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2. Knaceudukaumsa n anardos CA

Kaaccugpukauyus

CJI MOXHO pa3feanTh Ha ClIeIyIolIre o0II1e KaTeTOPpUN:

1. luabet 1-ro Tumna (pe3yabTaT ayTOMMMYHHOTO pa3py-
LIeHHUs B-KJIETOK, YTO, KaK MpaBuIo, MPUBOAUT K aOCOIOT-
HOMY Ae(ULUUTY MHCYJINHA).

2. duabet 2-ro tuna (Mporpeccupyloiiee CHIXEHUE ce-
Kpely MHCYIMHA [-KJIeTKaM1, 4acTo Ha (poHEe MHCYJIMHO-
PE3UCTEHTHOCTH).

3. T'ecraumonHbIii caxaphbliii nuadet (I'CJ1) (nnadert, nua-
THOCTUPYEMBII BO BTOPOM MJIU TPEThEM TPUMECTPE OepeMeH-
HOCTH, HE TIPEIIIECTBYIONINYI OepeMEeHHOCTHU U OTCYTCTBO-
BaBLINI 10 OEPEMEHHOCTH).

4. Cneumndudeckrue TUIIBI AuUabeTa BCICACTBUE IPYTHUX
MPUYMH, HAIlpUMEP MOHOTeHHBIE (hOpMBI Auabeta (B TOM
qyuciie A1abeT HOBOPOXICHHBIX U AUadeT B3pOCIOTO THIIa
y Mojionbix — MODY-Tur), 6oyse3Hr 3K30KPMHHOM 4acTu
MOIKETYIOYHOM KeJIe3bl, TaKue KaK MYKOBUCLIMIO3, MEIH-
KaMEHTO3HO- WIM XWMUYCCKU-UHAYLUMPOBAHHBINA AuadeT
(Hammpumep, nipu geyeHurn BUY/CITMIa wiu mocie TpaHc-
TUIaHTAllMY OPTraHoB).

Kpurepun ponarHosza CA

— TImokos3a mnasmbl Hatomak (ITIH) > 126 wmr/mn
(7,0 mmonb/). HaTotmak onpenenseTcst Kak OTCYTCTBHE T10-
TpeOaeHMS NUIIK (OTCYTCTBUE KaJIOPHUii) B TeUCHME KaK MHU-
HUMYM 8 U,

unu

— 2-yacoBas INIOKO3a B I1azMe KpoBu > 200 mr/mi
(11,1 MMOJB/1) TIpU IPOBEACHUU MEPOPAILHOIO TecTa Ha
TOJIEPAHTHOCTb K III0Ko3e. TecTupoBaHue J0JKHO ObITH BbI-
TOJTHEHO, KaK onucaHo BcemMupHOi opraHu3aiuyeii 31paBo-
OXpaHEeHMS, C MCITOJIb30BAaHNEM HATrpy3KHM IJTIOKO301 B 9KBH-
BaJIeHTE 75 T IJIIOKO3bl, PACTBOPEHHOI B BOJIE,

unu

— HbAlc > 6,5 % (48 mMob/MOJIB). TecT HOKEH Mpo-
BOJUTKCS B JTAOOPATOPUM C UCTIOJIH30BAHUEM METO/IA, CEPTHU-
(putimpoBanHoro u crannaptusupoBaHHoro NGSP s koH-
TPOJIst AMabeTa v ero OCIOXKHEHUIH,

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
defined as no caloric intake for at least 8 h,

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

— y MAIlMEHTOB C KJIACCUYECKMMH CUMIITOMAaMHU TUIIEP-
DIMKEMUU WIW TUIMEPIIUKEMAYECKOTO0 KpU3a MpHU Cilydyai-
HOM OIIpeleIeHUH TJIIOKO3bl B IIa3Me KpoBu > 200 mr/mn
(11,1 mmonb/m);

[TpumeyaHue: Tpu OTCYTCTBUU CUMIITOMOB TUTEPIIIAKE-
MUU PE3YJIbTATHI TOXKHBI ObITh TOATBEPXKIEHBI ITPU TOBTOP-
HOM T€CTUPOBAHUU.

Kareropuy nosbILLEHHOro pUCKQ pa3BUTUS Anabera
(npeaamnaberq) y 6eCCUMNTOMHbIX MALUEHTOB

1. TectupoBaHue AOIXKHO OBITH MPEATOKEHO aMEPUKAH-
1am ¢ uiHuM BecoM (MMT > 25 xr/m? unm > 23 Kr/m? y ame-
PUKAaHCKUX a3UaTOB), B3POCIBIM, UMEIOIIUM OIVH UK OoJiee
W3 HUKETIEPEUNCIEHHBIX (DPAaKTOPOB pUCKa:

— HbAlc > 5,7 % (39 MMOJIb/MOJIb), HAapyIIEHHAs] TO-
JiepaHTHOCTH K rmoko3e (HTT) wiu u3onmpoBaHHbBIN Hapy-
IIEHHBIN ypoBeHb T0Ko3bl Hatomak (MI'T) npu npenbimy-
1IIEM TeCTUPOBAHUU;

— POJCTBEHHUK TEPBOI CTETICHU C CaXapHBIM TUa0ETOM;

— paca BBICOKOTO PUCKA/9THUYECKOW MPUHAIICXKHOCTU
(appoamepukanell, TaTMHOAMEpPUKaHeIl, KOPEHHOI aMepu-
KaHell, aMepUKaHell a3UaTCKOTO MPOUCXOXKICHUS, yPOXKEHEI]
TUXOOKEaHCKUX OCTPOBOB);

— JKEHIIMHBI, KOTOPbIE UMEJN ITUAarHO3 recTallMOHHOTro
nunabeTa;

— CeplIeYHO-COCYIUCThIC 3200JIEBaHMUSI B aHAMHE3E;

— runepteHsus (= 140/90 MM pT.CT. WM IPUEM aHTUTU-
MEPTEH3UBHBIX MTPEMAPATOB);

— ypoBeHb xonectepuna JIIIBIT < 35 wmr/mn
(0,90 mmoub/T) M/MAM ypOBEHb TPUTIULIEPUAOB > 250 Mr/ 1
(2,82 mmounb/n);

— XEHIIWHBI C CHHIAPOMOM ITOJIMKHMCTO3HBIX STMUHUKOB,;

— HU3Kas (puzndeckasi aKTMBHOCTD;

— JIpyTue KJIMHUYEeCKUE COCTOSTHUSI, CBSI3aHHBIE C PE3U-
CTEHTHOCTBIO K MHCYJINHY (HarpuMep, TSKEJI0e OKUPEHUE,
YepHBI aKaHTO3).

2. Bcem maneHTaM HauaTh TECTUPOBAHME B Bo3pacTe 45 JieT.

3. Ecim pe3yabrathl HOpMadbHBIE, TECT CJIENYET IMOBTO-
pSATb KAK MUHUMYM C 3-JIETHUM WHTEPBAJIOM C PacCMOTpe-
HMEM BO3MOXHOCTH 00Jiee 4aCTOro TeCTUPOBAHUSI B 3aBUCH -
MOCTH OT MOJYYEHHbIX PE3YJIbTATOB U PUCK-CTATYyCa.

HbA1c

Pexomenoayuu

— YT00BI M30€XaThb OIIMOOYHOIO AMAarHo3a WM IIpo-
MyILIeHHOro auarHo3a, TecT Ha HbAlc mojikeH MpoBOAUTH-
Csl C MCMOJIb30BAaHUEM METOJa, KOTOPbIN CepTUdUIIMPOBaH
NGSP u crangapTu3oBaH st aHanu3a KoHTpoJst CJ u oc-
noxxHenuit (DCCT) (B).

— OTMEYeHO HeCOOTBETCTBHE MEXIY U3MEPEHHBIMU YPOB-
Hsimu HbAl¢ 1 ypoBHEM IUIIOKO3bI B [1J1a3Me BCJIEICTBUE BEPO-
SITHOTO BJIMSIHUS Ha aHanu3 HbAlc BapuaHTOB reMorioouHa
(T.e. reMorjao0MHOIATUI), BakHAa MHTEpIIpeTalus aHajau3a
HbAIc ¢ yyeToM BO3MOXHBIX BIMSIHUM WA UCIIOJb30BAHUST
JIPYTUX KPUTCPHUEB IITMKEMUM JIJIT TUarHOCTHKY nradeta (B).

— Ipu yBermueHN OOMEHHOTO ITyJIa SPUTPOIIUTOB, Ha-
IpuMep, IIPU CEePIIOBUIHOKICTOYHOM aHEMHUH, OepeMeHHO-
CTHU (BTOPOU M TPETUI TPUMECTPHI), TEMOANAIN3E, HEMaBHE

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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KpOBOMOTEPE, IepeJBaHUM KPOBU WIM TEPAIUK 3PUTPOIIO-
ATUHOM JUISl IMATHOCTUKM auabeTa ClieAyeT MCIOJIb30BaTh
TOJIbKO KpUTEPUU onpeaeneHus rnmukemuu (B).

Kareropuu noBbILLI€HHOro PUCKA PA3BUTUS
caxapHoro pAnabera (npeaAvaberaq)

Pexomenoayuu

— CKpuMHUHT Ha mpenaradeT U pucK Oymyiiero muabdera
C OIIEHKO# (haKTOpPOB pUCKa CJIEAyeT pacCMaTpUBaTh y Oec-
CUMITTOMHBIX B3pocibiX (B).

— TectupoBaHue Ha mnpenauadeT W PUCK A OymylLero
nuabeTa y OECCHMITTOMHBIX JIIOACH ClieayeT paccMaTpuBaTh Y
B3POCJIBbIX JIIOOOr0 BO3pacTa, KOTOPbIE UMEIOT M30LITOYHBII Bec
w crpanaror oxupeHueMm (MMT > 25 xr/m?> wim > 23 Kr/m?
Y a3UaTCKUX aMEPUKAHIIEB) U Y KOTOPBIX €CTh OMMH MJTU HECKOJTb-
KO JIOTTOJTHUTETbHBIX (PaKTOPOB prcKa pa3Butus auadeta (B).

— JIna Bcex Jiofiell TeCTUPOBAaHUE CJIelyeT HauMHaTh B
Bo3pacte 45 et (B).

— Ecnm pesynbTaThl aHAIM30B HOPMaJIbHBIE, TIOBTOPHOE
TECTUPOBAHNE, MPOBEACHHOE C MUHUMAIbHBIMU MHTEPBAIA-
mu B 3 rona, siBnisietcs pasyMHbIM (C).

— I TecTa Ha nipeaarMabeT MIIoKo3a B IJ1a3Me HaTOlIAK,
2-yacoBas IJTI0K03a B IJIa3Me TIpU 75-TpaMMOBOIT Harpy3ke B
IJIF0K030ToIepaHTHOM TecTe M1 HbAlc paBHoLIeHHBI (B).

— VY nauumeHToB ¢ mpeaaruadeToM BBISABISNATE U TIPU He-
00X0IMMOCTH JIeuuTe Apyrue (pakropbl pucka CepaeyHO-Co-
CyIMCThIX 3a0oseBaHuit (B).

— TectupoBaHue Ha npeaaradeT ciaeayeT pacCMaTpUBaTh
y JeTeil U MOAPOCTKOB, KOTOPbIe MMEIOT M30BITOUHBIN Bec
win ctpagaoT oxupeHueM (MMC > 85-ro meplLeHTUIs 1o
BO3pacCTy U MOJTy, BECY Ha POCT > 8§5-T0 MEPUEHTUISI WU BECY
> 120 % wpneaabHOrO OT POCTA) U Y KOTOPBIX €CTh JOMOTHU-
TebHbIe hakTophl pucka pa3sutust C (E).

Aunaber 1-ro tuna

Pexomenoayuu

— YpoBeHb IJ1I0K03bI B I1a3mMe KpoBu, a He HbAlc cieny-
€T MCMOJIb30BaTh ISl AMarHOCTUKM OCTPOro Havajia nuadeta
I-ro Tumna y uiu ¢ cuMnroMamu rurneprivkemui (E).

— CxpuHMHT 1uabeta 1-ro TMa ¢ MOMOUIBIO MaHEIU ay-
TOAHTUTEJI B HACTOSIIEE BpeMsl PEKOMEHJIYeTCsI MCTIOJIb30-
BaTh TOJBKO B YCJIOBUSIX MCCICTOBAHUS UIN Y YJIEHOB CEMbU
TepBoii Kareropuu rpodana ¢ nuaderom 1-ro tuna (B).

— Hanuuwne nByx wim Gosee ayTOaHTUTEN TIpecKa3biBa-
€T KIIMHUYECKUI 1MabeT M MOXET CIIy>KUTh TTOKa3aTesieM JIst
BMeIIIATeIhCTBA B YCIIOBUSX KIIMHIUECKOTO nccieaoBanus (B).

Aunaber 2-ro tnna

Pexomenoayuu

— CxpuHuHTr auabera 2-ro TUIA C OLIEHKON pPUCK-
(akTOpPOB WM C IMOMOIIbIO MPOBEPEHHBIX MHCTPYMEHTOB
clieyeT paccMaTpuBaTh y 0€CCUMITTOMHBIX B3pocCibIX (B).

— IIpoBeneHme TecTa i BRISIBJICHUS CaXxapHOTO q1abeTra
2-T0 TMTIA Y OECCUMIITOMHBIX JTIO/ICH CJIEIyeT CUMTATD IIEJIeCO-
00pa3HBIM TS B3POCIIBIX JTI0OOT0 BO3pacTa, MMEIOIINX U305l -
TOUHBIN Bec uiu crpagaromiux oxupenuem (MMT > 25 kr/m?
WIN > 23 Kr/M? TSl aMepUKaHIIEB a3MaTCKOTO IIPOUCXOXKIe-
HUSI) 1 UMCIOIINX OJUH WK 00Jiee U3 TOMOTHUTEIBHBIX (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
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 AIC 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
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— JIns Bcex MallMeHTOB TECTUPOBAHUE CAEAyeT HayaTh B
Bo3pacte 45 et (B).

— Eciu aHanu3bl B HOpMeE, IOBTOPHOE TECTUPOBAHUE 1€~
JiecooOpa3Ho 110 KpaitHeit mepe 1 pa3 B 3 roga (C).

— Jns1 BbIsIBIeHUS AuadeTa 2-1o Tuna ucronb3oBanue I'TTH,
2-9aCOBOI TIIIOKO3bI TJIa3Mbl KPOBU B HATrPY30YHOM TecTe C 75T
rmoKo3bl 1 HbA | ¢ siByisieTcst omHaKoBo ripreMiieMbiM (B).

— ¥ manueHToB ¢ 11abeToM HeOOXOIUMBI BHISIBIEHUE U
JIeYeHHE IPYTUX (PaKTOPOB PUCKA CepACTHO-COCYANCTHIX 3a-
6oneBanmii (B).

— HeobOxomumocTh TIpoOBeaeHNS TECTOB IIJIs BBISIBICHUS
nuradeTa 2-ro TUIIA JOJKHA pacCMaTPUBAThCS y AETEH U IO/ -
POCTKOB, UMEIOIINX U30BITOUHYIO MACCy Tejla I OXUPEHUE
(MMC > 85-ro mepLeHTHIs Al Bo3pacTa U 1moJia, Macchl K
pocty > 85-ro nepueHTwIs Win Bec > 120 % ot nueaibHOro
pocTa), a TakXke IS TeX, Y KOro UMEIOTCS JOIOTHUTEIbHbIE
puck-dakTopsl pazButus auadeta (E).

lecTaUUOHHbBIV CAXAPHbIN Auabert

Pexomenoayuu

— OOcnenyiiTe ISl BBISIBJICHUST HEIMArHOCTUPOBAHHO-
ro auabeTa Mpu MepBOM IpeHATAIbHOM BU3UTE IMAIlMeHTOK,
UMeEIoIIMX (haKTOPBI PUCKa, C UCITOJIb30BaHMUEM CTaHAAPTHBIX
JUArHoCTUYeCKuX Kputepues (B).

— O6cnenyiite Ha Hanuuue ['CJl >keHIIMH Ha 24—28-i1
HeJeJe recTalliM, Y KOTOPhIX He ObUIO paHee M3BECTHO O Ha-
Juyuu guaoeta (A).

— O6cnenoBanue xeHnH ¢ I'CJ Ha Hajuyue mepcu-
CTHPYIOIIETro radeTa MMPOBOAUTCS B TTOCIEPOIOBOM ITEPHUOIL
4—12 Heaeab ¢ UCIOJb30BAHUEM MEPOPaATbHOIO TeCTa ToJie-
PAHTHOCTH K TJTIOKO3¢ 1 TUATHOCTUICCKNX KPUTEPUEB, TIPU-
HSATHIX 1J11 HebepeMeHHBIX (E).

— XKenmwmuer ¢ 'CJI B aHaMHe3e IODKHBI ITPOXOIUTH
TOXW3HECHHBI CKPUHUHT TSI BEISIBICHUS Pa3BUTHS Auabe-
Ta WK mpenaradeTa ¢ MepruoINYHOCTBIO IO KpaifHei Mepe
Kkaxmaeie 3 roma (B).

— XKenmwmuel ¢ I'CJl B aHaMHe3¢ M YCTAaHOBJIEHHBIM
npeaanadeToM JOKHBI COOMIOAaTh aKTUBHBIN 00pa3 KMU3HU
WIM T0JIy4aThb MET(OPMUH IS TIPEAyIPEXKICHUST pa3BUTHUS
caxapHoro nua6era (A).

6. LleneBble 3HOYEHUSA TAUKeMum
HbA1c-trectuposaHue

Pexomenoayuu

— IpoBoaure omnpeaenenne HbAlc He pexe nByx pa3 B
roJ MalueHTaM, Y KOTOPBIX JOCTUIHYTBI Le/IH JIeYeHUS (U Y
TeX, KTO MMEEeT CTaOWIbHBIN KOHTPOJIb IukKemMun) (E).

— IIpoBonute ompenenenue HbAlc exxekBapTaabHO Y
MaIMEHTOB, Ybsl TEPaIs U3MEHUJIACh UJIA Y KOTOPBIX HE 10-
CTUTHYTHI LieJieBble 3HaueHUs riukemui (E).

— Hcnonb3oBaHue BbidbopouHoro onpeaeiaeHus HbAlc naer
BO3MOXHOCTH 00J1ee cCBoeBpeMeHHOro uaMeHeHus jeueHus (E).

Lenesbie 3HayeHuss HbA1c

Pexomenoayuu

— IlenecoobpasHo moctikeHue 1eaeBoro HbAlc mis 6ombioro
KoyecTBa HebepeMeHHbIX B3pOcbix < 7 % (53 MMOJIb/MOIb) (A).

— MoryT paccMmatpuBaThes 00Jiee KECTKUE 1LieJIeBble 3HaYe-
Hust HbAlc (Hanpumep, < 6,5 % (48 MMOJTb/MOJIb)) JIIST OTAC/b-

> 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 > 85t 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 AIC 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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Mopaxopbl kK BegeHuto runeprnnkemun (ADA/EASD 2015)
Approach to the management of hyperglycemia
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PucyHok 6.1. @akTopbl 60/1€3HN U XapaKTepPUCTUKKN NayneHTa, UCrosib3yembie A4Jisi onpeaeseHNsi onTUMasbHbIX
3Ha4eHun HbA1c. XapakTepucTtukn n UHAUMKaTopbl, pacrosloXeHHble C/lieBa, OTpaXkartoT 60s1ee UHTEHCUBHbIe
yeunnuns no cHuxeHuro yposHsi HbA1c; Te, uto cnpaBa, — MeHee cTporue 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]

Ta6nmya 6.2. Pestome pekoMeHgaumii o ramkeMun s He6epemMeHHbIX B3POCbIX ¢ AnabeTom

HbA1c

TolakoBas rfoKo3a KanuinsapHoi nnasmbl

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

[MnkoBas rnoko3a nocTnpaHguanbHoON KanuspHon
nnasmblt

lMpumeyaHus: * — 6osiee U MeHee CTPOro NPUAEPXUBaTbCS LesIeBOV INTIMKEMUN NPUEMIIEMO 4151 OTHEJIbHbIX
naymeHToB. LleneBble 3Ha4YeHuUsi [OJIXHbI UHAUBUAYaIN3UPOBATbCS, UCXOAS1 U3 AJINTENIbHOCTU Anabera, BO3-
pacta u oXxugaemMou rnpoJoINKNTENIbHOCTU XU3HU, CONMYTCTBYIOWNX 3a6051eBaHNU, UMELUNXCS CepRevHO-Co-
CYBUCTbIX 3ab60s1eBaHUI UITN MUKPOCOCYAUCTbIX OCJIOXKHEHWUI, PUCKa rUornmKeMmun U COCTOSIHNUSA KOHKPETHOro
naymeHTa; ' — nocrnpaHaunanbHas rnOKo3a MOXeET 6bITb Bbl6paHa KaK LjesieBoe 3Ha4YeHue, ecsin He JOCTUTHY-
Tbl LeneBble 3HavYeHuss HbA1c, HecMOTpsi Ha JOCTUXXEHUS LeJIeBbIX yPOBHEW TOLYaKOBOU rJH0KO3bl. U3mepeHus
nocTnpaH/nanbHou r/1I0Ko3bl JOJDKHbI 6bITb BbIMOJIHEHbI Yepe3 1-2 4 rocse Ha4ana npuema nuLu, 4YTo, Kak
npasnsio, COOTBETCTBYET MUKOBbIM YPOBHSIM ITIMKEMUMN Y 60JIbHbIX C CaxapHbIM Na6ETOM.

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; t — 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’
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HBIX [TALMEHTOB, €CJIM 3TU 3HAYEHUSI MOT'YT ObITh JOCTUTHYThHI Oe3
BBIPaXKCHHOM TUITOTTTMKEMUH WITH IPYTUX TTOOOYHBIX 3(P(HEeKTOB
JieyeHus (1.e. moaudapmMaiieBTuku). K Takum nayeHTaM MOTyT
ObITb OTHECEHbI JIOIU, MMEIOIIME Mayl0 [IIMTeJIbHOCTb aua-
6eta, moyJaromue JiedeHre ipu CJI 2-ro THIa TONBKO ITyTeM
MOIU(UKALIMKA CTUISL XXKU3HM WM MET(OPMUHOM, MMEIOLINE
OXUIAEMYIO OOJIBILIYIO IIPOIOJIKUTEIbHOCTD XKU3HU WJIX HE Me-
OIIMe 3HAYMMBIX CEPICUHO-COCYANCTRIX 3a00eBanmii (C).

— MeHee xecTkue 1eneBble 3HaueHUss HbAlc (Hampu-
Mmep, < 8 % (64 MMOJIb/MOJIb)) MOTYT OBITh LI€JIECOOOPA3HbI-
MM [IJIS1 IALMEHTOB C TSKEJIOM MMITOIJIMKEMUE B aHaMHeE3e,
OrpaHUYECHHOU ITPOAOJIKUTEITBHOCTHIO XKM3HU, BBIPAsKEHHBI -
MM MUKPOCOCYAUCTBIMU WJIM MaKPOCOCYIUCTHIMU OCJIOKHE-
HUSIMU, HAaJIMYMEM BbIpaXK€HHbBIX COIYTCTBYIOLIMX 3a00J1eBa-
HUWIA, W IS TeX, KTO JaBHO CTpamaeT caXapHbIM JUA0CTOM M
Y KOTOPBIX TPYIHO TOCTUYb LIEJIEBOTO 3HAYEHUS TJIMKEMUH,
HECMOTpPsI Ha CaMOKOHTPOJIb Auadera, COOTBETCTBYIOLIMIA
KOHTPOJIb TJTIOKO3BI U 3((HEKTUBHBIC JO3bI HECKOJIbKUX TH-
MOTJIMKEMUYECKHUX TTpeTiapaToB, BKIIovast MHCYIuH (B).

8. MoAXOAbI K A@4EeHUIO TAKeMum
PapmakoAornyeckas Tepanus CaxapHoro Amaéera
2-ro tuna

Pexomenoayuu

— MeTdhopMuH, €CJIM He TPOTUBOIIOKA3aH 1 XOPOIIIO TIepe-
HOCHUM, SIBJISICTCST TTPEATIOUTUTETHHBIM HadaIbHBIM (DapMaKo-
JIOTUYECKHM CPEICTBOM LIS JIeUeHUsI AuadeTa 2-ro Tura (A).

— JlnuTenbHOE TPUMEHEHUE MET(OpMUHA MOXKET ObITh
CBA3aHO ¢ OMOXMMUYECKUM Ae(UUUTOM BUTaMKUHA B ,, mo-
9TOMY MEPUOINYECKUE U3MEPEHUS YPOBHS BHUTaMuHa B,
cleAyeT paccMaTpUBaTh Y MHAlIMEHTOB, MOJIYyYaBIINX JICYCHUE
MeT(hOPMIHOM, OCOOCHHO Y JINIL C aHeMUEH WIN epudepu-
yeckoii HeliponaTtueii (B).

— VY DauMeHTOB C BIIEPBBIC BBISIBACHHBIM CaxapHbIM
IradeToM 2-TO THIIA M HaJIWIMeM BBIPAasKEHHBIX CUMIITOMOB
W/WIM  3HAYUTEJBHO TIOBBIIIEHHBIMU YPOBHSAMU  TJIIO-
K03bl KpoBu > 300 mr/m1 (16,7 MMoOJIb/T) WIM YpOBHEM
HbAlc > 10 % (86 MMOJIb/MOJIb) PACCMOTPHUTE BOITPOC O Ha-
3HAUYCHUM WHCYJWHOTEpANny (C JOTOJIHUTEIEHBIMI MEIV-
KaMEHTO3HbIMU cpeacTBaMu uiau 6e3 Hux) (E).

— ITompoOytiTe HaYaTh ABOMHYIO TEPAITUIO Y TTAIIMEHTOB C
HEIaBHO IMATrHOCTUPOBAHHBIM TUA0ETOM 2-TO TUTIA, Y KOTO-
pbix HbAlc >9 % (75 mmonb/Mmoinb) (E).

— JIng mauueHTOB 0e3 aTepOCKIEPOTUUECKOTO CEPACYHO-
COCYIHCTOTO 3a00JIEBaHMS: €CJIM MOHOTEPATTHS TN IBOITHAS
Teparus He TO3BOJISICT TOCTUTHYTh WIIM HE TTOIIEePKUBACT
1eaeBoit yposeHb HbAlc B TeueHue 3 MecsueB, 100aBbTE 10-
TOJIHUTEIbHBIN aHTUTUTIEPIIIUKEMUYSCKII TIperrapar ¢ yue-
TOM CITeIM(UKH JIeKapcTBa 1 MamueHTa (Taoir. 8.1) (A).

— Jlns onpenesieHus Bbibopa hapMaKoJIOTMYeCKUX Mpe-
MapaToB CJIeayeT UCIIOIb30BaTh MOAX0MA, OPUESHTUPOBAHHBIM
Ha ImanenTa. McciemoBaHrs BKITIOYAIOT OLIEHKY eTo 3 deK-
TUBHOCTH, PUCKA TMIOITMKEMUM, aHAMHE3 aTePOCKIJIEPOTH -
YECKOT'0 CepAeYHO-COCYAUCTOrO 3a00JeBaHusl, BIMSHUE Ha
BeC, MTOTCHIIMAJIbHBIC ITO00YHBIC 3(P(PEKTHI, MOUeUHBIC (-
(eKTBI, MEeTOA ITOCTAaBKM (TTepOPaTbHBIA MW TTOIKOXHEBI),
CTOMMOCTb U TNipeanouTeHus nauueHra (E).

— ¥V manmeHToB ¢ TMabeTOM 2-TO TUIIA U YCTAHOBJICHHBIM
aTePOCKICPOTUIECKUM CEPIEYHO-COCYIUCTHIM 3a00JIeBaHN-
€M aHTUTUTICPIIIMKEMIYeCKas Teparis JOJDKHA HAUMHATHCS

— Providers might reasonably suggest
more stringent A1C 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 AIC > 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 A1C 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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¢ MoaupuKanry 00pasa XKU3HU U Ha3HAYeHUsI MeT(HOPMUHA,
a 3aTeM, I10CJIe U3ydeHus1 (PapMaKOJIOrM4eCKUX U MHIUBUIY -
aJIbHBIX (DAKTOPOB MAallMeHTa, CJeAyeT BKJIIOYaTh Iperapar,
JMOKa3aBIINI CBOIO 3(D(HEKTUBHOCTD IS CHUKEHUSI Cephe3-
HBIX HEOJIArONPUITHBIX CEPACYHO-COCYAMCTBIX COOBITUIL 1
CepIeYHO-COCYIUCTOI CMEPTHOCTU (B HACTOSIILIEE BPEMST —
AMIarIu@I03UH U JuparayTun) (taoiu. 8.1) (A).

— Y ManmeHToB ¢ AMabeTOM 2-TO TUTIA ¥ YCTAHOBJICHHBIM
aTEPOCKIIEPOTUUECKUM CEePIACIYHO-COCYIMCTHIM 3200 IeBaHN -
€M I10CJIe U3MEHEHMSI UMY 00pa3a XXU3HU 1 Ha3HAYECHUSI Jie-
YeHMsI MET(OPMUHOM aHTUTUIIEPIIIMKEMUYECKUI MIpernapar
canagliflozin (kaHarm@I03UH) MOKHO CYUTATh YMEHBIIIAIO-
IIUM Cepbe3HbIe HEOJAroNpUsSTHBIE CEepACUHO-COCYIUCThIC
COOBITUSI HA OCHOBE crielM(pUUEeCKUX Il JeKapCTB (paKkTo-
poB 1 ocobeHHocTei namyenTa (tadia. 8.1) (C).

— PexoMeHIyI0TCs IMOCTOSIHHAsI OLlEHKa pexXuMa Jieue-
HUSI ¥ €T0 KOPPEKTUPOBKA JIJIST yueTa 0COOCHHOCTE IaleH-
Ta (Tadj. 8.1) M KOMILIEKCHOCTH pexxrma jiedeHus (E).

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).

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

with type 2 diabetes
CV effects Renal effects
Effi- | "YPO" | weight oral/ | Pro- | pocina/ Additional
gly- Cost res- osing/use : ¢
cacy .| change | ASCVD | CHF sa | 9 conside- | considerations
cemia Al ey rations
DKD
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 hy*;otension
eGFR <30 | — T LDL cho-
lesterol
GLP-1 RAs High No Loss | Neutral: | Neu- | High | SQ | Benefit: | — Exenatide: | — FDA Black
lixisena- | tral liraglu- | notindicate 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 adecrease in | insulin (NPH
. eGFR,; titrate or premixed
ﬁ)ngas- High | SQ per clinical | formulations) vs
response analogs

— Jls malumeHToB ¢ auabeToM 2-TO THIIa, KOTOphIE He
JIOCTUTAIOT 1IeJICBOM TJIMKEMUH, HE CJIeyeT OTKJIaAbIBaTh MH-
TeHCU(UKALIMIO JICUCHUS, BKJIIOUAsl paCCMOTPEHME TepaIruu
uHcynuHoM (B).

— MeTtdopMuH cieayeT NpoaoKaTh B COUETAHUU C IPY-
TMMM TpernapaTaMu, BKJIlOUasi MHCYJIMH, €CJIM OH HE MPOTH-
BOIOKAa3aH U XOPOIIO MEPEHOCUM.

9. CepAEYHO-COCYAUCTbIE 3060AEBAHUS
W YNPOBAEHME PUCKAMU
MnepTeH3uns/KOHTPOAb APTEPUAABHOIO AQBAEHUS
Pexomenoayuu
CKpPMHMHT ¥ THATHOCTHKA
— ApTrepHaibHOE JaBIeHNE CIIeAYeT U3MEPSITh ITPU KaX-
JIOM PEeryJsipHOM KJIMHUYECKOM BU3HTE. Y MallMeHTOB C IMO-
BBILIEHHBIM KPOBSIHBIM AaBjieHueM (> 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

Vol. 7, No. 1, 2018

http://kidneys.zaslavsky.com.ua 57



HacrtaHoBu / Guidelines

Antihyperglycemic therapy in type 2 diabetes: general recommendations

58 Pocki, 1SSN 2307-1257 (print), ISSN 2307-1265 (online)

Vol. 7, No. 1, 2018



HacraHoBu / Guidelines

JOJIDKHO OBITH IMOATBEPKACHO C MCITOJIb30BAHUEM HECKOJIb-
KUX M3MEPEeHUIi, BKIIIoYas U3MEPEHUsI B OTACIbHBIN JIEHD,
JUJISI AMarHOCTUKU runepteH3uu (B).

— Bce mTaneHTsI ¢ TUTIEPTEH3WEH U AUa0eTOM JTOJKHBI
KOHTpPOJIMPOBaTh CBOE KPOBSHOE JaBjieHUe noMa (amOysa-
TopHO) (B).

LleneBble 3HQ4YEeHUS1 AQBAEHUS

— BonbIIMHCTBO TAIIMEHTOB ¢ AUA0CTOM U THIICpTeH3UEH
CJIeAYeT JICUNTh A0 TOCTMKEHMSI 11eJICBOIO CUCTOJIMYECKOrO apTe-
puanbHoro gapiaeHus (CA) < 140 MM pT.CT. 1 LIeJIEBOTO AMACTO-
Jim4yeckoro aprepuaibHoro aapiaeHust (JIAD) < 90 MM pr.cT. (A).

— boJiee HU3KME TTOKa3aTeJIM CUCTOJIMYECKOTO U TUACTO-
Juueckoro eneBoro AJl, Takue kak 130/80 MM pT.CT., MOTYT
OBITh PACCMOTPEHBI IS JIMLL C BHICOKUM PHUCKOM KapauoBa-
CKYJISIPDHBIX 3a00JIeBaHUIA, €CJIM 3TO TOCTHKEHHE 1IEJEBOrO
AJl He TpeOyeT upe3MepHbIX JieueOHbIX MeponpusiTuii (C).

— 17151 6epeMeHHBIX ¢ AUabeTOM U IIPEAIIeCTBYIONICH TH-
TIepTeH3MEl, KOTOPhIE MOIyJaroT aHTUTUTIEPTEH3UBHYIO Te-
panuio, uenesbie 3HayeHus AJl 120—160/80—105 mm pr.cT.
MOTYT OBITB TIPEIIOKEHBI B MHTEPECaX ONTUMU3AIINH TOJITO-
CPOYHOTO 3[I0POBBSI MaTepPy WU MUHUMU3ALUWU HapyIICHUNA
pocta iona (E).

Crparer NN ANe4YeHusl

— Y manueHToB ¢ apTepHrallbHbIM AaBieHreM > 120/80 Mm
PT.CT. BMEIIATeJIbCTBO B 00pa3 >KM3HU 3aKJTI0YAETCS B ITOTEPE
Beca MpU U30BITOYHOM BECE WM OXUPEHUU, TUETUICCKUX
MoAXoaaX, B TOM YMCJIe CHVXKEHWUW HAaTpUs U yBEJTUYECHUU
MOTpeOIeHNsT Kausi, yMEPEHHOM TTOTPeOJIeHUM aKOTOJsT 1
yBeJIMUEeHUN (hU3ndeckoit aktuBHocTH (B).

— [lammentamM ¢  TMOATBEPKAEHHBIM  O(DUCHBIM
AJl > 140/90 MM pT.CT. B IOTIOTHEHUE K U3MEHEHUIO 00pa3a
KM3HU CIIeAyeT He3aMeIIUTEIbHO HAYMHATh U CBOEBPEMEH-
HO B IIOCJICAYIOIIEM TUTPOBATh (hapMaKOJOTMUECKYIO Tepa-
MUIO UISI TOCTVDKECHUS 1I€JICBOIO apTepUaIbHOTO MaBJICHUS
(A).

— TlammeHTamMm ¢  TOOATBEPKASCHHBIM  O(PUCHBIM
AJl > 160/100 MM PT.CT. B IOITOJIHEHKE K U3MEHEHUIO 0Opa3a
JKM3HU CJIeyeT He3aMeIIUTeIbHO HaUMHATh U CBOEBPEMEH-
HO B IOCJEAYIOIIeM TUTPOBaTh (hapMaKOJOTMYECKYIO Tepa-
MUIO ABYMS MperapatamMy WM OJHUM KOMOWHMPOBaHHBIM
MperapaToM, KOTOpbIe IPOAEMOHCTPUPOBAIM CHIDKEHUE
KapAMOBACKYJISIPHBIX COOBITUI MTPY HaU4uu quadeta (A).

— JleueHue TUTIEPTEH3UH IOJKHO BKITIOUATH B CE0ST KITACChHI
MPEenapaToB, MPOJEMOHCTPUPOBABIITNX CTIOCOOHOCTH K CHUXKE-
HUIO CEPIEYHO-COCYIUCTHIX OCJIOKHEHUI Y OONBHBIX caxap-
HbIM quabetoM (MHTUOUTOPHI ATTM, GIIOKATOPBI PELIETITOPOB
AHTMOTEeH3WHA, TUA3UIOIOI00HBIC ANYPETUKHU WA OJIOKATOPBI
KaJIbIIMEBBIX KAHAJIOB JUTUAPOITMPUINHOBOTO PsIa).

— MHoXecTBeHHasT JIeKapCTBEHHAs Tepamnusl, Kak Ipa-
BUJIO, TPEOYETCS IJIsI TOCTIDKEHUS 11eJIEBOTO apTeprUalbHOTO
napiieHus. OnqHako KomMOomMHauwio nHruouropos AIT®D u BPA
u komouHaiuo MAII® uiu BPA ¢ npsiMbIMy MHTMOUTOpA-
MU peHMHa UCMOJb30BaTh He cienyeT (A).

— Huruonroper AII® wim BPA B MakcuMaibHO Tepe-
HOCHMOM 03¢ MOKa3aHbl 15 JICUEHUs apTepUaJbHOro AaB-
JIEHUSI, SIBJISIIOTCS TpertapaTaMy TIepBOI JIMHWUU JUTS JICUCHUST
TUTIEPTEH3WU Y OOJIbHBIX C CaXapHbBIM IMa0€TOM 1 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 MOYM K KpeaTuHUHY > 300 Mr/T KpeaTuHu-
Ha (A) nmu 30—299 mr/t kpeatununa (b). Ecniu oqun xiacc
TIPErapaToB He MIEPEHOCUTCS, OH JOJIKEH ObITh 3aMEHEH JIpY-
rum (B).

— ¥ nanueHToB, KOTOPBIE TTOJIy4aloT JJeueHue MHIMOUTO-
pamu AII®, GiokaTopaMy pelieNITOPOB aHTMOTEH3MHA WJIN
JIypeTUKaMu, He0OXOIMMO MOHUTOPUPOBATh YPOBEHb Kpe-
aTMHWHA CbIBOPOTKU MU pacueTHyto CK® 1 cbIBOPOTOUHBII
YPOBEHb KaJjius 1o KpaliHeilt mepe exeroaHo (B).

— [lanueHTaM ¢ rumepTeH3ueil, KOTOpble He OTBEYaloT
KPUTEpHUsIM 11eJIEBOTO apTePUAIIbHOTO JaBJIEHUS] TIPU UC-

with diabetes and urinary albumin-to-creatinine
ratio > 300 mg/g creatinine A or 30—299 mg/g cre-
atinine B. If one class is not tolerated, the other
should be substituted (B).

— For patients treated with an ACE inhibitor,
angiotensin receptor blocker, or diuretic, serum
creatinine/estimated glomerular filtration rate and
serum potassium levels should be monitored at
least annually (B).

— Patients with hypertension who are not
meeting blood pressure targets on three classes of
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MOJIb30BAaHUM TPeX KJIACCOB aHTUTUIIEPTEH3MBHBIX IIperia-
paToB (BKJTIOUast AUYPETHK), CICAYET PACCMOTPETh TePATIHIO
AHTAarOHNUCTOM MUHEPATKOPTUKOUIHBIX perenTopos (B).

KOHTpOAb AUMUAOB

H3meHenne odpa3a xKu3Hu

Pexomenoayuu

— [lanueHTtam ¢ nuabeToM ISl YaydIleHUs] JTUMTUAHOTO
npoduisi peKOMEHAYeTcsl U3MeHeHre obpasa XU3HU, cho-
KYCUPOBAaHHOE Ha CHMXXEHMM MacChl Tejia (€CJIM IMoKa3aHo),
MOTPeOJeHUU HACBIIEHHBIX XXUPOB, TPAHCXKUPOB U X0JIecTe-
pUHA, YBEJIMYCHUN OMera-3 KUPHBIX KUCJIOT, BI3KUX BOJIO-
KOH Y paCTUTEIbHBIX CTAHOJIOB/CTEPOJIOB; & TAKXKE IMOBBIIIIC-
HUM (PU3NIECKOM aKTUBHOCTH (A).

— MWnuTeHCcUbUIMpYiiTe M3MeHEeHWe o0Opa3a XW3HU U
ONTUMU3UPYUTE TIUKEMUIECKUN KOHTPOJIb y TAIMEHTOB
C TIOBBIIIEHHBIMU YPOBHSIMU TPUTIUIEPUAOB (> 150 mr/mn
(1,7 mmonb/n)) n/unmm vHuzkum XC JITIBIT (< 40 mr/mn
(1,0 mmonb/m)) mnst myxkurH, < 50 mr/mr (1,3 MMOJIb/JT) s
xxeHuH) (C).

Tekymas Tepanusi U MOHUTOPHUHT 32 JUMUIAHON MAHETbIO

Pexomenoayuu

— ¥V B3pOC/bIX, HE IPUHUMAIOIIUX CTATUHBI WU IPYTYIO
JIMMTMAOCHUKAIOIIYIO Tepaluio, LeJecoo0pa3HO ucCaenao-
BaTh JUMUAHBINA MPOGhUIb, €CIM 3TO MOKa3aHO, MPH IToCcTa-
HOBKE IMarHo3a auadeTa M KaXIble 5 JIET B MOCTCAYIOIIEM,
ecu Bo3pact oobciemyemoro a0 40 net, wau yamie (E).

— HWccenenyitte munuoHBIA MpoduIb IIpU Ha3HAYCHUU
CTAaTUHOB WX IPYTOU Teparuu, CHUKAIOIEH YPOBEHb JINTIN -
IIoB, uepe3 4—12 Hemeb TTOCIe Havala WK N3MEHEHUS O3Bl
U €XErofgHO TOCJe 3TOrO, MOCKOJbKY 3TO MOXET IMOMOYb
KOHTPOJIMPOBATh PEAKIINIO Ha TePaInIio U OLIEHUTH TIPUBEP-
JKeHHOCTb K Hell (E).

Jleyenne craTuHaMm

Pexomendavyuu

— JI1s1 MallMeHTOB BCEX BO3PACTOB C TMA0ETOM U aTepo-
CKJIEPOTUYECKUM CEPICYHO-COCYIUCThIM 3abojieBaHUEM K
Tepanuu oopas3a X1U3HU CIeayeT 100aBUTh BHICOKOMHTEHCUB-
HYIO CTaTUHOBYIO Tepamnuio (A).

— Jlng manmeHTOB ¢ AuadbeToM B Bo3pacTte 1o 40 jieT ¢ 1o-
MOJHUTEIbHBIMU aTEPOCKIIEPOTUYECKUMU (paKTOpaMU pUCKa
CepAeYHO-COCYAUCThIX 3a00JIeBaHUI CIIEAYeT PacCMOTPEThb
BO3MOXHOCTh Ha3HAYEHMSI CTATUHOTEPAIIUY YMEPEHHO-BbI-
COKOI MHTEHCUBHOCTH OMHOBPEMEHHO C M3MEHEHHNEM 00pa-
3a xu3HU (C).

— [ManmenTaM ¢ muabeToM B Bo3pacte 40—75 (A) 1 crapie
75 net (B) 6e3 aTepOoCKIIEpOTUYECKUX CEPACYHO-COCYANCThIX
3a00JIeBaHUIT PACCMOTPUTE BO3MOXKHOCTH WCITOJIB30BaHUS
CTaTUHOTEPATUY YMEPEHHON MHTEHCUBHOCTHU B IOTIOJTHEHUE
K U3MEHEHMIO 00pa3a XXU3HMU.

— B ximHMYecKo# IpakKTUKe WHTCHCUBHOCTH TEpaITvi
CTaTWUHAMM PETYIMPYeTCs Ha OCHOBE WHIWBUIYAJTHLHOTO OT-
BeTa MallleHTa Ha JIEKapCTBEHHbIE CPEACTBa (HarpuMep, 1mo-
60uyHBle 3(HEKTHI, MEPEHOCUMOCTh, YPOBHM XOJIECTEpUHA
JITHIT unu npouent cHuxenus JITTHIT npu Tepanuu cra-
TUHaMHU). 7151 TallMeHTOB, KOTOPhIe He TIEPEHOCHT MPEAIo-
JlaraeMyl0 MHTEHCUBHOCTb CTaTMHA, CJICAYeT MCIIOJIb30BaTh
MaKCHMaJIbHO JOITyCTUMYIO 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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— JInig manueHToB ¢ 11abeTOM U aTepOCKIEPOTUUECKUM
CEepAEYHO-COCYAUCTBIM 3a00JIEBAHUEM, €CJIU XOJECTEPUH
JITTHIT cocraBnsier > 70 Mr/mu1 mpy MaKCUMaJIbHO JIOITYCTU-
MO J103€ CTaATUHOB, PACCMOTPUTE BO3MOXKXHOCTD JT00ABICHUS
nonoauutenbHou JITTHIT-cHuxaromeii Tepanuu (Takoi Kak
93eTuMu0 win uaruoutop PCSK9) nocie onieHKM moTeHI-
ajia TaJIbHENIIero CHUXKEHUST pUCKa Pa3BUTHS aTEPOCKIIEPO-
TUYECKUX CEPAEYHO-COCYIUCTBIX 3a00J€BaHUI, MOOOYHBIX
3¢ dekToB, cneuudUIHbIX 115 JIeKapCcTB, U MPeanoyTeHUs
MalMEHTOB. D3eTUMUO MOXET ObITh MPEATOYTUTETBHBIM U3-
3a 0osiee HU3KOM CTOUMOCTH (A).

— JleueHue ctaTUHaM¥ MPOTUBOIOKA3aHO MPU OepeMeH-
HocTH (B).

— V nanuuMeHToB ¢ YPOBHEM TPUIIMIEPUIOB HATOIIAK
> 500 mr/mn (5,7 MMOJIb/T) OLIEHUTE BTOPUYHBIC TTPUIMHBI
TUTIEPTPUTIUTIEPUAEMUN U PACCMOTPUTE MEAUIIUHCKYIO Te-
panwuio Juisi cHuXeHus pucka nankpearura (C).

— Komb6unupoBanHas tepanusi (cratuH/(pubdpar), Kak
OBUIO MOKA3aHO, HE YJIy4lllaeT pe3yJbTaTbl aTePOCKIECPOTHU-
YECKUX CEPIeYHO-COCYAMCTHIX 3a00JIeBaHUI 1, KaK TpaBU-
Jlo, He peKkoMeHayeTcs (A).

— KombOuHMpoBaHHas Tepanusl (CTaTWH/HUALIMH) HE
OKa3bIBACT NIOMOJHUTEIBHOTO MO3UTUBHOIO CEPIEYHO-CO-
cynuctoro 3¢g@eKra B CpaBHEHUU C Tepamnueil CTaTMHAMU,
MOXET YBEJIMYUTh PUCK PA3BUTUSI MHCYJIbTA C TOTIOJTHUTEIb-
HBIMU TTOOOYHBIMU 3(pdeKTaMu M, Kak MPaBUIO, HE PEKO-
meHayeTcs (A).

AHTHUTPOMOOIUTAPHBIE MPENAPATHI

Pexomenoayuu

— WcnomnbayiiTe Tepanuio aciupuHoM (75—162 mMr/cyT) B
KauyeCcTBE BTOPUYHOM CTpaTerny MpopWIAKTUKA Y TTallieH-
TOB, CTPANAIONINX CaXapHbIM I1abETOM M UMEIOIINX aHaAM-
HE3 aTepOCKIIEPOTUIECKUX CEPAeYHO-COCYAMCTHIX 3aboie-
BaHUli (A).

— JIn1s1 TallMeHTOB € aTePOCKIIEPOTUYECKIMM CEPIECIHO-
COCYIMCTBIMM 3a00JIeBAHUSIMU U IOKYMEHTAJIBHO TIOATBEPXK-
JIEHHOI1 ajlJIepryeli Ha aCIIMPYH CJIEAYeT UCIIOJIb30BaTh KJIO-
mmaaorpens (75 mr/cyt) (B).

— J1BoliHast aHTUTpOMOOIIMTapHas Teparus (H1U3Kas 103a
acniupuHa u uaruourop P2Y12) asnsetcs Lenecoodbpa3Hoii B
TE€YEHUE rojia Mocje OCTPOro KOpoHapHOro cuHapoma (A) u
MOXET UMETh ITPEUMYIIECTBa Mocje 3Toro nepuona (B).

— PaccmarpuBaiite Tepanuio aciupuHoM (75—162 Mr/cyT)
B KayeCTBE MEePBUYHOI MPOMUIAKTUKY Y MALIMEHTOB C Aua-
6eToM 1-TO MM 2-TO TWUMA W MOBBIIICHHBIM CEPAEYHO-CO-
CYIUCTBIM PUCKOM. DTO Ha3HAYEHUE PEKOMEHIYeTCsl 6OJIb-
IMAHCTBY MYXYWH W XEHIIWH B Bo3pacte crapiie 50 Jer,
UMEIONINX 1O KpaliHel Mepe OfINH U3 JOTIOJIHUTEJIbHBIX OC-
HOBHBIX (DaKTOPOB pHcKa (CEMEWHBbIi aHaMHe3 CepAeYHO-
COCYIMCTBIX 3a00JIeBaHUI, TUTEPTEH3US, AUCIUUACMUSI,
KypeHUE WIN aTb,OYMUHYPHS ) ¥ He MMEIOIINX TTOBBIIIEHHOTO
pucka kpoBoteueHwmit (C).

KopoHapHast 6oAe3Hb cepALa

Pexomenoayuu

CKpuHMHT

— VY 06ecCUMMITOMHBIX MALMEHTOB PYTUHHBIA CKPUHWHT
JUTST BBISIBJIEHUST MIIIEMIYECKOI 00JIe3HU ceplilia He peKOMEH-
JIyeTcsl, TaK Kak OH He YJIy4IlIaeT pe3yJbTaThl JeUeHH sl Mpu

— 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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YCIIOBUM ITPOBOIMMOIL Tepanuu (DaKTOPOB PUCKa aTePOCKIIe-
POTUYECKMX CEPACUYHO-COCYAUCTHIX 3a001eBaHMii (A).

— PaccmarpuBaiiTe HEOOXOIUMOCTD UCCIIEIOBAHUI TTPU
00JIe3HN KOPOHAPHBEIX apTepril TP HaAJIMYWU JIFOOOTO W3
CIICAYIOIINX IIPU3HAKOB: aTWITMYHBIC KapIWaJlbHBIC CHM-
NTOMBI (HaIlpuMep, HeoOBbSICHUMAs OIBIIIKA, TUCKOMGBOPT
B TPYOHOU KJIETKE); IPU3HAKM WU CUMIITOMBI, CBSI3aHHBIC
C COCYIMCTHIMU OOJIC3HSIMH, B TOM YHMCJIC COHHBIX apTepuii;
TPaH3UTOPHBIC UIIEMUICCKIE aTaKW; MHCYIBTHI; TTIepeMeKa-
FOIIAsICST XpOMOTA MU 00JIE3HU TTepudepruIecKUX apTepuii;
n3MmeHeHus Ha DKI (Hanpumep, Q-3yo110B) (E).

Jleuenue

— ¥V mamueHTOB ¢ M3BECTHBIM aTePOCKICPOTUYECKUM
CepACYHO-COCYAUCTHIM 3a00J1€BaHUEM PACCMOTPHUTE IpUMeE-
HeHue nHruouropa AIT® wim teparmuu BPA ¢ 1iep10 yMeHb-
LLIEHUS PUCKa CEPACYHO-COCYAUCTBIX COObITUI (B).

— Y nmauMeHTOB ¢ paHee IEepeHECEHHbIM MH(papKTOM
MMOKap/a MprueM B-0JI0KaTOPOB CIIEAYET MPOIOJIKATh B Te-
YyeHUe He MeHee 2 JIeT MocJie epeHeceHHOro coobiTus (B).

— MeThopMUH MOXET ObITh UCTTIOJIL30BaH Yy MAlIMEHTOB C
CJl 2-To THMa ¥ CTAaOMJIBHOM CepIeUYHO HEeIOCTaTOTHOCTHIO
(XCH), ecniu pacuetnass CK® > 30 myi/MUH, OHAKO €0 Ha-
3HAUCHUS CJIeAyeT M30eraTh Y HeCTaOWIBHBIX I TOCTINTA-
Jnu3upoBaHHBIX 00J1bHBIX ¢ XCH (B).

— ¥V manuueHToB ¢ 1MabeToM 2-T0 TUIa U YCTaHOBJIEHHBIM
aTePOCKJIEPOTUUECKUM CEPACYHO-COCYIUCTHIM 3a00IeBAHUEM
AHTUTUTIEPIJIMKEMUYecKasl Teparus JOoJDKHA HAaYMHAThCS C
yrpaBjieHus 00pa3oM XU3HU U METHOPMHUHA, a 3aTEM BKITIO-
yaTh Mpernapar, J0Ka3aBIInii cBOIO 3(PHEKTUBHOCTD 1T CHU-
JKEHUSI CePbe3HBIX HEOIAroMmpusTHBIX CepAeYHO-COCYINCTHIX
COOBITUI M CepIeIHO-COCYUCTON CMEPTHOCTH (B HACTOSIIIEE
BpeMsI — SMMArTn(IIO3WH 1 INPATIYTHL), TTOCIe aHAIN3a eTO
JIGKAPCTBECHHBIX CBOMCTB M (DaKTOPOB MmamueHTa (Tadi. 8.1)
(A).

— ¥V nmauyeHToB ¢ AMabeToOM 2-ro TUMa U YCTaHOBJIEHHBIM
aTEePOCKJICPOTUYECKUM CEPACYHO-COCYAUCTHIM 3a00IeBaHU -
eM rnocJjie MoauduKau obpasza KM3HU 1 Ha3HAYEHUS MET-
¢opMuUHa aHTUTUIIepIIIMKeMUUecKuit mpemnapat canagliflozin
(kaHarmmu@IIo3MH) MOXHO paccMaTpUBaTh IJIST YMEHbBIIEHUST
CEPBbE3HBIX HEOJIATOTIPUSITHBIX CEePACYHO-COCYAUCTHIX CO-
OBITHIA C yU4eTOM crielruduIecKux JJis JeKapcTBa CBOMCTB 1
dakropos nauueHTa (tadm. 8.1) (C).

10. MNKPOBACKYASIPHbIE OCAOXXHEHUS
n yXoaA 3d Horamum
Avabetnyeckass 6oAe3Hb Moyek

Pexomenoayuu

CKpHUHHHT

— Ilo kpaliHeit Mepe pa3 B rojl BLITIOJHSINTE aHAJIU3 3KC-
Kpeluu albOyMUHA ¢ MOYOi (HampuMep, COOTHOIIICHUE aJlb-
OyMUH/KpeaTUHUH MOYM) 1 IIPOBOJUTE pacUeT CKOPOCTH KITy-
OOUYKOBOW (PUJIbTpALIMU Y TTALMEHTOB ¢ AuabeToM 1-ro Tuma
JUTUTEJIBHOCTBIO > 5 JIET U y BCeX OOJIbHBIX TMa0ETOM 2-TO TUTIA,
a TaKKe y MallMeHTOB C COITYTCTBYIOIICH rutiepreH3ueii (B).

Jleuenue
— ONTUMM3BUPYITE KOHTPOJIb ITFOKO3bI IJIS1 CHUXKEHUS PU -
CKa IIPOorpecCupoOBaHNS AUA0ETUUECKOM 00JIe3HM 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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— Ontumusupyiite KOHTpoJab Al 1 CHUXXEHUS pucKa
WIM 3aMeJJICHUS TIPOrpecCUpoBaHus 1rabeTuIecKoi 6oes-
HU 1ouek (A).

— Jlng moneii ¢ 1oauaM3HON 1uadbeTHUIecKoi 00JIe3HbIO
MOYEK TUeTUYECKOoe TTOTpedieHne OesIKa TOJKHO COCTAaBIISITh
0,8 T/KT MaccHl Tesia B IeHb (peKOMEHIyeMasl CYyTOUHas 103a).
Y MmanueHToB, HaXOASIIMXCS Ha Auaiu3e, JOJDKHBI paccMa-
TPUBATHCS OOJiee BHICOKME YPOBHU TMOTPEOICHUST TUETHIE-
ckoro 6enka (A).

— HWnaruburtoper AII® umu BPA pekomeHmyroTes st
JIeueHUsI HeOepeMEeHHBIX MAlIMEHTOB ¢ I1Ma0eTOM 1 YMEpeH-
HO MOBBIIIEHHO! anbOoymunypueit (30—299 mr/24 4) (B) u
HACTOSITEJIbHO PEKOMEHYIOTCS JUISI TIAIMEHTOB, MMEIOIINX
YPOBEHb IKCKPELUU albOyMuHa ¢ Modoii > 300 Mr/24 4 wimn
pacuetHyio CK® < 60 mui/mMun/1,73 M2 (A).

— Ilpu ucnons3oBanumn nHrHOUTOpOoB AII®, BPA wim
JTUYPETUKOB CJIEMyeT MEePUOINIECKN KOHTPOJIMUPOBATh ypO-
BEHb KpeaTMHWHA U KaJIMSI ChIBOPOTKM KPOBM JIJISI YCTAaHOB-
JIEHWST TIOBBIIIIEHUSI KpeaTMHUHA WA M3MEHEHUsST KOHIIEH-
Tpaunu kanus (B).

— JIJ1s1 OLIEHKM OTBETa Ha JICUCHNE U IMPOTPECCUPOBAHUS
NMa0eTUUECKON OO0JI€3HU TOYEK 1IeJecOo00pa3eH MOCTOSH-

— 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-

Ta6smya 10.1. Ctagum XBI1 n cooTBeTCTBYIOLWasA HanpaBJIeHHOCTb JIeYeHUs1, CBI3aHHOro ¢ novykamu, ADA 2018

Crapumn XbIn DoKyC NnevyeHuns, CB3aHHOro ¢ No4YKkamu
Crapusa pCK®D Joka3a- AwnarHocTtu- OueHka n OueHka n MoproToBka
(ma/MmuH/ TenbcTBa Ka NpU4uHbI neyeHue cak- | nevyeHue Ansa 3ave-
1,73 m?) noBpexae- | MOBPEXAEHUA | TOPOB PUCKA | OCJIOXHEe- | CTUTENIbHOMN
HUS NoYek no4ek passutus XbIM | Hun XBI1 noYe4Hou
Tepanum
HvKaknx KnuHu- > 60 -
Yyeckunx gokasa-
TenbcTB XBI1
1-q >90 + v v
2-q 60-89 + v v
3-9 30-59 + v v v
4-5 15-29 + v v v
5-q <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 fzzeﬁ: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 v
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

MepuvumnHcKas 1 nabopaTopHas oLeHKa

[NoBbILWEHHOE KPOBAHOE AaBneHme

KpoBsHoe faBneHue, Bec

O6bemMHas neperpyska

AHaMHe3, n3nyeckuii OCMoTp, BEC

3J'IeKTpOJ'IVITHbIe aHoMannun

3J'IeKTpOJ'IVITbI CbIBOPOTKMN

MeTtabonuyecknin aungo3

aﬂeKTpOJ'IVITbI CbIBOPOTKMN

AHemMus

feMOrno6uH: oLeHKa cTaTtyca xeneaa, eciim Heo6xoauMo

MeTabonunyeckasi 601e3Hb KOCTEN

CbIBOpPOTOYHbIN Kanbumii, dpocdop, MTI, BuTamumH

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

HBII MOHUTOPHWHT COOTHOIIECHUS AJTbOYMUH/KPEATUHUH Y
MaIMEHTOB C AJILOYMUHYPUEN, ITOTyJaroIInX JeueHe NHT Y-
ouropom AII® unu BPA (E).

— UATI® wim BPA He pekoMeHAYIOTCS TSl TIEpBUYHOM
NpOoMWIAKTUKY AUa0eTUYECKOW O0JIE3HU MOYEK Y MalueH-
TOB C CaxapHBIM IUa0eTOM, KOTOpPbIE MMEIOT HOPMAaJbHOE
apTepuagbHOE aBJIeHNE, HOPMaJbHOE COOTHOIICHUE aTb0y-
muH/KpeatnHuH (< 30 Mr/r) 1 HOpMaIbHYI0 CKOPOCTh KITy-
60ukoBoii ¢punbrpanuu (B).

— Korma ckopocTh KITy0OYKOBOI (DUIIBTpaIlM COCTABIISI-
eT < 60 mu1/MuH/1,73 M?, OLIECHUBaiTe 1 YIIPaBJISATE BO3MOX-
HbIMU ociioxxHeHussMu XBIT (E).

— [MTanMeHThI NOJKHBI OBITh HAITPABJIEHBI JI5T OLIEHKH HE-
00XOJIMMOCTH Havajia IIOYeYHOM 3aMEeCTUTEIbHOM Tepariu,
€CJI Y HUX pacyeTHasi CKOPOCTh KIIyOOUKOBOW (DUIbTpAllUU
<30 ma/mun/1,73 M2 (A).

— HeszamepurenbHo obOpailiaiiTech K Bpauy, UMEIOLIEMY
OTIBIT B JIEYEHUM 3a00JIEBAHU MTOYEK, TIPU HEOIPeIeJIeHHO-
CTHU B 3TUOJIOTUY 3200JI€BaHUSI TTOUEK, MOSIBJICHUM CJIOXHBIX
BOIIPOCOB BEJICHUS TAKUX MAIMEHTOB WJIK OBICTPO Mporpec-
cupyloleit 6one3Hu mouex (B).

12. Aet U NoAPOCTKU
AnKeMuyeckunii KOHTPOAb

Pexomendayus

— Heneoit ypoBenb HbAlc < 7,5 % (58 MMoOJIb/71) peko-
MEHIyeTCs JJIs1 AeTel Bcex Bo3pacTHhIX rpyni (E).
Koppekuns cepAe4YHO-COCYANCTbIX PAKTOPOB PUCKA

l'unepren3us

Pexomenoayuu

CKpuHMHT

— AprepualbHOE JaBJICHUE CICAYEeT U3MEPSATh MIPU KaxK-
JIOM OuYepeaHOM Bu3HUTE. JleTH C 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
HA > 90-ro mepLeHTUIS Mo BO3pacTy, MOJy U POCTY) WU
runepreHsuei (CAI wiu JAJl > 95-ro nepueHTWIS 1Mo BO3-
pacty, ToJly M POCTY) AOJDKHBI TTOJIyYUTh MOATBEPKIACHUE
3TUX 3HAUYCHUI apTepPUAIBLHOTO JaBJICHMS B TCUCHHUE TPEX OT-
JeNbHBIX THEH (B).

Jleuenue

— HauanpHoe ieueHre BBICOKOTO HOPMAaJIBHOTO apTepr-
anpHOro maBiaeHusa (CAJ wim JA/l moctossHHO > 90-T0 TIep-
LIEHTWIS UIST JaHHOTO BO3pacTa, 1oJjia U pocTa) BKIIOUYAeT B
celsl TMeTUYSCKME MEPOIIPUSATUSI U (DU3UUYECKUE YIIPaKHE-
HUsI, HallpaBJIEHHbIE HA KOHTPOJIb MAcChl Tejla U yBeIude-
HUe (PU3UYECKOI aKTUBHOCTU, €CIM 3TO Heobxoaumo. Eciu
1IeJIeBOE apTepUaibHOE JaBJIeHUe HEe TOCTUTHYTO B TeUCHUE
3—6 MecsleB IMOCIe TaKUX M3MEHEHUI B 00pa3e KM3HW,
JIOJIKHO OBITh PACCMOTPEHO Ha3HAUYCHUE MEAUKAMEHTO3HO-
ro jeueHus (E).

— B nonosiHeHUe K MoauUKALIUU CTUIST KU3HU HEO00-
XOIMMOCTh METMKaMEeHTO3HOTO JieueHust ruriepteH3uun (CAJL
i JAL TTOCTOSTHHO > 95-T0 TIepLIeHTUIIS IUTST JTAaHHOTO BO3-
pacra, moJjla ¥ pocTa) CJelyeT paccMaTpuBaTh, KaK TOJIHKO
runepTeH3us noareepxaecHa (E).

— HWuruburopsr AII® wunm OGIOKATOPBI PELENTOPOB
aHTMOTEH3MHA MOTYT pacCMaTPUBAThCS IS JICUCHUS TTOBHI-
meHHoro (> 30 Mr/r) cOOTHOIIEHUSI aTbOYMMH/KpeaTUHUH
(B) u runieprensuu (E) y aeTeit 1 mOAPOCTKOB ITOCTIE PEIIPO-
MYKTUBHOTO KOHCYJIbTUPOBAaHUS U BHeApeHUsT 3(PPekTuB-
HOTO KOHTPOJISI Hal POXIAeMOCTbIO M3-3a MOTEHIUATIbHBIX
TepaTOreHHbIX 3¢ eKTOB 000X KiaaccoB npernapatos (E).

— Ilenp JsleyeHUs 3aKIOYAETCsl B JOCTHXKEHUU apTepu-
ajgpHOro gapiieHus < 90-ro MepLEeHTUIS MO BO3pacTy, MOIy

u pocrty (E).

JduciunuaeMus

Pexomendayuu

TecTupoBanmne

— Wccenenyiite TOWAKOBBIN TAMUAHBINA MTPOGWIb y AeTeH
B Bo3pacTte > 10 JIleT mocie moCTaHOBKY AUarHO3a HOPMaJu-
3alMU TIMKeMun. Ecii oH He Ha ypoBHE HOPMBI, IIOBTOPUTE
JIMNUAIHBIN ipodwib Hatomak (E).

— Ecau nunuasl oTIMyaoTcs OT HOPMBI, 1ieJiecoodpas-
HO MPOBOIUTH €XKETOAHbBII MOHUTOPUHT MX 3HaUeHU . Eciu
3HaueHus xosnecrtepuHa JIITHIT B mpenenax ypoBHel mpu-
HuMmaemoro pucka (< 100 mr/mr (2,6 MMOJIb/JT)), TATTUIHBII
podub Lejiecoodpa3Ho MOBTOPSATh Kaxable 5 et (E).

Jleyenue

— HavanbHast Tepanust 1OJLKHA COCTOSIT M3 ONTUMMU3a-
LI KOHTPOJIST TIIMKEMUUW W TIPUMEHEHUST 2-TO IIara JUEThI
AmepukaHckoi accormaiu cepana (AHA), HanpaBieHHON
Ha YMEHBIIEHNE KOJIMYECTBA HACKHIIIICHHBIX KPOB B paIlo-
He (B).

— Hasnauenue cratuHa 1enecoodpa3Ho mocie 10-yeT-
HETro BO3pacTa TeM IallMeHTaM, KOTOpPbIC, IPUMCHSS OU-
eTy WU M3MEHUB 00pa3 XM3HU, MMEIOT YPOBEHb XOJeCTe-
puna JIITHIT > 160 mr/ma (4,1 MMosb/n) win > 130 mr/mn
(3,4 MMOJIBb/J1) M OAWH UJIK OOJIee PUCKOB CePASYHO-COCYIM -
CTBIX 3200JIeBaHUI, TTOCJIE PEIPOAYKTUBHOI'O KOHCYIBTUPO-

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 > 90" 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 93 (GEKTUBHOTO KOHTPOJISI Hall poXaa-
€MOCTbIO M3-3a TOTEHIIMAIbHBIX TePaTOTeHHbIX 3(DPEKTOB
cratuHOB (B).

— Llesb Tepanmuu COCTOUT B IOCTVKEHUY 3HAUCHUSI XOJIe-
crepuna JITTHIT < 100 mr/an (2,6 mmonb/n) (E).

MukpococyAnNCTbIe OCAOXKHEHUS

Hedponatusa

Pexomenoayuu

CKpUHMHT

— EXeroaHplil CKpUHMHT aJIbOYMUHYPUU CO CIIy4ailHbIM
BBIOOPOYHBIM aHAJIM30M MOYH JIJISI OTIPEAe/ICHUsI COOTHOIIIEe-
HUS aJIbOYMUH/KPEaTMHUH JOJIKEH IPOBOIUTHCS B MEPUOT
IIOJIOBOTO CO3pPEBaHMsI, WM B Bo3pacte > 10 JieT, win paHee
Mpy JJIUTEABHOCTU 3a00eBaHusI AuadeTom doiee 5 et (B).

Jleuenue

— Tlpu MOCTOSIHHO TIOBBIIIEHHOM COOTHOIIEHWM ajlb-
oymuH/kpeatuHud (> 30 Mr/T), 3aJ0KyMEHTHPOBAHHOM
10 MEHBIIIEH Mepe B ABYX U3 Tpex 00pa3iioB MOYH, CIIEIYeT
paccMoTpeTh JiedeHue nHruoutopom AII® umu BPA u tu-
TPOBAaTh 03y IS MOMACPXKAHUS apTepPUaTbHOTO TABICHUS
B IIpezesiax HOPMBI, COOTBETCTBYIOIIEH Bo3pacTy. OOpasiibl
MOYU JOJDKHBI OBITh IIOJIy4EHBI B TeUeHUE 6-MECSIUHOro UH-
TepBaJia IOCJE IMOMBITOK YIYYIIUTh TIMKEMHYECKUN KOH-
TPOJIb U HOPMAJIM30BaTh apTepuaabHoe nasieHue (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). M

lepeBopa: npodp. . UsaHoB, K.m.H. M. UBaHOBa
Hay4Hbiti KOHCYnbTaHT: 4.M.H. J1. Cokonosa M
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