
Adult with suspected type 1 diabetes*

Islet autoantibody-positive

<35 years

Yes

≥200 pmol/L <200 pmol/L <200 pmol/L ≥600 pmol/L200–600 pmol/LNo

YesNo

≥35 years

Islet autoantibody-negative
(5–10% of adult-onset type 1 diabetes)

Test islet autoantibodies
GAD should be measured first. If negative, follow by IA2 and/or ZnT8 
tests, where available. In those diagnosed below age 35 years who have 
no clinical features of type 2 or monogenic diabetes, a negative result 
does not change the diagnosis of type 1 diabetes since 5–10% of people 
with type 1 diabetes do not have antibodies

Type 1 diabetes Age

Test C-peptide†

Genetic testing for 
monogenic diabetes
If monogenic diabetes not 
confirmed, the classification is 
unclear and a clinical decision 
should be made about treatment

Indeterminate
These values usually indicate type 1 
diabetes or MODY but may occur 
in insulin-treated type 2 diabetes, 
particularly in people with normal 
or low BMI or after long duration

Consider repeat 
C-peptide† at ≥5 years

Type 1 diabetes
Type 2 

diabetes

Consider C-peptide test† after 
≥3 years’ duration

Are there features of 
type 2 diabetes?

BMI ≥25 kg/m2, absence of weight loss, absence of 
ketoacidosis and less marked hyperglycaemia. Less 
discriminatory features: non-White ethnicity, family 
history, longer duration/milder severity of symptoms 
prior to presentation, features of metabolic 
syndrome and no family history of autoimmunity

Are there features of monogenic diabetes?
Presence of one or more of the following: HbA1c <58 mmol/mol (7.5%) 
at diagnosis, one parent with diabetes, features of specific monogenic 
cause (e.g. renal cysts, partial lipodystrophy, maternally inherited 
deafness, severe insulin resistance in the absence of obesity), and 
monogenic diabetes prediction model (available here) probability >5%

Unclear classification
Strongly consider type 2 diabetes in older individuals. In some 
cases, consider investigations for  pancreatogenic or other  
types of diabetes

Make clinical decision as to treatment
Consider non-insulin diabetes therapies. The person will require 
careful monitoring and education so that insulin can be rapidly 
initiated in the event of glycaemic deterioration

*No single clinical feature confirms type 1 diabetes in isolation. The 
most discriminative feature is younger age at diagnosis (<35 years), 
with lower BMI (<25 kg/m2), unintentional weight loss, ketoacidosis, 
and glucose >20 mmol/L at presentation also being informative. 
Other features classically associated with type 1 diabetes, such 
as ketosis without acidosis, osmotic symptoms, family history or a 
history of autoimmune diseases are weak discriminators.

†A C-peptide test is only indicated in people receiving insulin 
treatment. A random sample (with concurrent glucose) within 
5 hours of eating can replace a formal C-peptide stimulation test 
in the context of classification. If the result is ≥600 pmol/L, the 
circumstances of testing do not matter. If the result is <600 pmol/L 
and the concurrent glucose is <4 mmol/L or the person may have 
been fasting, consider repeating the test. Results showing very low 
levels (<80 pmol/L) do not need to be repeated. Where a person 
is insulin-treated, C-peptide must be measured prior to insulin 
discontinuation to exclude severe insulin deficiency. Do not test 
C-peptide within 2 weeks of a hyperglycaemic emergency.

Figure 1. ADA/EASD flow chart for investigation of suspected type 1 diabetes in newly diagnosed adults (based on data from White European populations). Adapted 
from Holt et al (2021).

GAD=glutamic acid decarboxylase; IA2= islet tyrosine phosphatase 2; MODY=maturity-onset diabetes of the young; ZnT8= zinc transporter 8.
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