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ADA evidence-grading system for “Standards of Care in Diabetes”

Level of
evidence

Description

A

Clear evidence from well-conducted, generalizable randomized controlled trials

that are adequately powered, including;

*= Evidence from 2 well-conducted multicenter trial

= Fvidence from a meta-analysis that incorporated quality ratings in the
analysis

Supportive evidence from well-conducted randomized controlled trials that are

adequately powered, including:

* Evidence from a well-conducted trial at one or more institutions

* Evidence from a meta-analysis that incorporated quality ratings in the
anahysis

Supportive evidence from well-conducted cohort studies, including:

+ Evidence from a well-conducted prospective cohort study or registry
= Evidence from a well-conducted meta-analysis of cohort studies
Supportive evidence from a well-cenducted case-contraol study

supportive evidence from poorly controlled or uncontrolled studies, including:

= Evidence from randamized clinical trials with one or more major or three or
more minor methodological — flaws that could invalidate the results

+ Evidence from observational studies with high potential for bias (such as
case series with comparison with historical controls)

= Evidence from case serles or case reports

Conflicting evidence with the weight of evidence supporting the recommendation

Expert consensus or clinical experience
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1. DIAGNOSIS AND CLASSIFICATION OF DIABETES:
STANDARDS OF CARE IN DIABETES-2026
CLASSIFICATION Diotietes Gare 2026 45(5uppl. 1)-527-549
Recommendations

Classify people with hyperglyeemia into appropriate diagnostic categories to aid in personalized
management. E

Diabetes is classified conventionally into several clinical categories (e.g., type 1 or type 2 diabetes,
gestational diabetes mellitus, and other specific types derived from other causes, such as monogenic

d

1

iabetes, exocrine pancreatic disorders, and high-risk medications):

Type 1 diabetes (due to autoimmune B-cell destruction, usually leading to absolute insulin
deficiency, including latent autoimmune diabetes in adults)

Type 2 diabetes (due to a nonautoimmune progressive loss of adequate B-cell insulin secretion,
frequently on the background of insulin resistance)

. Specific types of diabetes due to other causes, e.g., monogenic diabetes syndromes, diseases of

the exocrine pancreas, and drug- or chemical-induced diabetes

. Gestational diabetes mellitus (diabetes diagnosed in the second or third trimester of pregnancy

that was not clearly overt diabetes prior to gestation or other types of diabetes occurring
throughout pregnancy, such as type 1 diabetes)

Table 1: Staging of type 1 diabetes

Stage 1 Stage I Stage 3
Characternistics = AubaEmmuniby = Autcarmenunity = Autammunity
= Pcemrayglycemin = Dysglycemin = Crurt hyperghtemea
= Fresmptomatic = Fresymptomakic = Symptamatic

Diapstic criterin = Multiple et autoanbbocies Islet sutcandibodies
* Po 1GT or IFG, nosmmal ALC [ueunily raltiphe]
Dhysgivcemie:
- IFE: FPG A00=1325 mgtdl
[=-E=E.9 wimol L) o
w IBT E-h PG 140-199 mpfdl
[T B-11.0 mmolfl) or
AL 5. T-6.8% (3547 ol lmad)
OF =10% introeds in A1C

PP, faming piasma glucase; IFG, impaired tasriey ghuccse, 16T, impaired ghucoss Tolerance, 0 PG, 2 4 plasma gscoss. emative addinional stage 1
wmunm o 90 min plasma gucose on ol Fcrse Toknoe st 2200 mdL (=11 1 mmol/L) and ¥ estingin aged
inical tri . Dysalycemia o b define d by oo of INONe CFDeria 25 outinedinthe table.

*
*

Autosntibodies may become shsent
Dinbetes by stancard craeres

*

Criteria for the diagnosis of diabetes
Table 2: Criteria for the diagnosis of diabetes in nonpregnant individuals

ALC =6.5% (=48 mmol/mol). The test should be performed in a laboratory using a method
that is NGSP certified and standardized to the DCCT assay.®
OR

FPG =126 mg/dL (=7.0 mmol/L). Fasting is defined as no caloric intake for at least & h.*
OR

2-h PG =200 mg/fdL (=11.1 mmol/L) during OGTT. The test should be performed as
described by the WHO, using a glucose load contalning the equivalent of 75 g anhydrous
glucose dissolved in water.*

OR

In an individual with classic symptoms of hyperglycemia or hyperglycemic crisis, a random
plasma glucose 2200 mg/dL (=111 mmol/L). Random is any time of the day without
regard to time since previous meal.

DT, Daksctas Comtred and Complcatons Teial, FPG, fasting plisma glucose; OGTT, ol oo tolerance: tst, NGSE WEM
Srandardizartion Program; WHO, Wierld Headtn O dzatian; 2 -hiPG, 2-bhipk glucose. "in the: absenoe of i | by ks resnes.
e b Tl Fessults From diffene it tests, wihich (e d atth i [ 8-, AL and FPG), or the Saime: 1o st at two Gfernae time poiims.
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Use of A1C for Screening and Diagnosis of Diabetes
Recommendations

* The ALC test should be performed wusing a method that is certified by the National
Glycohemoglobin Standardization Program [(NGSFP) as traceable to the Diabetes Control and
Complications Trial (DCCT) reference assay. B

* Point-of-care ALC testing for diabetes screening and diagnosis should be restricted to devices
approved for diagnosis by the US. Food and Drug Administration at Clinical Laboratory
Improvement Amendments—certified laboratories that perform testing of moderate complexity
or higher by trained personnel. B

* [Evaluate for the possibility of a problem or interference with either test when there is consistent
and substantial discordance between blood glucose values and A1C test results. B

* |n conditions associated with an altered relationship between AL1C and glycemia, such as some
hemoglobin variants, pregnancy, glucose-6-phosphate dehydrogenase deficiency, HIV, and
conditions that may alter red blood cell turnover, plasma glucose criteria should be used to
diagnose diabetes. B

TYPE 1 DIABETES

Recommendations

+ Screen for presymptomatic type 1 diabetes by testing autoantibodies against insulin (1A), glutamic
acid decarboxylase (GAD), islet antigen 2 (LA-2), or zinc transporter 8 (ZnT8). B

* Autoantibody-based screening for presymptomatic type 1 diabetes should be offered to those
with a family history of type 1 diabetes or otherwise known elevated genetic risk. B

* |ndividuals with screening results positive for one or more islet autoantibodies should be
evaluated for stage 3 (overt) type 1 diabetes (using A1C, urinalysis, and for plasma glucose), which
would require prompt clinical management and education. B

+ |Individuals with multiple confirmed islet autoantibodies and without overt type 1 diabetes have a
high risk for progression to stage 3 type 1 diabetes and should be referred to a specialized center
for metabolic staging, education, and consideration of prevention trials or approved treatments
{e.g., teplizumab). B

¢ |ndividuals with a single confirmed |A-2 autoantibody should be monitored similarly to
individuals with multiple islet autoantibodies, as 1A-2 autoantibody positivity is an independent
risk factor for progression. B

= |ndividuals with a single confirmed islet autoantibody should undergo repeat antibody testing
every b months to 3 years (depending on age) to assess for persistence or seroconversion. E

+ Standardized islet autoantibody tests are recommended for classification of diabetes in adults
who have phenotypic risk factors that overlap with those for type 1 diabotes (e.g., younger age at
diagnosis, unintentional weight loss, ketoacidosis, or short time to insulin treatment). E

PREDIABETES AND TYPE 2 DIABETES

Recommendations

* Screening for risk of prediabetes and type 2 diabetes with an assessment of risk factors or
validated risk calculator should be done in asymptomatic adults. B

= Testing for prediabetes or type 2 diabetes in asymptomatic people should be considered in adults
of amy age with overweight or obesity who have one or more risk factors. B

* [Forall other people, screening should begin at age 35 years. B
* |n people without prediabetes or diabetes after screening, repeat screening recommended at a
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minimum of 3-year intervals is reasonable, sooner with symptoms or change in risk (e.g., weight
gain).C

To screen for prediabetes and type 2 diabetes, FPG, 2-h PG during 75-g OGTT, and A1C are each
appropriate. B

When using OGTT as a screening tool for prediabetes or diabetes, adequate carbohydrate intake
{atheast 150 g//day) should be assured for 3 days prior to testing. C

Risk-based screening for prediabetes or type 2 diabetes should be considered after the onset of
puberty or after 10 years of age, whichever occurs earlier, in children and adolescents with
overweight (BMI = 85th percentile) or obesity (BMI z 95th percentile) and who have one or more
risk factors for diabetes. B

Consider screening people for prediabetes or diabetes if they are on certain medications, such as
statins, thiazide diuretics, and some HIV medications, as these agents are known to increase the
risk of these conditions. C

In people who are prescribed second-generation antipsychotic medications, screen for
prediabetes and diabetes at baseline and repeat 12-16 weeks after medication initiation or
sooner, if clinically indicated, and annually thereafter. B

People with HIV should be screened for diabetes and prediabetes with an FPG test before starting
antiretroviral therapy, at the time of switching antiretroviral therapy, and 3—6 months after
starting or switching antiretroviral therapy. If initial screening results are normal, FPG should be
checked annually. E

Monitor postprandial or random glucose levels with recurrent or long-term use of
glucocorticoids. B

Criteria for screening for diabetes or prediabetes in asymptomatic adults
Recommendations

1

Testing should be considered in adults with overweight or obesity (BMI 225 kg/m” or 223 kg/m’ in
individuals of Asian ancestry) who have one or more of the following risk factors:

First-degree relative with diabetes

High-risk race, ethnicity, and ancestry (e.g., African American, Latino, Native American, Asian
American)

History of cardiovascular disease

Hypertension (=130/80 mmHg or on therapy for hypertension)

HDL cholesterol level =35 mg/fdL (<0.9 mmol/L) and/for triglyceride level =250 mg/dL (=2.8
mmaolfL)

Individuals with polycystic ovary syndrome

Physical inactivity

Other clinical conditions associated with insulin resistance (e.g., severe obesity, acanthosis
nigricans, metabolic dysfunction-assocdated steatotic liver disease)

. People with prediabetes (A1C 25.7% [=39 mmaol fmol], IGT, or IFG) should be tested yearky.

. People who were diagnosed with GDM should have testing at least every 1-3 years.

. For all other people, testing should begin at age 35 years.

. If results are normal, testing should be repeated at a minimum of 3-year intervals, with

consideration of more frequent testing depending oninitial results and risk status.

. Individuals in other high-risk groups (e.g., people with HIV, exposure to high-risk medicines,

evidence of periocdontal disease, history of pancreatitis) should also be closely monitored.
GDM, gestational diabetes mellitus; IFG, impaired fasting glucose; IGT, impaired glucose
tolerance.
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Risk-based screening for type 2 diabetes or prediabetes in asymptomatic
children and adolescents in a dinical setting

Recommendations

Screening should be considered in youth® who have overweight (= 85th percentile) or obesity (= 85th

percentile) and who have one or more additional risk factors:

* Maternal history of diabetes or GDM during the child’s gestation.

= Family history of type 2 diabetes in first- or second-degree relative.

= High-risk race, ethnicity, and ancestry.

= Signs of insulin resistance or conditions associated with insulin resistance (acanthosis nigricans,
hypertension, dyslipidemia, polycystic ovary syndrome, large- or small-forgestational-age birth
weight).

GOM, gestational diabetes mellious. "After the: onset of pulerty or after 10 years of age, mmemn NSEs e nsrenal, repoat testing at &

EnETT Ol 3 ol more: i fitlly if B M b inCreasing of risk facoor profile & deteriorating e ded. Reports of Type 2 diabetes belons:
e 10w - o thik: s i wilth niminos risk factars.

Table 3: Criteria defining prediabetes in nonpregnant individuals

ALC 5.7-6.4% (3947 mmel/maol)
OR
FPG 100 mgfdL (5.6 mmol/L) to 125 mg/dL (6.9 mmaol/L) (IFG)
O
2-h PG during 75-g OGTT 140 mg/dL (7.8 mmol/L) to 199 mg/dL {11.0 mmol/L} (IGT)

For alithe 15, risk i iti i mmmnﬂuwammwgmammmuurm
PP, fasting plasma ghucose; IFG, npained tasting plucose, WGT, impained gh ! DETT, oral gh 2-hIPG, 2 hplaama ghucose
Cystic fibrosis—Related diabetes

Recommendations

= Annual screening for cystic fibrosis—related diabetes (CFRD) should begin by age 10 years in all
people with cystic fibrosis, preferably using OGTL B

= |f an OGTT is not feasible, A1C can be used as an alternative method as part of a two-step
sereening strategy. Individuals with A1C values between 5.5% and 6.4% (37 and 47 mmol/mol,
respectively) should undergo an OGTT within 3 months. C An A1C value of 26.5% (=48 mmol/maol)
is consistent with a diagnosis of CFRD. B

+* Beginning 5 years after the diagnosis of CFRD, annual monitoring for complications of diabetes is
recommended. E

POSTTRANSPLANTATION DIABETES MELLITUS

Recommendations
+ After organ transplantation, screening for hyperglycemia should be done. A formal diagnosis of
posttransplantation diabetes mellitus (PTDM) is best made once the individual is stable on an
immunosuppressive plan and inthe absence of an acute infection. B
* The OGTTis the preferred test to make a diagnosis of FTDM. B
* |Immunosuppressive plans shown to provide the best outcomes for individuals and graft survival
should be used, irrespective of PTDM risk. E

e A —



- —

MONOGENIC DIABETES SYNDROMES

Recommendations

Regardless of current age, all people diagnosed with diabetes in the first & months of life should
have genetic testing for neonatal diabetes. A

Children and young adults who do not have typical characteristics of type 1 or type 2 diabetes and
have a family history of diabetes in successive generations (suggestive of an autosomal-dominant
pattern of inheritance) should have genetic testing for maturity-onset diabetes of the young
{MODY). A

In both instances, consultation with a center specializing in diabetes genetics is recommended to
understand the significance of genetic mutations and how best to approach further evaluation,
treatment, and genetic counseling. E

GESTATIONAL DIABETES MELLITUS

Recommendations

In individuals who are planning pregnancy, screen those with risk factors B and consider testing all
individuals of childbearing potential for undiagnosed prediabetes or diabetes. E

Before 15 weeks of gestation, test individuals with risk factors B and consider testing all
individuals E for undiagnosed diabetes at the first prenatal visit using standard diagnostic criteria
if not screened preconception.

Before 15 weeks of gestation, screen for abnormal glucose metabolism (defined as A1C5.9-6.4%
[41-47 mmol/mol] or FPG 110-12% mg/fdL [6.1-6.9 mmaol/L]) to identify individuals who are at
higher risk of adverse pregnancy and neonatal outcomes and are at high risk of a later gestational
diabetes mellitus (GDM) diagnosis. B

Screen for GDM at 24—2 8 weeks of gestation in pregnant individuals not previously found to have
diabetes or high-risk abnormal glucose metabolism detected earlier in the current pregnancy. A
Screen individuals with GDM for prediabetes or diabetes at 4-12 weeks postpartum, using the 75-
g OGTT and clinically appropriate nonpregnancy diagnosticcriteria. B

Individuals with a history of GDM should have lifelong screening for the development of
prediabetes or diabetes every 1-3 years. B

Table 4: Screening for and diagnosis of GDM

One-step strategy
Perform a 75-g OGTT, with plasma glucose measurement when an individual is fasting and

at 1 and 2 h, at 24-28 weeks of gestation in individuals not previously diagnosed with
diabetes.

The OGTT should be performed in the morning after an overnight fast of at least & h.

The diagnosis of GOM is made when any of the following plasma glucose values are met or
exceeded:
* Fasting: 92 mg/dL (5.1 mmal/L)
* 1 h: 180 mg/dL {10.0 mmal/L)
* 2 h: 153 mg/dL (8.5 mmol/L)

Two-step strategy

Step 1:

Perform a 50-g GLT (monfasting), with plasma glucose measurement at 1 h, at 24-28 weaeks
of gestation in individuals not previously diagnosed with diabetes.

D —

If the plasma glucose level measured 1 h after the load is =130, 135, or 140 mg/dL (7.2,
7.5, or 7.8 mmol/L, respectively),* proceed to a 100-g OGTT.

Step 2:

The 100-g OGTT should be performed when the individual is fasting.

The diagnosis of GDM is made when at least twos+ of the following four plasma glucose
levels (measured fasting and at 1, 2, and 3 h during OGTT) are met or exceeded
[Carpenter-Coustan criteria [208]):

= Fasting: 95 mg/dL (5.3 mmol/L}
+ 1 h: 180 mg/dL {10.0 mmol/L)
2 h: 155 mg/dL (8.6 mmol/L}
« 3 h: 140 mg/dL {7.8 mmeol/L)

GO, geestartional diatvetes molie, GIT, gucces load test; DETT, oral ghaoose tobrance Test. " Aamorican College of Dhstetriciarn 2nd Gyndookoegias [ACDG)
Fecomimends aiy of the ommmonly weed thicshobds of 130, 135, of 10 mgdL for the: 1-h 50-g ST tADDG notes that one chevatod value can b used for
g,
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2. PREVENTION OR DELAY OF DIABETES AND ASSOCIATED

COMORBIDITIES: STANDARDS OF CARE IN DIABETES-2026

Digbetes Cane JO2649(5uppl. 1)-550-560
Recommendations

In people with prediabetes, monitor for the development of diabetes at least annually; modify
frequency of testing based onindividual risk assessment. E
In people with presymptomatic type 1 diabetes, monitor for disease progression using A1C
approximately every 6 months and 75-g oral glucose tolerance test (e, fasting and 2-h plasma
glucose) annually; modify frequency of monitoring and consider augmenting with other glycemic
assessment tools such as continuous glucose monitoring metrics based on individual risk
assessment incorporating age, number and type of autoantibodies, and glycemic metrics. E

LIFESTYLE BEHAVIOR CHANGE FOR TYPE 2 DIABETES PREVENTION

-

Recommendations

Refer adults with overweight or obesity at high risk of type 2 diabetes to a diabetes prevention
program to achieve and maintain a weight reduction of at least 5-7% of initial body weight
through a healthy reduced-calorie eating pattern and 2150 min/week of moderate-intensity
physical activity. A

Prescribe an evidence-based eating pattern {e.g., Mediterranean, low carbohydrate) to
individuals with prediabetes to prevent type 2 diabetes. B

Offer diabetes prevention programs to adults at high risk for type 2 diabetes. A Diabetes
prevention programs should be covered by thirdparty payors, and inconsistencies in access
should be addressed. E

Based on individual preference, certified technology-assisted diabetes prevention programs
through smartphones, web-based applications, and telehealth can be effective in preventing type
2 diabetes and should be considered. B

PHARMACOLOGIC INTERVENTIONS TO DELAY TYPE 2 DIABETES

Ll

Recommendations
Metformin for the prevention of type 2 diabetes should be considered in adults at high risk of type
2 diabetes, as typified by the Diabetes Prevention Program, especially those aged 2559 years
with BMI 235 kg/m2, higher fasting plasma glucose (e.g., 2110 mg/dL [26 mmol/L]), and higher
AlC([e.g., 26.0% [242 mmol/mol]), and in individuals with prior gestational diabetes mellitus. A
Consider using metformin to prevent hyperglycemia in high-risk individuals treated with a
phosphatidylinositol 3-kinase a (PI2Ka) inhibitor (e.g., alpelisib and inavolisib). B
Consider using metformin to prevent hyperglycemia in high-risk individuals treated with high-
dose glucocorticoids. B
Consider periodic assessment of vitamin B12 levels in individuals receiving long-term metformin
therapy, especially in those with anemia or peripheral neuropathy. B

PREVENTION OF VASCULAR DISEASE AND MORTALITY

Ll

Recommendations
Prediabetes is associated with heightened cardiovascular risk; therefore, screening for and
treatment of modifiable risk factors for cardiovascular disease are suggested. B
Statin therapy may increase the risk of type 2 diabetes in people at high risk of developing type 2

diabetes. In such individuals, glucose status should be monitored regularly and diabetes
prevention approaches reinforced. it is not recommended that statins be avoided or discontinued
for this adverse effect. B

In people with a history of stroke and evidence of insulin resistance and prediabetes, pioglitazone
may be considered to lower the risk of stroke or myocardial infarction. Howewer, this benefit
needs to be balanced with the increased risk of weight gain, edema, and fractures. A Lower doses
may mitigate the risk of adverse effects but may be less effective. C©

PERSON-CENTERED CARE GOALS

* |n adults with overweight or obesity at high risk of type 2 diabetes, care goals should include

weight loss and maintenance, minimizing the progression of hyperglycemia, and attention to
cardiovascularrisk. B

Pharmacotherapy (e.g., for weight management, minimizing the progression of hyperglycemia,
and cardiovascular risk reduction) should be considered to support personcentered care goals. A
More intensive preventive approaches should be considered in individuals who are at particularly
high risk of progression to diabetes, including individuals with BMI 235 kg/m2, those with higher
glucose levels (e g., fasting plasma glucose 110-125 mg/dL [6.1-6.9 mmol/fL], 2-h postchallenge
glucose 173-199 mg/dL [9.6-11.0 mmaol/L], and AL1C >6.0% [=42 mmolfmol]), and individuals
with a history of gestational diabetes mellitus. A

e A
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3. COMPREHENSIVE MEDICAL EVALUATION AND ASSESSMENT + Assess glycemic status and previous and current treatment. A
OF COMORBIDITIES: STANDARDS OF CAREIN DIABETES-20286 + Evaluate for diabetes complications, potential comorbid conditions, and overall health status.
A
PERSON-CENTERED COLLABORATIVE CARE T ey o + |dentify care partners, support systems, and available resources. E
Recommendations # Assess social determinants of health and structural barriers to optimal health and health care.
« A communication style that uses person-centered, culturally sensitive, and strength-based A
language and active listening; elicits individual preferences and beliefs; and assesses literacy, + Review risk factor management in the person with diabetes. A
numeracy, and potential barriers to care should be used to optimize health outcomes and health- s Begin engagement with the person with diabetes in the formulation of a care management
related quality of life. B planincluding goals of care. A
= People with diabetes can benefit from a coordinated interprofessional team that may include but .

Develop a plan for continuing care. A

* Ongoing management should be guided by the assessment of overall health and functional
status, diabetes complications, cardiovascular risk, hypoglycemia risk, and shared decision
making to set therapeutic goals. B

is not limited to diabetes care and education specialists, primary care and subspecialty clinicians,
nurses, registered dietitian nutritionists, exercise specialists, pharmacists, dentists, podiatrists,
and behavioral health professionals. C

Figure 1: Decision cycle for person-centered glycemic management in type 2 diabetes.

IMMUNIZATIONS
ASSESS KEY PERSOMN CHARACTERISTICS
REVIEW AND AGREE OM s.“. "
MANAGEMENT PLAN - The individals prefarencas, values, and goals Recommendations
+ Review managemsnt plsn v Cusrent !Ile-_swlg ard health behawiars
« Mistually agrae on changas . grm;mm:;ﬁf;ﬁ- EKE,;":}HCFLM ST * Provide routinely recommended vaccinations for children, adolescents, and adults with diabetes
L B2, " . i 1
+ Ensure agreed modification of therapy s . M.I:nm health, :ugniﬁmlu and rgl.ll'ﬂli\'.lfliil =lalus asindicated by age. A

implemented in a timety fashicn o awvoid
tharapeutic inertia
Underlake decision cycle reguiarly {al leas

Sociad gaterminants of health

Tahble 5: Components of the comprehensive diabetes medical evaluation at initial, follow-up, and annual visits

GNCA ar twice 3 yaar) COMSIDER SPECIFIC o
« Dperate in an integrated systen of care FACTORS THAT IMPACT Wisit
CHOICE OF TREATMENT -
PROVIDE OMGOING SUPPORT = Individuaiizad glycemic and weight goats Initial Every fallow-up  Annual
AND MONITORING OF: GOALS * Impact on weight, ypoglycemis, Past medical and family history
¥ i OF CA RE cardivasoular and kigaey protection,
. Fu::;l[mag&ﬂ;ezﬁhngbehamm g o Pishetes Tiktory
: * Prevent complications s Underlying physiolegical factars bphd
« Toberability of medications it e o e - ‘Sl effast pooflles of mudicatice * Chamclc_nslms at onset {e.g., age and symploms ¥
+ Surrogate measures of treatment, T « Complexity of trestment pian {12, and/far signs)
ncaling BEL A CEM, Welght, atep. frequancy and made of administratian] & Review of previous treatment plans and response "4
count, A1G, BF, and lipids = Treatment choke to aptimiza
i o nidEeFion Lt s radicn sl » Assess frequency, cause, and severity of past v
| IMPI.EHEHT discantinuatian : hospitalizations
MANAGEMENT PLAM = MEESS._D@'!-‘I. and a-.-_allal.'uﬁ'.' of : Famih,r histl:ll",'
C medication(s}, and lifestyle choices &
= Ensure thare ks reguiar review; mong » Family history of diabetes In a first-degree relative v
frequent cantact inilally is afllen £ ily hi i g di S/
desirabi for DSMES | USE SHARED DECISION-MAKING TO * Family history of qutoimmune disorders
CO-CREATE A MANMAGEMENT PLAN Personal history of complications and commaon
Ensure access to DEMES comorbidities
AGREE ON MANAGEMENT PLAN | | | .ive an educated and informed parson (and e
« Specify SMART goals: the individuars family or earsgiver) = Common comorbidities {e.g., obesity, 058, and v v
= Spacific = Explorg parsonal prafarences MASLD)
= Meazurahle « Language matters include person-first, + i
i i Esac, smipinering Beie # High blood pressure or abnormal lipids v v
= Raglistic + Includa motivational interviewing, goal satting, » Macrovascular and microvascular complications v v
— Tirne limiea and shared decisian-making » Hypoglyoemia: awareness, frequency, causes, and 4 'y g
BM, bt glucnco monitoring: B, biaod CEM, contnune: ghiss marnieg, CED, chiosic dnoy disasas; VT, candiowsraiar dieats; timing of episodes
CEMAES, diaberes sell managemmint ecducathon ated supgsoet, HF, heart talure . MASLD, mactabolic dysfurection assodated siestodc eer dicease # Presence of hemngbubinupathies or anemias '.i' ‘(
+ Last dental visit ¢ v
COMPREHENSIVE MEDICAL EVALUATION * Last foot exam v ¥
» Last dilated eye exam v o
Recommendations
« Visits to specialists v
= A complete medical evaluation should be performed at the initial visit and follow-up, as « Disability assessment and use of assistive devices ¢ e ¢
appropriate, to: {e.g., physical, cognitive, vision and auditory, history
* Confirm the diagnosis and classify diabetes A of fractures, and podiatry}
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Wisit

Initial Ewery follow-up  Annual

+ Personal history of autolmmune disease
Surgical and procedure history
# Surgeries |e.g., metabalic surgery and
transplantation]
interval history
# Changes in medical or family history since last visit
Behavioral factors
» Physical activity, sleep behaviors, eating patterns and
weight histary
* Assess familiarity with carbohydrate counting (e.g.,
type 1 dizhetes or type I dizhetas treated with MD)
» Screen for Q54
+ Tobacoo, alcohol, and substance use
Medications and vaccinations
» Current medication plan
* Medication-taking behavior, including raticning of
medications andfor medical equipment
» Medication Intolerance or side effects
» Camplernentary and alternative medicine wse
# Vaccination history and needs
Technology use
¢ Aszess use of health apps, enline education, patient
partals, etc.
+ Glucose monitoring {meter/CGM|: results and data use
* Review insulin pump settings and use and connected
pen and glucose data
Social life assessment
Social network
« |dentify existing social supports
» |dentify surrogate decision maker and advanced care
plan
# |dentify social determinants of health [e.g., food
securlty, housing stahility, transportation access,
financial security, and community safety)
» Assecs dally routine and environment, including
school or work schedubes and ability to engage in
diabetes self-management

Physical examination

# Height, weight, and BMI; growth and pubertal
develapment in children and adalescents

# Blood pressure determination

# Orthostatic blood pressure measures (when
Indicated)

* Fundoscopic examination [refer to eye specialist)

* Thyroid palpation

# Skin examination (e.g., acanthozis nigricans, insulin
Imjection or Insertion sites, and lipodystrophy)

+ Comprehensive foot examination, determination of
temperature, vibration or pinprick sensation, and
10-g monofilament exam
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Initial Every follow-up  Annual

# Visual inspection (e.g., skin integrity, callous v v v
formation, foot defarmity or ulcer, and toenails)*

» Check pedal pulses and screen for PAD with ABI o v
testing if a PAD diagnosis would change
management

s Screen for depression, anxiety, dizbetes distress, fear
of hypoglycemia, and disordered eating

» fAssessment for cognitive performance if indicated

= Agsessment for functional performance If indicated

= Assessment for bone health (e.g., loss of height and
kyphosis]

Labaratory evaluation

« AL, if the results are not available within the past 3 v v
manths ar If earller assessment is necessany

» Lipid profile, including total, LDL, and HDL cholesterol
and trighycerides$

# Liver function tests (i.e., FIB-4}%

» Spat urinary albumin-ta-creatining ratio

* Serum creatinine and estimated glomerular filtration
rate§

# Thyrold-stimulating harmaone In peaple with type 1
diabetess

# Celiac disease screening in people with type 1
diabetes||

« Vitamin B12 If taking metformin for =5 yvears

& CBC with platelets

* Serum potassium levels in people treated with ACE
Inhibitars, ARBs, or diureticsg

= Calcium, vitamin [, and photphorous as appropriate
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BB, anick: rachial index; ARBS, asghotonsin receptor blockers, CBC, comglote blood count, GEM, condsuces glucose moniton, FiB-4, fibrosis-4 index;
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changes in medications. that affect kidney Tuncion and sefum potassiem. In poogle with of signs, labs ¥

ESSENTIAL COMPONENTS FOR ASSESSMENT, PLANNING, AND REFERRAL*
Assessing risk of diabetes complications

ASCVD and heart failure history

ASCVD risk factors and 10-year ASCVD risk assessment
Staging of chronic kidney disease

Hypoglycemia risk

Assessment for retinopathy

Assessment for neuropathy

Assessment for MASLD and MASH
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Goal setting

+ Set A1C, blood glucose, and time-in-range goals

+ Setlipid goal

+ [fhypertension is present, establish blood pressure goal
* Weight management and physical activity goals
+ Diabetes self-management goals

Therapeutic treatment plans
= Lifestyle management (e.g., registered dietitian nutritionist)

+ Pharmacologic therapy: glucose lowering
+ Pharmacologic therapy: cardiovascular and kidney disease risk factors

= ‘Weight management with pharmacotherapy or metabolic surgery, as appropriate
= Use of glucose monitoring and insulin delivery devices
= Referral to diabetes education and medical specialists (as needed)

Referrals for initial care management
# [Eye care professional for annual dilated eye exam
+ Family planning for individuals of childbearing potential

* Registered dietitian nutritionist for medical nutrition therapy

+ Diabetes self-management education and support

= Dentist for comprehensive dental and periodontal examination

# Behavioral health professional, ifindicated
= Audiclogy, ifindicated
+ Social worker and community resources, ifindicated

+ Rehabilitation medicine or another relevant health care professional for physical and cognitive

disability evaluation, ifindicated
* Other appropriate health care professionals

Aasessmenl and Urealment planning are essential components of nitial and all lollow-up visits. ASOVD, stherosclenotic
candiovascular disease; MASH, metabolic dysfunclion-associated steatohepatitis; MASLD, metabolic dyslunclion-adsocialed
steatolic ver disease.

Table 6: Highly recommended immunizations for adults with diabetes (from the Advisory Committee on
Immunization Practices and Centers for Disease Control and Prevention).
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and Advisary Committes an
Immunization Practices
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19 Years or Older - United
Stabes, 2025 §6,7]
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ASSESMENT OF COMORBIDITIES

Autoimmune Diseases
Recommendations

+ Screen people with type 1 diabetes for autoimmune thyroid disease soon after diagnosis and
thereafter at repeated intervals if clinically indicated. B

+ Adults with type 1 diabetes should be screened for celiac disease in the presence of
gastrointestinal symptoms, signs, laboratory manifestations, or dinical suspicion suggestive of
celiac disease B

Bone Health

# Accpss fracture risk in older adults with diabetes as a part of routine care in diabetes clinical
practice, according to risk factors and comorbidities. A

+« Monitor bone mineral density using dual-energy X-ray absorptiometry in older adults with
diabetes (aged =65 years) and younger individuals with diabetes and multiple risk factors every
2-3years. A

= Consider the potential adverse impact on skeletal health when selecting pharmacological options
to lower glucose levels in people with diabetes. Avoiding medications with a known association
with higher fracture risk (e_g., thiazolidinediones and sulfonylureas) is recommended, particularly
for those at elevated risk for fractures. B

+ Toreduce the risk of falls and fractures, glycemic management goals should be individualized for
people with diabetes at a higher risk of fracture. C Prioritize use of glucose-lowering medications
thatare associated with low risk for hypoglycemia to avoid falls. B

« Advise people with diabetes on their intake of calcium (1,000-1,200 mg/day) and vitamin D to
ensure it meets the recommended daily allowance for those at risk for fracture, either through
their food choices or supplemental means. B

+ Consider osteoporosis drug therapy in older adults with diabetes who are at increased risk of

fracture, including those with low bone mineral density (T-score =-2.5), history of fragility
fracture, or elevated Fracture Risk Assessment Tool score (3% for hip fracture or =20% for major
osteoporotic fracture). B

* Treatment may be considered for adults with diabetes with a T-score between 2.0 and -2.5 in the
presence of additional risk factors for fracture. C

Cognitive Impairment/Dementia
Recommendations

* |n the presence of cognitive impairment, diabetes treatment plans should be simplified as much
as possible and tailored to minimize the risk of hypoglycemia. B

Metabolic Dysfunction—Associated Steatotic Liver Disease and Metabolic
Dysfunction—Associated Steatohepatitis

Screening
Recommendations

+ Screen adults with type 2 diabetes or with prediabetes, particularly those with obesity or other
cardiometabolic risk factors or established cardiovascular disease, for their risk of having or
developing cirrhosis related to metabolic dysfunction associated steatohepatitis (MASH) using a
calculated fibrosis-4 index (FIB-4) (derived from age, ALT, AST, and platelets
[mdcalc.com/fcalef 2200/ fibrosis4-fib-4-index-liver-fibrosis]), even if they have normal liver
enzymes. B

* Adults with diabetes or prediabetes with persistently elevated plasma aminotransferase levels for
6 months and low FIB-4 should be evaluated for other causes of liver disease. B

+ Adults with type 2 diabetes or prediabetes with a FIB-4 = 1.3 should have additional risk
stratification by liver stiffness measurement with transient elastography, or, if unavailable, the
enhanced liver fibrosis (ELF) test. B

= [Refer adults with type 2 diabetes or prediabetes at higher risk for significant liver fibrosis (ie., as
indicated by FIB-4, liver stiffness measurement, or ELF ) to a gastroenterologist or hepatologist for
further evaluation and management. B

Management
Recommendations

* Adults with type 2 diabetes or prediabetes, particularly with overweight or obesity, who have
metabolic dysfunction—associated steatotic liver disease (MASLD) should be recommended
lifestyle changes using an interprofessional approach that promotes weight loss, ideally within a
structured nutrition plan and physical activity program for cardiometabolic benefits B and
histological improvement. C

# |n adults with type 2 diabetes, MASLD, and overweight or obesity, consider using a glucagon-like
peptide 1 receptor agonist {GLP-1 RA) with demonstrated benefits in MASH A or a dual glucose-
dependent insulinotropic polypeptide (GIP) and GLP-1 RA with potential benefits in MASH B for
the treatment of obesity as an adjunctive therapy to lifestyle interventions for welght loss.

# |n adults with type 2 diabetes and biopsy-proven MASH or those at high risk for liver fibrosis
{based on nonimvasive tests), a GLP-1 RA is preferred for glycemic management due to beneficial
effects on MASH. A Pioglitazone B or a dual GIP and GLP-1 RA B can be considered for glycemic
management due to potential beneficial effects on MASH.
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+ Combination therapy with ploglitazone plus GLP-1 RA can be considered for the treatment of
hyperglycemia in adults with type 2 diabetes with biopsy-proven MASH or those at high risk of
liver fibrosis (identified with noninvasive tests) because of potential beneficial effects on MASH. B

« [For consideration of treatment with a thyroid hormone receptor-B agonist in adults with type 2
diabetes or prediabetes with MASLD with moderate (F2) or advanced (F3) liver fibrosis on liver
histology, or by a validated imaging-based or blood-based test, refer to a gastroenterologist or
hepatologist with expertise in MASLD management. A

+ Treatment initiation and monitoring should be individualized and within the context of an
interprofessional team that includes a gastroenterologist or hepatologist, consideration of
individual preferences, and a careful shared-decision cost-benefit discussion. B

+ In adults with type 2 diabetes and MASLD, use of glucose-lowering therapies other than
pioglitazone or GLP-1 RAs may be continued as clinically indicated, but these therapies lack
evidence of benefit in MASH. B

# Insulin therapy is the preferred agent for the treatment of hyperglycemia in adults with type 2
diabetes with decompensated crrhosis. C

+ Adults with type 2 diabetes and MASLD are at increased cardiovascular risk; therefore,
comprehensive management of cardiovascular risk factors is recommended. B

+ Statin therapy is safe in adults with type 2 diabetes and compensated cirrhosis from MASLD and
should be initiated or continued for cardiovascular risk reduction as clinically indicated. B In
people with decompensated cirrhosis, statin therapy should be used with caution, and close
monitoring is needed, given limited safety and efficacy data. B

+ Consider metabolic surgery in appropriate candidates as an option to treat MASH in adults with
type 2 diabetes and obesity B and to improve cardiovascular outcomes. B

+ Metabolic surgery should be used with caution in adults with type 2 diabetes with compensated
cirrhvosis from MASLD B and is not recommended in decompensated cirrhosis. B

FRgure 2: Diagnostic algorithm for risk stratification and the prevention of cirrhosis in individuals with
metabolic dysfunction-associated steatotic iver disease (MASLD).
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Figure 3: Metabolic dysfunction—associated steatotic liver disease (MASLD) treatment algorithm.
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4. FACILITATING POSITIVE HEALTH BEHAVIORS AND

WELL-BEING TO IMPROVE HEALTH OUTCOMES: STANDARDS
OF CARE IN DIABETES-2026 Diabetes Care 2026 48{Suppl. 145895131

DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT

Recommendations

Advise all people with diabetes to participate in developmentally and culturally appropriate
diabetes self-management education and support (DSMES) to facilitate informed decision-
making, self-care behaviors, problem-solving, and active collaboration with the health care team.
A

Provide DSMES at diagnosis, annually and/or when not meeting treatment goals, when
complicating factors develop (e.g., medical, functional, and psychosocial), and when transitions
inlife and care occur. E

Assess clinical outcomes, health status, and well-being as key goals of DSMES on anindividualized
timeframe. C

Use behavioral strategies (e.g., motivational interviewing, goal setting, problem-solving) to
support DSMES and engagement in behaviors known to optimize health-related guality of life and
outcomes. A

Provide culturally and socially appropriate DSMES responsive to personal preferences and needs
in group or individual settings. & Communicate DSMES participation with the diabetes care team.
E

Offer DSMES via telehealth and/for digital interventions to meet individual preferences, reduce
access barriers, and improve satisfaction. B

DSMES can improve outcomes and reduce costs, so reimbursement by third-party payors is
recommended. B

ldentify and address barriers to DSMES that exist at the payor, health system, dinic, health care
professional, and individual levels. E

Assess the social determinants of health to guide and design delivery of DSMES to maximize
health equity across populations. C

Nutrition recommendations

Provide individualized medical nutrition therapy by referring people with prediabetes or diabetes
to a registered dietitian nutritionist, preferably one who has comprehensive experience in
diabetes care. A

Diabetes medical nutrition therapy can result in cost savings B and improved cardiometabolic
outcomes A and should be reimbursed by insurance. E

Provide an overweight or obesity treatment plan based on their nutrition, physical activity, and
behavioral health status for all people with overweight or obesity, aiming for at least 5—7% weight
loss A

For diabetes prevention and management of people with prediabetes or diabetes, recommend
individualized meal plans that keep nutrient guality, total calories, and metabolic goals in mind. B
Eating patterns should emphasize key nutrition principles (inclusion of nonstarchy vegetables,
whaole fruits, legumes, lean proteins, whole grains, nuts and seeds, and low-fat dairy or nondairy
alternatives) and minimize consumption of red meat, sugar-sweetened beverages, sweels,
refined grains, processed and ultraprocessed foods in people with prediabetes and diabetes. B

Consider reducing carbohydrate intake for some adults with diabetes to improve glycemia. An
effective way to achieve this is by limiting consumption of processed foods. B

Assess intake of supplements, as supplementation with micronutrients (e.g., vitamins and
minerals, such as magnesium or chromium) or herbs or spices (e_g., cinnamon and aloe vera) is
not recommended for glycemic benefits. C

Counsel against B-carotene supplementation, as there is evidence of harm for certain individuals
and itconfers no benefit. B

Advise adults with diabetes and those at risk for diabetes who consume alcohol to not exceed the
recommended daily limits. B Advise abstainers to not start drinking alcohol, even in moderation.
B

Counsel people with diabetes about the signs, symptoms, and self-management of delayed
hypoglycemia and the importance of monitoring glucose after drinking aloohol to reduce
hypoglycemia risk, especially when using insulin or insulin secretagogues. B

Counsel people with diabetes to limit sodium consumption to <2,300 mg/day, as clinically
appropriate, and the best way to achiewve this is through limiting consumption of processed foods.
B

Encourage people with diabetes and those at risk for diabetes to consume water over other
beverages. A

Counsel people with diabetes and those at risk for diabetes that nonnutritive sweeteners can be
used in place of sugar-sweetened products if consumed in moderation and for the short term to
reduce overall calorie and carbohyd rate intake. B

Counsel and regularly monitor individuals pursuing intentional weight loss to ensure adeguate
nutritional intake, with particular attention to preventing protein insufficiency and micronutrient
deficiencies. E

Emphasize minimally processed, nutrient-dense, high-fiber sources of carbohydrate (at least 14 g
fiber per 1,000 kcal). B

Advise people with diabetes and those at risk for diabetes to replace sugar-sweetened beverages
{including any juices) with water or low-calorie or no-calorie beverages and minimize foods with
added sugar to manage glycemia and reduce risk for cardiometabolic disease. B

Educate individuals with diabetes who are at risk for developing diabetic ketoacidosis and who
are treated with sodium—glucose cotransporter inhibition on the risks and signs of ketoacidosis
and methods of risk mitigation management, provide themn with appropriate tools for ketone
measurement (ie., serum B-hydrosybutyrate), and discourage a ketogenic eating pattern. E
Provide education on the glycemic impact of carbohydrate, A fat, and protein B tailored to an
individual's needs, insulinplan, and preferences for care to optimize mealtime insulin dosing.
Counsel people using fixed insulin doses about consistent patterns of carbohydrate intake with
respect to time and amount while considering the insulin action time, as it can result in improved
glycemia and reduce the risk for hypoglycemia. B

Counsel people with diabetes and those at risk for diabetes to incorporate more plant-based
protein sources (e.g., nuts, seeds, and legumes) as part of an overall diverse eating pattern to
reduce cardiovascular disease risk. B

Counsel people with diabetes and those at risk for diabetes to consider an eating plan
emphasizing elements of a Mediterranean eating pattern, which is rich in fatty fish, nuts, and
seeds, toreduce cardiovascular disease risk A and improve glucose metabolism. B

Counsel people with diabetes and those at risk for diabetes to limit intake of foods high in
saturated fat to help reduce cardiovascular disease risk. B
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Nutrition behaviors to encourage

Vegetables—especially nonstarchy vegetables that are dark green, red, and orange in color; fresh,
frozen, or low-sodium canned are all acceptable vegetable options.

Legumes—dried beans, peas, and lentils.

Fruits—especially whole fruit—fresh, frozen, or canned in own juice {or no added sugar) are all
acceptable fruit options.

Foods with at least 3 g of fiber per serving are generally considered higher fiber choices. Whole-
grain foods—where culturally appropriate, whole-grain versions of commonly consumed foods,
such as 100% whole-wheat breads or pastas and brown rice. When not culturally appropriate,
focus more on portion control.

Water should be the primary beverage of choice.

For individuals who do not prefer plain water, no-calorie alternatives are the next best choice.
Options include adding lemon, lime, berries, or cucumber slices to water; sparkling no-calorie
water or flavored no-calorie waters; no-calorie carbonated beverages.

Plant-based proteins can include legumes [e.g., soybeans, pinto beans, black beans, garbanzo
beans, dried peas, and lentils), nuts, and seeds.

Meats and poultry should be from fresh, frozen, or low-sodium canned and in lean forms (e.g.,
chicken breast and ground turkey).

Heart-healthy wild-caught fatty fish such as salmon, tuna, sardines, and mackerel. Fresh, frozen,
or low-sodium canned are all acceptable options.

Use herbs (e.g., basil, fennel, mint, parsley, rosemary, and thyme) and spices (e_g., cnnamon,
garam masala, ginger, pepper, and turmeric) to season foods instead of salt or salt-containing
preparations.

Incorporate onions, garlic, celery, carrots, and other vegetables as a base for preparing various
homemade foods.

Cook with vegetable oil (e.g., avocado, canola, and olive) in place of fats high in saturated fat(e.g.,
butter, coconut oil, lard, and shortening).

Plan out meals for the week. Grocery shop using a list. Cook on a day off so there are ready-to-eat
and ready-to-reheat homemade meals waiting in the fridge or freczer

Include family or roomimates in meal preparation; share the responsibilities of grocery shopping
and cooking and use time off for meal preparation in advance when possible.

Recommendations

D —

* Use the updated International Diabetes Federation along with Diabetes and Ramadan
Internaticnal Alliance comprehensive prefasting risk assessment to generate a risk score for the
safety of religious fasting. Provide fasting-focused education to minimize risks. B

= Asspss and optimize treatrment plan, dose, and timing for people with diabetes well in advance of
religious fasting to reduce risk of hypoglycemia, dehydration, hyperglycemia, and/or

ketoacidosis. B

Table 7: Changes in medications during fasting
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PHYSICAL ACTIVITY

Recommendations

RELIGIOUS FASTING
Figure 4: Differences and similarities between refigious and intermittent fasting for people with diabetes.
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+ [Evaluate baseline physical activity and sedentary time for all people with diabetes and those at

risk for diabetes. For people who do not meet activity guidelines, encourage an increase in
physical activities above baseline with the goal of meeting activity guidelines. B Counsel that
prolonged sitting should be interrupted at least every 30 min for blood glucose and other
benefits. €

Counsel children and adolescents with type 1 diabetes € or type 2 diabetes B to engage in 60
min/day or more of moderate- or vigorous-intensity acrobic activity, with musclestrengthening
and bone-strengthening activities at least 3 days/week, and to limit the amount of time being
spent sedentary, including recreational screen time. ©

Counsel most adults with type 1 diabetes € and type 2 diabetes B to engage in 150 min or more of
moderate- to vigorous-intensity acrobic activity per week, spread over at least 3 days/week, with
o more than 2 consecutive days without activity. Shorter durations (minimurm 75 min/week) of
vigorous-intensity or interval training may be sufficient for more physically fit individuals.

Counsel adults with type 1 diabetes € and type 2 diabetes B to engage in 2-3 sessions/weck of
resistance exercise on nonconsecutive days.
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+ Counsel most older adults with diabetes to engage in flexibility training and balance training 2—3

timesfweek. C

+ Counsel all people with diabetes who are treated with obesity pharmacotherapy or metabolic
surgery that meeting physical activity recommendations, in particular muscle-strengthening

exercises, may be beneficial for maintaining lean body mass. C

FRgure 5: importance of 24-h physical behaviors for type 2 diabetes.
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SMOKING CESSATION: TOBACCO AND E-CIGARETTES, AND CANNABIS

Recommendations

* Ack people with diabetes routinely about the use of tobacco or vape products. A Advise complete
avoidance of tobacco and vaping. A For individuals who use these products, provide or refer for
combination treatment consisting of tobacco and/or vape product(s) cessation counseling and
pharmacologic therapy. A

= Agvise people with type 1 diabetes € and those with other forms of diabetes at risk for diabetic
ketoacidosis not to wse recreational cannabis in any form. E

PSYCHOSOCIAL CARE

Recommendations

* Provide psychosocial care to all people with diabetes as part of routine medical care delivered by
trained health care professionals using a collaborative, person-centered, culturally informed
approach. A

* Implement screening protocols for psychosocial concerns, preferably using age-appropriate
standardized and validated tools. Screen at least annually or when there is a change in health
status, treatment, or life circumstances. C

* Refer to behavioral health professionals or other trained health care professionals, ideally those
with experience in diabetes, for further assessment and treatment of psychosocial concerns as
indicated. B

Diabetes distress

Recommendations

* Screen for diabetes distress at least annually in people with diabetes, caregivers, and family
members, and repeat screening when treatment goals are not met, at transitional times, andfor
in the presence of diabetes complications. Health care professionals should consider referral to a
qualified behavioral health professional, ideally one with experience in diabetes, for further
assessment and treatment if not adequately addressed during medical appointments. B

Anxiety
Recommendations

* Screen for anxiety symptoms at least annually in people with diabetes. Health care professionals
can address anxiety symptoms within the scope of their practice. Consider referral to a gualified
behavioral health professional for further assessment and treatment if anxiety symptoms
interfere with diabetes self-management behaviors or quality of life, if not adeguately addressed
during medical appointments. B

« Screen individuals at high risk for hypoglycemia or with severe andfor frequent hypoglycemia for
fear of hypoglycemia at least annually and when clinically appropriate. E Refer to a trained health
care professional for evidence-based intervention. A

D —
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Depression

Recommendations
# Screen for depressive symptoms in all people with diabetes at least annually and more frequently
among those with a history of depression. B Refer to qualified behavioral health professionals or
other health care professionals with experience using evidencebased treatment approaches for
depression in collaboration with the diabetes care team. A

* Rescreen for depression at diagnosis of complications or when there are significant changes in
medical status. B

Disordered Eating Behavior

Recommendations
+ Screen for disordered or disrupted eating using validated screening measures. Review the
medical treatment plan toidentify potential treatment-related effects on hunger/caloric intake. B
# Reevaluate the treatrment plan of people with diabetes who present with symptoms of disordered
cating behaviors, an eating disorder, or disrupted patterns of eating, ideally in consultation with a
gualified professional. B

Serious Mental lliness
+ Provide an increased level of support for people with diabetes and serious mental illness through
enhanced monitoring of and assistance with diabetes self-management behaviors. B

*  Monitor changes in body weight, glycemia, and lipids in adolescents and adults with diabetes who
are prescribed second-generation antipsychotic medications; adjust the treatment plan
accordingly, if needed. C

Cognitive Capacity and Impairment
Recommendations
= Monitor cognitive capacity throughout the life span for all individuals with diabetes, particularly
in those who have documented cognitive disabilities, those who experience severe
hypoglycemia, very young children, and older adults. B

« Consider referral for a formal assessment i cognitive capacity changes or appears to be
suboptimal for decision-making and/or behavioral selfmanagement. E

Sleep Health
Recommendations

# Screen for sleep health in people with prediabetes or diabetes and in those at risk for diabetes,
including screening for sleep disorders and diabetes-related sleep disruptions. Refer to sleep
medicine specialists andfor qualified behavioral health professionals or diabetes care team as
indicated. B

+ Counsel people with diabetes to practice sleep-promoting routines and habits. A

B Emmm— 222 e U
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Situations that warrant referral of a person with diabetes to a qualified
behavioral health professional for evaluation and treatment

# A positive soreen on a validated screcning tool for depressive symptoms, diabetes distress,
anxety, fear of hypoglycemia, suicidality, or cognitive impairment

* The presence of symptoms or suspicions of disordered eating behavior, an eating disorder, or
disrupted patterns of eating

* Intentional omission or underdosing of insulin or noninsulin medication to cause weight loss

* Asprious mental illness is suspected

* |n children and adolescents and families with behavioral self-care difficulties, repeated
hospitalizations for diabetic ketoacidosis, failure to achieve expected developmental milestones,
or significant distress

* Low engagement in diabetes self-management behaviors, including declining or impaired ability
to perform diabetes self-management behaviors

= Before undergoing metabolic surgery and after surgery, if assessment reveals an ongoing need for
adjustment support
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5. GLYCEMIC GOALS AND HYPOGLYCEMIA AND HYPERGLYCEMIC

ASSESSMENT OF GLYCEMIC CONTROL

CRISES: STANDARDS OF CARE IN DIABETES-2026

Dimhetes Cane 02649 5upnd. 151375149

Glycemic Assessment

Aszsess glycemic status by A1C A and/or continuous glucose monitoring (CGM) metrics such as
time in range, time above range, and time below range. B Fructosamine or CGM can be used for
glycemic monitoring when an alternative to A1C s required. B

Assess glycemic status at least two times a year, and more frequently (e.g., every 3 months) for
individuals not meeting glycemic goals or with recent treatment changes, frequent or severe
hypoglycemia or hyperglycemia, or changes in health status, or during periods of rapid growth
and development in children and adolescents. E

Table 8: Equivalent ALC levels and estimated average glucose [eAG)

AIC (%) ALC {mmalfmal) efG mg/dL* el mmaol/L*
5 £l a7 (Te—120) 5.4 (4.3-8.7)
5 42 126 (100-152) 7.0 {5.5-85)
7 53 154 {123-185) 86 (6.8-10.3)
B 54 183 (147-217) 10.2 (8.1-12.1)
3 75 217 {170-245) 112 (9.4-13.9)
10 Ei 240 {193-2812) 13.4 {10.7-15.7}
11 a7 269 (217-314) 14.5 (12.0-17.5}
12 108 298 [240-34T) 16.5 (13.3-19.3}

Diata i parentheses ane 95K O, A caloulatoe for Corvroming 00 rewalcs i oAG, naither sl or mmal/'L, is reallabile a0 professonaldibee oy oA,
*Theise £5Timates ane Based on ADAG data of 52, 700 gucose meaeurements over 3 months per ALC messuncancat in 507 adults with type 1, type 2, of o
bt The correlation betvaeen &1C and wasrpe gt was 0.9

Table 9: CGM metrics for clinical care in nonpregnant individuals with type 1 or type 2 diabetes
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GLYCEMIC GOALS
Recommendations

An ALC goal of <7% (<53 mmol/mol) is appropriate for many nonpregnant adults without severe
hypoglycemia or hypoglycemia affecting health or quality of life. A

Agoal time in range of >70% in people using CGM is appropriate for many nonpregnantadults. B

A goal percent time <70 mg/dL (<3.9 mmol/L) of <4% (or <1% for older adults) and a goal percent
time =54 mg/fdL (<3.0 mmolfL) of <1% are recommended in people using CGM to prevent
hypoglycemia. Deintensify or modify therapy if these goals are not met. B

Lower A1C goals [e_g., <6.5% [<48 mmol/mol]) may be appropriate for individuals with diabetes
with good health and function and low treatment risks (e_g., hypoglycemia) and burdens. B

Less stringent glycemic goals may be appropriate for individuals with significant cognitive and/or
functional limitations, frailty, or severe comorbidities or where the harms of treatment, including
hypoglycemia, are greater than the benefits. B

Deintensify hypoglycemia-causing medications (insulin, sulforwlureas, or meglitinides), or switch
to a medication cass with lower hypoglycemia risk, for individuals who are at high risk for
hypoglycemia, within individualized glycemic goals. B

Deintensify diabetes medications for individuals for whom the harms and/or burdens of
treatrment may be greater than the benefits, within individualized glycemic goals. B

Reassess glycernic goals based on the individualized criteria. E

Set a glycemic goal during consultations to improve outcomes. A

Figure &6: Individualized A1C and CGM goals for nonpregnant adults.
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Table 10: Summary of glycemic poals for many nonpregnant adults with diabetes

AlC <7.0% {<53 mmol/mol)*+
Freprandial capillary plasma glucose 30-130 mg/dL* (4.4-=7.2 mmaol/L)

Peak postprandial capillary plasma glucoset <180 mg/dL* {<10.0 mmol/L)

"hiore of less Sringen. glycemic goaks may be appropriate for conain individuals. HOGR may Be wsed 10 assess ghaoemic states. Goals should be individualiaed
Dz ooy o O dialy e il B ety ol Rl conalithons, ko Candicvasoslar i e of sdvanoed miorovasoular coenplcrtions, inpained
e of ypoghomis, and individual considerations. $Posoprandial glaooss may warmant special anention it A IC goals ane not met despite reaching
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HYPOGLYCEMIA ASSESSMENT, PREVENTION, AND TREATMENT
Recommendations

* Review history of hypoglycemia at every clinical encounter for all individuals at risk for
hypoglycemia, and evaluate hypoglycemic events asindicated. €

* Screen individuals at risk for hypoglycemia for impaired hypoglycemnia awareness at least
annually and when dinically appropriate. E Refer to a trained health care professional for
evidence-based intervention to improve hypoglycemia awareness. A

« Seroen individuals at high risk for hypoglycemia or with severe andfor frequent hypoglyeemia for
fear of hypoglycemia at least annually and when clinically appropriate. E Refer to a trained health
care professional for evidence-based intervention. A

+ Consider an individual’s risk for hypoglycemia when selecting diabetes medications and glycemic
goals. B

= Use of CGMis beneficial and recommended for individuals at high risk for hypoglycemia. A

+ Glucose is the preferred treatment for the conscious individual with glucose <70 mg/fdL (<3.9
mmaol/L), although any form of carbohydrate that contains glucose may be used. Avoid using
foods or beverages high in fat andfor protein for initial treatment of hypoglycemia. Fifteen
minutes after initial treatment, repeat the treatment if wpoglycemia persists. B

# Glucagon should be prescribed for all individuals taking insulin of at high risk for hypoglyoemia. A
Family, caregivers, school personnel, and others providing support to these individuals should
know its location and be educated on how to administer it. Glucagon preparations that do not
have to be reconstituted are preferred. B

# First aid kits should include oral glucose for use in treating hypoglycemia. €

= All individuals taking insulin A or at risk for hypoglycemia C should receive structured education
for hypoglycemia prevention and treatment, with ongoing education for those who experience
hypoglycemic events.

+  One or more episodes of level 2 or 2 hypoglycemia should prompt reevaluation of the treatment
plan, including deintensifying or switching diabetes medications if appropriate. B

+« Regularly assess cognitive function: if impaired or declining cognition is found, the dinician,
person with diabetes, and caregiver should increase vigilance for hypoglycemia. B

Table 11: Classification of hypoglycemia

Glycemic criteria/description

Lewel 1 Glucose <70 mg/dL (<3.9 mmol/L) and 254 mg/dL (3.0 mmaolfL)
Lewel 2 Glucose <54 mg/dL (<3.0 mmol/L)
Level 3 A severe event characterized by altered mental and/for physical status

requiring assistance for treatment of hypoglycemia, irrespective of
Elucose level

6. DIABETES TECHNOLOGY: STANDARDS OF CAREIN
DIABETES-2026
GENERAL DEVICE PRINCIPLES
Recommendations

* Diabetes devices should be offered to people with diabetes. A

* The type(s) and selection of devices should be individualized based on a person's specific needs,
circumstances, preferences, and skill level. In the setting of an individual whose diabetes is
partially or wholly managed by someone else (e.g., a young child or a person with cognitive
impairment or dexterity, psychosocial issues, and/or physical limitations), the caregiver's skills
and preferences are integral to the decision-making process. E

* When prescribing a continuous glucose monitoring [CGM) device, ensure that people with
diabetes and caregivers are offered initial and ongoing training and education as indicated by
individual circumstances. Education should include utilization of data, including uploading or
sharing data to monitor and adjust therapy. €

= ‘When prescribing an automated insulin delivery [AID) system, people with diabetes and their
caregivers must receive education on how to use and troublesheot the system. This education
should occur at regular intervals as needed. Education should include utilization of the integrated
systemn and its data, including uploading or sharing data to monitor and adjust therapy. C

+ Health care professionals working with people with diabetes should be aware of available
technologies and seeck additional support when needed. E

* Pepple with diabetes using CGM, continuous subcutaneous insulin infusion (CSI1), and for AID for
diabetes management should have continued access to devices across third-party payors,
regardless of age or A1C levels. E

= Children and adolescents should be supported at school in the use of diabetes technology, such as
CGM systems, CSll, connected insulin pens, and AlD systems. E

* [For adults with diabetes using diabetes technology, reasonable accommodations in educational
and work settings should include having sufficient time to manage their devices and respond to
high and low glucose levels. E

* Consider early initiation, including at diagnosis, of CGM, CSll, and AID depending on a person’s or
caregiver's needs and preferences. C

+ There should be no requirement of C-peptide level, B the presence of islet autoantibodies, B or
duration of insulin treatment C before initiation of CSILor AID.

+ Standardized reports for all CGM, CSll, AID, and connected insulin devices with a minimum of a
single-page report, such as the standardized CGM report and weekly summary, should be
available and utilized. Options for daily and weekly reports and raw data should be available. E

BLOOD GLUCOSE MONITORING
Recommendations

* People with diabetes should be provided with blood glucose monitoring (BGM) devices as
indicated by their circumstances, preferences, and treatment. People using OGM devices must
also have access to BGM at all times. A

* People who are taking insulin and using BGM should be encouraged to check their blood glucose
levels when appropriate based on their insulin therapy. This may include checking when fasting,
prior to meals and snacks, after meals, at bedtime, in the middle of the night, prior to, during, and
after exercise, when hypoglycemia is suspected, after treating low blood glucose levels until
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achieving normoglycemia, when hyperglycemia is suspected, and prior to and while performing Table 13: Some of the more comman interfering substances and/or conditions that affect blood glucose
critical tasks suchas driving. B s i gt sl Optiet v
+ Health care professionals should be aware of the differences in accuracy among blood glucose Substance
meters. Only meters approved by the US. Food and Drug Administration (FDA) (or comparable or condition Potential effects on glucose readings measured by BGMs*
regulatory agencies for other geographical locations) with proven accuracy should be used, with Maltoset Falsely higher blood glucaose readings
unexpired teststrips purchased from a pharmacy or licensed distributor and properly stored . E
« Although BGM in people on noninsulin therapies has not consistently shown dlinically significant SELEALL LD T B T R
reductions in ALC levels, it may be helpful when modifying meal plans, physical activity plans, Xylose Falsely higher blood glucose readings
and/or medications [particularly medications that can cause hypoglycemia) in conjunction with a
treatment adjustment program. E N-Acetylcysteine Falsely higher or lower blood glucose readings (depending on BGM design)
« Consider potential interference of medications and substances on glucose levels measured by Acetaminophen Falsely higher or lower blood glucose readings (depending on BGM design)
blood glucose meters. B = = - - -
Dopamine Falsely higher or lower blood glucose readings (depending on BGM design)

Table 12: Comparison of 150 15197:2013 and FDA blood glucose meter acouracy standards
Pralidoxime {2-PAN])  Falsely higher or lower blood plucose readings (depending on BGM design)

. e e bl i
Mospital wms G weithin 12% for DG 275 mefdl 5% within 15% for 06 =100 mefdl P ‘ ; ;
S A T SN i o e o5% withr 15 ma/dL. o 56 <300 g/ Hydroxyurea Falsety higher or lower blood glucose readings (depending on BGM design)
:: :::: i:mﬁfﬂﬁf:ﬂnm TN ArK e Copety. SToc Vitamin C Falsely higher or lower blood glucose readings (depending on BGM design)
e eyt :: :: riskis E:: o :::$ Hematocrit (high) Falsely lower blood glucose readings
B, biooed ghacesie, FOA, US. Food and Drug Administratson; 150, International Orgasization for Stadardization. To comert mg/dl t menlfL, soo Hematocrit (low) Falsely higher blood glucase readings
o T Glurnse ph. *Data shiswn in the FOA coluimn 2 feom the FOA [191]. Data chowt bn ohe 150 column ane fross chie
FDW. +The range of biood ghucose walues for which the meeter Bas B proven aoourate and wil rovide e adings fother thas low, high, o emon). #alues These il efects. Thre arc bikood gl s (BEM) that behawe diferently than zedin Rfor tn product iboling for radut
utside of the “clinically sccoptable” A and B reghor honed "rtfier ™ readings and enay b dange rous 10 use Tor therapeutic decisions. Specific Eirmation. +Unmoditicd guce dehwamREenase B e quirare: §EDH/POO) et cunie. Mocicnn BGR designes (o net
oy porate: unmsodifed GOH-PO0 anwme.
CONTINUOUS GLUCOSE MONITORING DEVICES Table 14: Continuous glucose monitoring devices
Recommendations Type of device Brand* Availability Alarms
= LUse of CGM is recommended at diabetes onset and anytime thereafter for children, adolescents, rtCGM Libre 2 Plus and Libre 3 Plus F"'E":rﬁpﬁ_ﬂ"' Yes
and adults with diabetes who are on insulin therapy, A on noninsulin therapies that can cause Dexcom GE6 and G7 Preseription Yes
hypoglycemia, € and on any diabetes treatment where CGM helps in management. € The specific Eversense 365 Prescription Yes
CGM device and method for use should be made based on the individual's circumstances, Guardian 4 Prescription Yes
preferences, and needs. E Simplera Prescription Yes
* In people with diabetes on insulin therapy, CGM devices should be used as close to daily as OTC-CGM Dexcomn Stelo o1C MNa
possible for maximal benefit. A People with diabetes should have uninterrupted access to their Abbott Lingo oTC Me
supplies to minimize gaps in CGM. A R Tt s e e K
= During pregnancy for individuals with type 1 diabetes, OGM can help achieve glycemic goals (e.g., THEmESIHE o il e .ce #
Dexcom GE Pro In office Mo

time in range and time above range) A and A1C goal B and may be beneficial for other types of

diabetes in pregnancy. E See section “Management of Diabetes in Pregnancy,” for more detail GM, cont e IOGEM, infar arursca] G, CTC, camea thet: CERSRET FOCEM, il tima DM, ™ Goserhc nasiecs ot vl abile:
regarding use of technology in pregnancy.

# In dreumstances when consistent use of CGM is not feasible, consider periodic use of personal or

Table 15: Continuous glucose monitoring device interfering substances

< % £ = & Macicatio terns affected Effect
professional CGM to adjust medication and/or lifestyle. € e "PM il
< . = = . Ll sl i npphan
# Skim reactions, either due to irritation or allergy, should be assessed and addressed to aid in 8 giday Dscom G, Daxcam 67 Highse sengar rodings than aciual gecor:
EI.II.‘E.‘EEStflJl use l:lde'H'l-l:E. E Any dogs Mecitronic Guardian 4 Higheer sensor readings than actual glucase
: il " Aseariie adid [vitamin €], *500 mg/d FreuStyie Libre 2, Fruvsavie Libre 3 Higher semsar resdings than sttusl
= People who wear CGM devices should be educated on potential interfering substances and other Sl R, e e e et fibtiuil et
Ascorbic Aacd [vitamin ], >1,000 rgsday FreaStyhe Libre 2 Plus, FresStgle Libee 3 Plus Hi serrR0r readicgs than actual glucake
factors that may affect accuracy. C e i oo =
Hydroxyurea Cewcom Gh, Dewcom G7F, Medironic Guardian 4 Higher sergor readings than actual gluoose
Flannital (intrienously or 84 pericneal Seramoeacy Dyerienaed55 Higher sermar resdegs than netusl gluoose
clalysis solutice|
Eorbdtol Driravenously or as pernoneal Sonseorics EversensedEs Higher sersar resdegs than actual glucose
dhatyms solubon]
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INSULIN DELIVERY
Insulin Syringes and Pens

For people with insulin-requiring diabetes on multiple daily injections (MDH), insulin pens are
preferred inm most cases. Still, insulin syringes may be used for insulin delivery considering
individual and caregiver preference, insulin type, availability in vials, dosing therapy, cost, and
selfmanagement capabilities. C

Insulin pens of insulin injection aids are recommended for people with desterity issues or vision
impairment or when decided by shared decision making to facilitate the accurate dosing and
administration of insulin. €

Offer connected insulin pens for people with diabetes taking multiple daily insulin injections
when appropriate. B

FDA-approved insulin dose calculators/decision support systems may be helpful for calculating
insulin doses. B

Insulin Pumps and Automated Insulin Delivery Systems
Recommendations

AID systems are the preferred insulin delivery method over MDI, CSll, and sensor-augmented
pumps in people with type 1 diabetes, A adults with type 2 diabetes, A children and adolescents
with type 2 diabetes, E and those with other forms of insulindeficient diabetes. B, C, D, E Choice of
an AlD system should be made based on the individual's circumstances, preferences, and needs. E
Consider AID systems for select people with type 2 diabetes treated with basal insulin not
achieving individualized glycemic goals. B Choice of an AlD system should be made basedon the
individual’s circumstances, preferences, and needs. E

Individuals with diabetes who have been using CSIl andfor AID should have continued access
across thirdparty payors. E

Open-Source Automated Insulin Dosing

Recommendations

Support and provide diabetes management advice to people with diabetes who choose to use an
opensource AlD system. B

Digital Health Technology

Recommendations

IConsider combining technology (CGM, insulin pump, and for diabetes apps) with online or virtual
licensed coaching to improve glycemic outcomes in individuals with diabetes or prediabetes. B

Inpatient Care

Recommendations

* |n people with diabetes wearing personal CGM, the use of CGM should be continued when

clinically appropriate during hospitalization, with confirmatory point-of-care glucose
measurements for insulin dosing and hypoglycemia assessment and treatment under an
institutional protocol. B

Continue use of insulin pump or AlD in people with diabetes who are hospitalized when clinically
appropriate. This is contingent upon availability of necessary supplies, resources, training,
ongoing competency assessments, and implementation of institutional diabetes technology
protocols. €
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7. 0BESITY AND WEIGHT MANAGEMENT FOR THE PREVENTION
AND TREATMENT OF DIABETES: STANDARDS OF CAREIN

DIABETES-2026 Diabetes Core 2006:49(Suppd. 1}-5166 5152
ASSESSMENT AND MONITORING OF THE INDIVIDUAL WITH OVERWEIGHT
AND OBESITY

Recommendations

# Use person-centered, nonjudgmental language that fosters collaboration between individuals
and health care professionals, including person-first language (e_g., "person with obesity” rather
than “obese person”™ and “person with diabetes”™ rather than “diabetic person™). E

+ Screen for overweight and obesity using BMI annually. To confirm excess adiposity, additional
assessments of body fat using anthropometric assessments (e.g., waist-to-hip ratio) or direct
measurements (e.g., dual-energy X-ray absorptiometry, biocelectrical impedance analysis) could
be considered where available/feasible. E

+ Monitor obesity-related anthropometric measurements at least annually to inform treatment
considerations. During active weight management treatment, increase monitoring to at least
every 3months. E

* Accommodations should be made to provide privacy during anthropometric measurements. E

+ In people with type 2 diabetes and overweight or obesity, weight management should represent a
primary goal of treatment along with glycemic management. A

+ Provide weight management treatment, aiming for any magnitude of weight loss. Weight loss of
5—7% of baseline weight improves glycemnia and other intermediate cardiovascular risk factors. A
Sustained loss of >10% of body weight usually confers greater benefits, including disease-
modifying effects and possible remission of type 2 diabetes A and may improve long-term
cardiovascular outcomes and mortality. B

+ Individualize initial treatment approaches for obesity (i.e., lifestyle and nutritional therapy,
pharmacologic therapy, or metabolic surgery) A based on the person’s medical history, lifie
circumstances, and preferences. € Consider combining treatment approaches if appropriate. C

NUTRITION, PHYSICAL ACTIVITY, AND BEHAVIORAL THERAPY INTERVENTIONS
Recommendations
= Mutrition, physical activity, and behavioral therapy are recommmended for people with type 2
diabetes and overweight or obesity to achieve both welght and health outcome goals. B
# Interventions including high frequency of counseling (216 sessions in b months) with focus on

For those who achieve weight loss goals, continue to monitor progress, provide ongoing support,
and recommend continuing interventions to maintain weight goals long term. E Effective long-
term (21 year) weight maintenance programs provide monthly contact and support, include
frequent self-monitoring of body weight (weekly or more frequently) and other selfmonitoring
strategies (e.g., food diaries or wearables), and encourage regular physical activity {200-300
min/fweek). A

* Short-term nutrition intervention using structured, very-low-calorie meals (800—1,000 kcal/day)

should be prescribed only to carefully selected individuals by trained practitioners in medical
settings with close monitoring. Long-term, comprehensive weight maintenance strategies and
counseling should be integrated to maintain weight loss. B

* Nutritional supplements are not recommended, as they have not been shown to be effective for

weight loss. A

* Counsel and regularly monitor individuals pursuing intentional weight loss to ensure adequate

nutritional intake, with particular attention to preventing protein insufficiency and micronutrient
deficiencies. E

Table 16: Obesity pharmacotherapy in individuals with type 2 diabetes
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nutrition changes, physical activity, and behavioral strategies to achiove a 500-750 kecal/day
energy deficit (irmespective of macronutrient composition) should be recommended for weight
loss when available. &

If access to such interventions is limited, consider alternative structured programs delivering
nutrition changes, physical activity, and behavioral counseling (e.g., remote, telehealth, mobile
app).E

Nutrition recommendations should be individualized to the person’s preferences and nutritional
needs. Use nutritional plans that create an energy deficit, while still following general nutritional
guidance, to achieve weight loss. A

When developing a plan of care, consider systemic, structural, cultural, and sodioeconomic
factors that may impact nutrition patterns and food choices, such as food insecurity and hunger,
access to healthfulfood options, and other sodial determinants of health. C
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PHARMACOTHERAPY

Recommendations

* Whenever clinically appropriate, engage other care team members to minimize use of weight:
promoting medications for treatment of other conditions among adults with diabetes and
obesity. E

*  When choosing glucose-lowering medications for people with type 2 diabetes and overweight or
obesity, prioritize medications with beneficial effect onweight. B

= QDbesity pharmacotherapy should be considered for people with diabetes and overweight or
obesity along with lifestyle changes. Potential benefits and risks must be considered. A

+ In people with diabetes and overweight or obesity, the preferred pharmacotherapy should be a
glucagonlike peptide 1 receptor agonist or dual glucose-dependent insulinotropic polypeptide
and glucagon-like peptide 1 receptor agonist with greater weight loss efficacy (i.e., semaglutide or
tirzepatide), especially considering their added weight-independent benefits. A

+ Dbesity pharmacotherapy indicated for chronic therapy should be continued beyond reaching
weight loss goals to maintain the health benefits, as discontinuation often results in recurrence of
weight gain and worsening or reemergence of cardiometabolic risk factors. B

# Individualize the dose and the dose titration approach of obesity pharmacotherapy to balance
effectiveness, health benefits, and tolerability; the optimal treatment dose may not be the
maximum approved dose. B

+ In people with diabetes not reaching weight treatment goals, modify or intensify treatment with
additional approaches, including structured lifestyle management programs, metabolic surgery,
A and additional or alternative pharmacologic agents. B

METABOLIC SURGERY

Recommendations

+ Consider metabolic surgery as a weight and glycemic management approach in people with type
2 diabetes with BMI =300 kg/m’ (or 2275 kg/m’ in Asian American individuals) who are
otherwise good surgical candidates. A

+ Metabolic surgery should be performed in high-volume centers with interprofessional teams
knowledgeable about and experienced in managing obesity, diabetes, and gastrointestinal
surgery. E

People being considered for metabolic surgery should be evaluated for comorbid psychological
conditions and soclal and situational circumstances that have the potential to interfere with
surgery outcomes. B

People who undergo metabolic surgery should receive long-term medical and behavioral support
and routine micronutrient, nutritional, and metabolic status monitoring. B

If post—metabolic surgery hypoglycemia is suspected, clinical evaluation should exclude other
potential disorders contributing to hypoglycemia, and management should include education,
medical nutrition therapy with a registered dietitian nutritionist experienced in post—metabolic
surgery hypoglycemia, and medication treatment, as needed. A In individuals with
post—-metabolic surgery hypoglycemia, use continuous glucose monitoring to improve safety. €

In people who undergo metabolic surgery, routinely screen for psychosocial and behavioral
health changes and refer to a qualified behavioral health professional as needed. C

Monitor individuals who have undergone metabolic surgery for insufficient weight loss o weight
recurrence at least every 6—12 months. E In those who have insufficient weight loss or expericnce
weight recurrence, assess for potential predisposing factors and, if appropriate, consider
additional weight loss interventions (e.g., obesity pharmacotherapy). C
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8. PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT:
STANDARDS OF CARE IN DIABETES-2026  outctes core 20z6:45t50mpt. 115283 5215

PHARMACOLOGIC THERAPY FOR ADULTS WITH TYPE 1 DIABETES

+ Treat most adults with type 1 diabetes with continuous subcutaneous insulininfusion or multiple
daily doses of prandial (injected or inhaled) and basal insulin. A

+ For most adults with type 1 diabetes, insulin analogs (or inhaled insulin) are preferred ower
injectable hurman insulins to minimize hypoglycernia risk. A

+ Toimprove glycemic outcomes and quality of life and to minimize hypoglycemia risk, most adults
with type 1 diabetes should receive education on how to match mealtime insulin doses to
carbohydrate intake and fat and protein intake depending on the person’s or caregiver's needs or
preferences. They should also be taught how to modify the insulin dose (correction dose) based
on concurrent glycemia, glycemic trends (if available), sick-day management, and anticipated
physical activity. B

# Insulin treatment plans and insulin-taking behaviors should be reevaluated at regular intervals
{e.g., every 3—6 months) and adjusted to incorporate specific factors that affect choice of
treatment and ensure achievernent of individualized glycemic goals. E

Figure 7: Choices of insulin plans in people with type 1 diabetes.
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Figure 8: Simplified overview of indications for B-cell replacement therapy in people with type 1 diabetes.
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PHARMACOLOGIC THERAPY FOR ADULTS WITH TYPE 2 DIABETES
Recommendations

= A person-centered shared decisionmaking approach should guide the choice of glucose-lowering
miedications for adults with type 2 diabetes. Use medications that provide sufficient effectiveness
to achieve and maintain intended treatment goals with consideration of the effects on
cardiovascular, kidney, weight, and other relevant comorbidities; hypoglycemia risk; cost and
access; risk for adverse reactions and tolerability; and individual preferences. E

+ Consider combination therapy in adults with type 2 diabetes for initial treatment to shorten time
to attainment of individualized glycemic goals. A

* |n adults with type 2 diabetes and established or high risk of atherosclerotic cardiovascular
disease, the treatment plan should include medications with demonstrated benefits to reduce
cardiovascular events [e.g., glucagonlike peptide 1 receptor agonist [GLP-1 RA] andfor
sodium—glucose cotransporter 2 [SGLT2] inhibitor) for glycemic management and comprehensive
cardiovascular risk reduction (irrespective of A1C). A

* In adults with type 2 diabetes who have heart failure (HF) (with either reduced or preserved
ejection fraction), an 5GLT2 inhibitor is recommended for both glycemic management and
prevention of HF hospitalizations (irrespective of A1C). A

* ln adults with type 2 diabetes, obesity, and symptomatic heart failure with preserved ejection
fraction {HFpEF), the glucose-lowering treatment plan should include a dual glucosedependent
insulinotropic polypeptide (GIP) and GLP-1 RA with demonstrated benefits for HF-related
symptoms and reduction in HF events (irrespective of A1C). A
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In adults with type 2 diabetes, obesity, and symptomatic HFpEF, the glucose-lowering treatment
plan should include a GLP-1 RA with demonstrated benefits for HF-related symptoms A and/for
reduction in HF events (irrespective of A1C). B

In adults with type 2 diabetes who have chronic kidney disease ([CKD) (with confirmed estimated
glomerular filtration rate [eGFR] 2060 mL/min/1.73 m’ and/or albuminuria), an $GLT2 inhibitor
or GLP-1 RA with demonstrated benefit in this population should be used for both glycemic
management and for slowing progression of CKD and reduction im cardiovascular events
{irrespective of A1C). The glycemic benefits of SGLT2 inhibitors are reduced at eGFR <45
ml/min/L.73m" A

In adults with type 2 diabetes and advanced CKD (eGFR <30 mL/min/1.73 m’), a GLP-1 RA is
preferred for glycemic management due to lower risk of hypoglycemia and for cardiovascular
event reduction. B Individuals on dialysis can be safely initiated or continued on GLP-1-based
therapy (that is not dependent on kidney clearance ) to reduce cardiovascular risk and mortality. €
In adults with type 2 diabetes, metabolic dysfunction—associated steatotic liver disease [MASLD),
and overweight or obesity, consider using a GLP-1 RA with demonstrated benefits in metabolic
dysfunction—associated steatohepatitis (MASH) A or a dual GIP and GLP-1 RA with potential
benefits in MASH B for glycemic management and as an adjunctive therapy to interventions for
wieight loss.

In adults with type 2 diabetes and biopsy-proven MASH or those at high risk for liver fibrosis
{based on nonimasive tests), a GLP-1 RA is preferred for glycemic management due to beneficial
effects on MASH. A Pioglitazone or a dual GIP and GLP-1 RA B can be considered for glycemic
management due to potential beneficial effects on MASH. B

Combination therapy with pioglitazone plus a GLP-1 RA can be considered for the treatment of
hyperglycemia in adults with type 2 diabetes with biopsy-proven MASH or those at high risk of
liver fibrosis (identified with noninvasive tests) due to potential beneficial effects on MASH. B
Medication plan and medicationtaking behavior should be reevaluated at regular intervals (e.g.,
eviery 3—6 months) and adjusted as needed to incorporate specific factors that affect choice of
treatrment and ensure achicvement of individualized glyoemic goals. E

Treatment modification (including intensification or deintensification) for adults not meeting
individualized treatment goals should not be delayed. A

Choice of glucose-lowering therapy modification should take into consideration individualized
glycemic and weight goals, presence of comorbidities (cardiovascular, kidney, liver, and other
metabolic comorbidities), and the risk of hypoglycemia. A

When initiating a new glucoselowering medication, reassess the need for andfor dose of
medications with higher hypoglycemia risk (i.e., sulfonylureas, meglitinides, and insulin) to
minirmize the risk of hypoglycemia and treatment burden. A

Concurrent use of dipeptidyl peptidase 4 (DPP-4) inhibitors with a GLP-1 RA or a dual GIP and GLP-
1 RA is not recommended due to lack of additional glucose lowering beyond that of a GLP-
1-based therapy. B

In adults with type 2 diabetes who have not achieved their individualized weight goals, additional
weight management interventions (e.g., intensification of lifestyle modifications, structured
weight management programs, pharmacologic agents, or metabolic surgery, as appropriate) are
recommended. A

In adults with type 2 diabetes, initiation of insulin should be considered regardless of backgrouind
glucoselowering therapy or disease duration if symptoms of hyperglycemia are present or when
A1C or blood glucose levels are very high (i.e., A1C >10% [>86 mmol/mol] or blood glucose =300
mg/dL [=16.7 mmol/L]). E

= In adults with type 2 diabetes without severe hyperglycemia or hyperglycemic crisis, GLP-
1-hased therapy is preferred to insulin for initial or add -on glucose-lowering therapy. A

= |f insulin is used, combination therapy with a GLP-1 RA, incdluding a dual GIP and GLP-1 RA, is
recommended for greater glyeemic effectiveness as well as beneficial effects on weight and
hypoglycernia risk for adults with type 2 diabetes. Insulin dosing should be reassessed upon
addition or dose escalation of a GLP-1 RA or dual GIP and GLP-1 RA. A

= |n adults with type 2 diabetes who are initiating insulin therapy, continue glucose-lowering
agents (unless contraindicated or not tolerated) for ongoing glycemic and metabolic benefits
(i.e., weight, cardiometabolic, or kidney benefits). A

Figure 9: Use of glucose-lowering medications in the management of type 2 diabetes.
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Table 17: Features of medications for lowering glucose in type 2 diabetes
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Figure 11: Intensifying to injectable therapies in type 2 diabetes.
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9. CARDIOVASCULAR DISEASE AND RISK MANAGEMENT:
STANDARDS OF CARE IN DIABETES-2026  utete: care 2026 a5tsupt. 15216 5245

HYPERTENSION AND BLOOD PRESSURE MANAGEMENT
Screening and Diagnosis
Recommendations

= Blood pressure should be measured at every routine clinical visit, or at least every & months.
Individuals found to have elevated blood pressure without a diagnosis of hypertension (systolic
blood pressure 120-12% mmHg and diastolic blood pressure <80 mmHg) should have blood
pressure confirmed using multiple readings, including measurerments on a separate day, to
diagnose hypertension. A Hypertension is defined as a systolic blood pressure =130 mmHg or a
diastolic blood pressure =80 mmHg based on an average of two or more measurements obtained
on two or more occasions. A Individuals with blood pressure 2180/110 mmHg and cardiovascular
disease could be diagnosed with hypertension ata single visit. E

= Counsel all people with hypertension and diabetes to monitor their blood pressure at home after
appropriate education. A

Treatment goals
Recommendations

* For people with diabetes and hypertension, blood pressure goals should be individualized
through a shared decision-making process that addresses cardiovascular risk, potential adverse
effects of antihypertensive medications, and individual preferences. B

& |f it can be safely attained, the on-treatment blood pressure goal is <130/80 mmHg; a systolic
blood pressure goal <120 mmHg should be encouraged in individuals with high cardiovascular or
kidney risk. A

Treatment strategies
Lifestyle Intervention
Recommendations

* For people with diabetes and blood pressure =1 20/80 mmHg, advise lifestyle behaviors including
weight loss when indicated, a Dietary Approaches to Stop Hypertension (DASH}-style eating
pattern including reducing sodium, limiting or avoiding alcohol consumption, increased physical
activity, and smoking cessation. A

Pharmacologic Interventions

Recommendations

* In individuals with confirmed office-based blood pressure =130/80 mmHg, pharmacologic
therapy should be initiated and titrated to achieve their individualized blood pressure goal. A

+ |Individuals with confirmed officebased blood pressure =150/90 mmHg should, in addition to
lifestyle therapy, have prompt initiation and timely titration of two drugs or a single-pill
combination of drugs for hypertension that have also been demonstrated to reduce
cardiovascular events in people with diabetes. A

+* Treatment for hypertension should include drug classes demonstrated to reduce cardiovascular
events in people with diabetes. A ACE inhibitors or angiotensin receptor blockers (ARBs) are
recommended first-line therapy for hypertension in people with diabetes and albuminuria or
coronary artery disease. A
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+  Multiple-drug therapy is generally required to achieve blood pressure goals. However, avoid any
combination of ACE inhibitors, ARBs [including ARBs and neprilysin inhibitors), and direct renin
inhibitors. A

* In nonpregnant people with diabetes and hypertension, either an ACE inhibitor or ARB is
recommended for those with moderately increased albuminuria (UACR 30299 mg/g creatinine)
B and is strongly recommended for those with severely increased albuminuria (UACR =300 mg/g
creatinine) and/or estimated glomerular filtration rate (eGFR) <60 mL/min/1.73 m’ to maximally
tolerated dose to prevent the progression of kidney disease and reduce cardiovascular events. Alf
oneclass is not tolerated, the other should be substituted. B

+ Monitor for drop in eGFR and for increase in serum potassium levels at initiation and periodically
as clinically appropriate when ACE inhibitors, ARBs, and mineralocorticoid receptor antagonists
{MRAs) are used. B Monitor for hypokalemnia when diuretics are used at routine visits and 7-14
days after initiation or after a dose change and periodically as clinically appropriate. B

+ In sexually active individuals of childbearing potential who are not using reliable contraception,
avoid ACE inhibitors, ARBs, MRAs, direct renin inhibitors, and neprilysin inhibitors, as they are
contraindicated in pregnancy. A

Figure 11: Recommendations for the treatment of confirmed hypertension in noenpregnant people with
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RESISTANT HYPERTENSION

Recommendations

# |ndividuals with hypertension who are not meeting blood pressure goals on three classes of
antihypertensive medications (including a diuretic) should be considered for MRA therapy. A

LIPID MANAGEMENT
Lifestyle Intervention

Recommendations

& Lifestyle modification focusing on weight loss (if indicated); application of a Mediterranecan or
DASH eating pattern; reduction of saturated fat and trans fat; increase of dietary n-3 fatty acids,
soluble fiber, and plant stanol and sterol intake; and increased physical activity should be
recommended to improve the lipid profile and reduce the risk of developing atherosderotic
cardiovascular disease [ASCVD) in people with diabetes. A

* Intensify lifestyle therapy and optimize glycemic management for people with diabetes with
elevated triglyceride levels (=150 mg/dL [=1.7 mmol/L]) and/or low HOL cholesterol (<40 mg/dL
[=1.0mmaol/fL] for men and <50 mg/fdL [<1.3 mmol/L] for women). C

Ongoing Therapy and Monitoring With Lipid Panel
Recommendations

* |n adults with prediabetes or diabetes not taking statins or other lipidlowering therapy, it is
reasonable to obtain a lipid profile at the time of diagnosis, at an initial medical evaluation,
annually thereafter, or more frequently ifindicated. E

+ (btain a lipid profile at initiation of statins or other lipid-lowering therapy, 4-12 weeks after
initiation or a chamge in dose, and annually thereafter, as it facilitates monitoring the response to
therapy and informs medication-taking behavior. A

STATIN TREATMENT
Primary Prevention

Recommendations

= For people with diabetes aged 40—75 years without ASCVD, use moderate-intensity statin therapy
in addition to lifestyle therapy. A

« For people with diabetes aged 20-39 years with additional ASCVD risk factors, it may be
reasonable to initiate statin therapy in addition to lifestyle therapy. C

* For people with diabetes aged 40-75 years at higher cardiovascular risk, including those with one
or more additional ASCVD risk factors, highintensity statin therapy is recommended to reduce LDL
cholesterol by 250% of baseline and to obtain an LDL cholesterol goal of <70 mg/dL (<1.8 mmol/L).

A
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= For people with diabetes aged 4075 years at higher cardiovascular risk, especially those with
multiple additional ASCVD risk factors and an LDL cholesterol =70 mg/dL (21.8 mmol/L), it may be
reasonable to add ezetimibe or a proprotein convertase subtilisin/kexin type 9 (PCSK9) inhibitor
tomaximum tolerated statin therapy. B

+= |n adults with diabetes aged >75 years already on statin therapy, it is reasonable to continue statin
treatment. B

= |n adults with diabetes aged >75 years, it may be reasonable to initiate moderate-intensity statin
therapy after discussion of potential benefits and risks. C

= |n people with diabetes intolerant to statin therapy, treatment with bempedoic acid is
recommended to reduce cardiovascular event rates as an alternative cholesterol-lowering plan. A

= |nmaost circumstances, lipidlowering agents should be stopped prior to conception and avoided in
sexually active individuals of childbearing potential who are not using reliable contraception. B In
some crcumstances [eg., familial hypercholesterolemia, familial hypertriglyceridemia, prior
ASCVWD event, or history of pancreatitis), lipid-lowering therapy may be continued when the
benefits outweigh risks. E

Secondary Prevention
Recommendations

= For people of all ages with diabetes and ASCVD, high-intensity statin therapy should be added to
lifestyle therapy. A

= For people with diabetes and ASCVD, treatment with high-intensity statin therapy is
recommended to obtain an LDL cholesterol reduction of =50% from baseline and an LDL
cholesterol goal of <55 mg/dL (<1.4 mmol/L). Addition of ezetimibe or a PCSKS inhibitor with
proven benefit in this population is recommended if this goal is not achleved on maximum
tolerated statin therapy. B

# For individuals who do not tolerate the intended statin intensity, the maximum tolerated statin
dose should be used. E

= For people with diabetes and ASCVD intolerant to statin therapy, PCSKS monoclonal antibody
therapy, A bempedoic acid therapy, A or PCSKS inhibitor therapy with inclisiran siRNA E should be
considered as an alternative cholesterol-lowering therapy.

Table 18: High-intensity and moderate-intensity statin therapy

High-intensity statin therapy
{lowers LDL cholesterol by >50%)

Moderate-intensity statin therapy
{lowers LDL cholesterol by 30-49%)

Atorvastatin 10-20 mg
Rosuvastatin 5-10 mg
Simwvastatin 2040 mg
Pravastatin 40-80 mg
Lovastatin 40 mg
Fluvastatin XL 80 mg
Pitavastatin 1-4 mg

Atorvastatin 40-80 mg
Rosuvastatin 20-40 mg

Once-daily dosing. XL, extended release.

Treatment of Other Lipoprotein Fractions or Goals

Recommendations

* For individuals with fasting triglyceride levels 2500 mg/dL (5.7 mmaol/L), evaluate for secondary
causes of hypertriglyceridemia and consider medical therapy to reduce the risk of pancreatitis. €

* [nadults with hypertrighyceridernia (fasting triglycerides =150 mg/dL [>1.7 mmol/L] or nonfasting
trighycerides =175 mg/dL [>2.0 mmol/L]), clinicians should address and treat lifestyle factors
{obesity and metabolic syndrome), secondary factors [diabetes, chronic liver or kidney discase
and/or nephrotic syndrome, and hypothyroidism), and medications that raise trighycerides. ©

* n individuals with ASCVD or other cardiovascular risk factors on a statin with managed LDL
cholesterol but elevated triglycerides (150-499 mg/dL [1.7-5.6 mmol/L]), the addition of
icosapent ethyl can be considered to reduce cardiovascular risk. B

Other Combination Therapy
Recommendations

# |n individuals receiving statin therapy, the addition of fibrate, ndacin, or dictary supplements
containing n-3 fatty acids is not recommended as they do not provide additional cardiovascular
risk reduction. A

ANTIPLATELET AGENTS
Recommendations

* Use aspirin therapy (75—162 mg/fday) as a secondary prevention strategy in those with diabetes
and a history of ASCVD. A

* [For individuals with ASCVD and documented aspirin allergy, clopidogrel (75 mg/day) should be
used. B

* The length of treatment with dual antiplatelet therapy using low-dose aspirin and a P2Y12
inhibitor in individuals with diabetes after an acute coronary syndrome, acute ischemic stroke, or
transient ischemic attack should be determined by an interprofessional team approach that
indudes a cardiovascular or neurological specialist, respectively. E

+* Combination therapy with 81 mg aspirin daily plus 2.5 mg rivaroxaban twice daily should be
considered for individuals with stable coronary and/or peripheral artery disease (PAD) and low
bleeding risk to prevent major adverse limb and cardiovascular events. A

« Aspirin therapy (75162 mg/day) may be considered as a primary prevention strategy in those
with diabetes who are at increased cardiovascular risk after a comprehensive discussion with the
individual on the benefits versus the comparable increased risk of bleeding. A

CARDIOVASCULAR DISEASE
Screening

Recommendations

# |n asymptomatic individuals, routine screening for coronary artery disease is not recommended,
as it does not improve outoomes as long as ASCVD risk factors are treated. A

* Consider investigations for coronary artery disease in the presence of any of the following: signs
or symptoms of cardiac or associated vascular disease, including carotid bruits, transient ischemic
attack, stroke, claudication, or PAD; or electrocardiographic abnormalities (e.g., pathological Q
waves). E

* Adults with diabetes are at increased risk for the development of asymptomatic cardiac structural

e A .
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or functional abnormalities (stage B heart failure) or symptomatic [stage C) heart failure. Consider
screening adults with diabetes by measuring a natriuretic peptide (B-type natriuretic peptide
[BENP] or M-terminal pro-BNP [NTproBNP]) to facilitate prevention of stage Cheart failure. B

In asymptomatic individuals with diabetes and abnormal natriuretic peptide levels,
echocardiography is recommended toidentify stage B heart failure. A

In asymptomatic individuals with diabetes and age =65 years, microvascular disease in any
location, or foot complications or any end-organ damage from diabetes, screening for PAD with
ankle-brachial index testing is recommended if a PAD diagnosis would change management. B

Treatment

Recommendations

Among people with type 2 diabetes who have established ASCVD or chronic kidney disease (CKD),
a sodium—glucose cotransporter 2 (SGLT2) inhibitor or glucagon-like peptide 1 receptor agonist
{GLP-1 RA) with demonstrated cardiovascular disease benefit is recommended as part of the
comprehensive cardiovascular risk reduction and for glucose-lowering treatment plans. A

In people with type 2 diabetes and established ASCVD or multiple ASCVD risk factors, or CKD, an
SGLT2 inhibitor with demonstrated cardiovascular benefit is recommended to reduce the risk of
cardiovascular events. A

In people with type 2 diabetes and established ASCVD or multiple risk factors for ASCVD, or CKD, a
GLP-1 RA with demonstrated cardiovascular benefit is recommmended to reduce the risk of
cardiovascular events. A

In people with type 2 diabetes and established ASCVD or multiple risk factors for ASCVD,
combined therapy with an SGLT2 inhibitor with demonstrated cardiovascular benefit and a GLP-1
RA with demonstrated cardiovascular benefit may be considered for additive reduction of the risk
of adverse cardiovascular and kidney events. B

In people with type 2 diabetes and established heart failure with either preserved or reduced
ejection fraction, an SGLT2 inhibitor (including SGLT1/2 inhibitor) with proven benefit in this
population is recommended to reduce the risk of worsening heart failure and cardiovascular
death. A

In people with type 2 diabetes and established heart failure with either preserved or reduced
ejection fraction, an 5GLT2 inhibitor with proven benefit in this population is recommended to
improve quality of life. A

For individuals with type 2 diabetes and CKD with albuminuria treated with maximum tolerated
doses of ACE inhibitor or ARB, recommend treatment with a nonsteroidal MRA with
demonstrated benefit to improve cardiovascular outcomes and reduce the risk of CKD
progression. A

In individuals with diabetes aged =55 years with established ASCVD or multiple ASCVD risk
factors, ACE inhibitor or ARB therapy is recommended to reduce the risk of cardiovascular events.
A

In individuals with diabetes and asymptomatic (stage B) heart failure, an interprofessional
approach to optimize guideline-directed medical therapy, which should include a cardiovascular
disease spedialist, is recommended to reduce the risk for progression to symptomatic (stage C)
heart failure. A

In individuals with diabetes and asymptomatic (stage B) keart failure, ACE inhibitors or ARBs and
B-blockers are recommended to reduce the risk for progression to symptomatic (stage C) heart
failure. A

D —

= Inindividuals with type 2 diabetes and asymptomatic (stage B} heart failure or with high risk of or
established cardiovascular disease, treatment with an SGLT inhibitor with proven heart failure
prevention benefit A or a GLP-1 RA with heart failure prevention benefit B is recommended to
reduce the risk of hospitalization for heart failure.

* |n adults with type 2 diabetes, obesity, and symptomatic heart failure with preserved ejection
fraction (HFpEF), the treatment plan should include a dual GIPfGLP-1 RA A or a GLP-1 RA B with
demaonstrated benefit for reduction inheart failure events.

* |n adults with type 2 diabetes, obesity, and symptomatic HFpEF, the treatment plan should
include a dual GIP/GLP-1 RA or a GLP-1 RA with demonstrated benefit for reduction in heart failure
symptoms. A

* Inindividuals with type 2 diabetes and CKD, recommend treatment with a nonsteroidal MRA with
demonstrated benefit to reduce the risk of hospitalization for heart failure. A

# |n individuals with diabetes, guideline-directed medical therapy for myocardial infarction and
symptomatic stage C heart failure is recommended with ACE inhibitors or ARBs (including ARBs
and neprilysin inhibitors), MRAs, B-blockers, and S5GLT2 inhibitors. A

+ |nindividuals with diabetes and symptomatic stage C heart failure with ejection fraction =40%, a
nonstercidal MRA with proven benefit in reducing worsening heart failure events is
recommended. AA nonsteroidal MRA should not be used with an MRAL

= |n people with type 2 diabetes with stable heart failure, metformin may be continued for glucose
lowering if eGFR remains >30 mbL/min/1.72 m’ but should be avoided in unstable or hospitalized
individuals with heart failure. B

# Educate individuals with diabetes who are at risk for developing diabetic ketoacidosis and who
are treated with SGLT inhibition on the risks and signs of ketoacidosis and methods of risk
mitigation management, provide them with appropriate tools for ketone measurement (ie.,
serum B-hydroxybutyrate), and discourage a ketogenic eating pattern. E

Figure 12: Overview of recommendations for the prevention and treatment of symptomatic heart failure in
people with diabetes.
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Figure 13: Approach to prevent ASCVD in people with type 2 diabetes
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10. CHRONIC KIDNEY DISEASE AND RISK MANAGEMENT:
STANDARDS OF CARE IN DIABETES-2026

Miahetes Cove 20254 5ol 1]:52486-5260
ASSESSMENT OF ALBUMINURIA AND ESTIMATED GLOMERULAR FILTRATION
RATE

R e

* Assess kidney function with random urine albumin-to-creatinine ratio (UACR) and estimated
glomerular filtration rate {eGFR) at least annually in people with type 1 diabetes with duration of
=5 years and in all people with type 2 diabetes regardless of treatment. B

& |n people with chronic kidney disease (CKD), monitor urinary alburmin (e.g., spot WACR) and eGFR
1-4 times per year depending on the stage of kidney disease. B

SURVEILLANCE
* Aim to reduce urinary albumin by =30% in people with CKD and albuminuria =300 mg/g to slow
CED progression. B

INTERVENTIONS
Nutrition
Recommendations
* For people with CKD stage G3 or higher, protein intake should be 0.8 g/kg body weight per day, as
for the general population. A

* Forindividuals on dialysis, protein intake of 1.0-1.2 g /kg/day should be considered, since protein
energy wasting is a major problem for some individuals on dialysis. B

Glycemic Goals
Recommendations
* Optimize glucose management to reduce the risk or slow the progression of CKDLA

Blood Pressure and Use of ACE Inhibitors and Angiotensin Receptor Blockers
Recommendations

# |fit can be safely attained, the on-treatment blood pressure goal for people with CKD is <130/80
mmHg; a systolic blood pressure goal <120 mmHg and/or reduction in blood pressure variability
should be encouraged. A

* |nnonpregnant people with diabetes and hypertension, either an ACE inhibitor or an angiotensin
receptor blocker (ARB) is recommended for those with moderately increased albuminuria (UACR
30299 mg/g creatining) B and is strongly recommended for those with severely increased
albuminuria (UACR =300 mg/g creatinine) andfor eGFR <60 mL/min/1.73 m’ to maximally
tolerated dose to prevent the progression of kidney disease and reduce cardiovascular events. AIf
one classis not tolerated, the other should be substituted. B

*  Monitor for drop in eGFR and increase in serum potassium levels at initiation and periodically as
clinically appropriate when ACE inhibitors, ARBs, and mineralocorticoid receptor antagonists
(MRAs) are used. B Monitor for hypokalemia when diuretics are used at routine visits and 7-14
days after initiation or after a dose change and periodically as dinically appropriate. B
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= An ACE inhibitor or an ARB is not recommended for the primary prevention of CKD in people with
diabetes who have normal blood pressure, normal UACR (<30 mg/fg creatinine), and normal
eGFR_A

+* Continue renin-angiotensin system blockade for mild to moderate increases in serum creatinine
{=30%) in individuals who have no signs of extracellular fluid volume depletion. A

Direct Kidney Effects of Glucose-Lowering Medications

* For people with type 2 diabetes and CKD, use of a sodium—glucose cotransporter 2 (SGLT2)
inhibitor with demonstrated benefit to reduce CKD progression and cardiovascular events is
recommended. SGLT2 inhibitors should be initiated in individuals with eGFR 220 mL/min/1.73 m’
but can safely continue until kidney failure. A

+ To reduce kidney disease progression and cardiovascular risk in people with type 2 diabetes and

CKD, a plucagon-like peptide 1 agonist with demonstrated benefit in this population is
recommended. A

Kidney and Cardiovascular Outcomes of Mineralocorticoid Receptor
Antagonists in Chronic Kidney Disease.

= R
* To reduce CKD progression and cardiovascular events in people with CKD and albuminuria, a

nonsteroidal MRA that has been shown to be effective in clinical trials is recommended (if eGFR is
225 ml/min/1.73 m’). Potassium levels should be monitored 1 month afterinitiation. A

Combination Therapy Considerations to Optimize Kidney and Cardiovascular
Risk Reduction.

Recommendations
= Simultancous initiation of an SGLT2 inhibitor and a nonsteroidal MRA (fincrenone) can be
considered in adults with type 2 diabetes and UACR =100 mg/g with eGFR 20-80 mL/min/1.73m"
on a reninangiotensin system inhibitor due to evidence of safety and beneficial effects on
albuminuria. B

Use of Kidney-Protective Medications in Pregnancy.

Recommendations
= Kidney-protective medications that are potentially harmful in pregnancy should be avoided in

sexually active individuals of childbearing potential who are not using reliable contraception and,
ifused, should be switched prior to conception to kidney-protective medications considered safer

during pregnancy. B

Treatment for Severe Chronic Kidney Disease and Kidney Failure
Recommendations
= |ndividuals with eGFR <20 mL/min/1.73 m’ and not on dialysis can be safely continued on SGLT2
inhibitors to reduce the risk of CKD progression B and for cardiovascular benefits. C

= |ndividuals on dialysis can be safely initiated or continued on GLP- 1-based therapy that is not
dependent on kidney clearance to reduce cardiovascular risk and mortality. C

Figure 14. Risk of CKD progression, cardiovascular disease risk, and mortality; frequency of visits; and referral
to nephrology according to GFR and albuminuria.
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Table 19: Screening for selected complications of chronic kidney disease

Complication Physical and laboratory evaluation

Blood pressure >=130/80 mmHg  Blood pressure, weight, BMI
Volume overload History, physical examination, weight
Electrolyte abnormalities Serum electrolytes
Metabolic acidosis Serum electrolytes

Anemia Hemaoeglobin; iron, iron saturation, ferritin testing if indicated

Meatabolic bone disease Serum calcium, phosphate, PTH, vitamin 25(0H)D
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Figure 15: Holistic approach for improving outcomes in people with diabetes and CKD.
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11. RETINOPATHY, NEUROPATHY, AND FOOT CARE: STANDARDS
OF CARE IN DIABETES-2026 Dabetes Core 2026;45{5upp. 115261 5275

DIABETIC RETINDPATHY
Recommendations

* |mplement strategies to help people with diabetes reach glycemic goals to reduce the risk or slow
the progression of diabetic retinopathy. A

* |mplement strategies to help people with diabetes reach blood pressure and lipid goals to reduce
the risk or slow the progression of diabetic retinopathy. A

Screening
Recommendations

= Adults with type 1 diabetes should have an initial dilated and comprehensive eye examination by
anophthalmologist or optometrist 5 years after the onset of diabetes. B

+ People with type 2 diabetes should have an initial dilated and comprehensive eye examination by
an ophthalmologist or optometrist at the time of the diabetes diagnosis. B

# |fthere is no evidence of retinopathy from one or more annual eye exams and giycemic indicators
are within the goal range, then screening every 1-2 years may be considered. If any level of
diabetic retinopathy is present, subsequent dilated retinal examinations should be repeated at
least annually by an ophthalmologist or optometrist. If retinopathy is progressing or
sightthreatening, then examinations by an ophthalmaologist will be reguired more frequently. B

+ Programs that use retinal photography with remote reading or the use of US. Food and Dirug
Administration—approved artificial intelligence algorithms to improve access to diabetic
retinopathy screening are appropriate screening strategies for diabetic retinopathy. Such
programs need to provide pathways for timely referral for a comprehensive eye examination
when indicated. B

* Counsel individuals of childbearing potential with preexisting type 1 or type 2 diabetes who are
planning pregnancy or who are pregnant on the risk of development andfor progression of
diabetic retinopathy. B

+ Individuals with preexisting type 1 or type 2 diabetes should receive an eye exam before
pregnancy as well as in the first trimester and may need to be monitored every trimester and for 1
year postpartum as indicated by the degree of retinopathy. B

Treatment
Recommendations

* Promptly refer individuals with any level of diabetic macular edema, moderate or worse
nonproliferative diabetic retinopathy (a precursor of proliferative diabetic retinopathy [PDR]), or
any PDR to an ophthalmologist who is knowledgeable and experienced in the management of
diabetic retinopathy. A

+ Panretinal laser photocoagulation therapy is indicated to reduce the risk of vision loss in
individuals with high-risk PDR and, in some cases, severe nonproliferative diabetic retinopathy. A

* |ntravitreous imjections of anti—vascular endothelial growth factor (antiVEGF) are a reasonable
alternative to traditional panretinal laser photocoagulation for some individuals with PDR and
also reduce the risk of vision loss inthese individuals. A

* |ntravitreous injections of antiVEGF are indicated as first-line treatment for most eyes with
diabetic macular edema that involves the foveal center and impairs visual acuity. A

* Macular focal/grid photocoagulation and intravitreal injections of corticosteroid are reasonable
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treatrments in eyes with persistent diabetic macular edema despite previous anti-VEGF therapy or
eyes that are not candidates for this first-line approach. A

The presence of retinopathy is not a contraindication to aspirin therapy for cardioprotection, as
aspirin does not increase the risk of retinal hemorrhage. A

Visual Rehabilitation

People who experience diabetesrelated vision loss should be counseled on the availability and
scope of vision rehabilitation care and provided, or referred for, a comprehensive evaluation of
their visual impairment by a practitioner experienced in vision rehabilitation. E

People with diabetes-related vision loss should receive educational materials and resources for
eye care support in addition to self-management education (e.g., glycemic management and
hypoglycemia awareness). E

NEUROPATHY
Screening

Recommendations

All people with diabetes should be assessed for diabetic peripheral neuropathy starting at
diagnosis of type 2 diabetes and 5 years after the diagnosis of type 1 diabetes and at least annually
thereafter. B

Assessment for distal symmetric polyneuropathy should include a careful history and assessment
of either temperature or pinprick sensation (small-fiber function) and vibration sensation using a
128-Hz tuning fork (large-fiber function). All people with diabetes should have annual 10-g
monofilament testing to identify feet at risk for ulceration and amputation. B

Symptomns and signs of autonomic neuropathy should be assessed in people with diabetes
starting at diagnosis of type 2 diabetes and 5 years after the diagnosis of type 1 diabetes, and at
least annually thereafter, and with evidence of other microvascular complications, particularly
kidney disease and diabetic peripheral neuropathy. Screening can include asking about
orthostatic dizziness, syncope, early satiety, erectile dysfunction, chamges in sweating patterns, or
dry cracked skin in the extremities. Signs of autonomic neuropathy include orthostatic
hypotension, a resting tachycardia, or evidence of peripheral dryness or cracking of skin. E

Treatment

Optimize glucose management to prevent or delay the development of neuropathy in people
with type 1 diabetes A and to slow the progression of neuropathy in people with type 2 diabetes. €
Optimize weight, blood pressure, and lipid management to reduce the risk or slow the
progression of diabetic neuropathy. B

Assess and treat pain related to diabetic peripheral neuropathy B and symptoms of autonomic
neuropathy toimprove quality of life. E

Gabapentinoids, serotoninnorepinephrine reuptake inhibitors, tricyclic antidepressants, and
sodium channel blockers are recommended as initial pharmacologic treatments for neuropathic
pain in diabetes. A Combinations of these medications can provide additional relief of
neuropathic pain. A Opioids, including tramadol and tapentadol, should not be used for
neuropathic pain treatment in diabetes given the potential for adverse events except in rare
circumstances. B

FOOT CARE
Recommendations

Perform a comprehensive foot evaluation at least annually to identify risk factors for ulcers and
amputations. A

The examination should include inspection of the skin, assessment of foot deformities,
neurological assessment [10-g monofilament testing or Ipswich touch test with at least one
additional assessment: pinprick, temperature, or vibration), and vascular assessment, including
pulses in the legs and feet. B

Individuals with evidence of sensory loss or prior ulceration or amputation should have their feet
inspected at every visit. A

Obtain a prior history of ulceration, amputation, Charcot foot, angioplasty or vascular surgery,
cigarette smoking, retinopathy, and renal disease and assess current symptoms of neuropathy
{e.g., pain, burning, numbness) and vascular disease (e.g., leg fatigue, claudication). B

Initial sereening for peripheral artery disease (PAD) should include assessment of lower-extremity
pulses, capillary refill time, rubor on dependency, pallor on elevation, and venous filling time.
Individuals with a history of leg fatigue, claudication, and rest pain relieved with dependency or
decreased or absent pedal pulses should be referred for ankle-brachial index with toe pressures
and for further vascular assessment as appropriate. B

An interprofessional approach facilitated by a podiatrist in conjunction with other appropriate
team members is recommended for individuals with foot ulcers and high-risk feet (e.g., those on
dialysis, those with Charcot foot, those with a history of prior ulcers or amputation, and those
with PAD). B

Refer individuals who smoke and have a history of prior lower-extremity complications, loss of
protective sensation (LOPS), structural abnormalities, or PAD to foot care specialists for ongoing
preventive care and lifelong surveillance. B These individuals should also be provided with
information on the importance of smoking cessation and referred for counseling on smoking
cessation. A

Provide general preventive foot self-care education to all people with diabetes, including those
with LOPS, on appropriate ways to examine their feet (palpation or visual inspection with an
unbreakable mirror) for daily surveillance of early foot problems. B

The use of specialized therapeutic footwear is recommended for people with diabetes at high risk
for ulceration, including those with LOPS, foot deformities, ulcers, callous formation, poor
peripheral circulation, or history of amputation. B

For chronic diabetic foot uleers that have failed to heal with optimal standard care alone,
adjunctive treatment with randomized controlled trial-proven advanced agents should be
considered (e.g., negative-pressure wound therapy, several skin substitutes, or topical oxygen
therapy). A

Table 20: International Working Group on Diabetic Foot risk stratification system and corresponding foot

screening frequency
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12. OLDER ADULTS: STANDARDS OF CARE IN DIABETES-2025

Déahetes Core A02649(5uppd. 1157775796
Recommendations

* Asccpss the medical, psychological, functional (self-management abilities), and social domains in
older adults with diabetes using a comprehensive approach to determine goals and therapeutic
approaches for diabetes management. B

* Screen at least annually for geriatric syndromes (e g., cognitive impairment, depression, urinary
incontinence, falls, persistent pain, and frailty), hypoglycemia, and polypharmacy in older adults
with diabetes, as they may affect diabetes management and diminish quality of life. B

NEURUC_DEHI]WE FUNCTION
Recommendations

* Screening for early detection of mild cognitive impairment or dementia should be performed for
adults 65 years of age or older at the initial visit, annually, and as appropriate. B

HYPOGLYCEMIA
Recommendations

+« Ascertain and address episodes of hypoglycemia at routine visits because older adults with
diabetes have a greater risk of hypoghyoemia, especially when treated with hypoglycemic agents
{e.g., sulfonylureas, meglitinides, and insulin). B

* Recommend continuous glucose monitoring (CGM) for older adults with type 1 diabetes A and
type 2 diabetes on insulin therapy B to improve glycemic outcomes, reduce hypoglycemia, and
reduce treatment burden.

* Consider the use of automated insulin delivery systems B and other advanced insulin delivery
devices such as connected pens E to reduce risk of hypoglycemia for older adults, based on
individual ability and support system.

TREATMENT GOALS
Recommendations

= QOlder adults with diabetes with few and stable coexisting chronic illnesses, and intact cognitive
and functional status, should have lower glycemic goals (such as AIC <7.0-7.5% [<53-58
mmal/mol]) and/for time in range [TIR] 70—~180 mg/dL [3.9-10.0 mmol/L] of =70% and time below
range <70 mg/dL [<3.9 mmol/L] of £4%) iFCGM is used. C

+ QOlder adults with diabetes and intermediate or complex health are clinically heterogeneous with
variable life expectancy. Selection of glycemic goals should be individualized and should prioritize
avoidance of hypoglycemia, with less stringent goals (such as ALC <8.0% [<64 mmol/mol] and/or
TIR 70-180 mg/dL [3.9-10.0 mmol/L] of 250% and time below range <70 mg/dL [3.9 mmol/L] of
«1%) for those with significant cognitive andfor functional limitations, frailty, severe
comorbidities, and a less favorable risk-to-benefit ratio of diabetes medications. C

+ QOlder adults with very complex or poor health receive minimal benefit from stringent glycemic
goals. Clinicians should focus on avoiding hypoglycemia and symptomatic hyperglycemia. C

* Screening for diabetes complications should be individualized in older adults with diabetes.
Prioritize screening for complications that would lead to impairment of functional status or
guality of life. €

+ The on-treatment blood pressure goal for most older adults with diabetes is <130/80 mmHg
when it can be achieved safely, A and more a relaxed blood pressure goal [e.g., <140/90 mmHg)

&l

may be used for people with poor health, limited life expectancy, or high risk for adverse effects of
hypertensive therapy. E

* Treatment of other cardiovascular risk factors should be individualized in older adults with
diabetes, considering the time frame of benefit. Lipid-lowering therapy and antiplatelet agents
may benefit those with life expectancies at least equal to the time frame of primary prevention or
secondary intervention trials. A

LIFESTYLE MANAGEMENT
Recommendations

* Recommend healthful eating with adequate protein intake (at least 0.8 g/kg body weight/day) for
older adults with diabetes to maintain and potentially higher, individualized amounts to regain
lean body mass and function. B

* Recommend regular physical activity, including aerobic activity, weight-bearing exercise, and
resistance training as tolerated in those who can safely engage in such activities, particularly to
maintain lean body mass, especially in those pursuing weight loss. B

* For older adults with type 2 diabetes, overweight or obesity, and the capacity to exercise safely, an
intensive lifestyle intervention focused on dietary changes, physical activity, and weight loss [e.g.,
5—7%) should be considered for its benefits on quality of life, mobility and physical functioning,
and cardiometabolic risk. A

PHARMACOLOGIC THERAPY
Recommendations

+* Select medications with low risk of hypoglycemia in older adults with type 2 diabetes, specifically
for those with hypoglyoemia risk factors. B

= Deintensify hypoglycemiacausing medications (e.g., insulin, sulforylureas, or meglitinides) or
switch to a medication class with low hypoglycemia risk for individuals who are at high risk for
hypoglycemia, using individualized glycemicgoals. B

* |n older adults with diabetes, deintensify diabetes medications for individuals for whom the
harms and/or burdens of treatment may be greater than the benefits, within individualized
glycemicgoals. E

+ Simplify complex treatment plans [especially insulin) to reduce the risk of hypoglycemia and
polypharmacy and to decrease treatment burden. B

* |n older adults with type 2 diabetes and established or high risk of atherosclerotic cardiovascular
disease, heart failure, and/or chronic kidney disease, the treatment plan should include agents
that reduce cardiovascular and kidney disease risk, irrespective of glycemia. A

+* Consider costs of care and coverage when developing treatment plans to reduce risk of cost-
related barriers to taking medication and performing self-management behaviors. B

TREATMENT IN POST-ACUTE AND LONG-TERM CARE SETTINGS
Recommendations

+* Recommend diabetes education/training (including that for OGM devices, insulin pumps, and
advanced insulin delivery systems) for the staff of post-acute and long-term care settings to
improve the management of older adults with diabetes. E

* People with diabetes residing in post-acute and long-term care settings need careful assessment
of mobility, mentation, medications, and management preferences to establish individualized
glycemic goals and to make appropriate choices of glucoselowering agents and devices (including
CGM devices, insulin pumps, and advanced insulin delivery systems) based on their dinical and
functional status. E
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END-OF-LIFE CARE
Recommendations

* When palliative care is needed in older adults with diabetes, health care professionals should
discuss goals and intensity of care with people with diabetes and their care partners. Strict
glucose, blood pressure, and lipid management are not necessary; consider deintensification or
simplification of medication plans and prioritize symptom management. E

# Prigritize the overall comfort, prevention of distressing symptoms, and preservation of guality of
life and dignity as primary goals for diabetes management at the end of life. C

Figure 16. Stepwise approach for assessing difficulties in the diabetes treatment plan; reevaluating ghycemic
goals through shared decisionmaking; deintensifying, simplifying, or modifying the treatment plan; and
reassessing the safety and burdens of any interventions.

135. CHILDREN AND ADOLESCENTS: STANDARDS OF CARE IN
DIABETES—2026

Diahetes Cove 202645 Suppd. 157975350

GUIDELINES FOR ALL CHILDREN AND ADOLESCENTS WITH DIABETES
Diabetes Self-Management Education and Support

Recommendations

* Children and adolescents with diabetes, and their parents or caregivers (for individuals aged <18
years), should receive comprehensive, culturally sensitive, and developmentally appropriate
individualized diabetes self-management education and support according to reference
standards at diagnosis and routinely thereafter. B

Nutrition Therapy
Recommendations

* Provide individualized medical nutrition therapy for children and ad olescents with prediabetes or
diabetes, emphasizing key nutrition principles (i.e., more nonstarchy vegetables, whole fruits,
legumes, whole grains, nuts and seeds, and low-fat dairy products and less sugar-sweetened
beverages, sweets, meat, refined grains, and processed or ultraprocessed foods), B as an essential
component of the overall treatment plan.

+ Monitor carbohydrate intake, whether by carbohydrate counting or experience-based
estimation, as a key component to optimizing glycemic and weight management for children and
adolescents with diabetes. B

* Educate children and adolescents and their caregivers on the potential need to adjust insulin with
high-fat and high-protein meals. Meal composition affects postprandial glucose excursions. A

+ In children and adolescents with diabetes, provide comprehensive nutrition education at
diagnosis, and at least annually and ideally more frequently, by an experienced registered
dietitian nutritionist to assess the eating pattern in relation to weight status, age-appropriate
growth, risk for disordered eating behaviors, and cardiovascular disease risk factors. E

Physical Activity and Exercise
Recommendations

* Physical activity is recommended for all children and adolescents with diabetes with the goal of 60
min of moderate- to vigorous-intensity aerobic activity daily, with vigorous musclestrengthening
and bone-strengthening activities at least 3 days perweek. B

# Children and adolescents with diabetes using insulin therapy and their parents should monitor
glucose levels before, during, and after physical activity and receive education about personalized
glycemic goals according to the type and intensity of the planned physical activity. €

+ Children and adolescents with diabetes and their parents or caregivers should be educated on
strategies to prevent hypoglycemia during, after, and overnight following physical activity or
exercise. Treatment for hypoglycemia should be accessible before, during, and after engaging in
activity. C

D —



- —

Figure 17. Management of new-onset diabetes in youth with overweight or obesity with clinical suspicion of
type 2 diabetes.
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Psychosocial Care
Recommendations

= At diagnosis and during routine follow-up care, screen children and adolescents with type 1
diabetes, B type 2 diabetes, B and other forms of diabetes E for psychosocial concerns (e.g.,
diabetes distress, depressive symptoms, anxiety, disordered eating behaviors), family factors, and
behavioral health concerns that could affect diabetes management with ageappropriate
standardized and validated tools. Refer to a qualified behavioral health professional, preferably
experienced in childhood diabetes, whenindicated.

= Behavioral health professionals should be considered integral members of the pediatric diabetes
interprofessional team. E

+ Emcourage developmentally appropriate family involvernent in diabetes management tasks for
children and adolescents with type 1 diabetes, type 2 diabetes, B and other forms of diabetes, E
recognizing that premature or unsupportive transfer of diabetes care responsibility to children
and adolescents can contribute to diabetes distress, lower engagement in diabetes self
management behaviors, and deterioration in glycemia.

# Health care professionals should screen for food insecurity, housing stability, health literacy,
financial barriers, and social or community support and apply that information to treatment
decisions. E

Health care professionals should consider asking school-aged children and adolescents with type
1 diabetes, B type 2 diabetes, E and other forms of diabetes, E along with their parents or
caregivers, about social adjustment (peer relationships) and school performance to determine
whether further intervention is needed.

Offer adolescents with diabetes time by themsehves with their health care professional(s) at a
developmentally appropriate age. E

During adolescence, generally during the stage of pubertal growth and development, incorporate
reproductive health and preconception counseling into routine diabetes clinic visits for all
individuals of childbearing potential because of the risk of adverse pregnancy outcomes in this
population. A

Glycemic Monitoring, Insulin Delivery, and Goals

Continuous glucose monitoring (CGM) should be offered for diabetes management at diagnosis
or as soon as possible in children and adolescents with diabetes who are capable of using the
device safely (either by themselves or with caregivers). A The choice of device should be made
based on the individual s and family’s circumstances, desires, and needs.

Offer automated insulin delivery [AID) systems for diabetes management to children and
adolescents with type 1 diabetes who are capable of using the device safely (either by themselves
or with caregivers). Cholce of device should be made based on the individual's and family’s
circumstances, desires, and needs. A

Offer open-loop insulin pump therapy for type 1 diabetes management to children and
adolescents on multiple daily injections who are capable of using the device safely (either by
themsehlves or with caregivers) if unable to use AID systems. Choice of device should be made
based on the individual s and family’s circumstances, desires, and needs. A

Students with diabetes must be supported at school in the use of diabetes technology, including
CGM, insulin purnps, connected insulin pens, and AID systems, as prescribed by their diabetes
care team. €

A1C poals must be individualized and reassessed over time. An A1C of <7% (<53 mmol/mol) is
appropriate for most children and adolescents with diabetes. B

Less stringent A1C goals [such as =7% [<53 mmol/mol] or =7.5% [<58 mmol/mol]] may be
appropriate for children and adolescents with diabetes who cannot articulate symptoms of
hypoglycemia; have hypoglycemia unawareness; cannot access advanced insulin delivery
technology and/or CGM; cannot check blood glecose regularly; or have nonglycemic factors that
increase A1C. B

Even less stringent ALC goals may be appropriate for children and adolescents with diabetes and a
history of severe hypoglycemia or limited life expectancy or where the harms of treatment are
greater than the benefits. B

Health care professionals may reasonably suggest more stringent ALC goals (such as <6.5% [<48
mirnol/mol]) for selected children and adolescents with diabetes if they can be achieved without
significant hypoglycemia, excessive weight gain, negative impacts onwell-being or mental health,
or undue burden of care or in those who have nonglycemic factors that decrease AL1C (e.g., lower
erythrocyte life span). Lower goals may also be appropriate during the honeymoon phase. B

For children and adolescents with diabetes, CGM metrics derived from CGM use over the most
recent 14 days [or longer) are recommended to be used in conjunction with or without A1C
whenever possible. B
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TYPE 2 DIABETES IN CHILDREN AMD ADOLESCENTS
Screening and Diagnosis of Type 2 Diabetes in Children and Adolescents
Recommendations

* Consider risk-based screening for prediabetes and/for type 2 diabetes after the onset of puberty
or after 10years of age, whichever occurs earlier, in children with overweight [BMI 285th to <95th
percentile ) or obesity (BMI 295th percentile) and who have one or more additional risk factor for
diabotes.

+ |If serecning is normal, repeat screcning at a minimum of 2-year intervals E or more frequently if
BMIis increasing. C

* Fasting plasma glucose, 2-h plasma glucose during a 75-g oral glucose tolerance test, elevated
random glucose with symptoms of hyperglycemia, andfor A1C can be used to test for prediabetes
or type 2 diabetes in children and adolescents. B

* Children and adolescents with overweight or obesity with hyperglycemia in whom the diagnosis
of type 2 diabetes is being considered should have a panel of pancreatic autoantibodies tested to
exclude the possibility of autoimmune type 1diabetes. B

Management

Lifestyle Management
Recommendations

* Provide children and adolescents with overweight or obesity and type 2 diabetes and their
families with developmentally and culturally appropriate comprehensive lifestyle programs
integrated with diabetes management to achieve at least a 7-10% decrease in exoess weight. B

# Given the necessity of longterm weight management for children and ad olescents with diabetes,
lifestyle intervention should be based on a chronic care model and offered in the context of
diabetes care_E

Glycemic Targets
Recommendations
= For children and adolescents with type 2 diabetes, glycemic status should be assessed at least
every 3 moniths or as frequently as clinically indicated. E
* Consider setting an A1C goal of <6.5% (<48 mmol/mol) for most children and adolescents with
type 2 diabetes who have a low risk of hypoglycemia. For those at higher risk of hypoglycemia,
Al1C goals should be individualized as clinically appropriate. C

Pharmacologic Management

Recommendations

* |nitiate pharmacologic therapy with consideration of multiple add-on therapies early on, in
addition to behavioral counseling for healthful nutrition and physical activity changes, at
diagnosis of type 2 diabetes. A

+ In individuals with incidentally diagnosed type 2 diabetes (A1C <B.5% [<69 mmol/mol] and
asymptomatic), metformin is the initial pharmacologic treatment of choice unless
contraindicated by kidney function. A

# Children and adolescents with marked hyperglycemia (ALC 28.5% [>69 mmol/mol]) without
acidosis at diagnosis should be treated initially with long-acting insulin while metformin is
initiated and titrated. B

= |nitiate subcutaneous or intravenous insulin treatment in individuals with ketoacidosis to rapidly
correct the hyperglycemia and the metabolic derangement. Once acidosis is resolved, metformin
should be initiated while subcutaneous insulin therapy is continued. A

* Inindividuals presenting with severe hyperglycemia (blood glucose 2600 mg/dL [233.3 mmol/L]),
consider assessment and treatment as needed for hyperglyoemic hyperosmolar state. A

# |f individualized glycemic goals are not achieved or maintained with metformin (with or without
long-acting insulin), glucagon-like peptide 1 receptor agonist (GLP-1 RA) andfor sodiem—glucose
cotransporter 2 inhibitor (SGLT21) should be considered in children and adolescents with type 2
diabetes of approved ages. A

* [For children and adolescents with type 2 diabetes not meeting individualized glycemic goals,
consider maximizing noninsulin therapies (metformin, GLP-1 RA, and SGLT2i) before initiating
and/or intensifying the insulin therapy plan. E

# In individuals with type 2 diabetes initially treated with insulin and metformin and/or other
glucoselowering medications who are meeting glucose goals based on blood glucose monitoring
or CGM, reducing or discontinuing insulin should be considered. B

Metabolic Surgery
Recommendations

+ Consider metabolic surgery for the treatment of adolescents with type 2 diabetes who have class
2 obesity or higher (BMI 35 to <40 kg/m’ or 120% to <140% percentile for age and sex, whichever
is lower) and who have elevated AIC andfor serious comorbidities despite lifestyle and
pharmacologic intervention. A

= Metabolic surgery for adolescents with type 2 diabetes should be performed only by an
expericnced surgeon working as part of a wellorganized and engaged interprofessional team,
including a surgeon, endocrinologist, registered dietitian nutritionist, behavioral health
specialist, and nurse. A

SUBSTANCE USE AMONG ALL CHILDREN AND ADOLESCENTS WITH DIABETES
Tobacco, Electronic Cigarettes, Alcohol, and Cannabis
Recommendations
# Sereen children and adolescents with diabetes for tobacoo/nicotine vaping, substance use, and
alcohol use at diagnosis and regularly thereafter, € discourage use and provide appropriate
referrals to cessation programs as needed. A

#« Advise all children, adolescents, and young adults with diabetes not to use cannabis
recreationally inany form. E

TRANSITION FROM PEDIATRIC TO ADULT CARE FOR ALL CHILDREN AND
ADOLESCENTS WITH DIABETES

Recommendations
* Diabetes care teams should implement transition preparation programs beginning in early

adolescence and, at the latest, at least 1 year before the anticipated transfer from pediatric to
adult health care_E

= |nterprofessional adult and pediatric health care teams should provide support and resources for
adolescents, young adults, and their families prior to and during the transfer process from
pediatric to adult health care. C
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+ Pediatric diabetes specialists should partner with adolescents with diabetes and their caregivers
to engage in shared decision-making for the timing of transfer to an adult diabetes specialist.
There is no agespecific cutoff for young people with diabetes to transfer to an adult diabetes
specialist. E

RECOMMENDATIONS FOR DIABETES-ASS0CIATED CONDITIONS IN CHILDREN
AND ADOLESCENTS
Dyslipidemia
Type 1 diabetes recommendations
Recommendations

= For children and adolescents with type 1 diabetes, lipid screening should be performed soon after
diagnosis, preferably after glycemia has improved and age is =2 years. If initial LDL cholesterol is
<100 mg/dL (£2.6 mmol/L), subsequent testing should be performed at 9-11 years of age B and
repeated every 3 years. E

Type 2 diabetes recommendations

Recommendations

# In children and adolescents with type 2 diabetes, lipid screening should be performed soon after
diagnosis, preferably after glycemia has improved and annually thereafter. B

Type 1 and 2 diabetes recommendations
Recommendations

« The LDL cholesterol goal is <100 mg/dL (<2 .6 mmol/L). E

= In children and adolescents with diabetes, if lipids are abnormal, initial therapy should consist of
optimizing glycemia and medical nutritional therapy to limit calories from fat to 25—30% and
saturated fat to <7%, limit cholesterol to <200 mg/day, avoid trans fats, and aim for—~10% calories
from monounsaturated fats for elevated LDL. For elevated trighycerides, MNT should also focus on
decreasing carbohydrate intake and increasing foods rich in n-3 fatty acids in addition to the
above changes. A

« In children and adolescents with diabetes, if LDL cholesterol remains >130 mg/fdL (>3.4 mmol/L)
after & months of nutrition intervention, initiate therapy with a statin, with a goal of LDL <100
mgfdL (<26 mmolfL). Due to the potential teratogenic offects, individuals of childbearing
potential should receive reproductive counseling, and statins should be avoided in individuals of
childbearing potential who are not using reliable contraception. B

+ In children and adolescents with diabetes, if trighycerides are =400 mg//dL (=4.7 mmol/L) fasting or
=1,000 mg/fdL (>11.6 mmol/L) nonfasting, optimize glycemia and begin fibrate, with a goal of
<400 mg/fdL (<4.7 mmol /L) fasting to reduce risk for pancreatitis. C

Hypertension
Type 1 and 2 diabetes recommendations

Recommendations

# In children and adolescents with diabetes, BP should be measured at every clinic visit. In children
and adolesoents with high BP (BP 290th percentile for age, sex, and height or, in adolescents aged
=13 years, >2120/80 mmHg) on three separate measurements, ambulatory BP monitoring should
be strongly considered. B

= [Excess weight increases cardiovascular event rates among people with diabetes and should be
addressed with MNT, intensive lifestyle interventions focusing on dyslipidemia, hypertension,
hyperglycemia along with adjunct pharmacotherapy, and,/or bariatric surgery as appropriate. C

* |nchildren and adolescents with diabetes, after excluding secondary hypertension, treatment of
elevated BP (defined as 90th to <95th percentile for age, sex, and height or, in adolescents aged
=13 years, 120-129/<80 mmHg) is lifestyle modification focused on healthy nutrition, physical
activity, sheep, and, if appropriate, weight management. C

* [For children and adolescents with diabetes, after excluding other causes, in addition to lifestyle
modification, ACE inhibitors or ARBs should be started for treatment of confirmed hypertension
{defined as BP consistently = percentile for age, sex, and height or, in adolescents aged =13 years,
BP =130/80 mmHg). Due to the potential teratogenic effects, individuals of childbearing potential
should receive reproductive counseling, and ACE inhibitors and ARBs should be avoided in
individuals of childbearing potential who are not using reliable contraception. B

+ |[For children and adolescents the goal of hypertension treatment is BP <90th percentile for age,
sex, and height or, in adolescents aged =13 years, BP <130/80 mmHg. C

Hypertension
Type 1 and 2 diabetes recommendations
Recommendations

# |nchildren and adolescents with diabetes, BP should be measured at every clinic visit. In children
and adolescents with high BP (BP 290th percentile for age, sex, and height or, in adolescents aged
213 years, 2120/80 mmHg) on three separate measurements, ambulatory BP monitoring should
be strongly considered. B

= [Excess weight increases cardiovascular event rates among people with diabetes and should be
addressed with MNT, intensive lifestyle interventions focusing on dyslipidemia, hypertension,
hyperglycemia along with adjunct pharmacotherapy, and,/or bariatric surgery as appropriate. C

# |n children and adolescents with diabetes, after excluding secondary hypertension, treatment of
elevated BP (defined as 90th to <95th percentile for age, sex, and height or, in adolescents aged
=13 years, 120-129/<80 mmHg) is lifestyle modification focused on healthy nutrition, physical
activity, sleep, and, if appropriate, weight management. C

* [For children and adolescents with diabetes, after excluding other causes, in addition to lifestyle
modification, ACE inhibitors or ARBs should be started for treatment of confirmed hypertension
{defined as BP consistently = percentile for age, sex, and height or, in adolescents aged 213 years,
BP =130/80 mmHg). Due to the potential teratogenic effects, individuals of childbearing potential
should receive reproductive counseling, and ACE inhibitors and ARBs should be avoided in
individuals of childbearing potential who are not using reliable contraception. B

+ [For children and adolescents the goal of hypertension treatment is BP <90th percentile for age,
s, and height or, in adolescents aged =13 years, BP<130/80 mmHg. C

Nephropathy
Type 1 diabetes recommendations
Recommendations

* [For children and adolescents with type 1 diabetes, nephropathy screening should be obtained at
puberty or at age 211 years, whichever is earlier, once the youth have had diabetes for 5 years and
annually thereafter. B

e A .

D —



- —

Type 2 diabetes recommendations
Recommendations

#= |n children and adolescents with type 2 diabetes, nephropathy screening should be performed at
the time of diagnosis and annually thereafter. An elevated UACR (=30 mg/g creatinine) should be
confirmed on two of three samples. B

Type 1 and 2 diabetes recommendations
Recommendations

#= |n children and adolescents with diabetes, nephropathy screening should be performed with a
random spot urine sample. Consider obtaining a moming sample if there are offects of exercise or
orthostatic changes. An elevated UACR (>30 mg/g creatinine) should be confirmed on two of
three samples over a 6-month period. B

= Determine eGFR at the time of diagnosis and annually thereafter. E

= |n nonpregnant children and adolescents with diabetes, either an ACE inhibitor or an ARB is
recommended for those with moderately increased albuminuria (UACR 30—299 mg/g creatinine)
B and is strongly recommended for those with severely increased albuminuria (UACR 2 =300 mg/g
creatinine) and/for eGFR <60 mL/min/1.73 m’ to maximally tolerated dose to prevent the
progression of kidney disease and reduce cardiovascular events. A If one class is not tolerated, the
other should be substituted. B Due to the potential teratogenic effects, individuals of childbearing
potential should receive reproductive counseling, and ACE inhibitors and ARBs should be avoided
inindividuals of childbearing potential who are not using reliable contraception. B

* For children and adolescents with nephropathy, continue monitoring (every 3—6 months andfor
as indicated by UACR and eGFR) to detect disease progression. E

= Refer to nephrology in case of uncertainty of etiology, worsening UACR, or decrease in eGFR.E

Retinopathy
Type 1 diabetes recommendations

Recommendations
= Aninitial dilated and comprehensive diabetes eye examination is recommended once youth have
had type 1 diabetes for 3—5 years, provided they are aged z11 years or puberty has started,
whichever is carlier. B

= For children and adolescents with type 1 diabetes, after the initial examination, repeat dilated
and comprehensive eye examination or retinal photography is recommended every 2 years. Less
frequent examinations, every 4 years, may be acceptable on the advice of an eye care professional
and based on risk factor assessment, including a history of Ale < 8% (<64 mmaol/mol). B

Type 2 diabetes recommendations
Recommendations
= Retinopathy screening inchildren and adolescents with type 2 diabetes should be performed ator
spon after diagnosis and annually thereafter. ©
= |pss frequent examination (every 2 years) using dilated eye exarmination or retinal photography
may be considered if achieving glycemic goals and a normal eye exam. C

Type 1 and 2 diabetes recommendations
Recommendations

« Dptimizing glycemia is recommended to decrease the risk or slow the progression of retinopathy. B
+ Programs that use nondilated retinal photography (with remote reading or use of a validated
assessment tool) can be appropriate screening strategies for diabetic retinopathy. B

Meuropathy
Type 1 diabetes recommendations

* For children and adolescents with type 1 diabetes, consider an annual comprehensive foot exam
at the start of puberty or at age =11 years, whichever is earlier, once the youth have had type 1
diabetes for 5 years. The examination should include inspection, assessment of foot pulses,
pinprick, 10-g monofilament sensation tests, testing of vibration sensation using a 128-Hz tuning
fork, and ankle reflex tests. B

Type 2 diabetes recommendations

= Screen children and adolescents with type 2 diabetes for the presence of neuropathy by foot
examination at diagnosis and annually. The examination could include inspection, assessment of
foot pulses, pinprick, 10-g monofilament sensation tests, testing of vibration sensation using a
128-Hz tuning fork, and ankle reflex tests. €

MASLD
Type 2 diabetes recommendations

# Evaluate children and adolescents with type 2 diabetes for MASLD (by measuring AST and ALT) at
diagnosis and annually thereaftor. B
+* Consider referral to gastroenterology for persistently elevated or worsening transaminases. B

Obstructive sleep apnea
Type 1 and 2 diabetes recommendations

= |mchildren and adolescents with diabetes, screening for symptoms of sleep apnea should be done
at least annually, and referral to a pediatric sleep specialist is recommended for evaluation and a
polysomnogram, ifindicated. Obstructive sleep apnea should be treated when documented. B

Polycystic ovary syndrome
Type 1 and 2 diabetes recommendations

* Fyvaluate for polycystic ovary syndrome in adolescent girls with diabetes, including laboratory
studies, when clinically indicated. B

«  Metformin, in addition to lifestyle modification, is likely to improve the menstrual cyclicity and
hyperandrogenism in adolescent girls with diabetes. E

Cardiovascular disease
Type 1 and 2 diabetes recommendations

# [Excessive weight gain increases cardiovascular event rates among children and adolescents with
diabetes and should be addressed with lifestyle and obesity pharmacotherapy as appropriate. C
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Autoimmune conditions
Type 1 diabetes recommendations

# |In children and adolescents with type 1 diabetes, assess for autoimmune conditions outside of
critical illness if clinically indicated. B

Thyroid disease
Type 1 diabetes recommendations

* In children and adolescents with type 1 diabetes, measure thyroid-stimulating hormone
concentrations at diagnosis when dinically stable or soon after optimizing glycemia. If normal,
suggest rechecking every 1-2 years or sooner if the individual has positive thyroid antibodies or
develops symptoms or signs suggestive of thyroid dysfunction, thyromegaly, an abnormal growth
rate, or unexplained glycemic variability. B

Celiac disease
Type 1 diabetes recommendations

* Screen children and adolescents with type 1 diabetes outside of critical illness for celiac disease by
measuring IgA tissue TG antibodies, with documentation of acceptable serum lgA levels for the
local assay, soon after the diagnosis of diabetes, or lgG tTG and deamidated gliadin antibodies if
lgA is deficient. B

#* Repeat screening for celiac disease within 2 years of type 1 diabetes diagnosis and then again
after 5 years and consider more frequent screening in children and adolescents who have
symptoms or a first-degree relative with celiac disease. B

* Prescribe a gluten-free eating pattern for children and adolescents with confirmed celiac disease
to avoid nutritional complications. Refer children and adolescents and their caregivers to a
registered dietitian nutritionist experienced in managing both diabetes and celiac disease. B

14. MANAGEMENT OF DIABETES IN PREGNANCY: STANDARDS
OF CARE IN DIABETES-2026

Preconception counseling
Recommendations

* Starting at puberty and continuing in all people with diabetes and childbearing potential,
preconception counseling should be incorporated into routine diabetes care. A

+ [Family planning should be discussed, and effective contraception (with consideration of long-
acting, reversible contraception) should be prescribed and used until an individual's treatment
plan and A1C are optimized for pregnancy. A

* Preconception counseling should address the importance of achieving glucose levels as close to
normal as is safely possible without excessive hypoglycemia, ideally ALC <6.5% (<48 mmol/mol),
to reduce the risk of congenital anomalies, preeclampsia, macrosomia, preterm birth, and other
complications. A

* |ndividuals with a history of gestational diabetes mellitus (GDM) should seek preconception
screening for diabetes and preconception care to identify and treat hyperglycemia and prevent
conmgenital malformations and other adverse maternal and fetal outcomes. E
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Preconception counseling
Recommendations

+ Starting at puberty and continuing in all people with diabetes and childbearing potential,
preconception counseling should be incorporated into routine diabetes care. A

+ [Family planning should be discussed, and effective contraception (with consideration of long-
acting, reversible contraception) should be prescribed and used until an individual's treatment
plan and A1C are optimized for pregnancy. A

* Preconception counseling should address the importance of achieving glucose levels as close to
normal as is safely possible without excessive hypoglycemia, ideally ALC <6.5% (<48 mmol/mol),
to reduce the risk of congenital anomalies, preeclampsia, macrosomia, preterm birth, and other
complications. A

* Individuals with a history of gestational diabetes mellitus (GDM) should seek preconception
screening for diabetes and preconception care to identify and treat hyperglycemia and prevent
congenital malformations and other adverse maternal and fetal outcomes. E

Preconception Care
Recommendations

* |ndividuals with preexisting diabetes who are planning a pregnancy should ideally begin receiving
interprofessional care prior to conception, which includes an endocrinology health care
professional, maternal-fetal medicine specialist, registered dietitian nutritionist, and diabetes
care and education specialist, when available. B

* |n addition to focused attention on achieving glycemic goals, A standard preconception cane
should be augmented with extra focus on nutrition, physical activity, diabetes self-care education,
and screening for diabetes comorbidities and complications. B

* |ndividuals with preexisting diabetes who are planning a pregnancy or who have become
pregnant should be counseled on the risk of development andfor progression of diabetic
retinopathy. Dilated eye examinations should occur ideally before pregnancy as well as in the first
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trimester, and then pregnant individuals should be monitored every trimester and for 1 year
postpartumn as indicated by the degree of retinopathy and as recommended by the eye care
health care professional . B

GLYCEMIC GOALS IN PREGNANCY

Fasting, preprandial, and postprandial blood glucose monitoring are recommended in individuals
with diabetes in pregnancy to achieve optimal glucose levels. Glucose goals are fasting plasma
glucose <95 mg/dL (5.3 mmol/L) and either 1-h postprandial glucose <140 mg/dL [<7.8 mmol/L)
or 2-h postprandial glucose <120 mg/dL (<6.7 mmol/L). B

Due to increased red blood cell turnover, A1C is slightly lower during pregnancy in people with
and without diabetes. Ideally, the A1C goal in pregnancy is <6% (<42 mmol/mal) if this can be
achieved without significant hypoglycemia, but the goal may be relaxed to<7% (<53 mmol/mol) if
necessary to prevent hypoghycemia. B

Continuous glucose monitoring (CGM) can help to achieve glycemic goals (e.g., time in range,
time above range) A and AL1C goal B in type 1 diabetes and pregnancy and may be beneficial for
other types of diabetes in pregnancy. E

Recommend CGM to pregnant individuals with type 1 diabetes. A In conjunction with aims to
achieve traditional pre- and postprandial glycemic goals, CGM can reduce the risk for largefor-
gestational-age infants and neonatal hypoglycemia in pregnancy complicated by type 1 diabetes.
A

CGM metrics may be used in combination with blood glucose monitoring to achieve optimal pre
and postprandial glycemic goals. E

Commaonly used estimated ALC and glucose management indicator calculations should not be
used in pregnancy as estimates of A1C.C

MANAGEMENT OF DIABETES IN PREGNANCY

Recommendations

Nutrition counseling before and during pregnancy should promote an eating pattern including
fruits, vegetables, legumes, whole grains, nuts, seeds, fish, and other lean protein, which will
provide a balance of macronutrients and healthy n-3 fatty acids. C

Lifestyle behavior change is an essential component of management of GDM and may suffice as
treatment for many individuals. Insulin should be added if needed to achieve glycemic goals. A
Telehealth visits used in combination with in-person visits for pregnant people with GDM can
improve outcomes compared with standard in person care alone. A

Insulin should be used to manage type 1 diabetes in pregnancy A and is the preferred agent for the
management of GDM A and type 2 diabetes in pregnancy. B

Either multiple daily injections or insulin pump technology can be used in pregnancy complicated
by type 1 diabetes. C

Automated insulin delivery (AID) systems with pregnancy-specific glucose targets are
recommended for pregnant individuals with type 1 diabetes. A

AlD systems without pregnancyspecific glucose targets or a pregnancyspecific algorithm may be
considered for select pregnant individuals with type 1 diabetes when used with assistive
techniques and working with experienced health care teams. B
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*= Metformin and glyburide, individually or in combination, should not be used as first-line agents
for management of diabetes in pregnancy, as both cross the placenta to the fetus A and may not
be sufficient to achieve glyeemic goals. B Other oral and noninsulin injectable glucose-lowering
medications lack long-term safety data and are not recommended. E

 Moetformin, when used to treat polycystic ovary syndrome and induce ovulation, should be
discontinued by the end of the first trimester. A

PREECLAMPSIA AND ASPIRIN

* Pregnant individuals with type 1 or type Z diabetes should be prescribed low-dose aspirin
100-150 mg/day starting at 12-16 weeks of gestation to lower the risk of preeclampsia. E A
dosage of 162 mg/fday may be acceptable: E currently, in the US., low-dose aspirin is available in
£1-mg tablets.

PREGNANCY AND NON-GLUCOSE LOWERING DRUG CONSIDERATIONS

Recommendations

# |n pregnant individuals with diabetes and chronic hypertension, a blood pressure threshold
<140/90 mmHg is recommended for initiation and titration of therapy for better pregnancy
outcomes. A Therapy should be deinensified if blood pressure is <90/60 mmHg. E

* Potentially harmful medications in pregnancy (e.g., ACE inhibitors, angiotensin receptor blockers,
mineralocorticoid receptor antagonists) should be stopped prior to conception and avoided in
sexually active individuals of childbearing potential who are not using reliable contraception. B

# |n most circumstances, lipidlowering medications should be stopped prior to conception and
avoided in sexually active individuals of childbearing potential with diabetes who are not using
reliable contraception. B In some circumstances (familial hypercholesterolemia, severe
hypertrighyceridemia, prior atherosclerotic cardiovascular disease event), lipidlowering therapy
may be continued when the benefits outweigh risks. E

POSTPARTUM CARE
Recommendations

* Insulin requirements need to be evaluated and adjusted for individuals requiring insulin after
delivery because insulin resistance decreases dramatically immediately postpartum. C

* A contraceptive plan should be discussed and implemented with all people with diabetes of
childbearing potential. A

* Breastfeeding efforts are recommended for all individuals with diabetes. A Breastfeeding is
recommended for individuals with a history of GDM for multiple benefits, A including a reduced
risk for type 2 diabetes later in life. B

* Postpartum care should include psychosocial assessment and support for self-care. E

* Screen individuals with a recent history of GDM at 4-12 weeks postpartum, using the 75-g oral
glucose tolerance test and clinically appropriate nonpregnancy diagnostic criteria. B

* |ndividuals with a history of GDM should have lifelong screening for the development of type 2
diabetes or prediabetes every 1-3 years. B

* |ndividuals with overweight or obesity and a history of GDM found to have prediabetes should
receive intensive lifestyle interventions and/or metformin to prevent diabetes. A
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HOSPITAL CARE DELIVERY STANDARDS
Recommendations

= Perform an A1C test on all people with diabetes or hyperglycemia (random blood glucose =140
mg/fdL [>7.8 mmol/L]) at the time of admission to the hospital if no A1C test result is available
from the prior 3 months. B

# |nstitutions should implement protocols using validated written or computerized provider order

entry sets for management of dysglycemia in the hospital that allow for a personalized approach.
B

Diabetes Care Specialist in the Hospital
Recommendations

* When caring for hospitalized people with diabetes (with an existing or new diagnosis) or stress
hyperghycemia, consult with a specialized diabetes or glucose management team when available.
B

GLYCEMIC GOALS IN HOSPITALIZED ADULTS
Recommendations

# |nsulin should be initiated or intensified for treatment of persistent hyperglycemia starting at a
threshold of 2180 mg/fdL (=10.0 mmeol/L) (confirmed on two occasions within 24 h) for the
majority of critically ill individuals {those in the intensive care unit [ICU]). A

+ Insulin and/or other glucose lowering therapies should be initiated or intensified for treatment of
persistent hyperghycemia starting at a threshold of =180 mg/dL (=10.0 mmaol/L) {confirmed on
two occasions within 24 h) for the majority of noncritically ill individuals (those not inthe ICU). B

+« Once therapy is initiated, a glycemic goal of 140180 mg/dL (7.8-10.0 mmol/L) is recommended
for most critically ill individuals (those in the ICU ) with hyperglycemia. A

= More stringent individualized glycemic goals may be appropriate for selected critically il
individuals if they can be achieved without significant hypoglycemia. B

+ For noncritically ill individuals (those not in the ICU), a glycemic goal of 100—180 mg/dL (5.6~10.0
mmol/L) is recommended if it can be achieved without significant hypoglycemia. B

Continuous Glucose Monitoring
Recommendations
+ [n people with diabetes using a personal continuous glucose monitoring (CGM) device, the use of
CGM should be continued during hospitalization if clinically appropriate, with confirmatory point-
of-care [POC) blood glucose measurements for insulin dosing decisions and hypoglycemia
assessment, if resources and training are available, and according to an institutional protocol. B

GLUCOSE-LOWERING TREATMENT IN HOSPITALIZED INDIVIDUALS

Insulin Therapy
Recommendations

= Continuous intravenous insulin infusion is recommended for achieving glycemic goals and
avoiding hypoglycemia in critically illindividuals. A

+ Basal insulin or a basal plus correction insulin plan is the preferred treatment for noncritically ill
hospitalized individuals with poor of no oral intake. A

+ An insulin plan with basal, prandial, and correction components is the preferred treatment for
most noncritically ill hospitalized individuals with adequate nutritional intake. A

* For most individuals, sole use of a correction or supplemental insulin without basal insulin
(formerly referred to as a sliding scale) in the inpatient setting is discouraged. A

Noninsulin Therapies
Recommendations

* |t is recommended that use of a sodium—glucose cotransporter 2 inhibitor be initiated or
continued during hospitalization if indicated for heart failure, providing there are no
contraindications. A

HYPOGLYCEMIA
Recommendations

« A hypoglycemia management protocol should be adopted by all health systems. A plan for
identifying, treating, and preventing hypoglycemia should be established for each individual.
Episodes of hypoglycemia in the hospital should be documented in the health record and tracked
1o inform guality improvements. C

+* Treatment plans should be reviewed and changed as necessary to prevent hypoglycemia and

recurrent hypoglycemia when a blood glucose value of =70 mg/dL (<39 mmol/L) is documented.
C

TRANSITION FROM THE HOSPITAL TO THE AMBULATORY SETTING
Recommendations

* A structured discharge plan should be tailored to the individual with diabetes. B For those not
being discharged to home, consider the capabilities of the facility for diabetes management. E
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