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Do We Need Another Guideline  
on Managing Type 2 Diabetes in India?

Why do we need guidelines? 
According to World Health Organization, a guide-

line is “systematically developed statements to assist 
practitioners and patients in making decisions about 
appropriate health care for specific circumstances” [1]. 
Clinical practice guidelines are fundamental in improv-
ing patient outcomes and reducing healthcare costs 
by helping clinicians make the best evidence-based 
decisions for their patients. Numerous pieces of evi-
dence suggest a reduction in practice discrepancy and 
a release of the tension between healthcare cost and 
quality using clinical practice guidelines [2]. Therefore, 
guidelines have an important place in evidence-based 
clinical practice. Type 2 diabetes (T2D) is a heteroge-
neous disease with varying clinical profiles, and gen-
eral practitioners in India manage many T2D patients.  
A systematic guideline based on evidence can help to 
aid cost-effective, safe, and evidence-based treatment 
for people with T2D. Therefore, a clinical guideline on 
the management of newly diagnosed adults with T2D 
by the Association of Clinical Endocrinologists of India 
(ACE) is a welcome step [3]. 

Current guidelines for managing T2D  
in Asian Indian

There are two major clinical practice guidelines or 
recommendations used in India that provide clinicians 
some guidance on managing T2D among Asian Indians; 

a) ICMR (Indian Council for Medical Research) guide-
lines [4] that were published in 2018, and RSSDI-ESI 
(Research Society for the Study of Diabetes in India-
Endocrine Society of India) Clinical Practice Recom-
mendations published in 2020 which was updated in 
2022 by RSSDI [5, 6]. The ICMR recommendations are 
an easy systematic approach to screening, diagnos-
ing, and managing T2D in India. However, the ICMR 
recommendation lacks citations or references for each 
recommendation [4]. On the other hand, RSSDI is  
a comprehensive recommendation on screening, di-
agnosis, and management of T2D for Asian Indians, 
and recommendations are generated using more than 
1300 publications [5, 6]. Considering the rapid change 
in evidence, guidelines must be updated, preferably 
yearly, and disseminated among clinicians on time to 
improve diabetes care. Unfortunately, both ICMR and 
RSSDI-ESI guidelines are not living documents and are 
not frequently updated.

What is new in the Association of Clinical 
Endocrinologists guideline for managing 
newly diagnosed adults with T2D?  

In the present issue of ”Clinical Diabetology”, the 
Association of Clinical Endocrinologists working group 
from India comes with new guidance on managing 
T2D among Asian Indians [3]. What is new in the ACE 
guidelines?  

First, it is a focused guideline addressing the ap-
proach to newly diagnosed adults with T2D, often 
neglected in a country like India, leading to a higher 
rate of diabetes complications and comorbidities. It is 
compact compared to previous guidelines; it contains 
63 pages without references compared to 70 pages 
of ICMR guidelines and 99 pages of RSSDI-ESI guide-
lines. Second, it has graded recommendations based 
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on evidence, unlike previous guidelines. Grading gives 
readers more clarity about the level of evidence for each 
recommendation. Failure to contemplate the quality 
of evidence can lead to misguided recommendations 
[7]. Third, it used a modified Delphi method system 
for consensus. The modified Delphi method effectively 
addresses clinical issues when it is not easy to reach 
a consensus agreement. However, a limitation of the 
Modified Delphi method is the lack of anonymity dur-
ing the voting process. Anonymity will help reduce the 
effect of dominant individuals and reduce manipula-
tion or suppression to comply with certain viewpoints. 
However, face-to-face meetings in the modified Delphi 
method may help experts from exchanging important 
details, such as clarification of reasons for disagree-
ments in consensus. Finally, consensus methods contain 
certain methodological issues, such as bias in selecting 
participants or that participants may feel compelled to 
abide by the group view [8]. Fourth, it included recent 
updates from the literature. According to the authors, 
it is an expert recommendation based on consensus 
amended and adopted by ADA (American Diabetes 
Association) 2022 and other well-recognized organiza-
tions’ guidelines [9]. Certain new points highlighted in 
these guidelines include the assessment of C- peptide, 
the need for vitamin B12 estimation, strong dietary 
recommendations against current food faddism and 
dual PPAR agonist (Saroglitazar) as an option for hy-
pertriglyceridemia treatment.

What are the limitations  
of the ACE guideline? 

ACE guideline is adapted from ADA standards of 
care and further modified based on the expert consen-
sus achieved by the modified Delphi method. Though it 
is the first consensus recommendation from India with 
the grading of evidence, most of the evidence is based 
on western literature. One example is the CV risk score 
used was the ASCVD score, which was not validated for 
Asian Indians [10]. The strength of the evidence does 
not match with cited references, and the quality of 
studies in certain instances, for example, checking and 
replacing vitamin B12, which was a grade B recommen-
dation, is not supported by cited references [11, 12].  
Recommendations mention that 80 % concordance 
was not achieved for seven statements, which needed 
additional discussions in the guideline development 
process. These statements could suggest evidence gaps 
in the Indian context and could have been highlighted. 

Future directions
Guidance needs to be a living document (constant 

yearly update rather than once a few years update) 

considering rapidly changing evidence. One option is 
to start appraisal and update plans of the guidelines in 
the implementation stage. Moreover, guidance needs 
to be Asian Indian specific from studies conducted in 
this population. The guidance also needs to provide 
what is unknown and what needs to be focused on 
(in terms of research) to generate more evidence. The 
guideline development process should include end-
users – decision-makers (specialists or general practi-
tioners), policymakers, and patients. Finally, guidelines 
must operate considering a specific healthcare system’s 
social, ethical, legal, and cost constraints.
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