025%2F04%2FHypertension-Pathway-V10.0.pdf&data=05|02|susanmckernan%40nhs.net|becfe0f6f31b4e377d9908dd7dbf0948|37c354b285b047f5b22207b48d774ee3|0|0|638804982208283700|Unknown|TWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D|0|||&sdata=3U6TCZfYFH9bc2%2BsihO1ZuC52jZKK55%2BT0j5P3hg6VA%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmmmg.nhs.uk%2Fwp-content%2Fuploads%2F2025%2F04%2FHypertension-Pathway-V10.0.pdf&data=05|02|susanmckernan%40nhs.net|becfe0f6f31b4e377d9908dd7dbf0948|37c354b285b047f5b22207b48d774ee3|0|0|638804982208283700|Unknown|TWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D|0|||&sdata=3U6TCZfYFH9bc2%2BsihO1ZuC52jZKK55%2BT0j5P3hg6VA%3D&reserved=0
https://gmmmg.nhs.uk/wp-content/uploads/2025/04/Hypertension-Pathway-V10.0.pdf
https://gmmmg.nhs.uk/wp-content/uploads/2025/04/Hypertension-Pathway-V10.0.pdf
https://gmmmg.nhs.uk/wp-content/uploads/2025/04/Hypertension-Pathway-V10.0.pdf
https://gmmmg.nhs.uk/wp-content/uploads/2023/02/Lipid-Management-Pathway-for-Secondary-Prevention-of-Cardiovascular-Disease-CVD-21.12.22.pdf
https://gmmmg.nhs.uk/wp-content/uploads/2023/02/Lipid-Management-Pathway-for-Secondary-Prevention-of-Cardiovascular-Disease-CVD-21.12.22.pdf
https://gmmmg.nhs.uk/wp-content/uploads/2023/02/Lipid-Management-Pathway-for-Secondary-Prevention-of-Cardiovascular-Disease-CVD-21.12.22.pdf
https://gmmmg.nhs.uk/wp-content/uploads/2023/02/Lipid-Management-Pathway-for-Secondary-Prevention-of-Cardiovascular-Disease-CVD-21.12.22.pdf
https://gmmmg.nhs.uk/wp-content/uploads/2023/02/Lipid-Management-Pathway-for-Secondary-Prevention-of-Cardiovascular-Disease-CVD-21.12.22.pdf
https://gmintegratedcare.org.uk/weight-management-in-greater-manchester/
https://gmintegratedcare.org.uk/weight-management-in-greater-manchester/
http://www.nhs.uk/better-health
https://gmmmg.nhs.uk/wp-content/uploads/2024/07/GMMMG-Medical-Management-of-Tobacco-Dependency-Protocol-v3.1-July-2024-Final.pdf
https://gmmmg.nhs.uk/wp-content/uploads/2024/07/GMMMG-Medical-Management-of-Tobacco-Dependency-Protocol-v3.1-July-2024-Final.pdf
https://www.nhs.uk/every-mind-matters/mental-wellbeing-tips/your-mind-plan-quiz/
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The umbrella term CVRM (Cardiovascular, Renal and Metabolic) syndrome is increasingly used 
to refer to the interconnected nature, shared pathology and risks of heart, kidney and 
metabolic disease/conditions.   

2.2 Sources of support and resources  
A comprehensive approach to risk reduction is needed, with a focus on building people's skills, 
knowledge, and confidence to consider and adopt self-management approaches.   

 
a. T2D education and peer support groups 

• These may be available either as a locality provision or the GM digital offer. See: 
GM diabetes support services and education 

 
• Encourage self-referral to Healthy Living (the NHS England type 2 diabetes 

structured education App) and registration with Diabetes My Way.  
 

b. Consider eligibility for the NHS T2D Path to Remission (former low-calorie diet 
programme).  Programme information and clinical resources to support referrals is 
available via the Diabetes My Way website.  

 

c. Support for healthy weight loss and weight management tools.  
• The NHS Digital Weight Management Programme is a free online 12-week 

programme that aims to help people with T2D lose weight. A referral from a 
general practice or community pharmacy is required.  

• NHS Better Health offers advice, tools, and support to help people eat more 
healthily, move more, and lose weight (open access).  
 

d. Lifestyle and well-being support. NHS Better Health and Every Mind Matters 
offer a range of advice, tools and support that may be helpful, including: quit 
smoking, drink less, sleep better, anxiety, stress and low mood.  

  

https://www.england.nhs.uk/north-west/wp-content/uploads/sites/48/2023/11/GM-diabetes-support-services-and-education-leaflet-FINAL.pdf
https://healthyliving.nhs.uk/
https://diabetesmyway.nhs.uk/%20for%20registration%20information
https://momentanewcastle.com/participant/t2dr-gm/
file:///C:/Users/susan.mckernan1/Downloads/o%09https:/diabetesmyway.nhs.uk/healthcare-professionals/nhs-type-2-diabetes-path-to-remission-t2dr-programme-clinical-resources/
https://www.england.nhs.uk/digital-weight-management/how-to-access-the-programme/
http://www.nhs.uk/better-health
http://www.nhs.uk/better-health
https://www.nhs.uk/every-mind-matters/mental-wellbeing-tips/your-mind-plan-quiz/
https://www.nhs.uk/better-health/quit-smoking/
https://www.nhs.uk/better-health/quit-smoking/
https://www.nhs.uk/better-health/drink-less/
https://www.nhs.uk/every-mind-matters/mental-health-issues/sleep/
https://www.nhs.uk/every-mind-matters/mental-health-issues/sleep/
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3. When should an SGLT2 inhibitor be offered for cardio-renal 
benefits in people living with type 2 diabetes (T2D)?  

 

All people with T2D should be proactively assessed for cardiovascular and renal conditions and 
risks at diagnosis and throughout their ongoing care (at least annually).  

 

• Offer an SGLT2 inhibitor to all adults living with type 2 diabetes (T2D) who have 
established cardiovascular or renal conditions.  

That is:  

• HF (heart failure) irrespective of ejection fraction,  
• CKD (chronic kidney disease), all stages,  
• or ASCVD (atherosclerotic cardiovascular disease) ASCVD includes CHD, ACS, MI, angina, 

re-vascularisation, TIA, ischemic stroke & PAD.  

Early initiation is advocated: I.e. Start on diagnosis of T2D, as soon as metformin tolerability 
has been established. SGLT2 inhibitors can also be started at any stage of a person's care if 
they are identified as having or develop HF, CKD, or ASCVD.  For example, if at review it 
becomes clear that an SGLT2 inhibitor is appropriate but was not previously offered.    

 
• For people who do not have established cardiovascular or renal conditions.  SGLT2 

inhibitors are not currently approved in NHS GM for primary prevention.  However, an 
SGLT2 inhibitor should be offered if further blood-glucose optimisation is required (i.e. as 
further therapy for HbA1c optimisation).  The choice of glucose-lowering medication should 
take into account the person's individual needs and preferences, including comorbidities and 
the effectiveness of available glucose-lowering medications in terms of metabolic response 
and cardiovascular and renal protection.  
 
For all people living with T2D, there should be a continued focus on early identification of 
cardiovascular and renal risks or conditions, alongside optimising HbA1c, addressing 
modifiable risk factors such as dyslipidaemia and hypertension, while supporting healthy 
lifestyle modifications and self-management approaches.   
 
See also GM commissioning statement: Prescribing SGLT2 Inhibitors for cardio-renal 
outcomes in adults living with type 2 diabetes).  
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4. SGLT2 inhibitor Prescribing tool.   

Check for established cardiovascular or renal disease* 
Offer an SGLT2 inhibitor (in addition to metformin) if the person 
has:   
• HF (irrespective of ejection fraction) 
• CKD (eGFR <60 and/or ACR >3mg/mmol for at least 3 months) 
• ASCVD (CHD, ACS, MI, angina, re-vascularisation, TIA, 

ischemic stroke & PAD)  

Check contra-indications and cautions 
• Have a shared decision-making conversation 
• Discuss individualised risks & benefits, including eDKA and 

sick day guidance. 

Ongoing monitoring and follow-up: Additional monitoring after starting an 
SGLT2 inhibitor is not usually required. Follow-up should be guided by the 

wider clinical picture, with HbA1c checked every 3-6 months until stable on 
unchanging therapy 

Type 2 Diabetes (adults only) 
Optimise blood- glucose and simultaneously address cardiovascular and renal risks 

• Check HbA1c, uACR & eGFR, BP, lipid profile, and clinical history for cardio-renal risk factors 
• Provide diet and lifestyle advice, signpost to diabetes education, consider eligibility for the NHS T2D Path to 

Remission (low-calorie diet), and address modifiable risk factors.   

Optimise HbA1c 
 

New presentation: Metformin is the 
1st line agent for HbA1c optimisation  

 
Start metformin 500mg once daily (do 
not prescribe if eGFR<30) 
 
Titrate over ~4 weeks to 1g twice daily 
(500mg twice daily if eGFR <45) or max 
tolerated dose. (Consider switching to 
modified-release metformin if standard-
release metformin is not tolerated.  
 
If metformin is contraindicated, 
An SGLT2 inhibitor can be used as 
monotherapy and should be considered 
if not already indicated for cardio-renal 
outcomes.  
 
 The effectiveness of SGLT-2 inhibitors 
at glucose lowering diminishes as the 
kidney function falls; If eGFR is 
<45ml/min, consider a DPP4 for blood 
glucose lowering).  
 
For further glucose-lowering therapies, 
refer to the GMMMG formulary  

Continue to emphasise the importance of lifestyle/non-pharmacological approaches to CV risk 
reduction and glucose optimisation.  

 

*SGLT2 inhibitors are not currently 

approved in NHS GM for primary 
prevention in people who do not have 
established cardiovascular or renal 
conditions.   However, where additional 
blood glucose optimisation is required, 
an SGLT2 inhibitor should be considered.  

For all people with T2D there should be a 
continued focus on the identification of 
cardio-renal conditions and addressing 
modifiable CV risk factors, such as 
hypertension and dyslipidaemia.  

Initiate treatment and document the indication 
 

Generic dapagliflozin 10mg once daily 1st line* 
(5mg if severe hepatic impairment) 

*unless clinically inappropriate e.g. contraindicated, not tolerated, or outside of 
product license 

 
Aim to start as soon as metformin tolerability has been established.  
SGLT2 inhibitors can be initiated even when HbA1c is well controlled.  It is 
not usually necessary to wait for the 3-month HbA1c assessment after 
metformin initiation. Nb Caution if HbA1c >86mmol  
 

Ensure standard care is optimised 
 

People with CKD must be optimised on an ACE/ARB (unless 
contraindicated), titrated to the max tolerated dose before starting 
an SGLT2 inhibitor. 

Think about fluid status, diuretics and anti-hypertensives 
 

https://www.greatermanchesterformulary.nhs.uk/default.asp
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5. SGLT2 Inhibitor: T2D Eligibility Criteria 

 
 
 
 
 
 
 

 
 

  
 

Offer an 
SGLT2 

inhibitor  
 
 

Heart Failure 

 

Adults with T2D and symptomatic heart failure should be offered an 
SGLT2 inhibitor (irrespective of ejection fraction).    

 

It isn’t necessary to optimise each HF medication before introducing a 
new one. Early treatment with all four main HF medications is 
recommended, i.e. ACEi, BB, MRA, and SGLT2 inhibitors.   

 

SGLT2 inhibitors, can be started in primary care on the advice of a HF 
specialist.   See NG 106 Chronic HF in Adults and GM primary care 

and MDT HF toolkit (insert link when available) 

Chronic Kidney Disease (CKD) 
 
Offer an SGLT2 inhibitor as an add-on to standard care in line with 
NICE TA1075 and NICE TA 942   
 
Before initiation, treatment with ACE inhibitors or ARBs must be optimised to 
the highest tolerated licensed dose (unless contraindicated).  

 
Renal function at initiation:  eGFR 20-90, no uACR cut off  
 
Nb. The dapagliflozin product license allows for initiation at an eGFR of >15. It 
is expected that people with this level renal function will be under the care of 
the specialist renal team. 
 
When used in people with CKD, SGLT2 inhibitors can be continued until the 
need for dialysis or kidney transplantation arises.   
 
Finerenone: for people with stage 3 and 4 CKD, with an eGFR 25-59 AND an 
uACR >3. Finerenone is also recommended as an add-on to optimised 
standard care (i.e. ACE/ARB plus SGLT2 inhibitor), see NICE TA 877 

Established ASCVD 
 

Offer an SGLT2 inhibitor for cardio-renal benefits (‘off-label’ use, 
supported by NICE) 

 

ASCVD includes: coronary heart disease, acute coronary syndrome, 
previous myocardial infarction, stable angina, previous coronary or 
other revascularisation, cerebrovascular disease (ischaemic stroke 
and transient ischaemic attack) and peripheral arterial disease. 

 
Nb timing of initiation after an acute vascular event needs to be individualised. 

 
Blood 

Glucose 
optimisation  

Further blood glucose optimisation 
 
SGLT2 inhibitors should be considered for .  The choice of glucose-lowering 

agent should take into account the person's individual needs and preferences, 

and the effectiveness of available glucose-lowering medications in terms of 

metabolic response and cardiovascular and renal protection.  

https://www.nice.org.uk/guidance/ng106
https://www.nice.org.uk/guidance/TA1075
https://www.nice.org.uk/guidance/TA942
https://www.nice.org.uk/guidance/TA877
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5.2 SGLT2 Inhibitor: Cautions and Contraindications    

Prescribe 
with 
Caution 
 
 
 
 
 
 
Consider the 
individualised 
risks and 
benefits of 
treatment. 
 
 
 
 

*e.g. a practice 
or PCN clinician 
with a specialist 
interest in 
diabetes may 
be able to 
support  

• Long duration of diabetes (>10 years from diagnosis) 

• Recurrent UTIs or recurrent genital mycotic infections 

• Long-term catheter 

• Frail/ elderly (age >75 years)  

• Cognitive impairment 

• Adherence problems/ Use of a compliance aid, e.g., MDS 

• Women, trans men and non-binary people of childbearing potential - 
advise to use reliable contraception 

• Ramadan (See TREND diabetes Ramadan and Diabetes practical 
guide) 

 

Consider amputation risk and ensure foot checks are up to date. 
Liaise with the local foot MDT or vascular team if the person is 
under their care.  

• Active or history of diabetic foot ulcers 

• History of Peripheral Arterial Disease (PAD)  

• Previous lower limb amputation 

 

Discuss with a health care professional with a specialist interest in 
diabetes*, or if applicable, the hospital diabetes team. 

• HbA1c >86 mmol/mol and/or patient symptomatic of hyperglycaemia  

• BMI <25 Kg/m2 (under 23kg/m2 in south Asian people) or recent 
weight loss 

• Ketogenic/low-carbohydrate diets/low-calorie diet (do not prescribe if 
in total diet replacement phase of the T2D Path to Remission 
programme), intermittent fasting.   

• Long-term or recurrent courses of steroids 
 

 
 
Contra-
indicated 
 
 

Do not 
Prescribe 

• Age <18 years  

• Pregnant, breastfeeding, planning pregnancy  

• Excess alcohol, binge drinking >14units/week on a regular basis 

• Intravenous drug user 

• Acutely unwell (including sepsis, COVID-19, acute vascular event 
and still unstable, dehydration) 

• Recent major surgery or planned medical procedure 

• Eating disorder 

• Organ transplant/immunosuppressed 

• Polycystic kidney disease 

• Severe liver impairment/Child-Pugh score C (dapagliflozin is licensed 
with a 5mg starting dose) 

• History of Fournier’s Gangrene  
 
Diabetes History: 

• Suspected or possible T1DM  

• Ketosis-prone diabetes 

• History of DKA 

• Diabetes due to pancreatic disease or injury 

• Latent autoimmune diabetes (LADA)/slowly evolving immune-
mediated diabetes, other genetic causes of diabetes 

• Rapid progression to insulin (within 1 year of diagnosis) 

  

https://trenddiabetes.online/wp-content/uploads/2024/01/A5_Ramadan_TREND.pdf
https://trenddiabetes.online/wp-content/uploads/2024/01/A5_Ramadan_TREND.pdf
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6. Shared decision making and discussion points  

6.1 Shared Decision Making (SDM) 
 
An important principle in improving the care of people with T2D is to consider their role in 
shared decision-making.  Shared decision-making helps people understand the care, 
treatment, and support options available to them.  The conversation should be tailored to the 
person’s needs, preferences, and the complexity of the decision. It should include a 
discussion about the risks, benefits and consequences of those options, and how they apply 
to the person as an individual.   
 
SDM enables an informed choice to be made about a preferred course of action, which 
is both evidence-informed and person-centred. The option of choosing no treatment or 
not changing their current approach should always be included.   
 
(See also NICE Guidance 197 and learning resources).  

 
 

6.2 Discussion points SGLT2 inhibitors 
 

a) Benefits of taking an SGLT2 inhibitors (as a class and to the individual)  
b) Potential side effects  
c) Importance of drinking plenty of fluids/avoiding dehydration (unless told to restrict fluids by 

a healthcare professional) 
d) Sick day guidance and the need to seek urgent medical attention if symptoms of DKA 

occur (See 6.5).  These can be non-specific (e.g. nausea, vomiting, anorexia, abdominal 
pain, excessive thirst, difficulty breathing, confusion, unusual fatigue), and DKA can occur 
when blood glucose levels are relatively ‘normal’ 

e) The need to seek urgent medical attention if symptoms of Fournier’s Gangrene (e.g. 
severe pain, tenderness, erythema, swelling in the genital or perineal area)  

f) The importance of routine preventative foot care and regular (at least annual) foot checks 
to assess for active ulceration or the risk of foot ulceration.  

g) Use of SGLT2 inhibitors in ASCVD is ‘off-label’ but supported by NICE NG28 and clinical 
best practice guidance.  

 
Information for people living with diabetes about SGLT2 inhibitors, including sick day 
guidance and potential side effects, can be accessed via: 
 

•  My Way Diabetes   

• or Arden’s information leaflets are available via some GP practice systems  
[Medicines and Dehydration] “Medicine Sick Day Guidance” and “Sodium-glucose Co-
transporter (SGLT2)” Read code [Y3767 information given re sick day rules or Y308a 
Medication side-effect education:SGLT2i].  

https://www.nice.org.uk/guidance/ng197
https://www.nice.org.uk/guidance/ng197/resources/shared-decision-making-learning-package-9142488109
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdiabetesmyway.nhs.uk%2Fknow-more%2Fmy-glucose%2F&data=05%7C02%7Csusanmckernan%40nhs.net%7C47a10ac094c04cb970e008de6efa1e9b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639070217697600582%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=d%2BtoSmsriue6n40iEKb61W5fgoG99RO9UunV65G9lL4%3D&reserved=0
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6.3 Potential benefits and harms of SGLT2 inhibitor treatment 

Potential benefits  Potential class side effects 

• Reduction in HbA1c: up to 10 
mmol/mol with certain agents, 
depending on initial HbA1c level. 
 

• Low incidence of hypoglycaemia 
(unless used alongside a 
sulfonylurea and/or insulin): The 
mechanism of action means that 
their effect is proportional to the 
blood glucose. 

 
• Weight loss (up to 3 kg): with a 

significant effect in reducing visceral 
fat. 
 

• Slowed progression of chronic 
complications affecting the 
cardiovascular system and 
kidneys, demonstrated with some 
agents. 

• Increased thirst   
• Increased urination frequency and volume 
• Genito-urinary disorders/risk of UTI 
• Volume depletion effects (thirst, postural 

dizziness, hypotension, dehydration)  
• Can cause hypoglycaemia (if on sulfonylureas 

and/or insulin) 
• Transient decrease in eGFR  
 
 Uncommon but serious side effects:  
• DKA (which can occur despite relatively ‘normal’ 

blood glucose levels) 
• Potential increased risk of lower limb amputation 

(LLA) -mostly affecting the toes) – After a clinical 
trial of canagliflozin found an excess of, the MHRA 
issued a warning for a ‘potential increased risk of 
LLA’ for all SGLT2 inhibitors.  However, there is no 
evidence that other SGLT2 inhibitors are 
associated with this increased risk. 

• Fournier’s Gangrene (rapid-progressing bacterial 
infection of the genital or perineal area.  

6.4 Considering individualised risk of harm and potential benefits  
GP evidence decision aids: Summarise the evidence of benefits and harms of treatments for 
long-term conditions (including diabetes, chronic kidney disease, heart failure, and cardiovascu-
lar disease).   
 
They have been designed to support clinicians' thought processes and can be used to gain a bet-
ter understanding of individualised risks of harm and potential benefits of SGLT2 Inhibitors. Evi-
dence is also available for other interventions and treatments that the person may be on.  For ex-
ample, diet, statins and antihypertensives, etc.  This underlying understanding is critical in sup-
porting effective and meaningful shared decision-making. 
 
Frailty: Consider the person's level of frailty in the context of their individualised needs and pref-
erences.  Consider the risk of adverse events (e.g. volume depletion, hypotension, DKA risk), plus 
the potential for benefits from therapy (including improved cardio-renal outcomes or reduction in 
heart failure exacerbations).  For further information, see:   

• SGLT2 inhibitors in frailty: a review of current evidence and clinical recommendations.  
• The British Geriatrics Society: Pragmatic prescribing to reduce harm for older people with 

moderate to severe frailty.  

https://gpevidence.org/
https://bjcardio.co.uk/2026/01/sglt2-inhibitors-in-frailty-a-review-of-current-evidence-and-clinical-recommendations/
https://www.bgs.org.uk/PragmaticPrescribing
https://www.bgs.org.uk/PragmaticPrescribing
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6.5 Sick Day Guidance and Minimising the Risk of DKA 

Sick Day Guidance 
 
Sick day guidance must be provided to all people initiated on SGLT2 inhibitors. Please ensure 
these are revisited at each diabetes review. 

 
1. If unwell and not eating or drinking as usual, or with a dehydrating illness, e.g. 
diarrhoea, vomiting, fever, or urine infection, PAUSE the SGLT2 inhibitor. Restart only 
AFTER 24 to 48 hours of eating and drinking normally, AND no longer acutely unwell 
2. Other medications may also need to be stopped or held while unwell, e.g. metformin, 
ACE/ARBs or NSAIDS. 
3. Drink plenty of water or sugar-free fluids to avoid dehydration for up to 24 hours. If not 

resolved within 24 hours, seek medical advice 
4. Seek medical advice if seriously unwell with infection or illness. 
 
See also the TREND Diabetes: What to do when you are ill leaflet for people living with 
T2D. 

 

DKA (Diabetic Keto Acidosis)  
 

DKA is an uncommon but serious side effect caused by the build-up of ketones. With SGLT2 
inhibitors, DKA may occur with relatively ‘normal’ glucose levels (Euglycemic DKA), which is 
atypical and may delay diagnosis and treatment.  
 
• Before starting an SGLT2 inhibitor, assess the risk of DKA and address modifiable risk 

factors.  
• Ensure the person understands the causes of DKA, recognises the symptoms, and knows 

how to escalate.  
• The risk of diabetic ketoacidosis (DKA) should be routinely reassessed during scheduled 

appointments and whenever there is a new clinical presentation or a change in the 
individual's condition. 

 
Common causes of DKA include acute illness or infections, starvation or fasting, the 
perioperative period, alcohol consumption, dehydration, and a carbohydrate-deficient 
diet.  
 
DKA signs and symptoms: Nausea, vomiting, abdominal pain, fatigue, and difficulty breathing.  
If a person presents with suspected DKA, ketones need to be tested urgently. DO NOT USE 
urine ketone testing. Test capillary ketones if you have access to a ketone meter, and if not, refer 
to the hospital for blood ketone testing. 
 

https://trenddiabetes.online/wp-content/uploads/2020/03/A5_T2Illness_TREND_FINAL.pdf
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Do not routinely prescribe test strips for monitoring ketone levels in people with T2D 
on SGLT2 inhibitors. Emphasis should be placed on education and seeking urgent 
medical attention in the event of DKA symptoms.  

 

7. Initiating SGLT2 inhibitors in people with T2D who are 
already established on glucose-lowering therapies. 
Check HbA1c. Confirm the individualised HbA1c target remains appropriate, 
and review existing diabetes medications.   

• If HbA1c is 48-58 (or within individualised target range) and the person is 
on two or more agents, consider stopping or reducing one when adding the 
SGLT2 inhibitor. 

• If HbA1C is >58/individualised target and the person is on two or more 
agents, assess compliance and think about whether to stop any medicines 
that are not effective, i.e. did not achieve HbA1c reduction <5.5 mmol/mol 
(0.5%) in 6 months. Then add the SGLT2 inhibitor. 

• When reviewing glucose-lowering medications and considering 
discontinuation, think about wider benefits and if continued use is indicated 
on that basis.  
 

(HbA1c thresholds are provided for guidance, treatment should be individualised, and 
clinical judgement used when adjusting therapies.  If advice is needed, for example, 
because the person is on a complex regimen or guidance around insulin de-escalation 
is required, discuss with a diabetes specialist).  

Metformin  • Dose adjustments are not usually required 
• SGLT2 inhibitors should be used in combination with 

metformin (unless contraindicated or not tolerated).  Do not 
prescribe metformin if eGFR <30 (reduce dose to max 1g daily 
if eGFR <45). 

Sulfonylureas (SU) 
e.g. gliclazide, 
glimepiride 

• Can cause hypoglycaemia. Consider stopping or reducing if 
HbA1C is at the individualised target or within ~10% of the 
target based on capillary blood glucose levels.   

• Always review the use of sulfonylureas in people who are 
frail, over 75 years, or who are at increased risk of 
hypoglycaemia. 

Pioglitazone • Dose adjustments are not usually required. Consider 
swapping pioglitazone for the SGLT2 inhibitor if additional 
glucose lowering is not needed, or if it has not been effective 
(HbA1c reduction <5.5 mmol/mol (0.5%) in 6 months). 

• Stop pioglitazone if the person has heart failure or if any 
deterioration in cardiac function is seen.  
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• Stop if active or previous bladder cancer (or uninvestigated 
macroscopic haematuria).  

• Consider stopping in people at risk of fractures or with low 
bone density (e.g. post-menopausal women). 

DPP4is e.g. 
sitagliptin 

• Dose adjustments are not usually required.   
• Consider swapping the DPP4i (for the SGLT2 inhibitor) if 

additional glucose lowering is not required, or if it has not 
been effective  

• DPP4i should not be prescribed in combination with an 
incretin mimetic. Both drugs work on the incretin pathway, 
and studies have shown that there is no additional clinical 
benefit from taking these medications in combination.  
The DPP4i should be stopped when starting an incretin 
mimetic or at review if it is identified that someone is on both 
medications (no additional monitoring is required).  

Incretin therapies 
e.g. semaglutide, 
tirzepatide 

• Dose adjustments are not usually required. Check if weight 
loss and HbA1c goals have been achieved, i.e. HbA1c 
reduction of 11 mmol/ mol (1%) or more, and weight loss of at 
least 3% of initial body weight in 6 months.  Stop if the person 
becomes underweight (BMI under 18.5kg/m2).  

Insulin  • Insulin doses should be adjusted/reduced based on capillary 
blood glucose levels or CGM readings. See section 7  

 

At the medication review 
Glucose-lowering therapy should be reviewed every 3-6 months until HbA1c is 
stable on unchanging medication. Reassess the person's needs and 
circumstances at each review and follow the principles in NG28 section1.22 
 
Check for new cautions and contraindications to existing medications  
For people taking SGLT2 inhibitors, the risk of DKA should be routinely 
reassessed during scheduled appointments and whenever there is a new 
clinical presentation or a change in the individual's condition. Advice about sick 
day guidance and signs of DKA should be revisited at each diabetes review.  

                                          
Respond to falling or rising HbA1c. 
• Think about whether to stop any medicines that are not effective, i.e. HbA1c 

reduction <5.5 mmol/mol (0.5%) in 6 months. 
• Before stopping any medication, consider if there are also additional clinical 

benefits, beyond glucose-lowering properties. For example, the cardio-renal 
protective benefits of SGLT2 inhibitors.   

• Optimise current treatments before changing therapies 
• If the person has reached their individualised glycaemic target and weight 

goals, consider continuing any medicines that have contributed to this. 
 

https://www.nice.org.uk/guidance/ng28/resources/type-2-diabetes-in-adults-management-pdf-1837338615493
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7.1 Guidance on adjusting insulin doses based on capillary 
blood glucose in T2D  
A stepwise approach to insulin reduction based on capillary blood glucose is 
recommended.  
 
ALWAYS USE YOUR CLINICAL JUDGEMENT AND SEEK ADVICE WHERE NECESSARY 

See GMMMG formulary for approved insulins. 
 

Basal  
Pre-breakfast 
CBG (mmol/L)  

ACTION  

 < 4  Reduce insulin by 10%  
4 to 7 No change  
7.1 to 15 Increase insulin by 10%  
15.1 to 20 Increase insulin by 15%  
>20 Increase insulin 20% 

 

Basal Bolus 
CBG (mmol/L) <4 4 to 7 7.1 to 14 14.1 to 20 >20 
Pre-breakfast Reduce basal 

insulin by 10% 
No change Increase basal 

insulin by 5-10% 
Increase basal 
insulin by 15-20% 

Increase 
insulin by 
20% Pre-lunch Reduce 

breakfast insulin 
by 10% 

No change Increase 
breakfast 
insulin by 5-10% 

Increase 
breakfast insulin 
by 15-20% 

Pre-tea Reduce lunch 
insulin by 10% 

No change Increase lunch 
insulin by 5-10% 

Increase lunch 
insulin by 15-20% 

Pre-bed Reduce teatime 
insulin by 10% 

No change Increase 
teatime insulin 
by 5-10% 

Increase teatime 
insulin by 15-20% 

 

Twice Daily 
CBG (mmol/L) <4 4 to 7 7.1 to 14 14.1 to 20 >20 
Pre-breakfast Reduce basal 

insulin by 10% 
No change Increase basal 

insulin by 5-
10% 

Increase basal 
insulin by 15-20% 

Increase 
insulin by 
20% 

Pre-tea Reduce breakfast 
insulin by 10% 

No change Increase 
breakfast 
insulin by 5-
10% 

Increase breakfast 
insulin by 15-20% 

Pre-bed Reduce lunch 
insulin by 10% 

No change Increase lunch 
insulin by 5-
10% 

Increase lunch 
insulin by 15-20% 

 

  

https://gmmmg.nhs.uk/joint-formulary/submissions/
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