
Canadian Diabetes Association Clinical Practice Guidelines (2013)1-3 
Summary screening and diagnosis of diabetes 
-Screening 

 
A1C, glycated hemoglobin; HAART, highly active antiretroviral therapy; HDL, high-density lipoprotein; HIV, human immunodeficiency virus-1; IFG, impaired fasting 
glucose; IGT, impaired glucose tolerance; OSA, obstructive sleep apnea 
* Associated with insulin resistance 
-The incidence of type 2 diabetes is at least 3 times higher in people with schizophrenia than in the general population 
-HIV and HAART increase the risk of prediabetes (IGT) and type 2 diabetes by 1.5- to 4-fold compared to the general population 
-OSA is an independent risk factor for diabetes (hazard ratio 1.43) 

 
*If both fasting plasma glucose (FPG) and glycated hemoglobin (A1C) are available but discordant, use the test that appears furthest to the right side of the 
algorithm 
**Prediabetes = impaired fasting glucose (IFG), impaired glucose tolerance (IGT), or A1C 6.0% to 6.4%  

‡ In the absence of symptomatic hyperglycemia, if a single laboratory test is in the diabetes range, a repeat confirmatory test (FPG, A1C, 2hPG in a 75 g OGTT) must 
be done on another day. It is preferable that the same test be repeated (in a timely fashion) for confirmation. If results of 2 different tests are available and both are 
above the diagnostic cutpoints, the diagnosis of diabetes is confirmed. NA = not available; OGTT = oral glucose tolerance test. 



 

 
1. In the absence of symptomatic hyperglycemia, if a single laboratory test result is in the diabetes range, a repeat confirmatory laboratory test (FPG, A1C, 2hPG 

in a 75 g OGTT) must be done on another day.  
2. It is preferable that the same test be repeated (in a timely fashion) for confirmation, but a random PG in the diabetes range in an asymptomatic individual 

should be confirmed with an alternate test. 
3. In the case of symptomatic hyperglycemia, the diagnosis has been made and a confirmatory test is not required before treatment is initiated.  
4. In individuals in whom type 1 diabetes is likely (younger or lean or symptomatic hyperglycemia, especially with ketonuria or ketonemia), confirmatory testing 

should not delay initiation of treatment to avoid rapid deterioration.  
5. If results of 2 different tests are available and both are above the diagnostic cutpoints, the diagnosis of diabetes is confirmed. 

 
 

 
 

 

  



Summary screening and diagnosis of gestational diabetes 
 

 
1. All pregnant women should be screened for GDM at 24-28 weeks of gestation  

2. If there is a high risk of GDM based on multiple clinical factors, screening should be offered at any stage in the pregnancy.  

3. If the initial screening is performed before 24 weeks of gestation and is negative, rescreen between 24 and 28 weeks of gestation.  

4. Risk factors include: 

 Previous diagnosis of GDM 

 Prediabetes 

 Member of a high-risk population (Aboriginal, Hispanic, South Asian, Asian, African) 

 Age _35 years 

 BMI _30 kg/m2 

 PCOS, acanthosis nigricans 

 Corticosteroid use 

 History of macrosomic infant 

 Current fetal macrosomia or polyhydramnios 
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