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2. Knaceudukaumsa n anardos CA

Kaaccugpukauyus

CJI MOXHO pa3feanuTh Ha ClIeIyIolIre o0II1e KaTeTOPUN:

1. Aunabet 1-ro tumna (pe3yabTaT ayTOMMMYHHOTO pa3py-
LIeHUS B-KJIETOK, YTO, KaK MpaBuIo, MPUBOAUT K aOCOIOT-
HOMY NeUIIMTY UHCYJIMHA).

2. duabet 2-ro tvna (Mporpeccupyloiiee CHIXKEHUE ce-
KpelMy WHCYJIMHA B-KJIeTKaM1, 4acTo Ha (poHEe MHCYJIMHO-
PE3UCTEHTHOCTH).

3. T'ecraumonHsbIii caxapHbiil nuadet (I'CJ) (mnadert, nua-
THOCTHUPYEMBII BO BTOPOM WJIN TPETheM TPUMECTpe OepeMeH-
HOCTH, He TIPEAIISCTBYIONINI 66 peMEHHOCTH WJIN OTCYTCTBO-
BaBIINI 10 OEPEMEHHOCTH ).

4. Crieuuduyeckue TUMBI auadeTa BCIASACTBUE APYTUX
MNPUYMH, HAIlpUMEpP MOHOTeHHbIe (hOpMbl AuadeTa (B TOM
yuciae auabeT HOBOPOXKIEHHBIX M AMA0ET B3POCIOro THIIA
y mosoabpix — MODY-tum), 60e3H1 3K30KPUHHON YacTu
MOKETYIOYHOM Kese3bl, TaKhe KaK MYKOBUCLIMIO3, MEAU-
KaMEHTO3HO- WJIM XWMWYCCKU-WHAYLUIMPOBAHHEINA auabeT
(narpumep, nipu jgeuyenun BUY/CITWIa niau mocie TpaHc-
TUTAHTALIMY OPTAaHOB).

Kpurepun ponarHosza CA

— TImokos3a mnasmbl Hatomak (ITTH) > 126 wmr/mn
(7,0 mmonb/1). HaTotmak onpenesnsercst Kak OTCYTCTBHE T10-
TpeOaeHUS NUIIK (OTCYTCTBUE KaJOPHUii) B TECUCHUE KaK MHU-
HUMYM 8 U,

unu

— 2-yacoBasg INIOKo3a B I1azMe KpoBu > 200 mr/mi
(11,1 MMoOIB/) TIpU TIPOBENCHUHN TEPOPAILHOIO TecTa Ha
TOJIEPAHTHOCTb K III0KO3€. TecTUpOBaHUE TOKHO OBITh BbI-
MOJTHEHO, KaK onucaHo BcemMupHoii opraHu3aiueii 31paBo-
OXpaHEeHWUsI, C UCTTOJIb30BaHUEM HATrPy3KH TJTIOKO301 B 9KBU-
BaJieHTe 75 T TJIIOKO3bI, PACTBOPEHHOM B BOJIE,

unu

— HbAlc > 6,5 % (48 mmonb/Moob). TecT H0oKeH Mpo-
BOJUTHCS B TAOOPATOPUH C MCIIOJIH30BAHUEM METOIA, CEPTHU -
duLmrpoBaHHOro U ctaHaapTusnpoBaHHoro NGSP s koH-
TpOJIsl iMabeTa U ero OCJIOXKHEHUIA,

2. Classification and diagnosis
of diabetes

Classification

Diabetes can be classified into the following
general categories:

1. Type 1 diabetes (due to autoimmune B-cell
destruction, usually leading to absolute insulin de-
ficiency).

2. Type 2 diabetes (due to a progressive loss of
B-cell insulin secretion frequently on the back-
ground of insulin resistance).

3. Gestational diabetes mellitus (GDM) (dia-
betes diagnosed in the second or third trimester of
pregnancy that was not clearly overt diabetes prior |
to gestation).

4. Specific types of diabetes due to other
causes, e.g., monogenic diabetes syndromes
(such as neonatal diabetes and maturity-onset
diabetes of the young — MODY), diseases of
the exocrine pancreas (such as cystic fibrosis
and pancreatitis), and drug- or chemical-in-
duced diabetes (such as with glucocorticoid use,
in the treatment of HIV/AIDS, or after organ
transplantation).

Criteria for the diagnosis of diabetes '

— FPG > 126 mg/dL (7.0 mmol/L). Fasting is i
defined as no caloric intake for at least 8 h, i

or

— 2-h PG > 200 mg/dL (11.1 mmol/L) during
OGTT. The test should be performed as described
by the WHO, using a glucose load containing the
equivalent of 75-g anhydrous glucose dissolved in
water,

or

— A1C>6.5 % (48 mmol/mol). The test should
be performed in a laboratory using a method that
is NGSP certified and standardized to the DCCT
assay,
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unu

— Yy NAIIMEHTOB C KJIACCUYECKUMU CUMITOMAMU TUIIEP-
MIMKeMUU WM TUTEPIIIMKEMUYECKOro Kpu3a Mpu cliydaii-
HOM OIIpeIeJICHNU TJIOKO3bI B Iuta3Me KpoBu > 200 Mr/mi
(11,1 mmonb/m);

ITpumeuaHue: Mpu OTCYTCTBUM CUMITOMOB TMIIEPIJIMKE-
MUM Pe3YJIbTAThl JOJKHbBI ObITh MTOATBEPXKIEHBI TIPU MOBTOP-
HOM TeCTUPOBAaHUMU.

i Kareropum noseiLLeHHOro pUCKa passutns Amaéera
(npeaAmnaberq) y 6eCCUMITOMHbIX MALUEHTOB

1. TectupoBaHue AOMXKHO OBITH MPEATOKEHO aMEPUKAH-
1am ¢ JuiHuM BecoM (MUMT > 25 xr/m? unm > 23 Kr/mM? y aMme-
PUKAaHCKUX a3UaTOB), B3POCIBIM, UMEIOIIIUM OIVH UK OoJiee
W3 HIDKETIEPEUNCIIEHHBIX (DPaKTOPOB prCKa:

— HbAIlc > 5,7 % (39 MMoJIb/MOJIb), HAapyIIEHHAs] TO-
JiepaHTHOCTH K Toko3e (HTT) niau nzonnpoBaHHBIN Hapy-
IIEHHBIN ypoBeHb TToKo3bl HaTomak (UI'T) npu mpenbimy-
1IIEM TeCTUPOBAHUU;

— POJICTBEHHUK IEPBOI CTETICHU C CaXapHBIM TUA0ETOM;

— paca BBICOKOTO PUCKa/9THUYECKOW MPUHAIJICXKHOCTU
(adbpoamepukaHnell, JaTMHOAMepUKaHell, KOPEHHOI aMepu-
KaHell, aMepUKaHell a3UaTCKOTO MPOUCXOXKICHUS, YPOXKEHEI]
TUXOOKEAHCKUX OCTPOBOB);

— JKEHIIWHBI, KOTOPbIE UMEIH TUATHO3 FeCTal[MOHHOTIO

i nuabera;

— CEepIeYHO-COCYIUCThIC 3a00JIeBaHNsI B aHAMHE3E;

— rurnepteH3us (> 140/90 MM pT.CT. WUIM TIPUEM aHTUTH -
MEePTEH3UBHBIX MTPETIApaTOB);

— ypoBeHb xomectepuHa JITIBIT < 35 wr/mn
(0,90 mmonb/) 1/WaM ypOBEHD TPUTAULIEPUIOB > 250 Mr/m
(2,82 MMoIB/T);

— 3KEHIIIMHBI C CHHIPOMOM ITOJTUKUCTO3HBIX SUYHUKOB;

— HuU3Kas (pusnyeckasi akTUBHOCTD;

— JIpyrue KJIMHUYECKME COCTOSIHMS, CBSI3aHHBIC C Pe3u-
CTEHTHOCTbIO K MHCYJIMHY (HampuMep, TSKeJIoe OXXUpPEeHUe,
YEPHbI aKaHTO3).

2. Bcem manyeHTaM HayaTh TECTUPOBaHKE B Bo3pacTe 45 JieT.

3. Eciau pe3yabTathl HOpMajbHbIE, TECT CJEeIyeT MOBTO-
pSATh KaK MUHUMYM C 3-JIETHUM WHTEPBAJIOM C pacCMOTpe-
HUEM BO3MOXHOCTH 00JIee YacTOro TeCTUPOBAHUS B 3aBUCH -
MOCTH OT TIOJTYYeHHBIX PE3YJIbTaTOB U PUCK-CTaTyca.

HbA1c

Pexomenoayuu

— YT00BI M30€XaThb OIIMOOYHOIO AMarHo3a WiIu IIpo-
MylIeHHOro auarHosa, TecT Ha HbAlc mojkeH MpoBOAUTH-
Csl ¢ MCIOJIb30BaHUEM METO[Ia, KOTOPBIi cepTU(UIIMPOBaH
NGSP u crangapTusoBaH sl aHanu3a KoHTpoJst CJI u oc-
noxnHenuit (DCCT) (B).

— OTMEYeHO HeCOOTBETCTBIE MEXKIY U3MEPEHHBIMA YPOB-

i HIMU HbAlc 1 ypoBHEM IIIOKO3BI B IJIa3Me BCIENCTBUE BEPO-
SITHOTO BJIMSIHUS Ha aHanu3 HbAlc BapuaHTOB reMoriodnHa

(T.e. TeMOTIOOMHOIIATHT), BakHA WHTEPTIPETAIINST aHAIM3a
HbAlc ¢ yueToM BO3MOXHBIX BAWSIHUI WM MCTIOJIb30BAHUS
JPYTUX KpUTEPUEB [NIMKEMUU 1Sl AMArHOCTUKY 1uabdeTa (B).
— Ilpu yBenuueHn 0OMEHHOTO MyJia SPUTPOLIMTOB, Ha-
npumep, MpU CEPIOBUIHOKIETOUHON aHeMuUU, OepeMeHHO-
CTU (BTOPOU U TPETUI TPUMECTPhI), TeMOAMAIN3E, HelaBHEe

or
— in a patient with classic symptoms of hyper-
glycemia or hyperglycemic crisis, a random plasma
glucose > 200 mg/dL (11.1 mmol/L).
Note: in the absence of unequivocal hypergly-
cemia, results should be confirmed by repeat tes-
ting.

Criteria for testing for diabetes
or prediabetes in asymptomatic adults

1. Testing should be considered in overweight
or obese (BMI > 25 kg/m? or > 23 kg/m? in Asian
Americans) adults who have one or more of the fol-
lowing risk factors:

— AIC > 5.7 % (39 mmol/mol), IGT, or IFG
on previous testing;

— first-degree relative with diabetes;

— high-risk race/ethnicity (e.g., African Ameri-
can, Latino, Native American, Asian American,
Pacific Islander);

— women who were diagnosed with GDM;

— history of CVD;

— hypertension (> 140/90 mm Hg or on thera-
py for hypertension);

— HDL cholesterol level < 35 mg/dL
(0.90 mmol/L) and/or a triglyceride level
> 250 mg/dL (2.82 mmol/L);

— women with polycystic ovary syndrome;

— physical inactivity;

— other clinical conditions associated with in-
sulin resistance (e.g., severe obesity, acanthosis ni-
gricans).

2. For all patients, testing should begin at age
45 years.

3. If results are normal, testing should be re-
peated at a minimum of 3-year intervals, with con-
sideration of more frequent testing depending on
initial results (e.g., those with prediabetes should
be tested yearly) and risk status.

A1C

Recommendations

— To avoid misdiagnosis or missed diagnosis,
the A1C test should be performed using a method
that is certified by the NGSP and standardized
to the Diabetes Control and Complications Trial
(DCCT) assay (B).

— Marked discordance between measured
A1C and plasma glucose levels should raise the
possibility of A1C assay interference due to hemo-
globin variants (i.e., hemoglobinopathies) and
consideration of using an assay without interfe-
rence or plasma blood glucose criteria to diagnose
diabetes (B).

— In conditions associated with increased
red blood cell turnover, such as sickle cell di-
sease, pregnancy (second and third trimesters),
hemodialysis, recent blood loss or transfusion,
or erythropoietin therapy, only plasma blood
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KpOBOMOTEpPE, MEPETUBAHUN KPOBU WM TEPATTUU SPUTPOIIO-
STUHOM [UISl IUATHOCTUKU OUabeTa ClieyeT MCIOJb30BaTh
TOJILKO KPUTEPUU ONpeaeaeHUs raukemMun (B).

Kareropuu rnoBbILLI€HHOro PUCKA PA3BUTUS
caxapHoro aAnabera (npeaAvaberaq)

Pexomenoayuu

— CKpuHUHT Ha mpenarabeT M puckK Oymyiiero muabdera
C OLICHKOI (paKTOpOB pUCKa CJIeyeT paccMaTpUBaTh y Oec-
CUMIITOMHBIX B3pocibiX (B).

— TectupoBaHue Ha mnpeaauadeT W PUCK A Oymyllero
nuabeTta y OeCCMMITTOMHBIX JIIOACH CreayeT paccMaTpuBaTh Y
B3POCJIbIX JIIOOOI0 BO3pacTa, KOTOPbIe MMEIOT N30bITOUYHbIN BeC
wm crpanaror oxupeHuem (MMT > 25 xr/m?> wim > 23 Kr/m?
Y a3UaTCKUX aMEPUKAHIIEB) M Y KOTOPBIX €CTh OMH MJT HECKOJTb-
KO JIOTTOJIHUTEIbHBIX (PaKTOPOB pucKa pa3Butus auadeta (B).

— JIng Bcex Jofiell TeCTUpOBAaHMWE CJielyeT HauMHaATh B
Bo3pacre 45 et (B).

— Ecmm pe3ynbTaTsl aHaIM30B HOPMAaJIBHBIC, TIOBTOPHOE
TeCTMPOBaHME, IIPOBEICHHOE C MUHUMAIbHBIMY MHTEpBaIa-
MHu B 3 roaa, saBiasiercst pa3yMHbIM (C).

— Jlng TecTa Ha Tipeaaua0eT III0K03a B IIJ1a3Me HAaTOIIAK,
2-yacoBag TJII0K03a B I1a3Me Mpu 75-rpaMMOBOIi Harpy3Ke B
III0K030TosIepaHTHOM TecTe U HbAlc paBHOLIeHHBI (B).

— V¥V nanueHToB ¢ NpeaauadeToM BbIIBISIIUTe U MIPpU He-
00XOIMMOCTH JIEUUTE ApYrue (PakTopbl prcka CepAeYHO-CO-
CYIUCTBIX 3ab0seBaHuil (B).

— TecTupoBaHue Ha TIpeIMAOET CJIEAYyeT paccMaTpUBaTh
y JieTeli ¥ TIOPOCTKOB, KOTOPbIe MMEIOT M3OBITOUYHBIN BecC
wu crpanatot oxupenuem (MUMC > 85-ro mepueHTWIST 110
BO3pAacTy M ITOJTy, BeCy Ha POCT > 85-T0 MEePICHTIIIS YUIN BECY
> 120 % vaeanbHOTO OT POCTA) M Y KOTOPBIX €CTh TOTIOJHU-
TenabHbIe (pakTophl pucka pazputus CJI (E).

Aunaber 1-ro tuna

Pexomenoayuu

— YpoBeHb IJ1I0K03bI B I1a3mMe KpoBu, a He HbAlc crneny-
€T UCIOIb30BaTh JIsI AUATHOCTUKM OCTPOTo Havajia nuabera
I-ro Tumna y ui ¢ cumnroMamu runeprivkemui (E).

— CxpuHMHT 1uabeta 1-ro TMMNa ¢ MOMONIIBIO MaHEIU ay-
TOAHTUTEJI B HACTOSIEE BPEMSI PEKOMEHIYETCS MCITOIb30-
BaTh TOJIKO B YCJIOBUSIX MCCJIEIOBAHUS WX Y WIEHOB CEMbH
MnepBOi KaTeropuu rnpobdaxaa c auaderom 1-ro tuna (B).

— Haynmune aByx uiaum 6ojiee ayTOaHTUTEIN TpencKasbiBa-
€T KIMHUYECKUI AabeT U MOXKET CIYy>KUTh MOKa3aTeeM st
BMEIIATeIbCTBA B YCIOBUSIX KIIMHUUECKOTo uccaenoBanusi (B).

Aunaber 2-ro tnna

Pexomenoayuu

— CKpUHUHT auabera 2-ro TUIIA C OLEHKOW pPHUCK-
¢$aKTOpOB WM C ITOMOIIBIO ITPOBEPECHHBIX WHCTPYMEHTOB
clielyeT paccMaTpuBaTh y 0€CCUMIITOMHBIX B3poCibIX (B).

— IIpoBeneHMe TecTa IS BBISIBJICHUS CaXxapHOTO qrabeTta
2-T0 TMTIA Y OECCUMIITOMHBIX JTIO/IeH CIEyeT CUMTATD IEJIeCO-
00pa3HBIM TSI B3POCIIBIX JTI0OOT0 BO3pacTa, MMEIOIINX U305l -
TOUHBIN Bec uiu crpagatoniux oxupenuem (MMT > 25 kr/m?
WIN > 23 Kr/M? Ul aMepUKaHIIEB a3MaTCKOTO ITPOUCXOXKIE-
HUSI) 1 UMCIOIINX OJUH WK 00Jiee U3 TOMOIHUTEIbHBIX (haK-
TOPOB pUcKa caxapHoro nuabera (B).

glucose criteria should be used to diagnose dia-
betes (B).

Categories of increased risk for diabetes
(prediabetes)
Recommendations

— Screening for prediabetes and risk for future i

diabetes with an informal assessment of risk factors
or validated tools should be considered in asympto-
matic adults (B).

— Testing for prediabetes and risk for future
diabetes in asymptomatic people should be con-
sidered in adults of any age who are overweight
or obese (BMI > 25 kg/m? or > 23 kg/m? in Asian
Americans) and who have one or more additional
risk factors for diabetes (B).

— For all people, testing should begin at age 45
years (B).

— If tests are normal, repeat testing carried out

at a minimum of 3-year intervals is reasonable (C). |

— To test for prediabetes, fasting plasma glu-
cose, 2-h plasma glucose during 75-g oral glucose
tolerance test, and A1C are equally appropriate
(B).

— In patients with prediabetes, identify and, if
appropriate, treat other cardiovascular disease risk
factors (B).

— Testing for prediabetes should be considered
in children and adolescents who are overweight or
obese (BMI > 85" percentile for age and sex, weight
for height > 85" percentile, or weight > 120 % of
ideal for height) and who have additional risk fac-
tors for diabetes (E).

Type 1 diabetes

Recommendations

— Plasma blood glucose rather than Al1C
should be used to diagnose the acute onset of type
1 diabetes in individuals with symptoms of hyper-
glycemia (E).

— Screening for type 1 diabetes with a panel
of autoantibodies is currently recommended only
in the setting of a research trial or in first-degree
family members of a proband with type 1 diabetes
(B).

— Persistence of two or more autoantibodies

predicts clinical diabetes and may serve as an in- |
dication for intervention in the setting of a clinical |

trial (B).

Type 2 diabetes

Recommendations

— Screening for type 2 diabetes with an infor-
mal assessment of risk factors or validated tools
should be considered in asymptomatic adults
(B).

— Testing for type 2 diabetes in asymptomatic
people should be considered in adults of any age
who are overweight or obese (BMI > 25 kg/m? or

68

Moy, I1SSN 2307-1257 (print), ISSN 2307-1265 (online)

Tom7, N1, 2018 |



HacraHoBu / Guidelines

— Jlns Bcex MallMeHTOB TECTUPOBAHUE CAEAyeT HayaTh B
Bo3pacte 45 et (B).

— Eciu aHanu3bl B HOpMeE, MTOBTOPHOE TECTUPOBAHUE 11€-
JiecoobpasHo 1o KpariHeit mepe 1 pa3 B 3 roga (C).

— J11s BRISIBIIEHMS TrabeTa 2-To ThTIa ucrionb3oBanme [ TIH,
2-9aCOBOI TIIIOKO3bI TJIa3Mbl KPOBU B HArPY304HOM TecTe C 75 T
rmoKko3bl 1 HbA | ¢ sinisieTcst omrHakoBo ripueMieMbiM (B).

— V¥ maumeHToB ¢ nrabeToM HeOOXOOUMBI BBISIBICHUE U
JIeYeHHe IPYrux (haKTOPOB PUCKA CepACIHO-COCYIUCTHIX 3a-

i bomesanuii (B).

— HCO6XO,£I,I/IMOCT]: IIPOBCACHUA TECTOB JI BbBISABJICHUA

! InMabera 2-ro TMMA JOJKHA PacCMATPUBATBCS Y AeTeii U MoJ-

POCTKOB, UMEIOLIUX U30BITOUHYIO MacCy TeJia WIM OXKUPEHUe
(UMC > 85-ro nepueHTUIs1 AJIs1 BO3pacTa U MoJjia, MacChl K
pocty > 85-ro nepueHTIIs Wi Bec > 120 % oT uaeaabHOro
pocTa), a TakKe ISl TeX, y KOro UMEIOTCST TOTIOJIHUTEIbHbIC
puck-daxkTopsl pazputus auadeta (E).

lecTaUUOHHbBIV CAXAPHbIN Anabert

Pexomenoayuu

— OO6cnenyiiTe ISl BbISIBJICHUS HEAUATHOCTHMPOBAHHO-
ro auabeTa IpU IEPBOM MPEHATaJIbHOM BU3UTE MALMEHTOK,
UMeIoIIX (paKTOPhl PUCKA, C MUCIIOJIb30BAHMEM CTaHAaPTHBIX
JUarHoCcTu4YecKux Kputepues (B).

— O6caenyiite Ha Hanuuue ['CJl keHIuuH Ha 24—28-i1

. HEACIC reCtaln, Yy KOTOPbIX HE ObLIO paHE€EC U3BECTHO O Ha-

Jnunu nuabeta (A).

— O6cnenoBanue xeHuuH ¢ I'CJl Ha Hajuuue mepcu-
CTHPYIOIIETo 1radeTa IMPOBOAUTCS B TIOCIEPOIOBOM IIEPUOIL
4—12 Hememb ¢ NCIIOIb30BAaHUEM TIEPOPATTBHOTO TeCTa TOJIe-
PaHTHOCTH K TJIFOKO3¢ U JUATHOCTUUECKUX KPUTEPUEB, TIPH-
HSTHIX 1J11 HeOepeMeHHBIX (E).

— XKenmwmuel ¢ 'CJl B aHaMHe3€e JOJKHBI TTPOXOIUTH
MOXW3HEHHBIN CKPUHUHT [UIS1 BBISIBJICHUST pa3BUTHUSI Auade-
Ta WU npeaauadera ¢ MepuoAUYHOCTBIO 10 KpaliHel mMepe
Kaxnple 3 rona (B).

— XKenmunbl ¢ I'C/l B aHaMHe3e¢ M YCTaHOBJEHHBIM

i mpeannabeToM TO/IKHBI COOMIONATh AKTUBHBIA 00pa3 JXKU3HU
! WM nojy4yatb MeThOPMUH JUISl IPEAYIIPEXICHUST Pa3BUTHS

caxapHoro auabera (A).

6. LleneBble 3HOYEHUS TAUKeMum
HbA1c-trectuposaHue

Pexomenoayuu

— IlpoBoaure omnpeaenenue HbAlc He pexe nByx pas3 B
roJ MallMeHTaM, Y KOTOPBIX JOCTUIHYThI LIEJIM JIeYSHUS (U Y
TeX, KTO MMeeT CTaOWIbHBIN KOHTPOJIb IuKeMun) (E).

— IIpoBonute ompenenenue HbAlc exkekBapTaibHO Yy
MaIlMEHTOB, Ybsl TepPaIus U3MEHUIACh W Y KOTOPHIX HE 10-
CTUTHYTHI LieJieBble 3HaueHUsI riukeMui (E).

— Hcnonw3oBanue BeibopouHoro onpeneieHust HbAlc naer

i BO3MOXHOCTb 00Jiee CBOEBpeMEHHOro u3aMeHeHus jedeHus (E).

Lenesbie 3HayeHuss HbA1c

Pexomenoayuu

— IlenecoobpasHo moctrkeHue 1eaeBoro HbAlc mis 6ombioro
KoJyecTBa HebepeMeHHbIX B3pOcbiX < 7 % (53 MMOJIb/MOIb) (A).

— Moryt paccMmarpuBaThcs 00Jiee KECTKUE 1LieIeBble 3HaYe-
Hust HbAlc (Hanpumep, < 6,5 % (48 MMOJIb/MOJIb)) TSI OTAENb-

> 23 kg/m? in Asian Americans) and who have one
or more additional risk factors for diabetes (B).

— For all people, testing should begin at age 45
years (B).

— If tests are normal, repeat testing carried
out at a minimum of 3-year intervals is reason-
able (C).

— To test for type 2 diabetes, fasting plasma
glucose, 2-h plasma glucose during 75-g oral glu-
cose tolerance test, and A1C are equally appropri-
ate (B).

— In patients with diabetes, identify and treat
other cardiovascular disease risk factors (B).

— Testing for type 2 diabetes should be con-
sidered in children and adolescents who are over-
weight or obese (BMI > 85" percentile for age and
sex, weight for height > 85" percentile, or weight
> 120 % of ideal for height) and who have addi-
tional risk factors for diabetes (E).

Gestational diabetes mellitus

Recommendations

— Test for undiagnosed diabetes at the first pre-
natal visit in those with risk factors, using standard
diagnostic criteria (B).

— Test for gestational diabetes mellitus at 24—
28 weeks of gestation in pregnant women not previ-
ously known to have diabetes (A).

— Test women with gestational diabetes melli-
tus for persistent diabetes at 4—12 weeks postpar-
tum, using the oral glucose tolerance test and clini-
cally appropriate nonpregnancy diagnostic criteria
(E).

— Women with a history of gestational diabetes
mellitus should have lifelong screening for the de-
velopment of diabetes or prediabetes at least every
3 years (B).

— Women with a history of gestational diabetes
mellitus found to have prediabetes should receive
intensive lifestyle interventions or metformin to
prevent diabetes (A).

6. Glycemic targets
A1C testing

Recommendations

— Perform the A1C test at least two times a year
in patients who are meeting treatment goals (and
who have stable glycemic control) (E).

— Perform the AIC test quarterly in patients
whose therapy has changed or who are not meeting
glycemic goals (E).

— Point-of-care testing for A1C provides the
opportunity for more timely treatment changes

(E).
A1C goals

Recommendations
— A reasonable A1C goal for many nonpreg-
nant adults is < 7 % (53 mmol/mol) (A).
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Mopaxoabl kK BegeHuto runeprnnkemumn (ADA/EASD 2015)
Approach to the management of hyperglycemia

YecToueHne HbA, 7% CmsryeHune
X <— —_— R
More stringent A 7% Less stringent
MNauneHT/ocobeHHoCTH 3ab6oneBaHus ©
Patient/disease features
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PucyHok 6.1. @akTopbl 60/1€3HN U XapaKTepPUCTUKKN NayneHTa, UCrosib3yembie A4Jisi orpeaeseHNsi onTUMasbHbIX
3Ha4eHun HbA1c. XapakTepucTukn n UHANMKaTopbl, pacrnosloXeHHble c/lieBa, OTpaXkaroT 60/1ee UHTEHCUBHbIe
yeunnus no cHuxeHuro yposHst HbA1c; Te, 4yto cnpaBa, — MeHee cTporve ycunvs. AaanTupoBaHo ¢ pa3peLueHust
Inzucchi n gp. [72]

Figure 6.1. Depicted are patient and disease factors used to determine optimal A1C targets. Characteristics and
predicaments toward the left justify more stringent efforts to lower A1C; those toward the right suggest less
stringent efforts. Adapted with permission from Inzucchi et al. [72]

Ta6numya 6.2. Pestome pekoMeHgaLuii o ramkeMum s He6epemMeHHbIX B3POCIbIX ¢ AuabeTom

HbA1c

TolakoBas rfoKo3a KanuinsapHo nnasmbl

< 7,0 % (53 mmonb/monb)*
80-130 mr/gn* (4,4—7,2 Mmmonb/n)
< 180 mr/gn* (< 10,0 mmonb/n)

[MnkoBas rnoKo3a nocTnpaHguanbHoON KanuspHon
nnasmblt

Mpumeyanus: * — 6onee unu MeHee CTPOro NPUAepPX1BaTbCS LEJIeBOU IMTIUKEMUUN NPUEMIIEMO A1 OTAENbHbIX
naymeHToB. LleneBble 3HavYeHuUsi [OJIXHbI UHAUBUAYAaIN3UPOBATbCS, UCXOAS1 U3 AJINTENIbHOCTU Aunaberta, BO3-
pacta u oxxugaeMou rpoaosDKUTEIIbHOCTU XU3HU, CONYTCTBYOLMNX 3abos1eBaHUi, UMEIOLUNXCSl cepAeYHO-COo-
CYAUCTbIX 3a60s1eBaHNI WU MUKPOCOCYLAMNCTbIX OCJIOXHEHWIN, PUCKA TMIMOrTIMKEMUN U COCTOSIHUS KOHKPETHOI O
naymeHTa; ' — nocrnpaHaunanbHas rnOKo3a MOXeT 6bITb Bbl6paHa KaK LjesieBoe 3Ha4YeHue, ecsin He BOCTUTHY-
Tbl YesieBbie 3Ha4YeHusi HbA1c, HecMOTpsi Ha JOCTHXKEHUs Lie/ieBbiX YPOBHEeW TOLYaKOBOM J1I0KO3bl. I3mepeHus |
noctnpaHAnanbHoOu roKo3bl [O/MKHbI 6bITh BbINOJIHEHLI Yepe3 1-2 4 rocsie Hayana npuema nuuyu, 4To, KakK |
npasnio, COOTBETCTBYET MUKOBbIM YPOBHSIM ITIMKEMUMN Y 60JIbHbIX C CaxapHbIM ANabeToM. i

Table 6.2. Summary of glycemic recommendations for nonpregnant adults with diabetes
< 7.0 % (53 mmol/mol)*
80—130 mg/dL* (4.4—7.2 mmol/L)
< 180 mg/dL* (10.0 mmol/L)

Notes:* — more or less stringent glycemic goals may be appropriate for individual patients. Goals should be in-
dividualized based on duration of diabetes, age/life expectancy, comorbid conditions, known CVD or advanced
microvascular complications, hypoglycemia unawareness, and individual patient considerations; * — postprandial
glucose may be targeted if A1C goals are not met despite reaching preprandial glucose goals. Postprandial glucose
measurements should be made 1-2 h after the beginning of the meal, generally peak levels in patients with diabetes.

A1C
Preprandial capillary plasma glucose

Peak postprandial capillary plasma glucose’

70 [MoYKKM, ISSN 2307-1257 (print), ISSN 2307-1265 (online) Tom7,N21,2018 |



HacraHoBu / Guidelines

HBIX TAIIMCHTOB, €CJIM 9TH 3HAYCHHSI MOTYT OBITh IOCTUTHYTHI 0€3
BBIPAKEHHOM TMITOTJIMKEMUH WIN IPYTHX TTOOOUHBIX 3(D(PEeKTOB
JieyeHus (1.e. moaudapmaiieBTuku). K Takum naiyeHTaM MOTyT
OBITh OTHECEHBI JIFOIY, MMEIOIINEe MAIyI0 JIUTEIBHOCTh JIMa-
6eta, momyvaromue JiedeHre ipu CJI 2-ro THIa TONBKO ITyTeM
MOIUMUKALIMU CTUIS XKU3HU WM MET(GOPMUHOM, HMEIoIIue
OXMIaeMYy0 OOJIBIIYIO ITPOAOJIKUTEIBHOCTD KU3HU UJIU HE Me-
FOIIME 3HAYMMBIX CePICUHO-COCYANCTHIX 3a00seBanuii (C).

— MeHee xecTkue 1eneBble 3HaueHuss HbAlc (Hampu-

i Mep, <8 % (64 MMOJIb/MOJIb)) MOTYT OBITh LIEJECOOOPA3HbI-
{ MM [JISI IALMEHTOB C TSDKEJIOM MMIIOIIMKEMUE B aHaAMHeE3e,
! OrPaHMYEHHOI MPOLOJKNATEIBHOCTBIO XKU3HU, BEIPAKEHHBI-

MU MUKPOCOCYIUCTBIMU UM MaKPOCOCYIUCTHIMU OCTOXKHE-
HUSIMHU, HaJIMYMEeM BBIPa>KCHHBIX COITYTCTBYIOIIMX 3a00IeBa-
HUI, U JUIS TeX, KTO IaBHO CTPagaeT caXxapHbIM JUabeTOM 1
Y KOTOPBIX TPYIHO JTOCTUYb 1I€JIEBOTO 3HAUYECHUST TJIMKEMUH,
HECMOTpPsI Ha CaMOKOHTPOJIb auabera, COOTBETCTBYIOLIUIA
KOHTPOJIb TJIIOKO3BI U 3 (EKTUBHBIC O3Bl HECKOJIbKUX TH-
MOTJIMKEMUYECKHUX TTpeTiapaToB, BKITIo4as MHCYIMH (B).

8. MoAX0AbI K A@4EeHUIO TAKeMum
dapmakoAormyeckas Tepanus caxapHoro Avaéera
2-ro tuna

Pexomenoayuu

— MeTdhopMuH, €CIIM He TPOTUBOIIOKA3aH 1 XOPOIIIO TIepe-

' HOCUM, ABJACTCA NPCAITOYTUTCIbHBIM Ha4YaJIbHbIM (i)apMaKO-

JIOTUYECKHM CPEICTBOM JUIS JIeUeHHUsI AuadeTa 2-ro Tura (A).

— JliuTenpHOEe MPUMEHEHNE MeT(hOPMHUHA MOXET OBITh
CBSI3aHO C OMOXMMUYECKUM AeUUUTOM BUTaMKMHA B ,, mo-
9TOMY MEPUOANYECKUE U3MEPEHUS YPOBHS BHTaMuHa B,
cleAyeT paccMaTpUBaTh Y MAlIMEHTOB, MOIYyYaBIINX JICYCHUE
MeT(hOpMUHOM, OCOOEHHO Y JIWI] C aHeMUel WK nepudepu-
yeckoii Heripornatueii (B).

— VY DauMeHTOB C BIIEPBBIC BBISIBACHHBIM CaxapHbIM
IradeToM 2-TO THIIA M HAJTMIMEM BBIPAaXKEHHBIX CUMIITOMOB
W/WIW  3HAYUTEJIbHO TIOBBIIIEHHBIMU YPOBHSMU  TJIIO-
Ko3bl KpoBu > 300 mr/mn (16,7 MMOIb/1) WA YpPOBHEM
HbAlc > 10 % (86 MMOJIb/MOJIb) PACCMOTPUTE BOIIPOC O Ha-

! 3HAYEHUM MHCYJIUHOTEpanuu (C JAOMOJHUTEJbHBIMU MeIu-
! KaMEHTO3HBIMHU cpencTtBaMu win 6e3 Hux) (E).

— ITonpoOyiiTe HaYaTh ABOMHYIO TePATIUIO Y MALIMEHTOB C
HeJAaBHO AMAarHOCTUPOBAHHBLIM AUabeTOM 2-T0 TUIIA, Y KOTO-
pbix HbAlc >9 % (75 mmonb/Moib) (E).

— JIns1 maneHTOB 0e3 aTePOCKJIEPOTUYECKOIO CEPIECYHO-
COCYAMCTOrO 3a00JIeBaHUsI: €CJIM MOHOTEPAIIMS WM ABOTHAS
Tepanusi He TIO3BOJISIET JOCTUTHYTh WM HE TONACpPKUBAET
1eneBoit ypoBeHb HbAlc B TeueHue 3 MecsueB, 100aBbTe 10-
MOJTHUTEIbHBIN aHTUTUIIEPIIIMKEMUYECKUI MTperapar ¢ yue-
TOM crienUKHY JieKapcTBa 1 maimeHTa (taou. 8.1) (A).

— g onpeneneHus: BbIOOpa (papMakoJIOrMYeCcKUX Ipe-
IapaToB CJIeayeT UCIIOIb30BaTh IMOAX0, OPUEHTUPOBAHHBII
Ha rmanueHTa. MccinemoBaHus BKIIIOYAIOT OLIEHKY ero 3¢ deK-

- TUBHOCTHU, pUCKA T'MITOITTMKCMUN, aHAMHE3 aTCPOCKIICPOTU -

YeCKOro CepAeYHO-COCYIUCTOro 3a0oJieBaHMsI, BAUSIHUE Ha
BeC, MOTeHIMAIbHbIE TTOOOYHbIE (PMEKTHI, MOUeUHbIe (-
(eKTBI, METOI OCTaBKM (TIEPOPATBHBIN WM TIOJKOXHBIN),
CTOUMOCTb U NpearnoyTeHus namueHTa (E).

— Y nanuyeHToB ¢ 1MabeToM 2-T0 TUIIa U YCTAHOBJIEHHBIM
aTepOCKICPOTUYECCKUM CepACIYHO-COCYIUCTHIM 3200 IeBaHN -
€M aHTUTUTEPIIMKEeMUYecKasl Tepamnusl Jo0JKHA HAYMHATHCS

— Providers might reasonably suggest
more stringent AIC goals (such as < 6.5 %
(48 mmol/mol)) for selected individual patients if
this can be achieved without significant hypogly-
cemia or other adverse effects of treatment (i.e.,
polypharmacy). Appropriate patients might in-
clude those with short duration of diabetes, type 2
diabetes treated with lifestyle or metformin only,
long life expectancy, or no significant cardiovascu-
lar disease (C).

— Less stringent A1C goals (such as < 8 %
(64 mmol/mol)) may be appropriate for patients
with a history of severe hypoglycemia, limited life
expectancy, advanced microvascular or macrovas-
cular complications, extensive comorbid condi-
tions, or long-standing diabetes in whom the goal
is difficult to achieve despite diabetes self-manage-
ment education, appropriate glucose monitoring,
and effective doses of multiple glucose-lowering
agents including insulin (B).

8. Approaches to glycemic
treatment

Pharmacological therapy for type 2
diabetes

Recommendations

— Metformin, if not contraindicated and if
tolerated, is the preferred initial pharmacologic
agent for the treatment of type 2 diabetes (A).

— Long-term use of metformin may be associ-
ated with biochemical vitamin B, deficiency, and
periodic measurement of vitamin B, , levels should
be considered in metformin-treated patients, espe-
cially in those with anemia or peripheral neuropa-
thy (B).

— Consider initiating insulin therapy (with or
without additional agents) in patients with newly
diagnosed type 2 diabetes who are symptomatic
and/or have A1C > 10 % (86 mmol/mol) and/or
blood glucose levels > 300 mg/dL (16.7 mmol/L)
(E).

— Consider initiating dual therapy in patients
with newly diagnosed type 2 diabetes who have
A1C =9 % (75 mmol/mol) (E).

— In patients without atherosclerotic cardio-
vascular disease, if monotherapy or dual therapy
does not achieve or maintain the AIC goal over
3 months, add an additional antihyperglycemic
agent based on drug-specific and patient factors
(table 8.1) (A).

— A patient-centered approach should be used
to guide the choice of pharmacologic agents. Con-
siderations include efficacy, hypoglycemia risk,
history of atherosclerotic cardiovascular disease,
impact on weight, potential side effects, renal ef-
fects, delivery method (oral versus subcutaneous),
cost, and patient preferences (E).

— In patients with type 2 diabetes and estab-
lished atherosclerotic cardiovascular disease, anti-
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¢ MmomuduKamuy o0pasa KU3HU U Ha3HAYeHUSI MeT(hOPMIHA,
a 3aTeM, Iocje n3ydyeHus (hapMaKOJOTMIeCKUX M MHINBUILY -
aJbHBIX (DAKTOPOB MallMeHTa, CJIeAyeT BKJIIOUYATh Ipernapar,
JIOKa3aBIINI CBOIO 3(P(PEKTUBHOCTD JJII CHUKEHUST Cephbe3-
HBIX HEOJArompusTHBIX CepACYHO-COCYAUCTHIX COOBITUI U
CepACYHO-COCYAUCTON CMEPTHOCTH (B HACTOSIIEe BpeMsl —
sMmmnaraudao3uH u aupariaytun) (tads. 8.1) (A).

— ¥V ManmeHToB ¢ AMabeTOM 2-T0 THUTIA U YCTAHOBJICHHBIM
aTepOCKICPOTUUECKUM CepAeUYHO-COCYIUCTHIM 3a00IeBaHN -
eM T0ocjIe U3MEHEHMSI UMM 00pasa XXU3HU U Ha3HAUCHMSI Jie-
YeHUST MET(POPMUHOM aHTUTUIIEPIIMKEMUIYECKUA TIpernapaT
canagliflozin (kaHarauJI03UH) MOXHO CUMTATh YMEHBIIIAI0-
IIMM Cepbe3Hble HEOJAaronpusTHbIE CepAECYHO-COCYAUCThIE
COOBITUS Ha OCHOBE CIelMGbUIeCKUX s JIEKapCcTB (haKTo-
poB 1 ocobeHHocTei nalueHTa (tada. 8.1) (C).

— PexoMeHayIOoTCS MOCTOSTHHAs OIICHKA peXuMa Jede-
HUS 1 €T0 KOPPEKTUPOBKA JIJIST yIeTa OCOOCHHOCTE ImalneH-
Ta (Tabs. 8.1) u komIieKcHOCTH pexuma jeueHus (E).

Table 8.1. Drug-specific and patient factors to consider when selecting antihyperglycemic treatment in adults
with type 2 diabetes

hyperglycemic therapy should begin with lifestyle
management and metformin and subsequently in-
corporate an agent proven to reduce major adverse
cardiovascular events and cardiovascular morta-
lity (currently empagliflozin and liraglutide), after

considering drug-specific and patient factors (ta- |

ble 8.1) (A)*.

— In patients with type 2 diabetes and estab-
lished atherosclerotic cardiovascular disease, after
lifestyle management and metformin, the antihy-
perglycemic agent canagliflozin may be considered
to reduce major adverse cardiovascular events,
based on drug-specific and patient factors (ta-
ble 8.1) (C)*.

— Continuous reevaluation of the medication
regimen and adjustment as needed to incorporate
patient factors (table 8.1) and regimen complexity
is recommended (E).

CV effects Renal effects
Effi- | HYPO | weight oral/ | Pro- | pocina/ Additional
gly- Cost gres- osing/use ; ‘
cacy | .omia | €hange | ASCVD | CHF SQ sion of | conside- considerations
DKD rations
1 2 3 4 5 6 8 9 10 11
Metformin High No | Neutral Po- Neu- | Low | Oral | Neutral | — Contrain- | — Gastrointes-
(Poten- | tential tral dicated with | tinal side effects
tial for | benefit eGFR <30 | common (diar-
modest rhea, nausea)
loss) — Potential for
B,, deficiency
SGLT-2 Inhibi- | Inter- No Loss | Benefit: | Be- | High | Oral | Benefit: | — Canagli- — FDA Black
tors medi- cana- nefit, cana- faxin: not Box: risk of
ate glifaxin, | cana- glifaxin, | recommend- amputation
empa- gli- empagli- | ed with eGFR | (canagliflozin)
glifazin | faxin, fazin <45 — Risk of bone
empa- — Dapagli- | fractures (cana-
glifazin fazing: not gliflozin)
recommend- | — DKA risk (all
ed with eGFR | agents, rare in
< 60; contra- T2DM)
indicated with | — Genitouri-
eGFR <30 | nary infections
— Empagli- | — Risk of vo-
fazin: contra- | lume depletion,
indicated with hyﬁotension
eGFR <30 | — T LDL cho-
lesterol
GLP-1 RAs High No Loss | Neutral: | Neu- | High | SQ | Benefit: | — Exenatide: | — FDA Black
lixisena- | tral liraglu- | not indicate Box: risk of
tide, tide d with eGFR thyroid C-cell
exena- <30 tumors (liraglu-
tide ex- — Lixisena- | tide, albiglutide,
tended tide: caution dulaglutide,
release with eGFR exenatide, ex-
<30 tended release)
— Increased | — Gastrointes-
risk of side | tinal side effects
effects in common (nau-
patients with | sea, vomiting,
renal impair- diarrhea)
ment
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Table 8.1
1 2 3 4 5 6 7 8 9 10 11
— Injection site
Benefit: reactions
Iiraglu-. — Acute pan-
tide creatitis risk
DPP-4 Inhibi- | Inter- No | Neutral | Neutral | Po- | High | Oral | Neutral — Re- — Potential
tors medi- tential nal dose risk of acute
ate risic adjustment pancreatitis
saxa- required; cam | — Joint pain
gliptin, be used in
alo- renal impair-
gliptin ment
Thiazolidin- High No Gain Po- |Increa- | Low | Oral | Neutral | — Notdose | — FDA Black
ediones tential sed adjustment Box: conges-
benefit: | risk required tive heart failure
piogli- — Generallly | (pioglitazone,
tazone not recom- rosiglitazone)
mended in — Fluid reten-
renal impair- | tion (edema;
ment due to heart failure)
potential for — Benefitin
fluid retention NASH
— Risk of bone
fractures
— Bladder
cancer (piogli-
tazone)
— T LDL cho-
lesterol (rosigli-
tazone)
Sulfonylureas | High | Yes Gain | Neutral | Neu- | Low | Oral | Neutral | — Glyburide: | — FDA Special
(2" genera- tral not recom- | Warning on in-
tion) mended creased risk of
— Glipizide | cardiovascular
& glimepiride | mortality based
initiate con- | on studies of an
servatively to | older sulfonyl-
avoid hypo- | urea (tolbuta-
glycemia mide)
Insulin | Hu- | High- | Yes Gain | Neutral | Neu- | Low | SQ | Neutral — Lower | — Higher risk of
man est tral insulin doses | hypoglycemia
insu- required with with human
lin a decrease in | insulin (NPH
Ana- High | sQ eGFR;'tiFrate or prer_nixed
logs per clinical | formulations) vs
response analogs

— JIis malumMeHToB ¢ AuabeToM 2-TO THIIa, KOTOphIE He
JIOCTUTAIOT 1IeJIEBOM TTIMKEMUM, He CIeAyeT OTKJIaAbIBaTh NH-
TeHCU(UKALIMIO JISYSHUSI, BKIIIOYask paCCMOTPEHUE Teparun

uHcynauHoM (B).

— MeThopMUH ceayeT MPOAOKATh B COUETAHUU C IPY-
MMM TIperapaTaMu, BKIIOUasi HHCYJIUH, €CIIA OH He MPOTH-
BOITOKA3aH M XOPOILIO MTEPEHOCHM.

. 9. CepAeyHO-COCYAUCTbIE 3060AE€BAHMNS
i N yNPAaBA€HMEe pUCKamMu

MnepTeH3uns/KOHTPOAb APTEPUAABHOIO AQBAEHUS
Pexomenoayuu
CKpPMHMHT ¥ THATHOCTHKA
— AprepuaibHOe JaBJICHHE CeIyeT U3MEPSITh TIPU Kaxk-

JIOM PETYJISIPHOM KJIMHUYECKOM BU3UTE. Y MAIIMEHTOB C IO~

BBILIEHHBIM KPOBSIHBIM AaBieHueM (> 140/90 MM pT.cT.) OHO

— For patients with type 2 diabetes who are
not achieving glycemic goals, drug intensification,
including consideration of insulin therapy, should

not be delayed (B).

— Metformin should be continued when used
in combination with other agents, including insu-
lin, if not contraindicated and if tolerated (A).

9. Cardiovascular disease and risk

management

Hypertension/blood pressure control
Recommendations
Screening and diagnosis
— Blood pressure should be measured at eve-

ry routine clinical visit. Patients found to have

elevated blood pressure (> 140/90) should have
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Antihyperglycemic Therapy in Adults with Type 2 Diabetes %‘,

At diagnosis, initiate lifestyle management, set AIC target, and initiate
pharmacologic therapy based on AlIC:

—| AIC is less than 9 %, consider Monotherapy. |

{ AIC is greater than or equal to 9 %, consider Dual Therapy. |

AI1C is greater than or equal to 10 %, blood glucose is greater than or equal to 300 mg/dL,
or patient is markedly symptomatic, consider Combination Injectable Therapy (See Figure 8.2).

Monotherapy Lifestyle Management + Metformin

Initiate metformin therapy if no contraindications® (See Table 8.1)

AIC at target Yes: - Monitor AIC every 3-6 months
after 3 months

of monotherapy? No: - Assess medication-taking behavior

- Consider Dual Therapy

24 Dual Therapy Lifestyle Management + Metformin + Additional Agent

ASCVD? Yes: - Add agent proven to reduce major adverse
cardiovascular events and/or cardiovascular mortality
(see recommendations with * on p. S75 and Table 8.1)

No: - Add second agent after consideration of drug-specific effects
and patient factors (See Table 8.1)

AIC at target Yes: - Monitor AIC every 3-6 months
th:
::t;;:ll'nho.':.;" No: - Assess medication-taking behavior
- Consider Triple Therapy

Triple Therapy Lifestyle Management + Metformin + Two Additional Agents

Add third agent based on drug-specific effects and patient factors# (See Table 8.1)

AIC at target Yes: - Monitor AIC every 3-6 months

after 3 months

of triple therapy? No: - Assess medication-taking behavior

- Consider Combination Injectable Therapy (See Figure 8.2)

sd Combination Injectable Therapy WG T P)

Antihyperglycemic therapy in type 2 diabetes: general recommendations
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JIOJKHO OBITh MOATBEPKAEHO C MCIOJIB30BAHUEM HECKOJb-
KWX U3MEPEHUIA, BKIIIOYAsi U3MEPEHUSI B OTAEIbHBIN NIEHBD,
JUISI IMarHOCTUKY TuIiepTeH3uu (B).

— Bce maiueHTsl ¢ runepTeH3ueil U AMadeToM MOKHbI
KOHTPOJMPOBaTh CBOE KPOBSHOE JaBieHWE noMa (amOyia-
TopHO) (B).

ueAeBble 3HQYeHUs1 AQBAEHUs1
— BONBIIMHCTBO MALIMEHTOB C IMAa0EeTOM M TMIepTeH3UEH

! CIIeyeT JIEYUTh 10 JOCTVKEHUS LIEIEBOTO CUCTOJIMYECKOTO apTe-
i puanbHoro gasieHust (CAJI) < 140 MM pT.CT. ¥ 11€JI€BOTO IUACTO-
i muyeckoro aptepuanbHoro nasneHus (JAJI) < 90 MM pT.cT. (A).

— Bonee HU3KMe TTOKa3aTe M CUCTOJIMYECKOIO 1 IMaCTO-
Jmyeckoro neaeBoro AJl, Takue kak 130/80 MM pT.CT., MOTYT
OBITh PACCMOTPEHBI JIJIST JINIL C BEICOKAM PHUCKOM KapIroBa-
CKYJISIpHBIX 3a00JIeBaHUI, €CJIM 3TO JOCTUKEHME 1IEJIEBOTO
AJl He TpeOyeT upe3MepHEIX JIeueOHBIX MeporpusaTuii (C).

— J1151 6epeMEeHHBIX C AUa0eTOM U MPEAIIeCTBYIONIECH Th-
MepTeH3NeH, KOTOPhIC MOJIyJaroT aHTUTUIICPTEH3UBHYIO Te-
panuio, uejiesbie 3HadyeHust AJI 120—160/80—105 MM pT.cT.
MOTYT ObITh IIPEUIOKEHBI B MHTEPeCcax ONTUMU3ALIMU JOJITO-
CPOYHOr0 3J0pPOBbS MaTepd M MUHUMU3ALMM HAPYLICHWI
pocta rioaa (E).

Crparerun Ae4eHUs

— Y manMeHToB ¢ apTepHrallbHbIM AaBieHreM > 120/80 Mm
PT.CT. BMEIIIaTeIbCTBO B 00pa3 >KM3HU 3aKJTI0YAETCS B TTOTepe
Beca MpU M30BITOYHOM BECE WM OXUPEHUU, TUETUICCKUX
MoAXoaaxX, B TOM YMCJIe CHYDKEHWU HATPUs W yBEJIUMUECHUUN
MOTpeOIeHNs Kajusi, yMEPEHHOM TOTPeOIeHUM aTKOTOJST 1
yBeIMUEeHUN (hU3ndecKoit aktuBHoCcTH (B).

— [laumeHTaM ¢  IOATBEPKAEHHBIM  O(UCHBIM
AJl > 140/90 MM pT.CT. B IOIIOJTHEHHUE K MI3MECHEHUIO 00pa3a
SKU3HM CJIEAYeT He3aMeUIUTEIbHO HauMHATh U CBOEBPEMEH-
HO B IOCJIEAYIOIIEM TUTPOBATh (papMaKOJIOTUYECKYIO Tepa-
IO JUISI TOCTVXKEHUS 1IeJIEBOIO apTepUabHOTO MaBICHUS
(A).

— Ilauumentam ¢

NOATBEPKACHHDBIM O(I)I/ICHLIM

PALL> 160/100 MM pT.CT. B IONOJIHEHKE K U3BMEHEHUIO 00pa3a

KHM3HU ClIeAyeT He3aMeJTUTEeIbHO HAUMHATh M CBOEBPEMEH-
HO B TIOCJICAYIOIIEM TUTPOBATh (papMaKOJIOTUIECKYIO Tepa-
MU0 ABYMS TIpeliapaTaMy WM OOHUM KOMOWHUPOBAHHBIM
mpernapaToM, KOTOpBIE MPOASMOHCTPUPOBAIN CHIDKCHHE
KapAauOBaCKYJISIPHBIX COOBITHI TIpY HATUIUK qradeTa (A).

— JleyeHune runepTeH3MN JOJKHO BKJIFOUATh B Ce0ST KITaCChI
IpenapaToB, IPOAEMOHCTPUPOBABIIMX CLIOCOOHOCTh K CHUXKE-
HUIO CepACYHO-COCYAUCTBIX OCJIOXHEHUM Y OOJIBHBIX caxap-
HBIM 1radetoM (MHTHOUTOPHI AITMD, GrroKaTOPHI PELIENTOPOB
AHTMOTEH3MHA, TUa3UI0TIOA00HbIC IMYPETUKH MU 0JI0KATOPhI
KaJbILIMEBBIX KAHAJIOB AUTUAPOITMPUINHOBOTO PSIIA).

— MHoOXecTBeHHasI JeKapCTBEHHas Teparus, Kak Ipa-

i BWIO, TpeOyeTcs ST JOCTUKEHUS LIEIEBOTO apTEPUATbHOTO
nasieHus. OgHako KomOnHanuio nHruouropos AIT® u BPA

n KomouHatmio MATI® wm BPA ¢ npssmeiMu mHrnouTopa-
MW peHUHA UCTIONb30BaTh HE clieayeT (A).

— Huruburoper AII® unu BPA B MakcuMajbHO Iepe-
HOCUMOM J03€ MOKa3aHbl 7151 JIEYEHUsI apTepUaJIbHOrO JaB-
JIEHWS, SIBJISIIOTCS TIperapaTaMu NepBO TUHUU 151 JISUEHUST
TUTIEPTEH3UU Y OOJIbHBIX C CAXapHbIM 11MabEeTOM U COOTHOIIIE-

blood pressure confirmed using multiple readings,
including measurments on a separate day, to diag-
nose hypertension (B).

— All hypertensive patients with diabetes
should monitor their blood pressure at home

(B).

Treatment goals

— Most patients with diabetes and hyperten-
sion should be treated to a systolic blood pressure
goal of < 140 mm Hg and a diastolic blood pressure
goal of < 90 mm Hg (A).

— Lower systolic and diastolic blood pressure
targets, such as 130/80 mm Hg, may be appropri-
ate for individuals at high risk of cardiovascular di-
sease, if they can be achieved without undue treat-
ment burden (C).

— In pregnant patients with diabetes and pre-
existing hypertension who are treated with antihy-
pertensive therapy, blood pressure targets of 120—
160/80—105 mm Hg are suggested in the interest
of optimizing long-term maternal health and mini-
mizing impaired fetal growth (E).

Treatment strategies

— Forpatients with blood pressure > 120/80 mm
Hg, lifestyle intervention consists of weight loss if
overweight or obese; a Dietary Approaches to Stop
Hypertension-style dietary pattern including re-
ducing sodium and increasing potassium intake;
moderation of alcohol intake; and increased physi-
cal activity (B).

— Patients with confirmed office-based blood
pressure > 140/90 mm Hg should, in addition to
lifestyle therapy, have prompt initiation and timely
titration of pharmacologic therapy to achieve blood
pressure goals (A).

— Patients with confirmed office-based blood
pressure > 160/100 mm Hg should, in addition to
lifestyle therapy, have prompt initiation and timely
titration of two drugs or a single-pill combination
of drugs demonstrated to reduce cardiovascular
events in patients with diabetes (A).

— Treatment for hypertension should include
drug classes demonstrated to reduce cardiovascular
events in patients with diabetes (ACE inhibitors,
angiotensin receptor blockers, thiazide-like diure-
tics, or dihydropyridine calcium channel blockers)
(A).

— Multiple-drug therapy is generally required
to achieve blood pressure targets. However, com-
binations of ACE inhibitors and angiotensin recep-
tor blockers and combinations of ACE inhibitors
or angiotensin receptor blockers with direct renin
inhibitors should not be used (A).

— An ACE inhibitor or angiotensin receptor
blocker, at the maximumly tolerated dose indicated
for blood pressure treatment, is the recommended
first-line treatment for hypertension in patients
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HUEM aJIbOyMUHA MouM K kKpeatuHuHy > 300 Mr/T kpeatunu-  with diabetes and urinary albumin-to-creatinine
Ha (A) numu 30—299 mr/r kpearununa (b). Ecniu ogun kmacc  ratio > 300 mg/g creatinine A or 30—299 mg/g cre-
MperapaToB He MePeHOCUTCS, OH TOJIKEH ObITh 3aMeHeH Apy-  atinine B. If one class is not tolerated, the other
rum (B). should be substituted (B).

— Y nanuyeHToB, KOTOpPbIE MOJIy4aloT JieUeHUe MHTMOUTO- — For patients treated with an ACE inhibitor,
pamu AII®, GokaropaMu pelieNTOPOB aHTMOTEH3WMHA WM angiotensin receptor blocker, or diuretic, serum
IUypeTUKaMM, HeOOX0IMMO MOHUTOPHUPOBATh YPOBEHDb Kpe-  creatinine/estimated glomerular filtration rate and
aTWHWHA CBIBOPOTKY Wit pacuyeTHyio CK® u chiBopoTouHbIii  serum potassium levels should be monitored at
YPOBEHb Kajus 1o KpaiiHeit Mmepe exxeroaHo (B). least annually (B).

— TlaumeHTaMm ¢ TUIIEpPTEH3UE, KOTOpPhIE HE OTBEYAlOT — Patients with hypertension who are not
KPUTEPUSIM 1IeJIEBOTO apTepUalIbHOTO OaBJeHMSI IMpu Mc-  meeting blood pressure targets on three classes of

Recommendations for the Treatment of
Confirmed Hypertension in People With Diabetes

Initial BP between 140/90 mmHg
and 160/100 mmHg

[ Initial BP 2 160/100 mmHg ]

'

[ StartoneagentJ (Llfestylemanagement] [StarttwoagentsJ

( Albuminuria® J [ Albuminuria® )
| | | |
N*o Y;s N*o Y;s

Start one drug: Start: Start drug from Start:

* ACEi * ACEi or ARB 2 of 3 options: * ACEi or ARB

* ARB * ACEior ARB and

* CCB*** * CCB*** * CCB*** or Diuretic**

¢ Diuretic** * Diuretic** l

Assess BP Control and Adverse Effects

Treatment tolerated Not meeting target Adverse effects
and target achieved * *
* Add agent from Consider change to
[ Continue therapy ] complementary drug class: alternative medication:
* ACEior ARB * ACEior ARB

(—> * CCB*** » CCB***
* Diuretic** ¢ Diuretic**

Not meeting target
on two agents l l ‘:d"" °"'"°l } L

Assess BP Control and Adverse Effects

Treatment tolerated Not meeting target or
and target achieved adverse affects using a drug
‘ from each of three classes

[ Continue therapy J Consider Addition of Mineralocorticoid Receptor Antagonst;
Refer to Specialist With Expertise Iin BP Management
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MOJIb30BAaHUM TpPEX KJIACCOB aHTUTUIIEPTEH3MBHBIX IIperia-
paToB (BKJTIOUast AUYPETHK), CICAYET PACCMOTPETh TePATTHIO
AHTAarOHUCTOM MUHEPAJTKOPTUKOUIHBIX perenTopoB (B).

KOHTPOABL AMNMUAOB

N3meneHne 00pa3a XKu3Hu

Pexomenoayuu

— IMamueHTaM ¢ auabeTOM JUISl YIyYIIEHUST JTAITUIHOTO
npoduiist peKoMeHayeTcsl U3MeHeHne obpasa XXu3Hu, cho-
KyCUPOBAaHHOE Ha CHIXKEHUM MaccChl Tejia (eCJIM MoKa3aHo),

i TOTPeOJIeHUM HACBIIIIEHHBIX XXUPOB, TPAHCXKUPOB U X0JIeCcTe-
| pUHa, YBEJIMYEHMH OMEra-3 XUPHBIX KUCJIOT, BA3KUX BOJIO-

KOH M PAaCTUTEJIbHBIX CTAHOJIOB/CTEPOJIOB; a TAKKE MOBBIIIIE-
HUN PU3NIECKON aKTUBHOCTH (A).

— MHWHreHcubunupyiite u3MeHeHUEe o0Opa3a XU3HU U
ONTUMU3UPYITE TIUKEMUUYECKUNI KOHTPOJIbL y TAIMEHTOB
C TIOBBIIIEHHBIMU YPOBHSIMU TPUTIULEPUAOB (> 150 mr/mn
(1,7 mmonb/n)) n/unmu Huskum XC JITIBIT (< 40 mr/mn
(1,0 mmonb/n)) st myxkurH, < 50 mr/mit (1,3 MMOJIb/JT) A
xeHuH) (C).

Tekymiasi Tepanusi U MOHUTOPUHT 32 JIMIMHIAHON NAHEIbIO
Pexomenoayuu
— ¥V B3pOCIIbIX, HE IPUHUMAIOIIMX CTATUHBI WIK IPYIYIO

i JTUTIMIOCHIKAIONIYIO TEparuio, MeJecoO0pa3HO UCCIeN0-
! BaTh JIMMUAHBIN TIPO(GUIIL, €CJIN 3TO MMOKA3aHO, TIPU MOCTa-

HOBKE JIMarHO3a AuabeTa W Kakable S JIET B IMOCENYIONIeM,
ecqii Bo3pacT obciemyemoro o 40 e, uinu vaie (E).

— HWccenenyiiTe TUNUAHBINA TTpo@UIb TTPU Ha3HAYCHUUN
CTaTWHOB WJIM IPYTOi TepaNnu, CHUKAIOIIEN YPOBEHb I -
I0B, yepe3 4—12 Heneb Iocjie Havaia Wik MU3MEHEHMST 103bl
M €XErodHO IT0CJIe 3TOro, IOCKOJBKY 3TO MOXET IOMOYb
KOHTPOJIMPOBATh PeaKIIMIO Ha TePaIiO U OLIEHUTh MPUBEP-
>KeHHOCTh K Heilt (E).

Jleuenne craTuHaMHu
Pexomenoayuu
— JInis MalueHToB BCeX BO3PACTOB C IMa0ETOM U aTepo-

! CKJIEPOTUYECKMM CEPAEYHO-COCYANCTHIM 3a00NeBaHNEM K
i Teparmuy oOpasa XKM3HU CJICAYET T00aBUTh BEICOKOMHTEHCHB-

HYIO CTAaTUHOBYIO Tepanuio (A).

— Jluid marueHToB ¢ anabetoM B Bo3pacte 1o 40 jieT ¢ 1o-
MOJTHUTEbHBIMU ATEPOCKIEPOTUUECKUMU (paKTOpaMU pUCKa
Cep/IEYHO-COCYIUCThIX 3a00J€BAaHUI CIIEAYeT PacCMOTPETh
BO3MOXHOCTbh Ha3HAYeHUsI CTATUHOTEPANIUU YMEPEHHO-BbI-
COKOU MHTEHCUBHOCTU OJHOBPEMEHHO C U3BMEHEHUEM 00pa-
3a xxu3Hu (C).

— [MTammmenTaMm ¢ uadbeTom B Bo3pacte 40—75 (A) u crapiie
75 net (B) 6e3 aTepoCKIepOTUYECKUX CEPACIHO-COCYTUCTIX
3a00J1€BaHUIl PACCMOTPUTE BO3MOKHOCTH HCTIOJb30BAHUS
CTaTUHOTEPANTUU YMEPEHHOW MHTEHCUBHOCTH B IOTIOJTHEHUE

K U3MEHEHMIO 00pa3a XKU3HMU.

— B kimHunueckoit IIPAKTUKEC MHTCHCHUBHOCTL TCpalinmn

i CTaTUHaAMU PETryJanupyeTCd Ha OCHOBC MHAMBUAYAJIbHOIO OT-

BeTa MallMeHTa Ha JIEKAPCTBEHHbBIE CPEACTBA (HAIpUMep, TMo-
00uyHble 3(DHEKTHI, MEPEHOCUMOCTb, YPOBHU XOJIECTEpUHA
JITTHIT unu npoueHT cHyxeHus JITTHIT npu Tepanum cra-
TUHAMU). /{7151 TalMeHTOB, KOTOPbIE HE TIEPEHOCST MPEeATo-
JlaraeMyl0 MHTEHCUBHOCTb CTaTWHA, CJIEAYET MCIOJIb30BaTh
MaKCHUMaJIbHO JOIyCTUMYIO 103y cTaTUHOB (E).

antihypertensive medications (including a diu-
retic) should be considered for mineralocorticoid
receptor antagonist therapy (B).

Lipid management

Lifestyle Intervention

Recommendations

— Lifestyle modification focusing on weight
loss (if indicated); the reduction of saturated fat,
trans fat, and cholesterol intake; increase of dietary
n-3 fatty acids, viscous fiber, and plant stanols/
sterols intake; and increased physical activity
should be recommended to improve the lipid pro-
file in patients with diabetes (A).

— Intensify lifestyle therapy and optimize gly-
cemic control for patients with elevated triglyce-
ride levels (= 150 mg/dL (1.7 mmol/L)) and/or low
HDL cholesterol (< 40 mg/dL (1.0 mmol/L) for
men, < 50 mg/dL (1.3 mmol/L) for women) (C).

Ongoing therapy and monitoring with lipid
panel

Recommendations

— In adults not taking statins or other lipid-
lowering therapy, it is reasonable to obtain a lipid
profile at the time of diabetes diagnosis, at an initial
medical evaluation, and every 5 years thereafter if
under the age of 40 years, or more frequently if in-
dicated (E).

— Obtain a lipid profile at initiation of statins or
other lipid-lowering therapy, 4—12 weeks after ini-
tiation or a change in dose, and annually thereafter
as it may help to monitor the response to therapy
and inform adherence (E).

Statin treatment

Recommendations

— For patients of all ages with diabetes and
atherosclerotic cardiovascular disease, high-in-
tensity statin therapy should be added to lifestyle
therapy (A).

— For patients with diabetes aged < 40 years
with additional atherosclerotic cardiovascular di-
sease risk factors, the patient and provider should
consider using moderate-intensity statin in addi-
tion to lifestyle therapy (C).

— For patients with diabetes aged 40—75 years
(A) and > 75 years (B) without atherosclerotic car-
diovascular disease, use moderate-intensity statin
in addition to lifestyle therapy.

— In clinical practice, providers may need to
adjust the intensity of statin therapy based on in-
dividual patient response to medication (e.g., side
effects, tolerability, LDL cholesterol levels, or
percent LDL reduction on statin therapy). For pa-
tients who do not tolerate the intended intensity of
statin, the maximally tolerated statin dose should
be used (E).
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— JI1sT TallueHTOB ¢ TMAa0ETOM M aTePOCKICPOTUUCCKIM
Cep/IEYHO-COCYIUCTHIM 3a00JIeBAHWEM, €CJIM XOJIECTepUH
JITTHIT cocraBnsier > 70 Mr/mu1 mpy MaKCUMaJIbHO JIOITYCTH-
MO 103€ CTATUHOB, PACCMOTPUTE BO3MOXKHOCTD JI00aBICHUS
nononautenbHoi JITTHIT-cHuxkatoeit Tepanuu (Takoii Kak
a3eTuMu0 wiu uaruourop PCSK9) nocie oneHKM NOTeHLIU -
ajia JaJibHEMIero CHUKEHUST pUCcKa pa3BUTHS aTEPOCKIIEPO-
TUYECKUX CEPIEYHO-COCYAUCTBIX 3a00JieBaHUI, MOOOUYHBIX
a(ddekToB, crienu@UUHBIX I JeKapCTB, U MPEANIOYTCHUS
MalMEHTOB. D3eTUMUO MOXKET OBITh TPEATOUTUTEILHBIM U3~
3a 0osiee HU3KOM cToMMOCTH (A).

— JleyeHne cTaTMHAMU IIPOTUBOIIOKA3aHO IIPU OepeMeH-
HocTH (B).

— V manmeHToB ¢ YPOBHEM TPUIIMIIEPUIOB HATOIIAK
> 500 mr/mt (5,7 MMOJIb/JT) OLIEHUTE BTOPUYHBIC TTPUIMHBI
TUTIEPTPUTIIULIEPUAEMUN M PACCMOTPUTE MEAUIIMHCKYIO Te-
panuio sl CHUKeHUs1 prucka naHkpearuta (C).

— KoMOuHupoBaHHas tepanus (craTuH/¢uodpar), Kak
ObLIO MOKAa3aHO, HE YJIydlllaeT pe3ybTaThl aTepPOCKIECPOTH -
YeCKMX CepAeYHO-COCYIUCTBIX 3a00eBaHUN U, KaK MpaBU-
JIo, He pekoMeHayeTcs (A).

— KomOuHupoBaHHasi Tepamnus (CTaTUH/HMALUH) HE
OKa3bIBaeT JOMOJHUTEIBHOTO ITO3UTUBHOIO CEPACYHO-CO-
cynucTtoro 3deKra B CpaBHEHUM C Tepalneil CTaTUHAMU,
MOXET YBEJIMUNTh PUCK Pa3BUTHUS MHCYJIBTA C JOTIOJTHUTEIIb-
HBIMU TTOOOYHBIMU 3(pdheKTaMu M, Kak MPaBWIO, HE PEKO-
meHayetcs (A).

AHTHTPOMOOIMTAPHBIE MPENAPATHI

Pexomenoayuu

— Wcnonb3yiite Tepanuio acnupuHoM (75—162 mMr/cyT) B
KayecTBe BTOPUYHOM CTpaTeruu MpoUIaKTUKU y TalieH-
TOB, CTPaJalOIIMX CaxapHbIM AMAa0ETOM U MUMEIOIIMX aHaAM-
HE3 aTepPOCKICPOTUYECKUX CEePACUHO-COCYIMCTBIX 3aboJe-
BaHUI (A).

— JI1s1 TallueHTOB ¢ aTePOCKICPOTUICCKUMU CEPACUHO-
COCYIMUCTBIMU 3a00JIEBAHUSIMU U TOKYMEHTATLHO TIOITBEPK-
JIEHHOW aJijiepruell Ha aCTIMPUH CJIEAYeT UCTIONb30BaTh KJI0-
mmuporpens (75 mr/cyt) (B).

— JIBoiiHasi aHTUTpOMOOLMTapHas Tepanus (HU3Kasi 103a
acniipuHa U uHruourtop P2Y12) sasnsercs uenecoodpa3Hoii B
TeYeHUe rojia Mmocjae OCTPOro KOpoHapHoro cuHapoma (A) u
MOXET UMETh IIPEUMYILIECTBa MocJie 3Toro nepuoaa (B).

— PaccmarpuBaiite reparmio actiupuHoM (75—162 Mr/cyT)
B KayeCTBe MEPBUYHON MPODWIAKTUKY Y MALMEHTOB C Aua-
06eToM 1-ro waM 2-ro TUIIA ¥ MOBBIIIEHHBIM CEPAEUYHO-CO-
CYIUCTBIM PUCKOM. DTO Ha3HAYeHUE PEKOMEHIYeTCsl 0OJIb-
IIMHCTBY MYXYWH U XKEHIIWH B Bo3pacTe crapiie 50 JerT,
MMEIOIINX 110 KpaifHel Mepe OOWH M3 JOTOJHUTEIBHBIX OC-
HOBHBIX (DaKTOPOB pUCKa (CEMEeHbINl aHaMHe3 CepAeyHO-
COCYIMCTBIX 3a00JIeBaHWI, TUIIEPTCH3WS, TUCIUITUACMMUS,
KypeHUe WIN aIbOYMUHYPHSI) U He UMEIOIINX ITOBBIIIEHHOTO
pucka kpoBoteueHuii (C).

KopoHapHast 6oAe3Hb cepALa

Pexomenoayuu

CKpuHMHT

— V¥ 06ecCUMITOMHBIX MALMEHTOB PYTUHHBIA CKPUHUHT
JUTST BBISIBJIEHUST MIIEMIYECKOM 00JIe3HU ceplilia He PeKOMEH-
JyeTcs, Tak KaK OH He YJydIllaeT pe3yJbTaThbl JeYeHHsI MTPU

— Forpatients with diabetes and atherosclero-
tic cardiovascular disease, if LDL cholesterol is
> 70 mg/dL on maximally tolerated statin dose,
consider adding additional LDL-lowering the-
rapy (such as ezetimibe or PCSK9 inhibitor)

after evaluating the potential for further athero- |

sclerotic cardiovascular disease risk reduction,
drug-specific adverse effects, and patient prefe-
rences. Ezetimibe may be preferred due to lower
cost (A).

— Statin therapy is contraindicated in preg-
nancy (B).

— For patients with fasting triglyceride levels
> 500 mg/dL (5.7 mmol/L), evaluate for secon-
dary causes of hypertriglyceridemia and consider
medical therapy to reduce the risk of pancreatitis
(C).

— Combination therapy (statin/fibrate) has not
been shown to improve atherosclerotic cardiovas-

cular disease outcomes and is generally not recom- |

mended (A).

— Combination therapy (statin/niacin) has not
been shown to provide additional cardiovascular
benefit above statin therapy alone, may increase
the risk of stroke with additional side effects, and is
generally not recommended (A).

Antiplatelet agents

Recommendations

— Use aspirin therapy (75—162 mg/day) as a
secondary prevention strategy in those with diabe-
tes and a history of atherosclerotic cardiovascular
disease (A).

— For patients with atherosclerotic cardio- |

vascular disease and documented aspirin allergy,
clopidogrel (75 mg/day) should be used (B).

— Dual antiplatelet therapy (with low-dose as-
pirin and a P2Y12 inhibitor) is reasonable for a year
after an acute coronary syndrome A and may have
benefits beyond this period (B).

— Aspirin therapy (75—162 mg/day) may be
considered as a primary prevention strategy in those
with type 1 or type 2 diabetes who are at increased
cardiovascular risk. This includes most men and
women with diabetes aged > 50 years who have at
least one additional major risk factor (family his-

tory of premature atherosclerotic cardiovascular
disease, hypertension, dyslipidemia, smoking, or

albuminuria) and are not at increased risk of ble-
eding (C).

Coronary heart disease

Recommendations

Screening

— In asymptomatic patients, routine screening
for coronary artery disease is not recommended as
it does not improve outcomes as long as atheroscle-
rotic cardiovascular disease risk factors are treated
(A).
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YCJIOBUHU MPOBOAMMOI Tepanuu (pakKTOpoB prcKa aTepOCKIIe-
POTUYECKUX CEPACUYHO-COCYAUCTHIX 3a001eBaHmii (A).

— PaccMarpuBaiite HEOOXOIUMOCTb UCCIEI0BAaHUN TTPU
00JIe3HN KOPOHAPHBIX apTepuil MpM HAJIWYMU JIIOOOTO U3
CIeMyIOIMNX TIPU3HAKOB: ATUIWYHBIE KapAuaibHbIE CUM-
MTOMBI (HarpuMep, HeOObSICHUMAST OJBIIIKA, TUCKOMMOPT
B TPYIHOI KJIETKE); MPU3HAKKU WIM CUMIITOMBI, CBSI3aHHBIE
C COCYOMCTHIMM OOJIE3HSIMU, B TOM YHCJIe COHHBIX apTePUIiA;
TPaH3UTOPHBIC UIIEMUYCCKIE aTaKW; MHCYIBTHI; TIepeMesKa-

! IOLIAsACA XPOMOTA WK 00JIe3HU NepudepuIecKuX apTepuii;
u3MmeHeHus Ha OKI (Hanpumep, Q-3yo6110B) (E).

Jleuenue

— V nmanueHTOB ¢ M3BECTHBIM aTE€POCKICPOTUYECKUM
CepIeYHO-COCYIMCTHIM 3a00JIeBaHNEM PACCMOTPHUTE TIPUMe-
HeHue uHruoutopa AIT® mumu repanuu BPA c 11es1b10 yMeHb-
LLIEHUS] pUCKa CEPACYHO-COCYAUCTBIX COObITUI (B).

— VY nanuMeHTOB C paHee TMepeHEeCeHHBIM WH(MAPKTOM
MMOKap/a MpueM B-0JI0KaTOPOB CIEAYET MPOI0KATh B Te-
YeHHE He MEHee 2 JIeT ITOCIe TIepeHeCeHHOTO coObITus (B).

— MeTtdopMUH MOXKET OBITH UCITOIBL30BaH y MAlIMEHTOB C
CJ]1 2-ro Tvna 1 CTabMJILHOM cepAeYyHOI HEAOCTATOYHOCThIO
(XCH), eciu pacuetHass CK® > 30 myi/MUH, OZHAKO €ro Ha-
3HAUeHUs clieayeT u3beraTtb y HeCTaOMJIbHBIX UM TOCMHUTA-

i JIM3UPOBaHHbIX 00/1bHBIX ¢ XCH (B).

— V¥ nanmeHToB ¢ AMabeToM 2-TO TUIA U YCTAHOBIEHHBIM
aTEePOCKIIEPOTUYECKUM CEPAEUYHO-COCYIUCTHIM 3a00IeBaHUEM
AHTUTUIIEPIJIMKEMUYecKasl Teparus JOoJDKHA HAaYMHAThCS C
yrpaBjieHus 00pa3oM XU3HU U METHOPMHUHA, a 3aTEM BKITIO-
YyaTh Mpemnapar, J0Ka3aBIInuii ¢cBOIO 3(PHEKTUBHOCTD 1T CHU-
JKEHUSI CePbe3HBIX HEONArOMpPUSITHBIX CepAeIHO-COCYIUCTHIX
COOBITHI M CEPACTHO-COCYAUCTON CMEPTHOCTH (B HACTOSIIIEE
BpeMsI — 3MMArau@IO3uH 1 IUPATIyTU), TTOCIe aHaIN3a ero
JIEKapCTBEHHBIX CBOMCTB M (haKTOpOB MaimeHTa (Tadia. 8.1)
(A).

— Y nanueHToB ¢ AMA0ETOM 2-To TUIA U YCTAHOBJIEHHBIM
aTEPOCKIIEPOTUUECKUM CEPIEUYHO-COCYIUCThIM 3a00JIEBaHU-

i €M rocyie Moau(HUKauuy obpasa XMU3HU ¥ Ha3HAYEHUS MET-
i (hopMUHa aHTUTUTIEPIIIMKEMUYeCKUi Tpeniapat canagliflozin

(kaHarmm@Io3MH) MOXHO paccMaTpUBaTh JIJIS YMEHbBIIICHUS
CEepPbE3HBIX HEOJIATOMPUSATHBIX CEePAEYHO-COCYAUCTHIX CO-
ObITUI ¢ yueToM crieldUIecKux s JIeKapcTBa CBOMCTB U
dakTopos marmenra (tad:n. 8.1) (C).

10. MUKPOBACKYASIPHbIE OCAOXXHEHUS
N yXoA 30 HOoramum
Avabetnyeckass 6oAe3Hb Moyek
Pexomenoayuu
CKpHUHHUHT
— Ilo kpaliHeit Mepe pa3 B rojl BLITIOJHSNTE aHaIU3 3KC-
Kperuu ajlbOyMrUHa ¢ MOYOU (HarmpuMep, COOTHOIIICHUE aJlb-

i OyMUH/KpeaTMHWH MOYM) 1 IIPOBOIUTE PACUET CKOPOCTH KITy-
0OUYKOBOW (pUJIbTpALIMK Yy TALMEHTOB ¢ AuabeToM 1-ro Tuna

JUTUTEITBHOCTBIO > 5 JIET My BCeX OOJIBHBIX IMa0STOM 2-TO TUTIA,
a TakKe y MAllMeHTOB C COITYTCTBYIOIICH rutiepreH3ueii (B).

Jleuenne
— ONTUMM3UPYITE KOHTPOJIb ITFOKO3bI IJIS1 CHUKEHUS P -
CKa MMPOorpeccupoBaHys AMA0eTUUECKOM 00Ie3HU TToUeK (A).

— Consider investigations for coronary ar-
tery disease in the presence of any of the follow-
ing: atypical cardiac symptoms (e.g., unexplained
dyspnea, chest discomfort); signs or symptoms of
associated vascular disease including carotid bruits,
transient ischemic attack, stroke, claudication, or
peripheral arterial disease; or electrocardiogram
abnormalities (e.g., Q waves) (E).

Treatment

— In patients with known atherosclerotic car-
diovascular disease, consider ACE inhibitor or
angiotensin receptor blocker therapy to reduce the
risk of cardiovascular events (B).

— In patients with prior myocardial infarction,
B-blockers should be continued for at least 2 years
after the event (B).

— In patients with type 2 diabetes with stable
congestive heart failure, metformin may be used
if estimated glomerular filtration rate remains
> 30 mL/min but should be avoided in unstable or
hospitalized patients with congestive heart failure
(B).

— In patients with type 2 diabetes and estab-
lished atherosclerotic cardiovascular disease, anti-
hyperglycemic therapy should begin with lifestyle
management and metformin and subsequently in-
corporate an agent proven to reduce major adverse
cardiovascular events and cardiovascular morta-
lity (currently empagliflozin and liraglutide), after
considering drug-specific and patient factors (ta-
ble 8.1) (A).

— In patients with type 2 diabetes and estab-
lished atherosclerotic cardiovascular disease, after
lifestyle management and metformin, the antihy-
perglycemic agent canagliflozin may be considered
to reduce major adverse cardiovascular events,
based on drug-specific and patient factors (ta-
ble 8.1) (C).

10. Microvascular complications
and foot care
Diabetic kidney disease

Recommendations

Screening

— At least once a year, assess urinary albumin
(e.g., spot urinary albumin-to-creatinine ratio)
and estimated glomerular filtration rate in patients
with type 1 diabetes with duration of > 5 years, in
all patients with type 2 diabetes, and in all patients
with comorbid hypertension (B).

Treatment

— Optimize glucose control to reduce the risk
or slow the progression of diabetic kidney disease
(A).

— Optimize blood pressure control to reduce
the risk or slow the progression of diabetic kidney
disease (A).
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— OntumusupyiTe KOHTpoab Al 1 CHUXXKEHHUS pucKa
WIM 3aMeJIJICHUS TIPOrpecCUpOBaHus JrabeTUIecKoi 6oes-
HU TI0YeK (A).

— Jlng mopaeii ¢ 1oauaJu3HOoN 1uadbeTUUecKoil 00J1e3HbIO
MOYeK TUeTUIeCcKoe ToTpedieHne OeiKa TOJKHO COCTaBIISITh
0,8 r/Kr Macchl Tesa B AeHb (peKOMEHIyeMast CyTOUHasI 103a).
Y maumeHTOB, HAXOASAIIMXCS HAa ITWAIN3e, JOJDKHBI paccMa-
TpUBaThCs 0OJiee BBICOKME YPOBHU ITOTPEOJICHUS TUETHYC-
ckoro 6enka (A).

— MHMuruburopsr AII® unu BPA pexkomeHayioTcs Uist
JIeyeHUsI HeOepeMEeHHBIX MAllMeHTOB C AMa0eTOM U YMEPEeH-
HO TIOBbIILIEHHOU anboymuHypueit (30—299 mr/24 4) (B) u
HACTOSITEJIbHO PEKOMEHAYIOTCS JUISl MallMeHTOB, MMEIOIIMX
YPOBEHb 3KCKpEeLu ab0ymMuHa ¢ Mo4oit > 300 mr/24 4 unu
pacuetHyio CK® < 60 mu/mun/1,73 M2 (A).

— Ilpu ucnons3oBanuu nHrHOMTOpoB AII®, BPA wmin
TAYPETUKOB CIIEAYeT MEePUOANICCKA KOHTPOJIMPOBATh YPO-
BeHb KpeaTWHWHA U KaJus CBIBOPOTKU KPOBU IIJIST YCTAaHOB-
JICHUSI TIOBBHIIIICHUS KpeaTWHWHA WM M3MEHCHMS KOHIICH-
tpauuu kanus (B).

— JIJ1s OLIEHKU OTBeTa Ha JICUeHME U IMPOTrPecCUpPOBaAHUS
ITMa0eTUUEeCKOM 0O0JIe3HM TIOYEeK lieiecoO0pa3eH IOCTOSIH-

Ta6nmya 10.1. Ctaguum XBI1 n cooTBeTCTBYIOLasA HanpaBJIeHHOCTb JIeYeHUs1, CBSI3aHHOro ¢ novykamu, ADA 2018

— For people with nondialysis-dependent dia-
betic kidney disease, dietary protein intake should
be 0.8 g/kg body weight per day (the recommended
daily allowance). For patients on dialysis, higher
levels of dietary protein intake should be considered
(A). .

— In nonpregnant patients with diabetes and !
hypertension, either an ACE inhibitor or an angio-
tensin receptor blocker is recommended for those
with modestly elevated urinary albumin excre-
tion (30—299 mg/day) (B) and is strongly recom-
mended for those with urinary albuminexcretion
> 300 mg/day and/or estimated glomerular filtra-
tion rate < 60 mL/min/1.73 m? (A).

— Periodically monitor serum creatinine and
potassium levels for the development of increased
creatinine or changes in potassium when ACE in-
hibitors, angiotensin receptor blockers, or diuretics
are used (B).

— Continued monitoring of urinary albumin- |
to-creatinine ratio in patients with albuminuria
treated with an ACE inhibitor or an angiotensin re-

Crapumn XbIn DoKyC NneyeHuns, CB3aHHOro ¢ NoYKkamu
Crapusa pCK®D Joka3a- AwnarHocTtu- OueHka n OueHka n MoproToBka
(Mn/muH/ TenbcTBa Ka NpU4uHbI neyeHue cpak- | nevyeHue Ansa 3ave-
1,73 m?) noBpexpae- | MOBPEXAEHUS | TOPOB PUCKa | OCJIOXHe- CTUTENbHOMN
HUSA noYvek noyek pa3sutus XbIN | Hun XBI noYe4yHou
Tepanum
HvKaknx KnuHu- > 60 -
Yyeckux gokasa-
TenbctB XBI1
1-9 >90 + v v
2-9 60-89 + v v
3-a 30-59 + v v v
4-9 15-29 + v 4 v
5-a <15 + v v
Table 10.1. CKD stages and corresponding focus of kidney related care
CKD stages Focus of kidney related care
Evaluate
eGFR (mL/ Evidence Diagnose and treat Evaluate and fzze&ar:’ael
Stage min/1.73 m?) of kidney cause of risk factors treat CKD T
: damage kidney injury for CKD complications Ft,hera
progression Py
No clinical >60 -
evidence of
CKD
1st >90 + v v
2nd 60-89 + v 4
3 30-59 * v 4 v
4 15-29 v v v
5t <15 + v v
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Ta6bnunya 10.2. OTgenbHbie ocnoxHeHnss XBI1

OcnoXHeHue

MepuumnHcKas 1 na6opaTopHas oLeHKa

[NoBbILWEHHOE KPOBAHOE AaBneHme

KpoBsHoe faBneHue, Bec

O6bemMHas neperpyska

AHaMHe3, n3nyeckuii OCMoTp, BEC

aﬂeKTpOJ'IVITHbIe aHoMannun

3J'IeKTpOJ'IVITbI CbIBOPOTKMN

MeTtabonuyecknin aungo3

3ﬂeKTp0]'IVITbI CbIBOPOTKMN

AHemMus

feMOrno6buH: oueHKa cTaTtyca xeneaa, ecnm Heo6xoaumMo

MeTabonunyeckas 60ne3Hb KOCTeN

CbIBOpPOTOYHBIN Kanbumi, dpocdop, MTI, BuramuH

25(0H)D

Table 10.2. Selected complications of CKD

Complication

Medical and laboratory evaluation

Elevated blood pressure

Blood pressure, weight

Volume overload

History, physical examination, weight

Electrolyte abnormalities

Serum electrolytes

Metabolic acidosis

Serum electrolytes

Anemia

Hemoglobin; iron testing if indicated

Metabolic bone disease

Serum calcium, phosphate, PTH, vitamin 25(OH)D

HBIII MOHUTOPMHT COOTHOIICHUS aJlbOYMWH/KpEeaTUHWH Y
MMAaIMEHTOB C AJILOYMUHYPUEH, ITOTyJaloIInX JIeUeHe NHT Y-
ouropom AII® unu BPA (E).

— UATI® wim BPA He pekoMeHAYIOTCS TSI TIEPBUYHOM
MpoDWIAKTUKYA TUA0ETUIEeCKON OOJIE3HU TMOYEK Y TMalueH-
TOB C CaxapHBIM OMAa0beTOM, KOTOPbhIe MMEIOT HOPMaIbHOE
apTepuagbHOE AaBJIeHNE, HOPMAJIBHOE COOTHOIIICHUE ab0y-
MmuH/KpeatuHUuH (< 30 Mr/T) 1 HOpMaJIbHYIO CKOPOCTh KIIy-
06oukoBoii punbrpanuu (B).

— Korma ckopocTh KJ1y00UKOBOI (DUIBTpallii COCTaBIISI-
eT < 60 mu1/MuH/1,73 M2, OLICHUBAIATE U YIIPABJISIATE BO3MOXK-

i HeIMU ocoxkHeHuamu XBIT (E).

— ITauueHThI 1OJKHBI OBITh HAITPABJIECHBI JTSI OLIEHKU HE-
00XOIUMOCTU Havajla MOYEYHOU 3aMEeCTUTEIbHOU Tepamnuu,
€CJI Y HUX pacuyeTHasi CKOPOCTh KIIyOOUKOBOW (DUIbTpalluU
<30 ma/mun/1,73 M2 (A).

— HesamemmreapHO oOpamaiTech K Bpady, UMEIOIIEMY
OTIBIT B JIEYEHUM 3a00JIEBaHU MTOYEK, TIPU HEOTPeleIeHHO-
CTU B 9TUOJIOTUU 3a00JIeBaHUSI TTOYEK, TTOSIBICHUU CIOXKHbIX
BOIIPOCOB BEJCHUS TAKUX MAIMEHTOB WJIK OBICTPO Mporpec-
cupymolieit 6oyae3Hu royek (B).

12. Aet u NoAPOCTKU

IAMKeMnyecKkui KOHTPOAb
Pexomendayus
— Heneoit ypoBenb HbAlc < 7,5 % (58 MMOJIb/1T) peKo-

! MeHayeTcs A4 aeTeit Bcex Bo3pacTHbIX rpym (E).

Koppekums cepAe4YHO-COCYANCTbIX PAKTOPOB PUCKA
l'unepren3us
Pexomenoayuu
CKpUHMHT
— AprepuaibHOe JaBJICHKE CeIyeT U3MEPSITh TIPU Kax-
JIOM oYepeJHOM Bu3uTe. JleTW ¢ yCTaHOBJIEHHBIM BBICO-

ceptor blocker is reasonable to assess the response
to treatment and progression of diabetic kidney dis-
ease (E).

— An ACE inhibitor or an angiotensin receptor
blocker is not recommended for the primary pre-
vention of diabetic kidney disease in patients with
diabetes who have normal blood pressure, normal
urinary albumin-to-creatinine ratio (< 30 mg/g),
and normal estimated glomerular filtration rate
(B).

— When estimated glomerular filtration rate is
<60 mL/min/1.73 m?, evaluate and manage poten-
tial complications of chronic kidney disease (E).

— Patients should be referred for evaluation for
renal replacement treatment if they have estimated
glomerular filtration rate < 30 mL/min/1.73 m?
(A).

— Promptly refer to a physician experienced in
the care of kidney disease for uncertainty about the
etiology of kidney disease, difficult management
issues, and rapidly progressing kidney disease (B).

12. Children and adolescents
Glycemic Control

Recommendation

— An AIC goal of < 7.5 % (58 mmol/mol) is
recommended across all pediatric age-groups (E).
Management of cardiovascular risk factors

Hypertension

Recommendations

Screening

— Blood pressure should be measured at each
routine visit. Children found to have high-normal
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KUM HOpMaJbHBIM apTepualbHbIM aaBieHueM (CAI wiu
OA > 90-ro mepLeHTUIS Mo BO3pacTy, MOJy U POCTY) WU
runepreHsueit (CAJI unu JAJL > 95-10 nepLeHTuIs1 1o BO3-
pacty, ToJly M POCTY) AOJDKHBI TOJIYYUTh MOATBEPXKIACHUE
3THX 3HAUYCHU apTepUaIbHOTO JaBJICHMS B TCUCHHUE TPEX OT-
JeNbHBIX THEl (B).

Jleuenue

— HavanbHoe JieueHre BHICOKOTO HOPMaJIbHOTO apTepu-
anpHoro nasiaeHusa (CAJ wim JAJl nmoctosiHHO > 90-T0 TIep-
LIEHTWJIS JUISl JaHHOTO BO3pacTa, IoJjia U pocTa) BKJIIOYAET B
ce0s1 TUeTUIECKUEe MEPONPUATHS U (PU3MIYECKUE YITpaxKHe-
HUsI, HallpaBJICHHbIE Ha KOHTPOJIb MAacChl TeJa 1 yBeJIUYe-
HUe U3NIECKON aKTUBHOCTH, €CJIU 3TO Heobxoaumo. Ecimn
1IeJIeBOe apTepualbHOe AaBlIeHUE He JOCTUTHYTO B T€UEHUE
3—6 MecslieB mocjie TaAKUX M3MEHEHUI B obpase XHU3HHU,
JIOJKHO OBITH pacCMOTPEHO Ha3HAauCHUE MEIMKAMEHTO3HO-
ro neueHus (E).

— B momonmHeHMe K MomMUKALIMU CTUJIS XU3HU HE00-
XOIUMOCTb MEIUKAMEHTO3HOTO JieueHus TunepteH3un (CAJL
v JJAL TIOCTOSTHHO > 95-T0 TIepueHTUIIS 1JIs JaHHOTO BO3-
pacTa, IoJjia MU pocTa) CjleayeT pacCMaTpuBaTh, KaK TOJIBKO
runeprteH3us noarsepxiaeHa (E).

— MHWuruduroper AII® wam GIOKAaTOPHI PELENITOPOB
AHTMOTEH3MHA MOTYT PacCMaTPUBAThLCS JIJIST JICYSCHUSI TTOBbBI-
meHHoro (> 30 Mr/r) COOTHOIIEHUST albOyMUH/KpeaTMHUH
(B) u runepren3uu (E) y neteit 1 NOAPOCTKOB MOCJIE PENPO-
IYKTUBHOTO KOHCYJIBTUPOBAHUS W BHeApeHUS 3(PPeKTUB-
HOTO KOHTPOJISI HaJ POXKIaeMOCThIO M3-3a MOTEHITMATbHBIX
TepaToreHHBIX 2(D(hekTOoB 000MX KinaccoB mpemnapaTos (E).

— llenp meueHMs 3aKIIOYACTCSI B TOCTIDKCHUM apTepU-
anpHOTO maBineHust < 90-ro MmepueHTWIS IO BO3PAcTy, IOy
u pocty (E).

JuciunuaeMus

Pexomenoayuu

TecTupoBanue

— HccnenyiiTe TOAKOBBINM JUMTUAHBIA PO UIb Y IeTeit
B Bo3pacTe > 10 jieT mocjie MocTaHOBKY AMarHo3a HOpMaJsiu-
3alUM IIMKeMuu. Eciii oH He Ha ypOBHE HOPMBbI, ITOBTOPUTE
JUTMUAHBIN ipoduib HaTotak (E).

— Eciu munuabsl OTIMYaTCsl OT HOPMBI, 11e1ecoo0pas-
HO MPOBONTH €KETOAHBIN MOHUTOPUHT UX 3HaueHuit. Eciu
3HaueHus xosnecrtepuHa JIITHIT B npenenax ypoBHel mpu-
HuMaeMoro pucka (< 100 mr/mi (2,6 MMOJIb/I1)), TAIUIHBIIA
poG b LIeJIeco00pa3HO MOBTOPSIThH Kaxanie 5 1eT (E).

Jleuenue

— HavasibHast Tepanust TOJIXKHA COCTOSITh U3 ONTUMU3A-
LIMU KOHTPOJISI TIMKEMUU U MIPUMEHEHUS 2-TO I1ara TUeTh
AMepuKkaHcKoii acconuanuu cepana (AHA), HanmpaBieHHON
Ha yMEHbIIIEHNE KOJTNYEeCTBA HACKHIIIIEHHBIX XXUPOB B palllo-
He (B).

— Hasznauenue cratuHa 1ienecoodbpasno mnocie 10-met-
HEeTO0 BO3pacTa TeM TMallMeHTaM, KOTOPbIe, TIPUMEHSST TH-
€Ty M M3MEHUB 00pa3 XW3HU, UMEIOT YPOBEHb XOJecTe-
puna JIITHIT > 160 mr/mn (4,1 MmMosb/n) win > 130 mr/mn
(3,4 MMOJIb/JT) ¥ OTWH WUJIK OOJIee PUCKOB CePAECUYHO-COCYIM -
CThIX 3200JIEBaHUI1, TTOC/IE PETTPOTYKTUBHOTO KOHCYJIBTUPO-

blood pressure (systolic blood pressure or diastolic
blood pressure > 90" percentile for age, sex, and
height) or hypertension (systolic blood pressure or
diastolic blood pressure > 95" percentile for age,
sex, and height) should have blood pressure con-
firmed on 3 separate days (B).

Treatment

— Initial treatment of high-normal blood pres-
sure (systolic blood pressure or diastolic blood
pressure consistently > 90t percentile for age, sex,
and height) includes dietary modification and in-
creased exercise, if appropriate, aimed at weight
control. Iftarget blood pressure is not reached with
3—6 months of initiating lifestyle intervention,
pharmacological treatment should be considered
(E).

— In addition to lifestyle modification, phar-
macological treatment of hypertension (systolic

blood pressure or diastolic blood pressure con- |

sistently > 95" percentile for age, sex, and height)
should be considered as soon as hypertension is
confirmed (E).

— ACE inhibitors or angiotensin receptor
blockers may be considered for the treatment of
elevated (> 30 mg/g) urinary albumin-to-creati-
nine ratio (B) and hypertension (E) in children and
adolescents, following reproductive counseling
and implementation of effective birth control due
to the potential teratogenic effects of both drug
classes (E).

— The goal of treatment is blood pressure con-

sistently < 90" percentile for age, sex, and height (E). :

Dyslipidemia

Recommendations

Testing

— Obtain a fasting lipid profile in children > 10
years of age soon after the diagnosis (after glucose
control has been established). If abnormal, repeat
lipid profile after fasting (E).

— If lipids are abnormal, annual monitoring is
reasonable. If LDL cholesterol values are within the
accepted risk level (< 100 mg/dL (2.6 mmol/L)),
a lipid profile repeated every 5 years is reasonable

(E).

Treatment

— Initial therapy should consist of optimizing |

glucose control and medical nutrition therapy
using a Step 2 American Heart Association diet
to decrease the amount of saturated fat in the diet
(B).

— After the age of 10 years, addition of a statin
is suggested in patients who, despite medical nu-
trition therapy and lifestyle changes, continue to
have LDL cholesterol > 160 mg/dL (4.1 mmol/L)
or LDL cholesterol > 130 mg/dL (3.4 mmol/L)
and one or more cardiovascular disease risk factors,
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BaHUs U BHeApeHUs 93D (GEKTUBHOTO KOHTPOJISI Hall poXa-
€MOCTbIO M3-3a MOTEHIIMAIbHBIX TePaTOTeHHbIX (DGHEKTOB
cratuHOB (B).

— Lenb Tepany COCTOUT B TOCTYXKEHWUY 3HAUCHUST XOJIe-
crepuna JITTHIT < 100 mr/mn (2,6 mmonb/in) (E).

MukpococyaAnNCTbIe OCAOXKHEHUS
Hedponatusa
Pexomenoayuu
CKpUHMHT
— ExXeroaHblil CKPpUHUHT aIbOYMUHYPUU CO CAYyYailHBIM

BLIGOpO‘{HbIM AaHaJIM30M MOYM JJIA OIIPEACTICHMA COOTHOIIIC-

HUSI aIbOYMUH/KPEaTMHUH JOJDKEH ITPOBOIUTHCS B TIEPUOT
ITOJIOBOTO CO3pEeBaHMsI, MM B Bo3pacte > 10 yietT, win paHee
MpuY JJIMTEIBHOCTU 3a00ieBaHMsI AuadbeTom boJiee 5 et (B).

Jleuenue

— Tlpu MOCTOSTHHO TIOBBIIIEHHOM COOTHOIIEHWM ajlb-
oymmH/kpeatuHuH (> 30 Mr/T), 3aH0KyMEHTHPOBAHHOM
10 MEHBIIIel Mepe B ABYX M3 TpeX 00pas3lloB MOYH, CICAYCT
paccmoTtpeTh Jedenne nHrnontopom AII® mwam BPA u tu-
TpOBaTh 03y IJISl MOAACPKAHUSI apTePUaIbHOIO IaBJICHMS
B IIpeJesiax HOPMBI, COOTBETCTBYIOLIE Bo3pacTy. OOpa3ibl
MOYM JOJDKHBI OBITh TIOJIy4EHBI B TeUeHUE 6-MECSIUHOrO MH-

! TepBajia II0CJ€ IOIBITOK YIyYLIUTh IJIMKEMUYECKUI KOH-
{ TPOJIb M1 HOPMAJIM30BaTh apTepuaibHOe naBieHue (B). M

following reproductive counseling and implemen-
tation of effective birth control due to the potential
teratogenic effects of statins (B).

— The goal of therapy is an LDL cholesterol
value < 100 mg/dL (2.6 mmol/L) (E).

Microvascular Complications

Nephropathy

Recommendations

Screening

— Annual screening for albuminuria with a
random spot urine sample for albumin-to-creati-
nine ratio should be performed at puberty or at age
> 10 years, whichever is earlier, once the child has
had diabetes for 5 years (B).

Treatment

— When persistently elevated urinary albumin-
to-creatinine ratio (> 30 mg/g) is documented with
at least two of three urine samples, treatment with
an ACE inhibitor or angiotensin receptor blocker
may be considered and the dose titrated to maintain
blood pressure within the age-appropriate normal
range. The urine samples should be obtained over
a 6-month interval following efforts to improve gly-
cemic control and normalize blood pressure (B). ™

lepeBog: npodp. []. UBaHoB, K.M.H. M. UBaHOBa
Hay4Hbii KOHCYnbTaHT: 4.M.H. J1. Cokonosa M
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