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Updates in Standards of Care in 
Diabetes — 2024

March 13, 2024
5 – 6 p.m. EDT
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Housekeeping
• Open and close your control panel 

using the orange arrow

• View the handout on the Handouts 
tab

• Submit questions and comments via 
the Questions/Chat tab

• View the questions more easily by 
clicking the box and arrow icon
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Evaluation and CME Certificate
• The evaluation will be available as soon as 

the webinar ends

• The evaluation link is located on the course 
page 

• You must complete the evaluation before 
credit is awarded

• View your certificate in Learning Central3
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Learning Objectives
At the conclusion of this webinar, you should be 
able to:

• Identify the 2024 ADA Standards of Care for 
classifying, diagnosing, preventing, and 
treating prediabetes and diabetes

4

Kevin Peterson, MD, MPH, FRCS(Ed), FAAFP
Vice President, Primary Care and Quality Improvement

American Diabetes Association
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Updates in 
Standards of Care in 
Diabetes – 2024 
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• Extensive literature search over the 
past year

• Recommendations revised based 
on new evidence

• Professional Practice Committee
• Invited and ADA scientific review
• ADA’s Board of Directors review
• Living Standards

• Funded out of ADA’s general 
revenues

• Does not use industry support

EVIDENCE

PROCESS

FUNDING
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PPC members: 21
External subject matter experts: 

19
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Person centeredness

Culturally informed 
care

Inclusive approach to care

Utilization of telehealth, AI, and 
digital interventions

General 
Concept 
Updates 
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Standards of Care 
Resources

• Full version available
• Abridged version for PCPs
• Free app, with interactive tools
• Slide Deck 
• Pocket cards with key figures
• Free webcast 
• Stay tuned for new visuals! 

Professional.Diabetes.org/SOC
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Key Themes
1. Cardiovascular disease risk reduction 
2. Obesity
3. Chronic Kidney disease
4. Diabetes diagnosis and classification
5. Prevention or Delay of Diabetes and Associated Comorbidities
6. Pharmacologic Approaches to Glycemic Treatment
7. Diabetes Care in the Hospital

11

Cardiovascular Disease and 
Risk Management

12
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Statin Intolerance
10.24 In people with diabetes intolerant to statin therapy, treatment with 
bempedoic acid is recommended to reduce cardiovascular event rates as an 
alternative cholesterol-lowering

10.28b For people with diabetes and ASCVD intolerant to statin therapy, PCSK9 
inhibitor therapy with monoclonal antibody treatment, A bempedoic acid 
therapy, A or PCSK9 inhibitor therapy with inclisiran siRNA E should be 
considered as an alternative cholesterol-lowering therapy

13

Screening for Heart Failure
10.39a Adults with diabetes are at increased risk for the development of 
asymptomatic cardiac structural 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 
[BNP] or N-terminal pro-BNP [NTproBNP]) to facilitate prevention of stage C 
heart failure. B

10.39b In asymptomatic individuals with diabetes and abnormal natriuretic 
peptide levels, echocardiography is recommended to identify stage B heart 
failure. A
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Screening for PAD
10.40 In asymptomatic individuals with diabetes and age >/50 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 to guide treatment for cardiovascular disease prevention and 
limb preservation. A 

In individuals with diabetes duration >10 years, screening for PAD should be 
considered. B

15
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SGLT2 Inhibitors and HF
10.42a 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 patient population is recommended to 
reduce the risk of worsening heart failure and cardiovascular death. A

16

Obesity and Weight Management 
for the Prevention and Treatment 
of Type 2 Diabetes
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- Calculate BMI
- Perform additional body fat distribution 
measurements like waist circumference, waist to- hip 
ratio, and/or waist-to-height ratio
- Monitor annually 
- Ensure privacy 

Anthropometric Measures

18
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Individualize Approach
8.6 Individualize initial treatment approaches for obesity (i.e., lifestyle 
and nutritional therapy, pharmacologic agents, or metabolic surgery) A 
based on the person’s medical history, life circumstances, preferences, 
and motivation. C Consider combining treatment approaches if 
appropriate. E

19

Weight Loss Maintenance 
8.11a For those who achieve weight loss goals, long-term (>/ 1 year) weight 
maintenance programs are recommended, when available. Effective programs 
provide monthly contact and support, recommend ongoing monitoring of body 
weight (weekly or more frequently) and other self-monitoring strategies, and 
encourage regular physical activity (200–300 min/week). A

8.11b For those who achieve weight loss goals, continue to monitor progress 
periodically, provide ongoing support, and recommend continuing adopted 
interventions to maintain goals long term. E
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Preferred Pharmacotherapy for 
People with Diabetes + Overweight/ 
Obesity

8.17 In people with diabetes and overweight or obesity, the preferred 
pharmacotherapy should be a glucagon-like 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 
(e.g., glycemic and cardiometabolic). A

21
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Re-evaluate! 
8.18 To prevent therapeutic inertia, for those not reaching goals, reevaluate 
weight management therapies and intensify treatment with additional 
approaches (e.g., metabolic surgery, additional pharmacologic agents, and 
structured lifestyle management programs). A

22

Chronic Kidney Disease and 
Risk Management

23

• Blood pressure control <130/80 (possibly lower)
• Lower albuminuria/proteinuria (multiple treatments)

• Blood glucose control
• Dietary and Lifestyle Interventions as indicated:

• Low Salt intake (for Blood Pressure Control and Edema Management)
• Avoid High Protein Intake (>1.5-2.0 g/kg/day ?)

• Consider Protein Diet of 0.8 g/kg/day

• Weight Loss 
• Encourage Exercise
• Stop Smoking

• Start with ACE Inhibitors or ARBs – Increase to Maximally Tolerated Dose

• Add SGLT2 Inhibitors and/or Mineralocorticoid Receptor Antagonists if Albumin Lowering 
Goal and/or Slowing of GFR Decline Goal is Not Achieved

• Consider Using SGLT2i as First Line Agent in People with Type 2 Diabetes Mellitus and CKD if 
eGFR >45 ml/min to Achieve Blood Sugar Control as well as Cardiovascular and Kidney 

Disease Benefits

Treatment of Kidney Disease

24
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Recommended Glucose Control and CKD 
Treatment Consensus Statement from ADA-KDIGO

Combination 
Studies are 
Starting for 
SGLT2i, 
Finerenone, and 
GLP-1 Agonists

Diabetes Care 2024;47(Suppl. 1):S219–S230 

Equivalent?

25

10.45d In individuals with type 2 diabetes and diabetic kidney disease, 
finerenone is recommended to reduce the risk of hospitalization for heart 
failure. A

10.45e In individuals with diabetes, guideline-directed medical therapy for 
myocardial infarction and symptomatic stage C heart failure is recommended
with ACE inhibitors/ARBs, MRAs, angiotensin receptor/neprilysin inhibitor, b-
blockers, and SGLT2 inhibitors, similar to guideline-directed medical therapy for 
people without diabetes. A

Mineralocorticoid Receptor 
Antagonists (MRAs)

26

Diabetes Diagnosis & 
Classification

27



3/25/24

10

Screening for Type 1 Diabetes
2.6 Screening for presymptomatic type 1 diabetes may be done by 
detection of autoantibodies to insulin, glutamic acid decarboxylase (GAD), 
islet antigen 2 (IA-2), or zinc transporter 8 (ZnT8). B

2.7 Having multiple confirmed islet autoantibodies is a risk factor for 
clinical diabetes. Testing for Dysglycemia may be used to further forecast 
near term risk.   When multiple islet autoantibodies are identified, referral 
to a specialized center for further evaluation and/or consideration of a 
clinical trial or approved therapy to potentially delay development of 
clinical diabetes should be considered. B

28

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

Screening for Type 1 Diabetes

29

Staging of Type 1 Diabetes 

30
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Screening for People on
High Risk Diabetes Medications 

2.15a Consider screening people for prediabetes or diabetes if on certain 
medications, such as glucocorticoids, statins, thiazide diuretics, some HIV 
medications, and second-generation antipsychotic medications, as these agents 
are known to increase the risk of these conditions. E

2.15b 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.

32

CFRD (Cystic Fibrosis-Related 
Diabetes) 

2.18 Annual screening for cystic fibrosis–related diabetes (CFRD) with an OGTT 
should begin by age 10 years in all people with cystic fibrosis not previously 
diagnosed with CFRD. B

2.19 A1C is not recommended as a screening test for CFRD due to low sensitivity. 
However, a value of ≥ 6.5% ≥ 48 mmol/mol) is consistent with a diagnosis of 
CFRD. B

2.20 Beginning 5 years after the diagnosis of CFRD, annual monitoring for
complications of diabetes is recommended

33
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Prevention or Delay of 
Diabetes and Associated 
Comorbidities 

34

Monitoring Type 1 Diabetes Disease 
Progression

3.2 In people with preclinical type 1 diabetes, monitor for disease progression
using A1C approximately every 6 months and 75-g oral glucose tolerance test
(i.e., fasting and 2-h plasma glucose) annually; modify frequency of monitoring 
based on individual risk assessment based on age, number and type 
of autoantibodies, and glycemic metrics. E

35

Pharmacological Interventions to 
Delay Type 1 Diabetes

3.15 Teplizumab-mzwv infusion to delay the onset of symptomatic type 1
diabetes (stage 3) should be considered in selected individuals aged  ≥ 8 years 
with stage 2 type 1 diabetes. Management should be in a specialized setting 
with appropriately trained personnel. B

36
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Bone Health
4.9 Fracture risk should be assessed in older adults with diabetes as a part of 
routine care in diabetes clinical practice, according to risk factors and 
comorbidities. A

4.10 Monitor bone mineral density using dual-energy X-ray absorptiometry of 
high-risk older adults with diabetes (aged >65 years) and younger individuals with 
diabetes and multiple risk factors every 2–3 years. A

37

Bone Health
4.11 Clinicians should consider the potential adverse impact on bone health 
when selecting pharmacological options to lower glucose levels in people with 
diabetes. Prioritizing medications with a proven safety profile for bones is 
recommended, particularly for those at elevated risk for fractures. A

4.12 To reduce 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 that are associated with low risk for 
hypoglycemia to avoid falls. E

38

Bone Health
4.13 Advise people with diabetes on their intake of calcium and vitamin D to 
ensure it meets the recommended daily allowance for those at risk for fracture, 
either through their diet or supplemental means. B

4.14 Antiresorptive medications and osteoanabolic agents should be considered 
for people with diabetes who have low bone mineral density with a T-score -2.0 
or have experienced fragility fractures. B

39
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Pharmacologic Approaches 
to Glycemic Treatment

40

General Updates
• Continued emphasis on cardiorenal risk reduction 
• Continued emphasis on HF risk reduction
• Early AID for type 1 diabetes 
• Insulin – more details on education, insulin types 
• Avoid therapeutic inertia  

41
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Heathy lifestyle behaviors, DSMES, SDOH 

Goal: Cardiorenal risk reduction in high-
risk patients with type 2 diabetes ( in 

addition to comprehensive cardiorenal 
risk management)

Goal: Achievement and 
management of glycemic & 
weight management goals 

+ASCVD
+ 

Indicators 
of high 

risk
+ CHF +CKD

Glycemic 
management:

 Focus on 
efficacy 

Achievement 
and 

maintenance 
of weight 

management

43
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Diabetes Care in the 
Hospital

46

16.2 Institutions should implement protocols using validated written or 
computerized provider order entry sets for management of dysglycemia in the 
hospital (including emergency department, intensive care unit [ICU] and non-
ICU wards, gynecology-obstetrics/delivery units, dialysis suites, and psychiatric 
wards) that allow for a personalized approach, including glucose monitoring, 
insulin and/or noninsulin therapy, hypoglycemia management, diabetes self-
management education, nutrition recommendations, and transitions of care. B
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Inpatient use of CGM and AIDs
16.6 In 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) glucose measurements for insulin 
dosing decisions and hypoglycemia assessment, if resources and training are 
available, and according to an institutional protocol. B

16.7 For people with diabetes using an automated insulin delivery (AID) system along 
with CGM, the use of AID and CGM should be continued during hospitalization if 
clinically appropriate, with confirmatory POC blood glucose measurements for insulin 
dosing decisions and hypoglycemia assessment, if resources and training are 
available, and according to an institutional protocol. C

48
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Inpatient use of SGLT2 inhibitors 
16.11 For people with type 2 diabetes hospitalized with heart failure, it is 
recommended that use of a sodium– glucose cotransporter 2 inhibitor be 
initiated or continued during hospitalization or upon discharge, if there are no 
contraindications and after recovery from the acute illness. A

49

Standards of Care 
Resources

• Full version available
• Abridged version for PCPs
• Free app, with interactive tools 
• Slide Deck
• Pocket cards with key figures
• Free webcast 
• Stay tuned for new visuals! 

Professional.Diabetes.org/SOC
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