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Today’s Webinar

• Together 2 Goal® Updates

– Webinar Reminders

– AMGA Annual Conference 2020

– New Partnership: Endocrine Society

– National Day of Action Wrap Report

– Lives Improved

• American Diabetes Association 2020 
Standards of Care

– Eric L. Johnson, M.D. of University of North Dakota 
School of Medicine and Health Sciences

• Q&A

– Use Q&A or chat feature
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Webinar Reminders

• Webinar will be recorded today and available 
the week of January 20th

– www.Together2Goal.org

• Participants are encouraged to ask questions 
using the “Chat” and “Q&A” functions on the 
right side of your screen
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Shared Learning

Real-world case studies and 
insights from AMGA members, 
including Geisinger, Henry Ford 
Health System, Intermountain 
Healthcare, Mayo Clinic, and 
many others. 

Networking

Join 2,000+ healthcare 
leaders for hours of free-
flowing conversation and 
structured networking.

Inspiring Keynotes

This year’s agenda features 
future-focused Dr. Peter 
Diamandis, community 
health guru Dr. Toyin Ajayi, 
and viral sensation 
ZDoggMD.

AMGA Annual Conference 2020
March 25 – 28, 2020 in San Diego, California
amga.org/ac20
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New Partnership: Endocrine Society
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National Day of Action Wrap Report

T2G Talk & Taste Group Events
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1,082,000 
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Today’s Featured Presenter
Eric L. Johnson, M.D.

Associate Professor
University of North Dakota School of Medicine and Health Sciences

Assistant Medical Director 
Altru Diabetes Center

Chair, ADA Primary Care Advisory Group



Updates on the 

American Diabetes Association

Standards of Medical Care – 2020

Eric L. Johnson, M.D.

Associate Professor

University of North Dakota School of Medicine and Health Sciences

Assistant Medical Director 

AltruDiabetes Center

Grand Forks, ND

Chair, ADA Primary Care Advisory Group



DISCLOSURES

• PI/SubPI on many clinical trials at 

Altru Health System, Grand Forks, ND

• Speakers Bureau Novo Nordisk

• Speakers Bureau Medtronic

• Advisory Board Medtronic

• Advisory Board Sanofi

• Advisory Board Novo Nordisk

• American Diabetes Association speaker

• I have type 1 diabetes and use insulin
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OBJECTIVE

Describe changes in 

ADA Standards of Medical Care-2020 

related to diagnosis and management of diabetes



• This slide deck is not meant to be 

comprehensive, but highlights important 

changes in the Standards of Care-2020

• I will draw your attention to important 

changes and summarize some of these 

changes



Standards of 

Medical Care in 

Diabetes—2020 



The Standards.

Intended to provide clinicians,
patients, researchers, payers, and other 
interested individuals with the 
components of diabetes care, general 
treatment goals, and tools to evaluate 
the quality of care.
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• Search of scientific diabetes 

literature over past year

• Recommendations revised per new 

evidence

• Professional Practice Committee
• Reviewed by ADA’s Board of 

Directors
• Living Standards

• Funded out of ADA’s general revenues
• Does not use industry support

EVIDENCE

PROCESS

FUNDING



Improving Care 
and Promoting 
Health in 
Populations.



Classification and 
Diagnosis of 
Diabetes



CLASSIFICATION AND DIAGNOSIS OF DIABETES

diabetes.org/socrisktest

Classification and Diagnosis of Diabetes: 

Standards of Medical Care in Diabetes - 2020. Diabetes 

Care 2020;43(Suppl. 1):S14-S31



CLASSIFICATION AND DIAGNOSIS OF DIABETES

Classification and Diagnosis of Diabetes: 

Standards of Medical Care in Diabetes - 2020. Diabetes Care 2020;43(Suppl. 1):S14-S31



Prevention or 
Delay of Type 2 
Diabetes

Additional resources and information were added 

regarding the National Diabetes Prevention Program, 

Medicare Diabetes Prevention Programs, and the 

Centers for Disease Control (CDC) Diabetes Prevention 

Impact Tool Kit. More information was added on the risk 

reduction certain groups experienced with metformin use, 

based on 15-year follow-up data from the Diabetes 

Prevention Program Outcomes Study.



Lifestyle Interventions

PREVENTION OR DELAY OF TYPE 2 DIABETES

3.2 Refer patients with prediabetes to an intensive behavioral 

lifestyle  intervention program modeled on the Diabetes 

Prevention Program (DPP) to achieve and maintain 7% loss of 

initial body weight and increase moderate intensity physical 

activity (such as brisk walking) to at least 150 min/week. A

3.3 A variety of eating patterns are acceptable for persons with 

prediabetes. B



Pharmacologic Interventions

PREVENTION OR DELAY OF TYPE 2 DIABETES

3.6 Metformin therapy for prevention of type 2 diabetes should be 

considered in those with prediabetes, especially for those with 

BMI ≥35 kg/m2, those aged <60 years, and women with prior 

gestational diabetes mellitus. A

3.7 Long-term use of metformin may be associated with 

biochemical vitamin B12 deficiency, and periodic measurement 

of vitamin B12 levels should be considered in metformin-treated 

patients, especially in those with anemia or peripheral 

neuropathy. B



Facilitating 
Behavior Change 
and Well-being to 
Improve Health 
Outcomes 

(formerly “Lifestyle 
Management.”)



Facilitating 
Behavior Change 
and Well-being to 
Improve Health 
Outcomes  



Glycemic  Targets

This section was modified to include a new discussion on the 

use of continuous glucose monitoring technology in 

hypoglycemia prevention



GLYCEMIC TARGETS

Glycemic Targets: 

Standards of Medical Care in Diabetes - 2020. Diabetes Care 2020;43(Suppl. 1):S66-S76



Glycemic  Targets

Also new to “A1C and Cardiovascular Disease 

Outcomes” is the strategy to introduce sodium–

glucose cotransporter 2 inhibitors (SGLT-2i) or 

glucagon-like peptide 1 (GLP-1) receptor agonists in 

patients with cardiovascular disease meeting A1C 

goals for cardiovascular benefit



Diabetes Technology
This section was reorganized into three broad categories 

titled “Self-Monitoring of Blood Glucose,” 

“Continuous Glucose Monitors,” 

and “Insulin Delivery.” 

Within these revised sections, emphasis has been made 

on how there is no “one-size-fits-all” approach to 

technology use in people with diabetes. Due to the rapidly 

changing field of diabetes technology, the 

recommendations in each category have been revised, 

and more evidence has been added to support the 

recommendations throughout



Pharmacologic 
Approaches to 
Glycemic 
Treatment.

Figure 9.2 has been simplified to more easily guide providers 

through intensification to injectable therapies



PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Glucose-

lowering 

Medication 

in Type 2 

Diabetes: 

Overall 

Approach
Pharmacologic 

Approaches to 

Glycemic 

Management: 

Standards of Medical 

Care in Diabetes -

2020. Diabetes Care 

2020;43(Suppl. 

1):S98-S110







Intensifying to injectable therapies. DSMES, diabetes self-management education and 

support; FPG, fasting plasma glucose; FRC, fixed-ratio combination; GLP-1 RA, 

glucagon-like peptide 1 receptor agonist; max, maximum; PPG, postprandial glucose. 

Adapted from Davies et al. (33)



Pharmacologic 
Approaches to 
Glycemic 
Treatment 
(continued).



Cardiovascular 
Disease and Risk 
Management.

Recommendations for statin treatment (primary and 

secondary prevention, 10.19–10.28) have been revised 

to minimize ASCVD risk and to align with the “2018 

AHA/ACC/AACVPR/AAPA/ABC/ACPM/ADA/AGS/APhA

/ASPC/NLA/PCNA Guideline on the Management of 

Blood Cholesterol: Executive Summary published in 

June 2019

Discussion of REDUCE-IT was added to the section 

“Treatment of Other Lipoprotein Fractions or Targets,” 

and a new recommendation (10.31) was included on 

considering icosapent ethyl for reducing cardiovascular risk



Statin Treatment—Primary Prevention

CARDIOVASCULAR DISEASE AND RISK MANAGEMENT

10.19 For patients with diabetes aged 40–75 years without atherosclerotic 

cardiovascular disease, use moderate-intensity statin therapy in    

addition to lifestyle therapy. A

10.20 For patients with diabetes aged 20–39 years with additional 

atherosclerotic cardiovascular disease risk factors, it maybe reasonable 

to initiate statin therapy in addition to lifestyle therapy. C

10.21 In patients with diabetes at higher risk, especially those with multiple 

atherosclerotic cardiovascular disease risk factors or aged 50–70 

years, it is reasonable to use high-intensity statin therapy. B

10.22 In adults with diabetes and 10-year ASCVD risk of 20% or higher, it  

may be reasonable to add ezetimibe to maximally tolerated statin 

therapy to reduce LDL cholesterol levels by 50% or more. C



Statin Treatment—Secondary Prevention

CARDIOVASCULAR DISEASE AND RISK MANAGEMENT

10.23 For patients of all ages with diabetes and ASCVD, high-intensity statin 

therapy should be added to lifestyle therapy. A

10.24 For patients with diabetes and ASCVD considered very high risk using 

specific criteria, if LDL cholesterol is ≥70 mg/dL on maximally tolerated 

statin dose, consider adding additional LDL-lowering therapy (such as 

ezetimibe or PCSK9 inhibitor). A Ezetimibe may be preferred due to 

lower cost.

10.25 For patients who do not tolerate the intended intensity, the maximally  

tolerated statin dose should be used. E



Statin Treatment—Secondary Prevention 
(continued)

CARDIOVASCULAR DISEASE AND RISK MANAGEMENT

10.26 In adults with diabetes aged >75 years already on statin therapy, it is 

reasonable to continue statin treatment. B

10.27 In adults with diabetes aged >75 years, it may be reasonable to initiate 

statin therapy after discussion of potential benefits and risks. C

10.28 Statin therapy is contraindicated in pregnancy. B



Cardiovascular 
Disease and Risk 
Management 
(continued).



Microvascular 
Complications and 
Foot Care



Chronic Kidney Disease—Screening 

MICROVASCULAR COMPLICATIONS AND FOOT CARE

11.1 At least once a year, assess urinary albumin (e.g., spot urinary 

albumin-to-creatinine ratio) and estimated glomerular filtration rate 

(eGFR) in patients with type 1 diabetes with duration of ≥5 years and in 

all patients with type 2 diabetes regardless of treatment. B 

Patients with urinary albumin >30 mg/g creatinine and/or an eGFR <60 

mL/min/1.73m2 should be monitored twice annually to guide therapy. C



Microvascular 
Complications and 
Foot Care.



Older 
Adults.

A new section titled “Special Considerations for Older Adults 

With Type 1 Diabetes” was added to address the treatment 

of this growing population



Management of 
Diabetes in 
Pregnancy.

The section “Postpartum Care” was expanded to include 

recommendations (14.16–14.22) and supporting evidence on 

postpartum insulin requirements, management of women with a 

history of GDM and risks of type 2 diabetes, and psychosocial 

assessment



“There are some women with GDM requiring medical 

therapy who, due to cost, language barriers, 

comprehension, or cultural influences, may not be able to 

use insulin safely or effectively in pregnancy. Oral agents 

may be an alternative in these women after a discussion 

of the known risks and the need for more long-term safety 

data in offspring. However, due to the potential for growth 

restriction or acidosis in the setting of placental 

insufficiency, metformin should not be used in women 

with hypertension, preeclampsia, or at risk for intrauterine 

growth restriction “

Management of 
Diabetes in 
Pregnancy.

Further discussion has been added regarding when insulin 

may not be an option for some women with GDM, and how 

oral agents may play a role in treatment in 

certain circumstances:



Diabetes Care in 
the Hospital.



Case Study



Decision Cycle for Patient-centered Glycemic 

Management 

in Type 2 Diabetes

Avoid therapeutic intertia



Case 1: MT

MT is a 58-year-old Hispanic female

T2DM x 11 years with dyslipidemia, HTN, albuminuria, non-painful 

peripheral neuropathy, obesity, non-alcoholic fatty liver disease (NAFLD), 

history of myocardial infarction (MI) 3 years ago

Current medications:

Metformin 1000 mg orally twice a day

Glipizide 10 mg orally once daily

Pioglitazone 30 mg orally once daily

Lisinopril 20 mg orally once daily

Metoprolol XL 25 mg orally once daily

Atorvastatin 80 mg orally once daily

Aspirin 81 mg orally once daily



Case 1: MT
Physical exam

Nonproliferative retinopathy, normal heart and lung sounds, obese, decreased vibratory and 

filament sensation in otherwise healthy appearing feet

Concerns

Many blood sugars in 200-300s mg/dL , but occasionally less than 70 mg/dL

Fatigue

Difficulty losing weight

Urinary frequency

Labs

A1C 10.2%

Lipids in target range (on high intensity statin), serum creatinine 0.9 mg/dL, 

GFR 54 mL/minute/1.73 m2, hepatic function revealing minor transaminase elevation, urine 

albumin 110 mg/24 hr (normal <30 mg/24 hr)                              

What next?



Case 1: MT

Recall current standards of care recommend a 

SGLT-2 inhibitor or a GLP-1 agonist in the patient with established 

cardiovascular disease

One of patient’s main complaints is difficulty losing weight, both of these 

drug classes are weight-neutral or may promote weight loss

Basal insulin could also be considered here- A1C greater than 10% with 

symptoms



Case 1: MT

Could do any of the following in the patient with established CVD
Add drug class: GLP-1 agonist

Add drug class: SGLT-2 inhibitor

Using both GLP-1 agonist or SGLT-2 inhibitor for maximal weight loss

Would definitely
Continue metformin (renal function is OK)

Refer to diabetes educator and dietician for interprofessional team care

Assess well-being/lifestyle factors

Would consider
Stop glipizide 

Stop pioglitazone



Case 1: MT Summary

What if A1C was not at target in 3 months?

-if not on insulin yet, would definitely consider

Advance therapy, avoid clinical inertia

Remember appropriate interprofessional team-based 

diabetes self-management education and support 



Standards of Care 
Resources.

• Full version available

• Abridged version for PCPs

• Free app, with interactive tools 

• Pocket cards with key figures

• Free webcast for continuing 

education credit

Professional.Diabetes.org/SO

C



Thank you!
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February Webinar

• Date/Time: February 20, 
2020 from 2-3pm Eastern

• Topic: Calculating Lives 
Improved and Leveraging 
Data

• Presenter: AMGA
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Questions


