


SIGN 154: 

Pharmacological management of 

glycaemic control in people with 

type 2 diabetes: 

a national clinical guideline 
 

 

 

Professor John Petrie 
University of Glasgow 

Stobhill Diabetes Centre 

Glasgow Royal Infirmary 

 

 

 

 

2nd February 2018 

7 



Disclosures 

 Grants/Research Support: 

– JDRF; Sanofi, Boehringer and Janssen 

 Non-financial support:  

– Merck KGaA, Germany and Itamar Medical, Israel  

 Speakers Bureau/Honoraria/Travel/ Meeting 

support: 

– Janssen, Lilly, Novo Nordisk, Pfizer 

 Consulting Fees:  

– Novo Nordisk, Quintiles, ACI Clinical 

 

 



SIGN Diabetes Guidelines 

1996-7 



SIGN and diabetes: 2001 to 2010 



Systematic review of T2D guidelines  



15th May 2012 

Correspondence 



 Ongoing epidemic of type 2 

diabetes 

 Significant volume of new 

evidence 

 A new drug class: SGLT2 

inhibitors 

 Commissioned by Scottish 

Government to support a 

revised Scottish Diabetes 

Prescribing Strategy 

 

Why an update now? 





SIGN 154 (2017) 

 = Chapter 6 of SIGN 116 

revised as a new stand 

alone guideline 

 Replaces previous 

Chapter 6 

 Other chapters remain: 

– lifestyle management, 

psychosocial factors, 

type 1 diabetes, 

pregnancy, 

cardiovascular, 

kidney, renal, foot 



Who? 



 First meeting: 27th September 2016 

 First consultation: June 2017 

 Second consultation (algorithm): August 2017 

 Publication date: 29th November 2017 

Timetable 



Aims 

 Optimal targets for glucose control for the 

prevention of microvascular and macrovascular 

complications (unchanged from SIGN 116) 

 Risks and benefits of the principal therapeutic 

classes of glucose-lowering agents and insulins 

currently available (updated from SIGN 116)  

 Updated algorithm to guide choice of first-, second- 

and third-line glucose-lowering agent, incorporating 

the summarised evidence and the clinical 

experience of the guideline development group 



Evidence from . . . (rapid update) 

 SIGN 116 

 Systematic reviews and meta-analyses from the 

Agency of Healthcare Research and Quality (2016)  

 Evidence summaries from National Institute for Health 

and Care Excellence (NICE) clinical guideline on type 2 

diabetes in adults (2015) 

 New SIGN searches for primary literature carried out to 

update these sources to November 2016  

 Cardiovascular outcome trials published during the 

development period (to September 2017). 

 



Main changes . . .  



Metformin and sulphonylureas 

 Metformin first line oral treatment:  

– no restriction to those who are overweight 

 Sulphonylureas if metformin contraindicated 

or not tolerated: 

– no restriction to those who are “not 

overweight”  

 



Metformin and sulphonylureas 

 Algorithm emphasises direct pathway to insulin if severe 

osmotic symptoms with weight loss 



Pioglitazone and DPP-4 inhibitors 

 Pioglitazone: 

– risk of fracture not restricted to women 

 DPP-4 inhibitors:  

– cardiovascular safety studies summarised 

but no substantive change in 

recommendations 

 

 



Acarbose and meglitinides 

 Removed 

 



c. 1835 c. 2012 

Sodium-GLucose co-Transporter-2 inhibitors 



EMPA-REG 



SGLT-2 inhibitors: new 2017 

 “SGLT-2 inhibitors should be considered as 

add-on therapy to metformin in people with 

type 2 diabetes” 

 “In individuals with type 2 diabetes and 

established CVD, SGLT-2 inhibitors with 

proven CV benefit (currently empagliflozin 

and canagliflozin) should be considered” 



LEADER trial 

The primary composite outcome in the time-to-event analysis was the first occurrence of death from cardiovascular causes, non-fatal 

myocardial infarction, or non-fatal stroke. The cumulative incidences were estimated with the use of the Kaplan–Meier method, and the 

hazard ratios with the use of the Cox proportional-hazard regression model. The data analyses are truncated at 54 months, because less 

than 10% of the patients had an observation time beyond 54 months. CI: confidence interval; CV: cardiovascular; HR: hazard ratio. 

Presented at the American Diabetes Association 76th Scientific Sessions, Session 3-CT-SY24. June 13 2016, New Orleans, LA, USA.  



GLP-1 agonists 

 “GLP-1 receptor agonist therapy should be 

considered as an alternative to treatment with 

insulin in people for whom treatment 

with combinations of oral agents has been 

inadequate, and treatment with insulin would 

otherwise be the next option” 

 “In individuals with type 2 diabetes and 

established CVD, GLP-1 agonists with proven CV 

benefit (currently liraglutide) should be considered” 

 Caveat for diabetes duration  > 10 years removed 

 



Insulin 

 When basal insulin initiated, continue 

metformin 

– consider stopping or reducing 

sulphonylurea 

 



Provision of information 

 Basal analogues may be appropriate for:  

– recurrent episodes of symptomatic or nocturnal 

hypoglycaemia 

– those who do occupational driving, work with heavy 

machinery, work at heights, care for young or otherwise 

vulnerable individuals  

– those who need assistance from a carer or healthcare 

professional to inject insulin 

– those who would otherwise need twice-daily NPH 

insulin injections.  

 





Thank you! 


