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Objectives

1. Discuss updates in the American Diabetes Association’s 2022 Standards of Medical 
Care in Diabetes.

2. Review treatment algorithms and medications often used in treatment for Type 2 
Diabetes Mellitus (T2DM).

3. Design a treatment regimen to optimize individual outcomes for patients with T2DM.

4. Highlight pharmacists’ integration in care for patients with diabetes.



Standards of Care 
Updates 



American Diabetes 
Association’s 
Standards of Care

• Updated yearly
• Professional Practice 

Committee- interdisciplinary 
group who debate and discuss 
most current literature and 
updates
• Approved internally by the 

ADA’s Board of directors
• Living Standards updates 

throughout the year



Section 1. Improving Care and Promoting Health in 
Populations

Additional information has been included on online 
platforms to support behavior change and well-being

The renamed “Cost Considerations for Medication-Taking 
Behaviors” subsection has been expanded

The community health workers content was expanded



Section 2. Classification and Diagnosis of Diabetes

New screening thresholds:
• A recommendation about adequate carb intake prior to oral 

glucose tolerance test was added
• Overweight or obesity, age >18+ with more risk factors should 

be tested for diabetes and prediabetes
• Screening asymptomatic adults at age 35 (lowered from 

previous guidance)
• If normal, screen every 3 years at minimum, sooner if 

symptoms or new risk factors appear
• Cannot use point of care (POC) testing for diagnosis, but can 

use to assess glycemic control in clinic



Section 2. 
Classification 
and Diagnosis 
of Diabetes

Type 1 Diabetes Diagnosis Updates: 
• Useful features in diagnosis of type 1 diabetes 

were named
• First degree relatives of patients with type 1 

diabetes- need counseling on their increased 
relative risk

• Genetic Testing
• When to test for Mature Onset diabetes of the 

young in children and young adults
• All diagnosed at 6 months of age or less should 

be tested for genetic markers regardless of 
current age

• The risk of insulin deficiency in people receiving 
check point inhibitor therapy (used to treat some 
cancers)



Section 3: 
Prevention  or 
Delay of Type 
2 Diabetes and 
Associated 
Comorbidities

Emphasis on the importance of individual risk benefit 
assessment

Diabetes Prevention measures are intended for 
individuals with overweight/obesity at elevated risk for 
developing type 2 diabetes (DPP and outcomes study)

Care goals should be developed and stated and 
include: 

• Prevention of weight gain or weight loss
• Minimizing progression of hyperglycemia
• Attention to cardiovascular risk and associated comorbidities



4. 
Comprehensive 
Medical 
Evaluation and 
Assessment of 
Comorbidities

• COVID-19 vaccination recommendations updates 
(align with CDC recommendations)
• NASH updates including management 

recommendation for patients with NAFLD and 
NASH



Section 
5.Facilitating 
Behavior 
Change and 
Well-being to 
Improve 
Health 
Outcomes

Use of technology that includes mobile apps, 
simulation tools, digital coaching and digital self-
management and support interventions

More emphasis on the quality of food sources 
selected, regardless of carbs consumed (considering 
fiber content, moving toward unprocessed foods)

More information on the impact of high protein, 
high fat mixed meals on glycemia has been added 
for those taking mealtime insulin

A new section on cognitive capacity/impairment was 
added with recommendations for monitoring and 
when to refer for formal assessments 



Section 6. 
Glycemic 
Targets

• CGM Updates

• Assess glycemic status using a 14-day CGM 
assessment of TIR  and GMI or A1C for use in 
clinical management and follow remotely

• Change in language from SMBG to BGM
• Addressing that time in range, time above range 

and time below range are all useful tools in 
adjusting medications

• Time in range is associated with microvascular 
complications and can be used to assess glycemic 
control

• Hypoglycemia emphasis: an URGENT issue  + 
guidance on triggers for hypoglycemia, 
avoidance, education,  + 
reevaluation/adjustment of treatment regimen



Section 8. 
Diabetes 
Technology

New screening thresholds

Emphasis on individualization of device recommendations and utilization

BGM needs to be provided to all who use a CGM for calibration, 
verification of BG’s as needed and use if CGM not available.

CGM recommendations, whether real-time CGM or intermittently scanned CGM 
systems, should be offered to patients on multiple daily injections or continuous 
subcutaneous insulin infusion who are capable of using devices safely, including 
youth with type 1 diabetes
Strengthened specific recommendations for those on basal insulin and 
the use of CGM

Insulin pens are preferred



Section 10. 
Obesity 
Management

• Lack of evidence to support the use of 
dietary supplements for weight loss
• Guidance on post bariatric surgery 

management, especially related to 
hypoglycemia that occurs post surgery



Section 9. 
Pharmacological 
Treatment



Pharmacologic Therapy for Type 1 Diabetes

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

9.1 Most individuals with type 1 diabetes should be treated with multiple daily 
injections of prandial and basal insulin, or continuous subcutaneous insulin 
infusion. A

9.2 Most individuals with type 1 diabetes should use rapid-acting insulin
analogs to reduce hypoglycemia risk. A

9.3 Individuals with type 1 diabetes should receive education on how to match 
mealtime insulin doses to carbohydrate intake, fat and protein content, and 
anticipated physical activity. C



Pharmacologic Approaches to Glycemic Treatment

Pharmacologic 
Approaches to 
Glycemic 
Management: 
Standards of Medical 
Care in Diabetes -
2022. Diabetes Care 
2022;45(Suppl. 
1):S125-S143



Pharmacologic Therapy for Type 2 Diabetes

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

9.4a First-line therapy depends on comorbidities, patient-centered treatment 
factors, and management needs and generally includes metformin and 
comprehensive lifestyle modification. A

9.4b Other medications (glucagonlike peptide 1 receptor agonists, sodium–
glucose cotransporter 2 inhibitors), with or without metformin based on 
glycemic needs, are appropriate initial therapy for individuals with type 2 
diabetes with or at high risk for atherosclerotic cardiovascular disease, 
heart failure, and/or chronic kidney disease (Fig. 9.3). A

9.5 Metformin should be continued upon initiation of insulin therapy (unless 
contraindicated or not tolerated) for ongoing glycemic and metabolic 
benefits. A



Pharmacologic Therapy for Type 2 Diabetes 
(continued)

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

9.6 Early combination therapy can be considered in some patients at treatment 
initiation to extend the time to treatment failure. E

9.7 The early introduction of insulin should be considered if there is evidence of 
ongoing catabolism (weight loss), if symptoms of hyperglycemia are present, or 
when A1C levels (>10% [86 mmol/mol]) or blood glucose levels ($300 mg/dL [16.7 
mmol/L]) are very high. A



Pharmacologic Approaches to Glycemic Treatment

Pharmacologic 
Approaches to 
Glycemic 
Management: 
Standards of Medical 
Care in Diabetes -
2022. Diabetes Care 
2022;45(Suppl. 
1):S125-S143



PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Pharmacologic Approaches to Glycemic Management: 
Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1):S125-S143



Pharmacologic Therapy for Type 2 Diabetes 
(continued)

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

9.8 A patient-centered approach should guide the choice of pharmacologic agents. 
Consider the effects on cardiovascular and renal comorbidities, efficacy, 
hypoglycemia risk, impact on weight, cost and access, risk for side effects, and 
patient preferences (Table 9.2 and Fig. 9.3. E

9.9 Among individuals with type 2 diabetes who have established atherosclerotic 
cardiovascular disease or indicators of high cardiovascular risk, established kidney 
disease, or heart failure, a sodium–glucose cotransporter 2 inhibitor and/or 
glucagon-like peptide 1 receptor agonist with demonstrated cardiovascular disease 
benefit (Fig. 9.3, Table 9.2, Table 10.3B, and Table 10.3C) is recommended as part of 
the glucose-lowering regimen and comprehensive cardiovascular risk reduction, 
independent of A1C and in consideration of patient-specific factors (Fig. 9.3) (see 
Section 10, “Cardiovascular Disease and Risk Management,” https://doi.org/ 
10.2337/dc22-S010, for details on cardiovascular risk reduction recommendations). 

A



Pharmacologic Therapy for Type 2 Diabetes 
(continued)

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

9.10 In patients with type 2 diabetes, a glucagon-like peptide 1 receptor agonist 
is preferred to insulin when possible. A

9.11 If insulin is used, combination therapy with a glucagon-like peptide 1 
receptor agonist is recommended for greater efficacy and durability of 
treatment effect. A

9.12 Recommendation for treatment intensification for patients not meeting 
treatment goals should not be delayed. A



Pharmacologic Therapy for Type 2 Diabetes 
(continued)

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

9.13 Medication regimen and medication- taking behavior should be 
reevaluated at regular intervals (every 3–6 months) and adjusted as 
needed to incorporate specific factors that impact choice of treatment (Fig. 
4.1 and Table 9.2). E

9.14 Clinicians should be aware of the potential for overbasalization with insulin 
therapy. Clinical signals that may prompt evaluation of overbasalization
include basal dose more than 0.5 IU/kg/day, high bedtime-morning or 
postpreprandial glucose differential, hypoglycemia (aware or unaware), and 

high glycemic variability. Indication of overbasalization should prompt 
reevaluation to further individualize therapy. E



PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Pharmacologic 
Approaches to 
Glycemic 
Management: 
Standards of Medical 
Care in Diabetes -
2022. Diabetes Care 
2022;45(Suppl. 
1):S125-S143



PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT Glucose-lowering 
Medication in 
Type 2 Diabetes: 
2021 ADA 
Professional 
Practice 
Committee (PPC) 
adaptation of 
Davies et al. and 
Buse et al.
Pharmacologic 
Approaches to 
Glycemic 
Management: 
Standards of Medical 
Care in Diabetes -
2022. Diabetes Care 
2022;45(Suppl. 
1):S125-S143



PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Intensifying to injectable therapies (1 of 2)

Pharmacologic Approaches to Glycemic Management: 
Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1):S125-S143



PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Intensifying to injectable therapies (2 of 2)

Pharmacologic 
Approaches to 
Glycemic 
Management: 
Standards of Medical 
Care in Diabetes -
2022. Diabetes Care 
2022;45(Suppl. 
1):S125-S143



Section 10. 
Cardiovascular 
Disease and Risk 
Management 

• ACC endorses these recommendations in conjunction 
with the ADA

• Figure 10.1

• Consideration and rationale of using an SGLT-2 inhibitor + 
GLP-1 agonist to address risk of cardiovascular and renal 
complications in patients with established ASCVD or high 
ASCVD risk

• Emphasis on how the approach to managing patients with 
new-onset T2DM vs those with existing diabetes 
medication regimen

• Additional information pertaining to new medication, 
bempedoic acid in combination with other medications 
for lowering LDL



Special Populations

• Children and Adolescents
• Screening and treatment of complications for children with type 1 and type 2 

diabetes was updated
• ALL youth should be offered automated insulin delivery systems (AID 

systems).
• Real-time or intermittently scanned CGMs should be offered to youth with 

type 2 diabetes on insulin
• Pregnancy and Diabetes
• Consider screening ALL women for undiagnosed diabetes, but those with risk 

factors should be screened when planning pregnancy
• Before 15 weeks, screen women with risk factors and consider screening all 

women for undiagnosed diabetes at the first prenatal visit, if not already done



New Section Alert!

Section 11. Chronic Kidney Disease and Risk 
Management



Updates: 

CKD + significant urinary 
albumin >300 mg/day à

reduce albuminuria by 
30% or more to slow the 

progression of CKD

Finerenone should be used 
in people with albuminuric 
diabetic kidney disease to 
reduce CKD progression 

and heart failure risk

A major emphasis to 
properly categorize 

patients with CKD by 
measuring albuminuria, 

not just eGFR



Section : Retinopathy, Neuropathy and 
Foot Care

• NO association between GLP-1 treatment and retinopathy, except through 
the association between retinopathy and rapid reduction in HbA1c

• More emphasis on screening intervals and how they are based on the 
presence of specific risk factors  for retinopathy and worsening

• Highlighted macular focal/grid photocoagulation and intravitreal injections of 
corticosteroids as reasonable treatment in persistent diabetic macular 
edema



Living Standards of Care Update

• Updated May 31, 2022
• Changes include new data on:
• Finerenone and its effects in people with type 2 diabetes and chronic 

kidney disease on cardiovascular outcomes
• SGLT2 inhibitors and their effects in people with type 2 diabetes on heart 

failure and renal outcomes
• New information on calculating eGFR and inclusion of race for kidney 

disease diagnosis



Patient Case



Meet AW
• 56 yo female presents to clinic today for follow up… 
• PMH: T2DM x 20 years, HTN x 18 years, DLD x 10 years
• Medical History: 

• Amlodipine 10 mg HS
• HCTZ 12.5 mg daily (don’t like it, it makes her pee)
• Metformin 1000 mg BID

• Vitals: BP is 148/90; HR 78, BMI: 37
• Labs: CMP normal, CBC normal, eGFR= 58 ml/min, HbA1c= 

8.8%, urine microalbumin = 318 mg/g
• Social History: Retired teacher, but “stays busy” with 

grandkids, volunteers at the daycare, church ministry
• What other information do you need? Discuss treatment 

changes for her



Pharmacists 
Integration in 
Caring for 
Patients with 
Diabetes

• How many of you have a clinical 
pharmacist who sees patients 
alongside the providers at your clinic?
• How many of you have a 

pharmacy/pharmacist on site, but 
they usually don’t leave the 
pharmacy?
• How many of you don’t have a 

pharmacist in your building?
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