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Aim. To reach a multidisciplinary consensus on managing patients with type 2 diabetes 
among specialists in family medicine, cardiology, endocrinology, internal medicine, and 

nephrology. 

Methods. A two-round Delphi study was conducted using a questionnaire with 68 pos- 
itive/negative statements distributed in four thematic blocks on diabetes management: 
early diagnosis and prediabetes, referral criteria, treatment and comorbidities, and clin- 
ical management. The expert panel was composed of 105 physicians from different 
specialties (family medicine, cardiology, endocrinology, internal medicine, and nephrol- 
ogy) with experience in managing patients with diabetes and who were members of a 
diabetes-related society. 

Results. Response rates for the first and second rounds were 86.7 and 75.2%, respec- 
tively. After both rounds, a consensus was reached on 52 (76.5%) items. The recom- 
mendations with the highest degree of consensus (median = 10, IQR = 0.00) were 
related to anti-smoking education, cardiovascular risk factor target control, and diabetic 
kidney disease. There were significant differences between family physicians and other 
specialties for some items. 

Conclusions. This study provides a set of recommendations for diabetes management 
agreed upon by specialists from different healthcare settings. © 2023 Instituto Mexi- 
cano del Seguro Social (IMSS). Published by Elsevier Inc. All rights reserved. 

Keywords: Type 2 Diabetes Mellitus, Disease management, Delphi technique, Consensus, Patient 
care team. 

 

 

 

 

 

 

 

Introduction 

Type 2 diabetes (T2D) is a group of metabolic diseases
characterized by chronic hyperglycemia and insulin resis-
tance, which can cause long-term damage to several or-
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gans and body structures, namely macroangiopathy and
microangiopathy ( 1 ). For this reason, prevention and man-
agement of risk factors and complications of T2D, such as
diabetic retinopathy (DR), cardiovascular disease (CVD)
( 2 ), central nervous system alterations ( 3 ), diabetic kidney
disease (DKD) ( 4 ), diabetic foot disease ( 5–7 ), polyneu-
ropathy ( 8 ), and peripheral arteriopathy ( 9 ), is crucial. 

The multidisciplinary team (MDT) approach improves
diabetes treatment outcomes, helps prevent disease pro-
gression, and reduces complications ( 10 ). The MDT model
o Social (IMSS). Published by Elsevier Inc. All rights reserved. 
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aims to improve metabolic control, survival, and quality of
life and promote the efficient use of public resources for
patients with T2D ( 11 , 12 ). Therefore, MDT participation
is recommended as an integral part of the standard of care
for patients ( 13 ). The systematic review by Dankoly US,
et al. ( 14 ) found a need for an adapted patient-centered
multidisciplinary team and an integrated care approach. 

Zoberi KA, et al. ( 15 ) found differences in T2D man-
agement between family medicine and general internal
medicine settings. Chou PL, et al. ( 16 ) found that patients
cared for by family physicians had fewer acute complica-
tions than those cared for by endocrinologists or internists
and had lower health expenses than other specialists. A
previous study conducted in Albany, New York demon-
strated that adherence to the American Diabetes Associ-
ation (ADA) clinical practice recommendations was bet-
ter in the endocrinology than in the primary care setting
( 17 ). In 2017, Cornell S, ( 18 ) found differences between
the American Diabetes Association-European Association
for the Study of Diabetes and the American Association of
Clinical Endocrinologists-American College of Endocrinol-
ogy regarding A1C levels for a new diagnosis, choice of
first-line therapy and other targets, and concluded that, in
practice, the first guideline tends to be easier for family
physicians to use due to the simple stepwise intensification
regimen, whereas the second one is more often followed
by endocrinologists or other specialists due to the more
aggressive targets. 

The Spanish healthcare system is a public system with
no co-payments for visits, referrals, or use of complemen-
tary tests. In Spain, the family physician is the core of
the system and is the first access point to which patients
go for any health problem. This physician assesses the
problem and, if necessary, refers the patient to other spe-
cialists, usually to the referral hospital. The patient cannot
go directly to the hospital specialists without the family
physician’s report, except in urgent situations that go di-
rectly to the hospital’s emergency department. In Spain, the
guidelines or recommendations for the management of pa-
tients with diabetes differ according to the specialty, such
as endocrinology and nutrition ( 19 ), family medicine ( 20 )
internal medicine ( 21 ), or cardiology ( 22 , 23 ). The consen-
sus among different medical specialists is crucial for the
diagnosis, treatment, follow-up, and evolution of T2D tar-
get organ injuries. This study aimed to achieve a multi-
disciplinary consensus on the management of T2D among
specialists in family medicine, cardiology, endocrinology,
internal medicine, and nephrology. 

Subjects, Materials, and Methods 

This study used the two-round Delphi technique ( 24 ) to
systematically collect expert opinions and reach a consen-
sus on the management of T2D. It was conducted in Spain
between October 2020 and March 2021. Ethics committee
approval was not required because no patient data were
used. 

A scientific committee, composed of a multidisciplinary
group of physicians (two primary care physicians, one
endocrinologist, one cardiologist, one internist, and one
nephrologist) with extensive experience in the management
of patients with T2D, was responsible for designing the
Delphi questionnaire and selecting the members of the ex-
pert panel. The experts were asked to anonymously an-
swer an online questionnaire, based on their knowledge
and experience. Participants in the expert panel were se-
lected based on the following criteria: at least 10 years of
experience in the management of patients with T2D, active
work with patients in the corresponding health department,
and membership in a diabetes-related society. A Spanish
health care center serves a population of about 25,000 peo-
ple and each family physician is assigned about 1,500 pa-
tients. If the family physician considers it necessary, he/she
refers the patient to other specialists. The health area in-
cludes a population of 250,000 inhabitants and consists of
10 public health centers and a public referral hospital. 

To represent different specialties and experiences with
T2D, a total of 105 experts from different healthcare ar-
eas, (family medicine [ n = 22], cardiology [ n = 21], en-
docrinology [ n = 23], internal medicine [ n = 19], and
nephrology [ n = 20]), were invited to participate in this
study. The sample size was not calculated because there
is no agreement on the expert sample size for this type
of study. An invitation letter describing the study objective
and the Delphi process was sent online to each candidate.
After agreeing to participate in the study, they received an
electronic link to access the online Delphi questionnaire.
They could withdraw from the study at any time. 

Based on a previous literature review and their expe-
rience in T2D management, the scientific committee pro-
posed the content of the Delphi questionnaire in several
online meetings. They developed 68 questionnaire items
divided into four thematic blocks: a) Early diagnosis and
prediabetes (24 items); b) Referral criteria (10 items); c)
Treatment of T2D and comorbidities (26 items); and d)
Clinical management (8 items). All items were positive or
negative statements about the appropriate management of
patients with T2D, and respondents were asked to indi-
cate their level of agreement or disagreement with each
item using a 10-point ordinal Likert-type scale (where 0
was “strongly disagree” and 10 was “strongly agree”). The
Delphi questionnaire is available in the Supplementary Ma-
terial. An external company developed the online question-
naire using the Inmway Manager platform. 

The Delphi process consisted of two rounds. The first
one took place between December 16, 2020, and January
10, 2021. Three reminders were sent to non-respondents
to encourage participation. After analyzing the data of the
first round, the items that reached consensus were removed
from the questionnaire. The updated Delphi questionnaire
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and a summary of the first-round results were sent only to
the respondents of the first Delphi round. This feedback
from the expert panel members allowed them to modify
their answers according to the general judgment of the
entire expert panel. The second round was conducted be-
tween February 2 and 15, 2021 (with three reminders). The
external collaborator received the panelists’ responses and
provided them anonymously to the research group. The
study researchers analyzed the results of both rounds and
presented them to the scientific committee which devel-
oped a set of recommendations. 

Statistical Analysis 

The sex of the expert participants was expressed as a per-
centage, trying to achieve a similar proportion between
men and women. The median and the relative interquar-
tile range (IQR) were calculated to determine the degree
of consensus among the participants. An IQR < 0.4 and
a median ≥8 (agreement) or a median ≤2 (disagreement)
were considered to indicate consensus, which means that
at least 50% of participants gave very high scores in agree-
ment with the corresponding item and that all scores were
within 0.4 points of the mean score. 

The nonparametric Kruskal-Wallis test was used to eval-
uate the results for each item by medical specialty (fam-
ily medicine, cardiology, endocrinology, internal medicine,
and nephrology). When significant differences were found,
the Mann-Whitney test with the Bonferroni correction was
used. For all statistical tests, the significance level was p
< 0.05. Data were analyzed using Gandia Barbwin version
7.0.2110.5 and XLSTAT® version 21.04 of Microsoft Ex-
cel. 

Results 

Of the 105 experts initially contacted, 91 (86.7%) re-
sponded in the first round (57.1% male and 42.9% fe-
male). All experts are from urban areas. Consensus was
reached on 46 (67.6 %) of the 68 items proposed. Of the 22
(32.4%) for which consensus was not achieved, 18 items
went to the second round and four were excluded from
the clinical management block due to their descriptive na-
ture. In the second round, the response rate was 75.2%
( n = 79) and consensus was reached on six items (33.3
%). Finally, after both rounds, the dropout rate of partici-
pation was only 13.19% ( n = 12), and the consensus was
achieved on 52 items (76.5%). 

Supplementary Tables 1–4, show the results after both
rounds by thematic block. Items 62, 63, 64, and 65 were
excluded after the first round because the scietific com-
mittee considered that the answers to them might depend
on the experts’ work center. Supplementary Figure 1–4,
show the degree of consensus by medical specialty of those
items where there were statistically significant differences
between medical specialties for each thematic block of the
questionnaire. The results of the experts who answered the
questionnaire, primary care ( n = 19), cardiology ( n = 19),
endocrinology ( n = 20), internal medicine ( n = 16), and
nephrology ( n = 17), showed that of the 46 items on
which the experts agreed, there were 33 items with no dis-
crepancies between the different medical specialties. How-
ever, discrepancies were found in 13 items, mainly in the
group of primary care physicians. In the second round, the
number of respondents in each specialty was as follows:
primary care ( n = 16), cardiology ( n = 17), endocrinol-
ogy (n = 19), internal medicine ( n = 13), and nephrology
( n = 14). The scientific committee issued a final report.
The most relevant findings of the different areas evaluated
are presented in detail. 

Early Diagnosis and Prediabetes (Supplementary Table 1)

In this section, a high degree of agreement was observed
among the different specialists regarding diabetes screen-
ing, periodic assessment of cardiovascular risk factors,
screening for gestational diabetes, the use of metformin,
and the use of glucagon-like peptide-1 receptor agonists
(GLP-1 RA) in patients with overweight. To prevent com-
plications in patients with T2D and multiple insulin doses,
glucose monitoring with the Flash System should be rec-
ommended (funded by the NSH). 

Referral Criteria (Supplementary Table 2) 

The accepted scenarios for referral to the appropri-
ate specialist were: unexplained dyspnea, suspected is-
chemic heart disease, new-onset “significant” electrocar-
diogram (ECG) abnormalities, estimated glomerular filtra-
tion rate (eGFR) < 45 mL/min/1.73 m2 or persistent al-
bumin/creatinine ratio (ACR) > 300 mg/g, poor metabolic
control despite individualized therapy, poor blood pressure
control and/or refractory hypertension, diagnostic doubt
about the type of diabetes or difficult-to-control multi-
pathological patients. Finally, all patients with T2D who
have had a cardiovascular event in the past year should be
referred to cardiac rehabilitation. 

T2D Therapy and Comorbidities (Supplementary Table 3) 

Pharmacological treatment in patients with uncomplicated
T2D should start with metformin. Given an HbA1c > 9%
at the onset of T2D in patients with BMI ≥30 kg/m2 ,
the combination of metformin plus GLP-1 RAs or type
2 sodium-glucose co-transporter inhibitors (SGLT2i) will
be evaluated. Despite good metabolic control, T2D treat-
ment should be changed to another that provides greater
cardio-renal benefits. In patients with T2D with cardiovas-
cular disease and/or high CVR, SGLT2i and/or GLP-1 RAs
should always be prescribed, and the drug should not be
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withdrawn if it does not achieve a complete response in
terms of weight and/or glycated hemoglobin (HbA1c) due
to its protective benefit. In this context, the use of GLP-
1 RAs (semaglutide, dulaglutide) should be prioritized for
ischemic stroke and SGLT2i (dapagliflozin, empagliflozin)
for patients with heart failure (HF), with or without T2D.

After initiation of an SGLT2i, monitoring of eGFR af-
ter 2–4 weeks is indicated in selected patients and in the
elderly or those with an eGFR < 60 mL/min/m ². An initial
transient drop in eGFR of 10–30% during follow-up is not
a reason to discontinue it, as the benefit of this therapy
persists. In patients with T2D and cardiovascular disease,
the addition of a GLP-1 RA should be considered even if
the HbA1c target has been achieved with SGLT2i. Treat-
ment of T2D in patients with BMI ≥30 kg/m2 and diabetic
kidney disease should include GLP-1 RAs. 

Regarding insulin therapy, degludec is the only next-
generation basal insulin analog that has demonstrated car-
diovascular safety in a clinical trial, and its use should be
prioritized in patients with moderate to high and very high
CVR. In terms of intensification, in a patient treated with
basal or basal insulin plus regimen who does not achieve
good glycemic control, a GLP-1 RA should be added if
the BMI is ≥30 kg/m2 before increasing the boluses of
ultra-rapid insulin analogs. Adherence is a very important
issue to be considered: any treatment prescribed for more
than one year should be re-evaluated. 

Clinical Management: Teleconsultation and Relationship 

with other Professionals (Supplementary Table 4) 

There was a high degree of consensus that some proportion
of the total appointments should be reserved for non-face-
to-face consultations, either as part of the clinician’s daily
schedule or in the form of specific teleconsultation days.
Clinical pathways are necessary as they allow for more
comprehensive care of patients with T2D. Shared consul-
tations between different specialties are also needed for
patients with complex T2D. Finally, panelists agreed that
hospital managers should be involved in the creation of
teleconsultations, in the generation of indicators to evalu-
ate telemedicine, and in the provision of support resources.

Agreement Between Different Specialists (Supplementary 
Figures 1–4) 

Supplementary Figures 1–4 show the responses of each of
the medical specialties, showing some disparities between
them. Family physicians disagree with the recommenda-
tion to use OGTT for early detection of T2D in clinical
practice. They agree with a non-pharmacological approach
in the early stages of diabetes (Supplementary Figure 1).
Supplementary Figures 2 and 3 show the results of “refer-
ral criteria”, and Supplementary Figure 4 of “treatment”. 
Table 1 summarizes the main recommendations (key
points) of this multidisciplinary agreement that can be
translated into clinical practice and facilitate a more in-
tegrated approach to diabetes care by multidisciplinary
teams. 

Discussion 

This is the first study that provides a series of recommen-
dations for the management of T2D based on a consen-
sus of specialists from different health care settings (pri-
mary care, cardiology, endocrinology, internal medicine,
and nephrology) as assessed by Delphi techniques. These
recommendations could facilitate the MDT approach to
T2D. In addition, the results of the study revealed a lack
of agreement between primary care physicians and other
specialties on some issues, particularly in the management
of T2D. 

Early Diagnosis and Prediabetes 

Regarding the management of patients with prediabetes
in clinical practice, the ADA position statement includes
HbA1c as a diagnostic test (diabetes treatment is indi-
cated if levels are at least 6.5% or higher on two occa-
sions) ( 25 ). In patients with prediabetes, some prevention
programs have shown that intensive lifestyle modification
and metformin reduce the incidence of T2D ( 26 ). In ad-
dition, GLP-1 RAs have been used in cases of intolerance
to metformin. However, in Spain, the prescription of these
types of drugs require a special license, and their use is
authorized only in patients with T2D and obesity (BMI
≥30 kg/m2 ) ( 27 , 28 ). The expert panel agreed with the
use of HbA1c for proactive screening and annual assess-
ment of the metabolic status of patients with prediabetes.
They also recommend a healthy lifestyle and the initial
use of metformin. Regarding GLP-1 RA, the panel mem-
bers consider that it should not be limited to patients with
obesity. 

In women with a history of gestational diabetes, post-
partum check-ups should be performed according to ADA
standards of care ( 25 ). Furthermore, the oral glucose tol-
erance test (OGTT), performed within the first six months
after delivery, is the best test for identifying the risk of
developing diabetes in women with gestational diabetes
( 29 , 30 ). The expert panel recommends that postpartum
OGTT should be performed in all women with gestational
diabetes, as well as evaluation of metabolic status every
three years and control of CVR factors in women who
have had this metabolic complication of pregnancy. 

Diagnostic screening is a useful intervention to reduce
the incidence of diabetes-related complications ( 31 ). The
expert panel recommends screening in patients of any age
if they are overweight or have obesity, in adults over 45
years of age, in women wishing to become pregnant who
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Table 1. Clinical Translational Keypoints 

Prediabetes and screening for diabetes 
Proactive HbA1c screening should be performed for early detection of DM 

a 

The metabolic status of patients with prediabetes should be assessed annually 
In cases of high or very high CVR, in addition to changes in lifestyle, the use of pharmacological therapy should be recommended, and the most 
recommended starting treatment would be a SGLT2i 
In addition to changes in lifestyle, the most recommended initial drug therapy would be an GLP-1 RA receptor in those patients with BMI ≥30 kg/m2 

(prescription funded by the NSH) 
The financing of GLP-1 RAs by the NSH, should not be limited to patients with a BMI ≥30 kg/m2 

In the prevention and early diagnosis of comorbidities, such as diabetic retinopathy, diabetic nephropathy, and heart failure 
An annual ECG should be performed 
The achievement of control objectives for CVR factors must be reviewed at least annually 
Microangiopathy screening should be performed according ADA position statement 
In patients with T2D and multiple insulin doses, glucose monitoring using the Flash System should be recommended (funded by the NSH) 
Given the need to start treatment 
In case of ischemic stroke, the use of GLP-1 RAs (semaglutide, dulaglutide) should be prioritized 
Faced with HbA1c > 9% at the onset of T2D in patients with BMI ≥30 kg/m2 , the combination of metformin + GLP-1 RAs + SGLT2i will be 
assessed 
Patients with HF with or without T2D should receive SGLT2i (dapagliflozin, empagliflozin) 
T2D treatment should be changed despite good metabolic control for another that provides greater cardiorenal benefit 
Insulin degludec use in moderate-high and very high CVR patients should be prioritized 
In selected patients and in elderly persons, or eGFR < 60 mL/min/1.73m ², monitoring of estimated GFR 2-4 weeks after initiation of an SGLT2i is 
indicated 
Regarding the objective and management of treatments 
Achieving the individualized control goal for HbA1c and CVR factors should be a priority 
In patients with T2D with cardiovascular disease and/or high CVR, an SGLT2i and/or GLP-1 RAs should always be prescribed. The drugs should not 
be withdrawn if it does not achieve a complete response in terms of weight and/or HbA1c due to its protective benefit 
In patients with T2D and cardiovascular disease, adding an GLP-1 RAs should be considered even if the HbA1c target has been achieved with SGLT2i 
Treatment of patients with T2D, BMI ≥30 kg/m2 and diabetic kidney disease should include an GLP-1 RAs 
In patients with BMI ≥30 kg/m2 , the use of GLP-1 RAs should always be considered before starting insulinization 
After the introduction of an SGLT2i, an initial transient fall in eGFR of 10-30% during follow-up is not a reason to withdraw it, since the benefit of 
this therapy persists 
In a patient treated with a basal or basal insulin plus regimen that does not achieve good glycemic control, an GLP-1 RA will be added if the BMI 
≥30 kg/m2 before increasing the boluses of ultrarapid insulin analogs 
Any treatment prescribed for more than 1 year should be re-evaluated (adherence) 
Regarding teleconsultation and relationships with other professionals 
Clinical pathways are necessary as they allow more comprehensive care of patients with T2D 

Shared consultations between different specialties are necessary for complex T2D patients 
Hospital management and directors should be involved in the creation of teleconsultations, in the generation of indicators to evaluate telemedicine and 
in the provision of support resources 

BMI: Body mass index; CVR: Cardiovascular risk; DKD: Diabetic kidney disease; DM: Diabetes mellitus; ECG: Electrocardiogram; eGFR: estimated 
glomerular filtration rate; GLP-1 RAs: glucagon-like peptide-1 receptor agonists; HbA1c: Glycated hemoglobin; IQR: interquartile range; SGLT2i: type 
2 sodium-glucose cotransporter inhibitor; N: No; NSH: National System of Health; T2D: Type 2 diabetes. 
a At any age if overweight and with obesity; In all adults from 45 years of age (every 2 years); Women who desire to become pregnant or with obesity or 
with a CVR factor; Patients with a direct family history of T2D or early cardiovascular disease; All patients with an unexpected finding of complications 
that could be related to an unknown DM (albuminuria, altered eGFR, retinopathy ...) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

have CVR factors, in patients with a direct family history
of T2D or early cardiovascular disease, and in all patients
with an unexpected finding of complications that may be
related to unknown diabetes mellitus (DM). 

Since DM is one of the most important systemic dis-
eases worldwide and has serious consequences for human
health, educational intervention programs and early diag-
nosis of comorbidities have been implemented ( 32 , 33 ). In
this sense, the panel of experts recommends diet, exercise,
and anti-smoking education. They advise annual electro-
cardiograms, monitoring of CVR factors, feet examination,
and screening for eye and kidney diseases. In patients with
TD2 and multiple doses of insulin, glucose monitoring us-
ing the Flash System is recommended. 
Referral Criteria 

The severity of T2D is largely due to associated vascu-
lar complications, which can be disabling and even fatal
( 34 ). The expert panel recommends consultation in cases
of dyspnea not explained by other causes (i.e., poor phys-
ical condition, anemia, or obesity), symptoms suggestive
of ischemic heart disease, or abnormalities on an electro-
cardiogram and in patients with T2D who have had a car-
diovascular event in the past year or who have poor blood
pressure control and refractory hypertension. There is con-
sensus on the indication for referral to cardiac rehabilita-
tion in patients with T2D and a cardiovascular event in the
previous year. 
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On the other hand, although referral to a nephrologist
has not been thoroughly evaluated, it seems to influence
the long-term survival of patients with T2D, reducing their
mortality ( 35 ). The expert panel recommends referring pa-
tients with an eGFR < 45 mL/min/1.73 m2 or with persis-
tent ACR > 300 mg/g. Additionally, they advise referral to
a specialist for patients with poor metabolic control despite
individualized therapy, in cases where there is a diagnos-
tic doubt about the type of diabetes, and for patients with
multiple pathologies. 

Treatment of T2D and Comorbidities 

Metformin, except in cases of contraindication or intol-
erance, is the first pharmacological option for the treat-
ment of T2D in most international guidelines and in the
Spanish guidelines too, although the latest European CV
prevention guidelines state that in the presence of CVD
or damage in target organs, first-line treatment should in-
clude an SGLT2i or GLP-1 RA, regardless of metformin
use ( 36–38 ). The expert panel recommends its use in pa-
tients with uncomplicated T2D. However, there are six oral
and two injectable drug families available for combination
therapy ( 36 ). Treatment with SGLT2i or GLP-1 RA has
beneficial cardiovascular and renal effects in patients with
T2D, although the kidney protection benefit is clearer with
iSGLT2 ( 39 , 40 ). The expert panel recommends the use of
GLP-1 RA in patients with stroke but considers that the
special license required in the Spanish health system is an
obstacle to the prescription of the drug in primary care.
The expert panel recommends the combination of iSGLT2
with GLP-1 RAs and metformin in patients with obesity
and diabetes with a HbA1c > 9% and in patients with car-
diovascular disease (whether diagnosed with diabetes or
not). Although some associations even recommend the use
of insulin when HbA1c > 8%, this level could raise more
doubts as currently the use of insulin is being postponed,
given the availability of these new drugs. In elderly pa-
tients with an eGFR less than 60 mL/min/1.73 m2 , eGFR
monitoring for approximately four weeks is recommended.
In general, the expert panel considers that all treatments
should be oriented towards those that provide the greatest
cardiorenal benefit. 

In addition, the use of the next-generation drug insulin
degludec in therapy has been shown to be safe in clinical
trials ( 41 , 42 ). The expert panel considers that its use should
be prioritized in patients with moderate-high and very high
cardiovascular risk. 

The goals and management of treatment in patients with
T2D depend on the duration of the disease, the characteris-
tics of the patients, and the individual risk of complications
( 43 ). The expert panel considers it a priority to establish in-
dividual targets for HbA1c and a comprehensive approach
that includes the evaluation of CVR factors. They approved
the use of GLP-1 RA in patients with T2D with cardiovas-
cular disease and the use of SGLT2i in patients with T2D
with kidney disease. In patients with T2D, obesity, and di-
abetic kidney disease, the panel recommended the addition
of a GLP-1 RA to the treatment. We explored the expert
opinion on adding GLP-1 RAs even if the HbA1c target
has been achieved with SGLT2i, as SGLT2 and GLP-1
are drugs that have demonstrated a morbimortality benefit
in secondary prevention. The controversial issue to be de-
bated with the experts is whether they should be included
even if the patient is well controlled. Finally, the experts
consider that all treatments and adherence to them should
be re-evaluated if they have been prescribed for more than
a year. 

Clinical Management 

Telemedicine is a tool for remote medical care that in-
creases patient compliance and helps achieve therapeutic
goals ( 44 ), either as a complement or as a replacement
for usual care ( 45 ). The expert panel recommends reserv-
ing part of the daily schedule for the resolution of tele-
consultations and that shared cross-sectional support con-
sultations be held in the same time slot (with different
specialties for patients with a complex T2D). They con-
sider that it is necessary to have clinical pathways that
allow a more comprehensive care of patients with T2D.
Furthermore, hospital management and directors should be
involved in the creation of teleconsultations, in the gen-
eration of indicators to evaluate telemedicine, and in the
provision of support resources. 

Consensus Differences Between Different Specialties 

Few studies have been published comparing the opinions
of family physicians and other specialists and the out-
comes of diabetes management between different special-
ists ( 15 , 16 ). In our study, although most of the items
reached a consensus among experts from different spe-
cialties, analysis by expert groups revealed significant dif-
ferences between family physicians and other specialties.
Regarding referral criteria, some items showed significant
differences between family physicians and other clinical
specialties. Cardiologists and nephrologists agreed on the
need to refer patients with dyspnea when other causes
do not explain it. Cardiologists, nephrologists, internists,
and endocrinologists agreed on the need to refer patients
with poor metabolic control despite being on individu-
alized therapy. However, it should be noted that family
care physicians do not usually refer patients in such situ-
ations, because of their usual management of the patient
with diabetes. Regarding the management of T2D and co-
morbidities, there was a lack of agreement between family
medicine, endocrinology, and internal medicine on some
issues. The latter considers that a patient with T2D and
cardiovascular disease being treated with a GLP-1 RA
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should not have the drug withdrawn if they do not achieve
a complete response (weight loss or improved glycemic
control). Although there was no consensus, family care
physicians and cardiologists agreed that the special li-
cense is a barrier to the prescription of GLP-1 RA in
patients with obesity and/or renal failure (in case of pri-
mary prevention), the administration of low-dose piogli-
tazone in combination with SGLT2i or a GLP-1 RA is
adequate. 

The main reason why we find differences in the man-
agement of patients with T2D between different specialties
is because of the type of patients each of them treats in
their clinical practice. Other causes of these differences
could be the lack of coordination between different spe-
cialties that care for the same patient, different levels of
education and training in diabetes management among spe-
cialists, insufficient coordination between levels of care,
or heterogeneous access to specific diagnostic, therapeu-
tic, and control resources, the greater weight of the health
administration recommendations, or differences in the con-
sideration of the cost of medication in the therapeutic de-
cision. According to these findings, the low-risk patient
should not be referred to the specialist, because the man-
agement of the low-risk patient will be the same as that of
the high-risk one, for example, to prescribe insulin treat-
ment. It may be useful to stratify recommendations by pa-
tient type. The specialist should coordinate the manage-
ment of the low-risk patient with the family care physi-
cian, who should be familiar with the management of the
high-risk patient. 

Study Strengths and Limitations 

This study provides the opinion based on the experience
of several groups of medical specialists, so the results are
based on a greater amount of information. In addition, the
Delphi methodology allows respondents to express them-
selves freely and not be influenced by group leaders. This
study was subject to the limitations inherent to the Delphi
method. Moreover, the use of a structured questionnaire
could limit the study results. On the other hand, although
all members of the expert panel had sufficient clinical ex-
perience, it is possible that the criteria used for selection
did not adequately identify the panelists with the most ex-
perience in this field. 

Conclusion 

There is a lack of agreement between primary care physi-
cians and other specialists on some issues, particularly on
T2D management. Cardiologists and nephrologists agreed
on the need to refer patients with dyspnea when other
causes do not explain it. Cardiologists, nephrologists, in-
ternists, and endocrinologists agreed on the need to refer
patients with poor metabolic control despite being on indi-
vidualized therapy, but primary care physicians do not usu-
ally refer patients in such situations. Primary care physi-
cians and cardiologists agreed that the already mentioned
special license is a barrier to the prescription of GLP-1
RA in patients with obesity and/or renal failure (in case of
primary prevention). 
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