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ADA STANDARDS OF MEDICAL CARE IN DIABETES – 2021

2021 ADA: Glucose-lowering medication in T2D

TO AVOID
THERAPEUTIC
INERTIA REASSESS
AND MODIFY
TREATMENT
REGULARLY
(3-6 MONTHS)

FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)
NO

INDICATORS OF HIGH-RISK OR ESTABLISHED ASCVD, CKD OR HF†
CONSIDER INDEPENDENTLY OF BASELINE A1C, INDIVIDUALIZED A1C TARGET, OR METFORMIN USE *

Dotted pink line indicates changes to algorithm in 2021

+ASCVD/lndicators
of High Risk
• Established ASCVD
• Indicators of high ASCVD
risk (age ≥55 years with
coronary, carotid, or lowerextremity artery stenosis
>50%, or LVH)

GLP-1 RA
with
proven CVD
benefit1

Either/
OR

+HF

Particularly HFrEF (LVEF <45%)

SGLT2i with proven
benefit in this
population5,6,7

SGLT2i
with
proven CVD
benefit1

If A1C above target
If further intensification is
required or patient is unable to
tolerate GLP-1 RA and/or
SGLT2i, choose agents
demonstrating CV benefit
and/or safety:
• For patients on a GLP-1 RA,
consider adding SGLT2i with
proven CVD benefit and vice
versa1
• TZD2
• DPP-4i if not on GLP-1 RA
• Basal insulin3
• SU4
1. Proven CVD benefit means it has label indication of reducing CVD events
2. Low dose may be better tolerated though less well studied for CVD effects
3. Degludec or U-100 glargine have demonstrated CVD safety
4. Choose later generation SU to lower risk of hypoglycemia;
glimepiride has shown similar CV safety to DPP-4i
5. Be aware that SGLT2i labelling varies by region and individual agent with regard to indicated
level of eGFR for initiation and continued use
6. Empagliflozin, canagliflozin, and dapagliflozin have shown reduction in HF and to reduce
CKD progression in CVOTs. Canagliflozin and dapagliflozin have primary renal outcome data.
Dapagliflozin and empagliflozin have primary heart failure outcome data.

IF A1C ABOVE INDIVIDUALIZED TARGET PROCEED AS BELOW

+CKD

DKD and
Albuminuria8

COMPELLING NEED TO MINIMIZE HYPOGLYCEMIA

NO

PREFERABLY
SGLT2i with
primary evidence
of reducing CKD
Progression

SGLT2i

TZD

If A1C above
target

If A1C above
target

If A1C above
target

If A1C above
target

SGLT2i
OR
TZD

SGLT2i
OR
TZD

GLP-1 RA
OR
DPP-4i
OR
TZD

SGLT2i
OR
DPP-4i
OR
GLP-1 RA

If A1C above target

OR
GLP-1 RA with
proven CVD
benefit1 if SGLT2i
not tolerated or
contraindicated

Continue with addition of other agents as outlined above

If A1C above target

For patients with T2D
and CKD8 (e.g., eGFR
<60 mL/min/1.73 m2) and
thus at increased risk of
cardiovascular events

GLP-1 RA
with
proven CVD
benefit1

GLP-1 RA

GLP-1 RA with
good efficacy
for weight loss10

SGLT2i
with
proven CVD
benefit1,7

Consider the addition of SU4 OR basal insulin:
• Choose later generation SU with lower risk of hypoglycemia
• Consider basal insulin with lower risk of hypoglycemia9
7.
8.
9.
10.
11.
12.

Proven benefit means it has label indication of reducing heart failure in this population
More details mentioned in Section 11: Microvascular Complications and Foot Care
Degludec / glargine U-300 < glargine U-100 / detemir < NPH insulin
Semaglutide > liraglutide > dulaglutide > exenatide > lixisenatide
If no specific comorbidities (i.e., no established CVD, low risk of hypoglycemia, and lower priority to
avoid weight gain or no weight-related comorbidities)
Consider country- and region-specific cost of drugs. In some countries TZDs are relatively more
expensive and DPP-4i are relatively cheaper

† Actioned whenever these

become new clinical considerations regardless of background glucoselowering medications.
*Most patients enrolled in the relevant trials were on metformin at baseline as glucose-lowering therapy.

SGLT2i

COST IS A MAJOR ISSUE11,12

Either/
OR

SGLT2i

If A1C above target

OR
SGLT2i with
evidence of
reducing CKD
progression in
CVOTs5,6,8

Either/
OR

COMPELLING NEED TO MINIMIZE WEIGHT
GAIN OR PROMOTE WEIGHT LOSS

DPP-4i

GLP-1 RA with
good efficacy
for weight loss10

SU4

TZD12

If A1C above target

TZD12

SU4

If A1C above target

If A1C above target

If quadruple therapy required, or SGLT2i
and/or GLP-1 RA not tolerated or
contraindicated, use regimen with lowest
risk of weight gain

Insulin therapy basal insulin
with lowest acquisition cost
OR
Consider other therapies
based on cost

PREFERABLY
DPP-4i (if not on GLP-1 RA)
based on weight neutrality

If DPP-4i not tolerated or
contraindicated or patient already
on GLP-1 RA, cautious addition of:
• SU4 • TZD2 • Basal insulin
A1C, glycated hemoglobin; ASCVD, atherosclerotic cardiovascular disease; CKD, chronic kidney disease;
CVD, cardiovascular disease; CVOTs, cardiovascular outcomes trials; DPP-4i, dipeptidyl peptidase 4
inhibitor; DKD, diabetic kidney disease; eGFR, estimated glomerular filtration rate; GLP-1 RA, glucagonlike peptide 1 receptor agonist; HF, heart failure; HFrEF, heart failure with reduced ejection fraction;
LVEF, left ventricular ejection fraction; LVH, left ventricular hypertrophy; NPH, Neutral Protamine
Hagedorn; SGLT2i, sodium–glucose cotransporter 2 inhibitor; SU, sulfonylurea; T2D, type 2 diabetes;
TZD, thiazolidinedione

American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S116 https://doi.org/10.2337/dc21-S009; American Diabetes Association. Clinical Diabetes 2020 Dec; cd21as01. https://doi.org/10.2337/cd21-as01
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Speaker Notes:
• This slide serves as an overview and summary of all the treatment options; the following slides will focus in
on each individual component of the algorithm
• The 2021 ADA treatment algorithm addresses how to approach management of hyperglycemia in adults
with T2DM, with the goal of reducing complications and maintaining quality of life
• ADA Recommends Consideration of GLP-1 RAs/SGLT-2 inhibitors for Cardiorenal Benefit Independent
of “Baseline A1c, Individualized A1c Target, or Metformin Use particularly for those with high risk or
established ASCVD, CKD or HF”
• Previously, the ADA had grouped HF/CKD under a singular pathway, as limited evidence was
available. With the approval of dapagliflozin’s first-in-class HFrEF indication the ADA now
recommends SGLT-2 inhibitors for HFrEF and ‘prefers’ SGLT-2 inhibitors to treat DKD and
albuminuria; For patients with kidney disease, GLP-1RAs can still be considered in particular cases
with CKD and without DKD/albuminuria
• This algorithm outlines a stepwise approach to medication therapy, starting with metformin for all patients
(unless not tolerated or contraindicated), and recommends which medications to intensify treatment with
depending on the presence of patient factors such as having established ASCVD, CKD or HF
• For those patients without ASCVD, CKD or HF, options are also outlined for situations in which
hypoglycemia needs to be minimized, weight loss is important, or cost is a major issue
• This updated guideline also stresses the importance of avoiding therapeutic inertia by regularly
reassessing and modifying treatment every 3–6 months
• Metformin remains the first-line glucose-lowering medication for most people with T2DM
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2021 ADA: Patients with indicators of high-risk or established ASCVD, CKD or HF†
INDICATORS OF HIGH-RISK OR ESTABLISHED ASCVD, CKD OR HF†
CONSIDER INDEPENDENTLY OF BASELINE A1C, INDIVIDUALIZED A1C TARGET, OR METFORMIN USE*
+ASCVD/lndicators of High Risk

+HF

• Established ASCVD
• Indicators of high ASCVD risk (age ≥55 years with
coronary, carotid, or lower-extremity artery
stenosis >50%, or LVH)

Particularly HFrEF (LVEF <45%)

DKD and Albuminuria8

SGLT2i with proven
benefit in this
population5,6,7

PREFERABLY
SGLT2i with primary evidence
of reducing CKD Progression

GLP-1 RA
with
proven CVD benefit1

Either/
OR

+CKD
NO

OR
SGLT2i with evidence of reducing
CKD progression in CVOTs5,6,8

SGLT2i
with
proven CVD benefit1

OR
GLP-1 RA with proven CVD
benefit1 if SGLT2i not tolerated or
contraindicated

If A1C above target
If further intensification is required or patient is
unable to tolerate GLP-1 RA and/or SGLT2i, choose
agents demonstrating CV benefit and/or safety:
• For patients on a GLP-1 RA, consider adding
SGLT2i with proven CVD benefit and vice versa1
• TZD2
• DPP-4i if not on GLP-1 RA
• Basal insulin3
• SU4

For patients with T2D and
(e.g., eGFR
<60 mL/min/1.73 m2) and thus at increased risk of
cardiovascular events

1.
2.
3.
4.
5.
6.

CKD8

7.
8.

GLP-1 RA
with
proven CVD benefit1

Either/
OR

Proven CVD benefit means it has label indication
of reducing CVD events
Low dose may be better tolerated though less
well studied for CVD effects
Degludec or U-100 glargine have demonstrated
CVD safety
Choose later generation SU to lower risk of
hypoglycemia
glimepiride has shown similar CV safety to DPP-4i
Be aware that SGLT2i labelling varies by region
and individual agent with regard to indicated level
of eGFR for Initiation and continued use
Empagliflozin, canagliflozin, and dapagliflozin
have shown reduction in HF and to reduce CKD
progression in CVOTs. Canagliflozin and
dapagliflozin have primary renal outcome data.
Dapagliflozin and empagliflozin have primary
heart failure outcome data.
Proven benefit means it has label indication of
reducing heart failure in this population
More details are mentioned in Section 11:
Microvascular Complications and Foot Care

†Actioned

SGLT2i
with
proven CVD benefit1,7

whenever these become new clinical
considerations regardless of background glucoselowering medications.
*Most patients enrolled in the relevant trials were on
metformin at baseline as glucose-lowering therapy.

A1C, glycated hemoglobin; ASCVD, atherosclerotic cardiovascular disease; CKD, chronic kidney disease; CV, cardiovascular; CVD, CV disease; CVOTs, cardiovascular outcomes trials; DPP-4i, dipeptidyl peptidase 4 inhibitor; DKD, diabetic kidney
disease; eGFR, estimated glomerular filtration rate; GLP-1 RA, glucagon-like peptide 1 receptor agonist; HF, heart failure; HFrEF, heart failure with reduced ejection fraction; LVEF, left ventricular ejection fraction; LVH, left ventricular hypertrophy;
SGLT2i, sodium–glucose cotransporter 2 inhibitor; SU, sulfonylurea; T2D, type 2 diabetes; TZD, thiazolidinedione
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S116 https://doi.org/10.2337/dc21-S009 ; American Diabetes Association. Clinical Diabetes 2020 Dec; cd21as01. https://doi.org/10.2337/cd21-as01
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Speaker Notes:
“Indicators of high-risk or established ASCVD, CKD, or HF” pathway has been adapted based on trial
populations studied.
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2021 ADA: Choosing glucose-lowering medication if compelling need to
minimize hypoglycemia in those without established ASCVD, CKD or HF
COMPELLING NEED TO MINIMIZE HYPOGLYCEMIA
DPP-4i

GLP-1 RA

SGLT2i

TZD

If A1C above target

If A1C above target

If A1C above target

If A1C above target

SGLT2i
OR
TZD

SGLT2i
OR
TZD

GLP-1 RA
OR
DPP-4i
OR
TZD

SGLT2i
OR
DPP-4i
OR
GLP-1 RA

If A1C above target
Continue with addition of other agents as outlined above
If A1C above target
Consider the addition of SU1 OR basal insulin:
• Choose later generation SU with lower risk of hypoglycemia
• Consider basal insulin with lower risk of hypoglycemia2

1Choose

later generation SU to lower risk of hypoglycemia; glimepiride has shown similar CV safety to DPP-4i; 2Degludec / glargine U-300 < glargine U-100 / detemir < NPH insulin
A1C, glycated hemoglobin; ASCVD, atherosclerotic cardiovascular disease; CKD, chronic kidney disease; CV, cardiovascular; CVD, CV disease; DPP-4i, dipeptidyl peptidase-4 inhibitor; eGFR, estimated glomerular filtration rate; GLP-1 RA, glucagon-like
peptide-1 receptor agonist; HF, heart failure; NPH, Neutral Protamine Hagedorn; SGLT-2i, sodium-glucose cotransporter-2 inhibitor; SU, sulfonylurea; TZD, thiazolidinedione
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S116 https://doi.org/10.2337/dc21-S009 ; American Diabetes Association. Clinical Diabetes 2020 Dec; cd21as01. https://doi.org/10.2337/cd21-as01
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2021 ADA: Choosing glucose-lowering medication if compelling need to
minimize weight gain or promote weight loss in those without established
ASCVD, CKD or HF
COMPELLING NEED TO MINIMIZE WEIGHT GAIN OR PROMOTE WEIGHT LOSS
GLP-1 RA with good efficacy
for weight loss1

Either/
OR

SGLT2i
Hierarchy of weight loss efficacy

If A1C above target
GLP-1 RA with good efficacy
for weight loss1

SGLT2i
If A1C above target

If quadruple therapy required, or SGLT2i and/or GLP-1 RA not tolerated or contraindicated, use
regimen with lowest risk of weight gain
PREFERABLY
DPP-4i (if not on GLP-1 RA) based on weight neutrality

Semaglutide
Liraglutide
Dulaglutide
Exenatide
Lixisenatide

If DPP-4i not tolerated or contraindicated or patient already
on GLP-1 RA, cautious addition of:
• SU2 • TZD3 • Basal insulin

1Semaglutide

> liraglutide > dulaglutide > exenatide > Lixisenatide; 2Choose later generation SU to lower risk of hypoglycemia; glimepiride has shown similar CV safety to DPP-4i; 3Low dose may be better tolerated though less well studied for CVD effects
A1C, glycated hemoglobin; ASCVD, atherosclerotic cardiovascular disease; CKD, chronic kidney disease; CV, cardiovascular; CVD, CV disease; DPP-4i, dipeptidyl peptidase-4 inhibitors; GLP-1 RA, glucagon-like peptide-1 receptor agonist; HF, heart failure;
SGLT-2i, sodium-glucose cotransporter-2 inhibitor; SU, sulfonylurea; TZD, thiazolidinedione
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S116 https://doi.org/10.2337/dc21-S009; American Diabetes Association. Clinical Diabetes 2020 Dec; cd21as01. https://doi.org/10.2337/cd21-as01
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2021 ADA: Choosing glucose-lowering medication if cost is a major issue in
those without established ASCVD, CKD or HF
COST IS A MAJOR ISSUE1,2

SU3

TZD2

If A1C above target

TZD2

SU3

If A1C above target

Insulin therapy basal insulin
with lowest acquisition cost
OR
Consider other therapies
based on cost
1If

no specific comorbidities (i.e., no established CVD, low risk of hypoglycemia, and lower priority to avoid weight gain or no weight-related comorbidities); 2Consider country- and region-specific cost of drugs. In some countries TZDs are relatively
more expensive and DPP-4i are relatively cheaper; 3Choose later generation SU to lower risk of hypoglycemia; glimepiride has shown similar CV safety to DPP-4i
A1C, glycated hemoglobin; ASCVD, atherosclerotic CVD; CKD, chronic kidney disease; CV, cardiovascular; CVD, CV disease; DPP-4i, dipeptidyl peptidase-4 inhibitors; SGLT-2i, sodium-glucose cotransporter-2 inhibitor; SU, sulfonylurea;
TZD, thiazolidinedione
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S116 https://doi.org/10.2337/dc21-S009; American Diabetes Association. Clinical Diabetes 2020 Dec; cd21as01. https://doi.org/10.2337/cd21-as01
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2021 ADA: Algorithm for intensifying to injectable therapies (1/2)
Use Principles in Figure 9.1, including reinforcement of behavioral interventions (weight management and physical activity) and provision of
DSMES to meet individualized treatment goals

TO AVOID
THERAPEUTIC
INERTIA REASSESS
AND MODIFY
TREATMENT
REGULARLY
(3-6 MONTHS)

If injectable therapy is needed to reduce A1C1
Consider GLP-1 RA in most patients prior to insulin2
INITIATION: Initiate appropriate starting dose for agent selected (varies within class)
TITRATION: Titration to maintenance dose (varies within class)

If already on GLP-1 RA or if GLP-1 RA
not appropriate OR insulin preferred

If above A1C target
Add basal insulin3
Choice of basal insulin should be based on patient-specific considerations, including cost.
Refer to Table 9.3 for insulin cost information.
Add basal analog or bedtime NPH insulin
INITIATION: Start 10 IU a day OR 0.1-0.2 IU/kg a day
TITRATION:
• Set FPG target (see Section 6: Glycemic Targets)
• Choose evidence-based titration algorithm, e.g., increase 2 units every 3 days to reach FPG target without hypoglycemia
• For hypoglycemia determine cause, if no clear reason lower dose by 10-20%
Assess adequacy of basal insulin dose4
Consider clinical signals to evaluate for overbasalization and need to consider adjunctive
therapies (e.g., basal dose >0.5 IU/kg, elevated bedtime-morning and/or post-preprandial
differential, hypoglycemia [aware or unaware], high variability)
1. Consider insulin as the first injectable if evidence of ongoing catabolism, symptoms of hyperglycemia are present, when A1C levels (>10% [86 mmol/mol]) or blood glucose levels (≥300 mg/dL [16.7 mmol/L]) are very high, or a diagnosis of
type 1 diabetes is a possibility.
2. When selecting GLP-1 RA, consider: patient preference, A1C lowering, weight-lowering effect, or frequency of injection. If CVD, consider GLP-1 RA with proven CVD benefit. Oral or injectable GLP-1 RA are appropriate.
3. For patients on GLP-1 RA and basal insulin combination, consider use of a fixed-ratio combination product (iDegLira or iGlarLixi).
4. Consider switching from evening NPH to a basal analog if the patient develops hypoglycemia and/or frequently forgets to administer NPH in the evening and would be better managed with an AM dose of a long-acting basal insulin.
A1C, glycated hemoglobin; CVD, cardiovascular disease; DSMES, diabetes self-management education and support; FPG, fasting plasma glucose; GLP-1 RA, glucagon-like peptide 1 receptor agonist; NPH, Neutral Protamine Hagedorn
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S117 https://doi.org/10.2337/dc21-S009; American Diabetes Association. Clinical Diabetes 2020 Dec; cd21as01. https://doi.org/10.2337/cd21-as01
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Speaker Notes:
• In patients who need the greater glucose-lowering effect of an injectable medication, GLP-1 receptor
agonists are the preferred choice to insulin
• Evidence from trials comparing GLP-1 receptor agonists and insulin (basal, premixed, or basalbolus) shows similar or even better efficacy in HbA1c reduction
• GLP-1 receptor agonists have a lower risk of hypoglycemia and are associated with reductions in
body weight compared with weight gain with insulin
• For patients with extreme and symptomatic hyperglycemia or catabolic status due to insulinopenia, insulin
is recommended
• If additional glucose lowering is needed despite therapy with a long-acting GLP-1 receptor agonist, the
addition of basal insulin is a reasonable option
• Starting doses can be estimated based on body weight (0.1–0.2 units/kg/day) and the degree of
hyperglycemia, with individualized titration over days to weeks as needed. Control of fasting glucose can
be achieved with human NPH insulin or a long-acting insulin analog.
• Clinicians should be aware of the potential for overbasalization with insulin therapy. Indication of
overbasalization should prompt reevaluation to further individualize therapy (New update 2021)
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2021 ADA: Algorithm for intensifying to injectable therapies (2/2)
If above A1C target
Consider GLP-1 RA if not already in regimen
For addition of GLP-1 RA, consider lowering insulin
dose dependent on current glycemic assessment and
patient factors

Add prandial insulin5
Usually one dose with the largest meal or meal with greatest PPG excursion; prandial
insulin can be dosed individually or mixed with NPH as appropriate
INITIATION:
• 4 IU a day or 10% of basal insulin dose
• If A1C <8% (64 mmol/mol) consider lowering the basal dose by 4 IU a day or 10% of basal dose
TITRATION:
• Increase dose by 1-2 IU or 10-15% twice weekly
• For hypoglycemia determine cause, if no clear reason lower corresponding dose by 10-20%

If above A1C target

Stepwise additional injections of prandial insulin
(i.e., two, then three additional injections)

Proceed to full basal-bolus regimen
(i.e., basal insulin and prandial insulin with each meal)

Consider self-mixed/split insulin regimen
Can adjust NPH and short/rapid-acting insulins separately
INITIATION:
• Total NPH dose = 80% of current NPH dose
• 2/3 given before breakfast
• 1/3 given before dinner
• Add 4 IU of short/rapid-acting insulin to each injection or 10% of reduced NPH dose
TITRATION:
• Titrate each component of the regimen based on individualized needs

If on bedtime NPH, consider converting to
twice-daily NPH regimen
Conversion based on individual needs and current
glycemic control. The following is one possible
approach:
INITIATION:
• Total dose = 80% of current bedtime NPH dose
• 2/3 given in the morning
• 1 /3 given at bedtime
TITRATION:
• Titrate based on individualized needs
If above A1C target

Consider twice daily premix insulin regimen
INITIATION:
• Usually unit per unit at the same total insulin dose,
but may require adjustment to individual needs
TITRATION:
• Titrate based on individualized needs

5. If adding prandial insulin to NPH, consider initiation of a self-mixed or premixed insulin regimen to decrease the number of injections required.
A1C, glycated hemoglobin; FPG, fasting plasma glucose; GLP-1 RA, glucagon-like peptide 1 receptor agonist; NPH, Neutral Protamine Hagedorn; PPG, postprandial glucose
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S117 https://doi.org/10.2337/dc21-S009; American Diabetes Association. Clinical Diabetes 2020 Dec; cd21as01. https://doi.org/10.2337/cd21-as01
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Speaker Notes:
• If basal insulin has been titrated to an acceptable fasting blood glucose level (or if the dose is 0.5
units/kg/day with indications of need for other therapy) and A1C remains above target, consider advancing
to combination injectable therapy
• This approach can use a GLP-1 RA added to basal insulin or multiple doses of insulin. (New update 2021)
The combination of basal insulin and GLP-1 RA has potent glucose-lowering actions and less weight gain
and hypoglycemia compared with intensified insulin regimens.
• Intensification of insulin treatment can be done by adding doses of prandial to basal insulin
• Alternatively, in a patient on basal insulin in whom additional prandial coverage is desired, the regimen
can be converted to two doses of a premixed insulin.
• Further, once a basal/bolus insulin regimen is initiated, dose titration is important, with adjustments made
in both mealtime and basal insulins based on the blood glucose levels and an understanding of the
pharmacodynamic profile of each formulation (pattern control).
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Section 1. Improving Care and Promoting Health in the Populations (S7)
Updated section
Page S9: The concept of “cost-related medication nonadherence” has been added to the “Cost Considerations” subsection

Additional information
Page S9-S10: Additional information has been included on social determinants of health in diabetes to reflect the evidence presented in “Social
Determinants of Health in Diabetes”
Page S9-S10: Additional information has been included regarding food insecurity, social capital/social community support in “Tailoring treatment for
social context” section

American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S7-S14
©2021
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Speaker notes:
Social determinants of health are defined as the economic, environmental, political, and social conditions in
which people live and are responsible for a major part of health inequality worldwide
Recommendation 1.5: Assess food insecurity, housing
insecurity/homelessness, financial barriers, and social capital/social community support and apply that
information to treatment decisions
Interventions such as food prescription programs are considered promising practices to address
food insecurity by integrating community resources into primary care settings and directly deal with
food deserts in underserved communities
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Section 2. Classification and Diagnosis of Diabetes (S15)
Updated sections
Page S24: Additional evidence has been added to the subsection “Cystic Fibrosis–Related Diabetes” (CFRD) regarding early diagnosis and treatment
of CFRD and reported increases in CFRD
Page S24: Additional evidence has also been added to the “Post transplantation Diabetes Mellitus” subsection to recommendation 2.19

Updated recommendation
Page S19, Recommendation 2.14: A recommendation about screening for diabetes and prediabetes in patients with HIV, as well as the in-text
discussion on the topic, has been moved to this section

Additional information
Page S16: More discussion about use of the term LADA (latent autoimmune diabetes in adults) has been added to the section
Page S17: Guidance on use of point-of-care A1C assays for the diagnosis of diabetes has been clarified

A1C, glycated hemoglobin
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S15-S33
©2021

Novo Nordisk • For use by field medical employees in scientific exchange

Speaker Notes:
CFRD: Early diagnosis and treatment of CFRD was associated with preservation of lung function. The European
Cystic Fibrosis Society Patient Registry reported an increase in CFRD with age (increased 10% per decade),
genotype, decreased lung function, and female sex. Insulin remains the most widely used therapy for
CFRD. The primary rationale for the use of insulin in patients with CFRD is to induce an anabolic state while
promoting macronutrient retention and weight gain.
LADA: There is debate whether slowly progressive autoimmune diabetes with an adult onset should be
termed LADA or T1D. 2021 update is more definitive in stating that the clinical priority is awareness that slow
autoimmune β-cell destruction can occur in adults leading to a long duration of marginal insulin secretory
capacity with an aim to encourage the acceleration of insulin initiation prior to deterioration of glucose control
or development of diabetic ketoacidosis (DKA)
Recommendation 2.14: Patients with HIV should be screened for diabetes and prediabetes with a fasting
glucose test before starting antiretroviral therapy, at the time of switching antiretroviral therapy, and 3 to 6
months after starting or switching antiretroviral therapy. If initial screening results are normal, fasting glucose
should be checked annually
Recommendation 2.19: Patients should be screened after organ transplantation for hyperglycemia, with a
formal diagnosis of post transplantation diabetes mellitus being best made once a patient is stable on an
immunosuppressive regimen and in the absence of an acute infection (Level of recommendation changed
from E to B in 2021 update based on two recent studies which showed that patients developed post heart
and lung transplant surgeries)
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Section 3. Prevention or Delay of Type 2 Diabetes (S34)
New section
Page S36: “Delivery and Dissemination of Lifestyle Behavior Change for Diabetes Prevention,” subsection was created to describe evidence for
broader dissemination of and national efforts for lifestyle behavior change programs to prevent diabetes

Updated section
Page S37: Additional guidance and evidence have been added to the newly named “Prevention of Vascular Disease and Mortality” subsection
(previously called “Prevention of Cardiovascular Disease”) and included data from longer-term follow up diabetes prevention studies
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Section 4. Comprehensive Medical Evaluation and Assessment of
Comorbidities (S40) (1/2)
Updated sections
Page S42: The “Immunizations” subsection has been significantly revised, and vaccine-specific recommendations were removed
Page S43-S44: Table 4.1, “Components of the Comprehensive Diabetes Medical Evaluation at Initial, Follow-up, and Annual Visits,” was reorganized
and revised to include a number of additional factors, including social determinants of health and identification of surrogate decision maker and
advanced care plan

Updated recommendations
Page S42, Recommendation 4.5: Regarding ongoing management, recommendation has been modified to include overall health status, risk of
hypoglycemia, and cardiovascular risk using the risk calculator
Recommendation 4.6: Recommendation was eliminated

New table
Page S47: Table 4.5 was added containing Centers for Disease Control and Prevention–recommended vaccinations for people with diabetes. More
information has been added to the discussion of each vaccine, including important considerations related to coronavirus disease 2019 (COVID-19)
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Speaker Notes:
S45 Important notes: At the time of the update, COVID-19 vaccines were not yet approved. 2021 update states
that people with diabetes should be a priority and anticipates that COVID-19 vaccine will likely become routine part
of the annual preventative schedule for people with diabetes
Recommendation 4.5: Ongoing management should be guided by the assessment of overall health status,
diabetes complications, cardiovascular risk (see the risk calculator, Section 10 “Cardiovascular Disease and Risk
Management,”https://doi.org/10.2337/dc21-S010 for more details), hypoglycemia risk, and shared decisionmaking to set therapeutic goals
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Section 4. Comprehensive Medical Evaluation and Assessment of
Comorbidities (S40) (2/2)
Additional information1
Page S48: The recommendation on pancreatitis was removed because the guidance is more appropriately covered in the discussion of the evidence
in the subsection text
The HIV recommendation and discussion were removed from this section and can now be found in Section 2 “Classification and Diagnosis of
Diabetes”
Page S49: More information on determining testosterone levels has been added to the “Low Testosterone in Men” subsection. In men with T2D who
have low testosterone concentrations, it is recommended against testosterone therapy as a means of improving glycemic control2

HIV, human immunodeficiency virus; T2D, type 2 diabetes
1. American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S40-S52; 2. Bhasin S et al. J Clin Endocrinol Metab. 2018;103(5):1715–1744
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Section 5. Facilitating Behavior Change and Well-being to Improve Health
Outcomes (S53)
Updated sections
Page S58-S59: The “Carbohydrates” and “Fats” subsections have been revised to include additional guidance and studies related to these
macronutrients
Page S63: The concept of mindful self-compassion has been added to the “Diabetes Distress” subsection, discussing its effects on diabetes

New and updated recommendations
Page S54, Recommendations 5.6 and 5.7: Barriers to diabetes self-management education and support (DSMES) have been added
The four critical times DSMES needs should be evaluated have been revised based on the consensus report. Additional evidence on the usefulness of
DSMES and ways to address barriers has been included
Page S60, Recommendation 5.29: “Physical Activity” to address baseline physical activity and sedentary time and to encourage the promotion of
nonsedentary activities above baseline for sedentary individuals with diabetes has been added
Page S62, Recommendation 5.34: Smoking cessation, which can be addressed as part of diabetes education programs has been added

American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S53-S72
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Speaker Notes:
Recommendation 5.6: Barriers to diabetes self-management education and support exist at the health
system, payor, provider, and patient levels and efforts need to be made to identify and address them
Recommendation 5.7: Some barriers to diabetes self management education and support access may be
mitigated through telemedicine approaches
Recommendation 5.29: All adults, and particularly those with type 2 diabetes, should decrease the amount of
time spent in daily sedentary behavior. Prolonged sitting should be interrupted every 30 min for blood glucose
benefits
Recommendation 5.34: Address smoking cessation as part of diabetes education programs for those in need
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Section 6. Glycemic Targets (S73) (1/4)
Updated sections
Page S75: The section formerly titled “A1C Goals” has been renamed “Glycemic Goals” and has also been revised to include other glycemic measures
Page S76: More discussion has been added regarding newer agents that do not cause hypoglycemia, making it possible to maintain glucose control
without risk of hypoglycemia to the “A1C and Microvascular Complications” subsection

Updated recommendations
Page S73, Recommendations 6.1 and 6.2: The “A1C testing” subsection was retitled “Glycemic Assessment,” with respective changes to allow for
other glycemic measures aside from A1C*
Recommendation 6.3 was removed
Page S75, Recommendations 6.5a and 6.5b: The recommendation for glycemic goals for many nonpregnant adults without significant
hypoglycemia has been divided in two parts to include time-in-range goals
Page S79, Recommendation 6.9: Hypoglycemia assessment has been revised and now recommends that occurrence of and risk for hypoglycemia
should be reviewed at every encounter and investigated as indicated

Updated figure
Page S76: Figure 6.1 has been revised and no longer includes example patient-specific data
*Refer slide notes for detailed recommendation changes
A1C, glycated hemoglobin
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S73-S84
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Speaker Notes:
First added in August 2019, the consensus CGM metric goals and the standardized AGP report remain in the
2021 Standards. The ADA Standards continue to recognize Time in Range as “associated with the risk of
microvascular complications” and “an acceptable end point for clinical trials.”
Recommendation 6.5a: An A1C goal for many nonpregnant adults of <7% (53mmol/mol) without significant
hypoglycemia is appropriate
Recommendation 6.5b: If using ambulatory glucose profile/glucose management indicator to assess
glycemia, a parallel goal is a time in range of >70% with time below range <4% (Figure 6.1)
Recommendation 6.9: Occurrence and risk for hypoglycemia should be reviewed at every encounter and
investigated as indicated
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Section 6. Glycemic Targets (S73) (2/4)
Glycemic Goals (S75)
Recommendations:
6.5a: An A1C goal for many nonpregnant adults of <7% (53mmol/mol) without significant hypoglycemia is appropriate
6.5b: If using ambulatory glucose profile/glucose management indicator to assess glycemia, a parallel goal is a time in range of >70% with time
below range <4% (Figure 6.1)
6.6: Based on provider judgment and patient preference, achievement of lower A1C levels than the goal of 7% may be acceptable, and even
beneficial, if it can be achieved safely without significant hypoglycemia or other adverse effects of treatment
6.7: Less stringent A1C goals (such as <8% [64 mmol/mol]) may be appropriate for patients with limited life expectancy, or where the harms of
treatment are greater than the benefits
6.8: Reassess glycemic targets over time based on the criteria in Figure 6.2 and in older adults

A1C, glycated hemoglobin
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S73-S84
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Section 6. Glycemic Targets (S73) (3/4)
Ambulatory Glucose Profile (S76)

To make the CGM metrics more actionable, standardized reports with visual cues, such as the ambulatory glucose profile (AGP), are recommended and
may help the patient and the provider better interpret the data to guide treatment decisions

Figure 6.1: AGP report

Key points included in standard ambulatory glucose profile (AGP) report. Adapted from Battelino et al
CGM, continuous glucose monitoring
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S73-S84
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Section 6. Glycemic Targets (S73) (4/4)
A1C and cardiovascular disease outcomes (S78)
Two strategies that are offered in this subsection:
• If already on dual therapy or multiple glucose-lowering therapies and not on an SGLT2i or GLP-1RA, consider switching to one of these agents with
proven cardiovascular benefit
• Introduce SGLT2is or GLP-1RAs in patients with CVD at A1C goal (independent of metformin*) for cardiovascular benefit, independent of baseline
A1C or individualized A1C target

*New update in 2021
A1C, glycated hemoglobin; CVD, cardiovascular disease; GLP-1 RA, glucagon-like peptide-1 receptor agonist; SGLT-2i, sodium-glucose cotransporter-2 inhibitor
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S73-S84
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Section 7. Diabetes Technology (S85)
Updated section
Page S90-S91: The “Insulin Delivery” subsection has also been revised regarding reusable pens and smart pens, and the recommendation on
examination of insulin injection/infusion site was removed

Updated recommendations
Page S87-S88, Recommendations 7.9–7.13: “Continuous Glucose Monitoring Devices” have been revised, and “blinded” continuous glucose
monitoring (CGM) is now referred to as “professional CGM,” which is clinic-based and can include blinded and real-time devices. Table 7.3 has been
updated to reflect this change
Page S87-S88, Recommendations 7.9–7.11: Included CGM as useful for people with diabetes on multiple daily injections and continuous
subcutaneous insulin infusions and other forms of insulin therapy (with different levels of evidence) not defined by type of diabetes or age
Page S88, Recommendation 7.14: Skin reactions with use of CGM has been added. This section has also been updated to include information on the
evolving evidence and a new discussion on education and training
Page S91, Recommendation 7.21: Insulin pump use for people with type 2 diabetes and other forms of diabetes with multiple daily injections has
been added to the “Insulin Pumps” subsection, with additional discussion. Information on insulin pump use in older adults has also been added
Page S92, Recommendation 7.23: Sensor-augmented pump therapy with automatic low glucose suspend may be considered for adults and youth
with diabetes to prevent/mitigate episodes of hypoglycemia
Page S93, Recommendation 7.26: The possible benefit of systems that combine technology and online coaching has been added
Page S93, Recommendation 7.27: Inpatient use of devices was moved to later in the section where use in the inpatient setting is more fully
discussed. The use of CGM in the hospital during the COVID-19 pandemic is also reviewed in the “Inpatient Care” subsection
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S85-S99
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Speaker Notes:
The new Standards of Care no longer distinguish its CGM-related recommendations by type of diabetes, instead of
recommending CGM for all people with diabetes on MDI or pump therapy.
Recommendation 7.9: When used properly, real-time continuous glucose monitors in conjunction with multiple daily
injections and continuous subcutaneous insulin infusion and other forms of insulin therapy are a useful tool to lower and/or
maintain A1C levels and/or reduce hypoglycemia in adults and youth with diabetes
Recommendation 7.10: When used properly, intermittently scanned continuous glucose monitors in conjunction with
multiple daily injections and continuous subcutaneous insulin infusion and other forms of insulin therapy can be useful and
may lower A1C levels and/or reduce hypoglycemia in adults and youth with diabetes to replace self-monitoring of blood
glucose
Recommendation 7.11: In patients on multiple daily injections and continuous subcutaneous insulin infusion, real-time
continuous glucose monitoring (CGM) devices should be used as close to daily as possible for maximal benefit. Intermittently
scanned CGM devices should be scanned frequently, at a minimum once every 8 h
Recommendation 7.12: When used as an adjunct to pre- and postprandial self-monitoring of blood glucose, continuous
glucose monitoring can help to achieve A1C targets in diabetes and pregnancy
Recommendation 7.13: Use of professional continuous glucose monitoring (CGM) and/or intermittent real-time or
intermittently scanned CGM can be helpful in identifying and correcting patterns of hyper- and hypoglycemia and improving
A1C levels in people with diabetes on noninsulin as well as basal insulin regimens
Recommendation 7.14: Skin reactions, either due to irritation or allergy, should be assessed and addressed to aid in
successful use of devices
Recommendation 7.21: Insulin pump therapy may be considered as an option for adults and youth with type 2 diabetes and
other forms of diabetes who are on multiple daily injections who are able to safely manage the device
Recommendation 7.26: Systems that combine technology and online coaching can be beneficial in treating prediabetes and
diabetes for some individuals
Recommendation 7.27: Patients using diabetes devices should be allowed to use them in an inpatient setting when proper
supervision is available
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Section 8. Obesity Management for the Treatment of Type 2 Diabetes (S100)
Updated section
Page S101: The subsection on “Diet, Physical Activity, and Behavioral Therapy” has been updated, including more thorough discussion of health
outcomes of weight loss (Recommendations 8.5-8.11)
• Based on the publication “Social Determinants of Health in Diabetes: A Scientific Review”, considerations related to social determinants of
health have been added in this subsection as well
Page S105: More detail has been added to the “Pharmacotherapy” subsection, particularly focused on assessing efficacy and safety
(Recommendations 8.12-8.15)

Updated recommendations
Page S100, Recommendation 8.1: The concept of patient-centered communication that uses nonjudgmental language has been added
Page S100-S101, Recommendation 8.1-8.4: Additional discussion in the “Assessment” subsection was included

American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S100-S110
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Speaker Notes:
Recommendations 8.1-8.15:
https://care.diabetesjournals.org/content/diacare/44/Supplement_1/S100.full.pdf
8.1: Use patient-centered, nonjudgmental language that fosters collaboration between patients and providers,
including people-first language (e.g., “person with obesity” rather than “obese person”)
8.2: Measure height and weight and calculate BMI at annual visits or more frequently. Assess weight trajectory
to inform treatment considerations
8.9: Evaluate systemic, structural, and socioeconomic factors that may impact dietary patterns and food
choices, such as food insecurity and hunger, access to healthful food options, cultural circumstances, and
social determinants of health.

Novo Nordisk®

ADA STANDARDS OF MEDICAL CARE IN DIABETES – 2021

Section 9. Pharmacologic Approaches to Glycemic Treatment (S111)
New recommendation
Page S114, Recommendation 9.13: Discussion have been added cautioning providers of the potential for overbasalization with insulin therapy

Updated tables and figures
Page S115: Table 9.1 has been updated with patient-centric and drug-specific factors to consider when selecting antihyperglycemics in adults with
T2D
Page S116: Figure 9.1 has been revised to include a dedicated decision pathway for chronic kidney disease and a dedicated decision pathway for
heart failure, with updates to reflect consensus interpretation of clinical trial data
Page S117: Figure 9.2 has also been revised to include assessment of adequacy of insulin dose and updates in regard to the use of glucagon-like
peptide 1 receptor agonists

Additional information
Page S112: Additional evidence has been added to the discussion of use of sensor-augmented insulin pumps
Page S113: The concept that improved technologies and treatments would require re-consideration of the role of pancreas and islet transplantation
has been removed

T2D, type 2 diabetes
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S111-S124
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Speaker Notes:
Figure 9.1 and 9.2 are hyperlinked to the respective figure slides
9.13 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, high bedtime-morning
or post-preprandial glucose differential, hypoglycemia (aware or unaware), and high variability. Indication of
overbasalization should prompt reevaluation to further individualize therapy
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Section 10. Cardiovascular Disease and Risk Management (S125) (1/2)
This section is endorsed for the third consecutive year by the American College of Cardiology (ACC)

Updated section
Page S134: The ODYSSEY OUTCOMES trial has been added to the “Combination Therapy for LDL Cholesterol Lowering” subsection

New recommendations
Page S135, Recommendations 10.37 and 10.38: New recommendations have been added to the “Antiplatelet Agents” subsection regarding longterm dual antiplatelet therapy and combination therapy with aspirin plus low dose rivaroxaban, respectively
Page S137: New evidence from THEMIS, THEMIS-PCI, COMPASS, and VOYAGER PAD has also been added to the “Antiplatelet Agents” subsection

Updated recommendations
Page S126, Recommendation 10.6: A lower limit has been added regarding pregnant patients with diabetes and preexisting hypertension
Page S129, Recommendation 10.10: ACE inhibitors or angiotensin receptor blockers as first-line therapy for hypertension in people with diabetes
and coronary artery disease has been added
Page S137, Recommendations 10.43–10.47: Data regarding treatment in the “Cardiovascular Disease” subsection have been revised to include the
evolving evidence from cardiovascular outcomes trials

ACE, angiotensin converting enzyme; LDL, low-density lipoprotein
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S125-S150
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Speaker Notes:
The section has been revised to acknowledge that few trials have been specifically designed to assess the
impact of cardiovascular risk reduction strategies in patients with type 1 diabetes.
Recommendation 10.37: Long-term treatment with dual antiplatelet therapy should be considered for
patients with prior coronary intervention, high ischemic risk, and low bleeding risk to prevent major adverse
cardiovascular events
Recommendation 10.38: Combination therapy with aspirin plus low-dose rivaroxaban should be considered
for patients with stable coronary and/or peripheral artery disease and low bleeding risk to prevent major
adverse limb and cardiovascular events
Recommendation 10.6: In pregnant patients with diabetes and preexisting hypertension, a blood pressure
target of 110– 135/85mmHg is suggested in the interest of reducing the risk for accelerated maternal
hypertension and minimizing impaired fetal growth
Recommendation 10.10: Treatment for hypertension should include drug classes demonstrated to reduce
cardiovascular events in patients with diabetes. ACE inhibitors or angiotensin receptor blockers are
recommended first-line therapy for hypertension in people with diabetes and coronary artery disease
Recommendations 10.43–10.47:
10.43: In patients with type 2 diabetes and established heart failure with reduced ejection fraction, a sodium–
glucose cotransporter 2 inhibitor with proven benefit in this patient population is recommended to reduce risk
of worsening heart failure and cardiovascular death
10.44: In patients with known atherosclerotic cardiovascular disease, particularly coronary artery disease, ACE
inhibitor or angiotensin receptor blocker therapy is recommended to reduce the risk of cardiovascular events
10.45: In patients with prior myocardial infarction, β-blockers should be continued for 3 years after the event
10.46: Treatment of patients with heart failure with reduced ejection fraction should include a β-blocker with
proven cardiovascular outcomes benefit, unless otherwise contraindicated
10.47: In patients with type 2 diabetes with stable heart failure, metformin may be continued for glucose
lowering if estimated glomerular filtration rate remains >30 mL/min/ 1.73 m2 but should be avoided in
unstable or hospitalized patients with heart failure
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Section 10. Cardiovascular Disease and Risk Management (S125) (2/2)
Updated tables
Page S138: Table 10.3A is now titled “Cardiovascular and Cardiorenal Outcomes Trials of Available Antihyperglycemic Medications Completed After
the Issuance of the FDA 2008 Guidelines: DPP-4 Inhibitors,” and the CAROLINA trial has been added
Pages S139-S140: Table 10.3B is now titled “Cardiovascular and Cardiorenal Outcomes Trials of Available Antihyperglycemic Medications Completed
After the Issuance of the FDA 2008 Guidelines: GLP-1 Receptor Agonists,” and the PIONEER-6 trial has been added
Page S141: Table 10.3C is now titled “Cardiovascular and Cardiorenal Outcomes Trials of Available Antihyperglycemic Medications Completed After
the Issuance of the FDA 2008 Guidelines: SGLT2 Inhibitors,” and the CREDENCE and DAPA-HF trials have been added

DPP-4i, dipeptidyl peptidase 4 inhibitor; FDA, food and drug administration; GLP-1 RA, glucagon-like peptide 1 receptor agonist; SGLT2i, sodium–glucose cotransporter 2 inhibitor
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S125-S150
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Section 11. Microvascular Complications and Foot Care (S151)
Updated recommendations
Pages S151, Recommendation 11.1: Screening for CKD has been divided into two recommendations (11.1a and 11.1b) with changes to 11.1b
11.1b: Patients with diabetes and UACR >300 mg/g and/or an eGFR 30–60 mL/min/1.73 m2 should be monitored twice annually to guide therapy
Pages S151-S152, Recommendation 11.3: Treatment for CKD has been divided into three recommendations (11.3a, 11.3b, and 11.3c) to individualize
treatment based on renal function and risk of cardiovascular disease
11.3a: For patients with T2D and DKD, consider use of SGLT2i in patients with an eGFR ≥30 mL/min/1.73 m2 and urinary albumin >300 mg/g
creatinine
11.3b: In patients with T2D and DKD, consider use of SGLT2i additionally for cardiovascular risk reduction when eGFR and UACR are ≥30
mL/min/1.73 m2 or >300 mg/g, respectively
11.3c: In patients with CKD who are at increased risk for cardiovascular events, use of a GLP-1 RA reduces renal end point, primarily albuminuria,
progression of albuminuria, and cardiovascular events

CKD, chronic kidney disease; DKD, diabetic kidney disease; eGFR, estimated glomerular filtration rate; GLP-1RA, glucagon-like peptide 1 receptor agonist; SGLT2i, sodium–glucose cotransporter 2 inhibitor;
T2D, type 2 diabetes; UACR, urinary albumin creatinine
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S151-S167
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Section 12. Older Adults (S168) (1/2)
New recommendation
Page S170: New recommendation on the use of CGM for the reduction of hypoglycemia has been added based on findings from the Wireless
Innovation in Seniors with Diabetes Mellitus (WISDM) trial

Updated recommendations
Page S169, Recommendation 12.4 and 12.5: Discussion in the “Hypoglycemia” subsection have been modified*
Page S171, Recommendation 12.12: Review of the evidence on weight loss has been added to the “Lifestyle Management” subsection

Updated tables
Page S171: Table 12.1 The reasonable A1C goal for older adults who are otherwise healthy with few coexisting chronic illnesses and intact cognitive
function and functional status has been modified to A1C <7.0–7.5% (53–58 mmol/mol). Fasting or preprandial and bedtime glucose levels for healthy
older adults have also been revised in this table
Page S174: Table 12.2 In the “Pharmacologic Therapy” subsection, for the very complex older patient in poor health, avoiding reliance on A1C and
avoiding hypoglycemia and symptomatic hyperglycemia were added as a reasonable A1C/treatment goal

*Refer slide notes for more details
A1C, glycated hemoglobin; CGM, continuous glucose monitoring
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S168-S179
©2021

Novo Nordisk • For use by field medical employees in scientific exchange

Speaker Notes:
Recommendation 12.4 and 12.5
12.4: Because older adults with diabetes have a greater risk of hypoglycemia than younger adults, episodes of
hypoglycemia should be ascertained and addressed at routine visits.
12.5: For older adults with type 1 diabetes, continuous glucose monitoring should be considered to reduce
hypoglycemia.
Recommendation 12.12: For older adults with type 2 diabetes, overweight/obesity, and capacity to safely
exercise, an intensive lifestyle intervention focused on dietary changes, physical activity, and modest weight
loss (e.g., 5– 7%) should be considered for its benefits on quality of life, mobility and physical functioning, and
cardiometabolic risk factor control
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Section 12. Older Adults (S168) (2/2)
Additional information
Pages S172-S173: Additional considerations and discussion of findings have been added to the “Incretin-based Therapies” and “Sodium–Glucose
Cotransporter 2 Inhibitors” subsections

American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S168-S179
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Section 13. Children and Adolescents (S180)
New recommendations
Pages S182 and S192, Recommendation 13.105 and 13.12: To incorporate social determinants of health, a new recommendation on assessment of
food security, housing stability/homelessness, health literacy, financial barriers, and social/community support and its application to treatment
decisions has been added to the type 1 and type 2 diabetes sections
Page S183, Recommendation 13.20, 13.21 and 13.27: Three new recommendations, one on real-time CGM, one on intermittently scanned CGM, and
another on use of CGM metrics from the most recent 14 days, have been added to the type 1 diabetes “Glycemic Control” subsection

Updated recommendation
Page S189, Recommendation 13.58: For physical activity in youth with prediabetes and type 2 diabetes, it has been changed to at least 60 min daily,
with bone and muscle strength training at least 3 days per week

Updated figure
Page S190: Figure 13.1 has been revised to better represent current guidance for management of new-onset diabetes in youth with overweight or
obesity with clinical suspicion of type 2 diabetes

CGM, continuous glucose monitoring
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S180-S199
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Speaker Notes:
Recommendation 13.12: Providers should assess food security, housing stability/ homelessness, health
literacy, financial barriers, and social/community support and apply that information to treatment decisions
Recommendation 13.20, 13.21 and 13.27
13.20: When used properly, real-time continuous glucose monitoring in conjunction with insulin therapy is a
useful tool to lower and/or maintain A1C levels and/or reduce hypoglycemia
13.21: When used properly, intermittently scanned continuous glucose monitoring in conjunction with insulin
therapy can be useful to replace self-monitoring of blood glucose
13.27: Continuous glucose monitoring (CGM) metrics derived from CGM use over the most recent 14 days (or
longer for patients with more glycemic variability), including time in ranges (within target, below target, and
above target), are recommended to be used in conjunction with A1C whenever possible
Recommendation 13.58: Youth with prediabetes and type 2 diabetes, like all children and adolescents, should
be encouraged to participate in at least 60 min of moderate to vigorous physical activity daily (with muscle and
bone strength training at least 3 days/week) and to decrease sedentary behavior.
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Section 14. Management of Diabetes in Pregnancy (S200)
Updated section
Page S205, Recommendation 14.18: Narrative in the “Preeclampsia and Aspirin” subsection have been revised to include more information on
aspirin dosing and the insufficient data available on its use for pregnant women with preexisting diabetes

Updated recommendations
Page S203: Lower limits have been added to the recommended glycemic targets for type 1 and type 2 diabetes in pregnancy, though they do not
apply to diet-controlled type 2 diabetes in pregnancy
Page S206, Recommendation 14.19: A lower limit blood pressure target (110-135/85 mmHg) has been added regarding pregnant patients with
diabetes and chronic hypertension

Additional information
Page S203: The information on insulin requirements during pregnancy in the “Insulin Physiology” subsection has been clarified
Page S203: More information on CGM in pregnancy, specifically on time in range and target ranges for women with type 1 diabetes in pregnancy, has
been added
Page S205: The guidance on use of hybrid closed-loop systems during pregnancy has been updated with new considerations

CGM, continuous glucose monitoring
American Diabetes Association (ADA). Diabetes Care 2021 Jan; 44(Supplement 1):S200-S210
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Speaker Notes:
Recommendation 14.18: Women with type 1 or type 2 diabetes should be prescribed low-dose aspirin 100–
150 mg/ day starting at 12 to 16 weeks of gestation to lower the risk of preeclampsia. A dosage of 162mg/day
may be acceptable; currently in the U.S., low-dose aspirin is available in 81-mg tablets
Recommendation 14.19: In pregnant patients with diabetes and chronic hypertension, a blood pressure
target of 110– 135/85 mmHg is suggested in the interest of reducing the risk for accelerated maternal
hypertension and minimizing impaired fetal growth
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Section 15. Diabetes Care in the Hospital (S211)
Updated section
Page S216: The “Glucocorticoid Therapy” subsection has been revised to include more guidance on use of NPH insulin with steroids

Additional information
Page S216: Information has been added on enteral and parenteral feeding and insulin requirements

NPH, Neutral Protamine Hagedorn
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