
Reminders

• Please rename yourself with your name and practice location in the 
“Manage Participants” box.

• Please enter your name and practice location into the “Chat” to record 
your attendance.

• Use the “Chat” feature to ask questions and receive survey links.
• Please remember to “Mute” your microphone unless speaking.
• Call our Tech Team at 440-796-2221 if you have audio or visual 

problems.
• If you can’t connect to audio via computer, or you lose computer audio 

at anytime, you can call in to the clinic: 646-558-8656
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Structure of ECHO Clinics

Duration Item
5 minutes Introductions, roll call, announcements
25 minutes Didactic presentation, followed by Q&A
25 minutes Case Study presentation and discussion
5 minutes Wrap-up/Post-Clinic Survey completion
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Cardi-OH ECHO 
Tackling Type 2 Diabetes
Thursday, September 17, 2020

3



Disclosure Statements
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Lilly, Novo Nordisk, and Sanofi Aventis, and presentation honoraria from Nova Biomedical, Integritas, and Uptodate.

• Siran M. Koroukian, PhD receives grant funds for her role as a co-investigator on a study funded by Celgene.
• Adam T. Perzynski, PhD reports being co-owner of Global Health Metrics LLC, a Cleveland-based software company 

and royalty agreements for book authorship with Springer Nature publishing and Taylor Francis publishing.
• Martha Sajatovic, MD receives grant support as PI of studies with Nuromate and Otsuka, study design consulting fees 

from Alkermes, Otsuka, Neurocrine, and Health, and publication development royalties from Springer Press and Johns 
Hopkins University.

• Christopher A. Taylor, PhD, RDN, LD, FAND reports grant funding for his role as a researcher and presenter for Abbott 
Nutrition and grant funding for research studies with both the National Cattleman’s Beef Association and the American 
Dairy Association.

• Jackson T. Wright, Jr., MD, PhD reports research support from the NIH and Ohio Department of Medicaid and  
consulting with NIH, AHA, andACC.

• These financial relationships are outside the presented work.
• All other planners, speakers, moderators, and/or panelists of the CME activity have no 
financial relationships with commercial interests to disclose.



Overview of 2020 Standards of 
Medical Care in Diabetes 
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Kathleen Dungan, MD, MPH 
Professor, Associate Director Clinical Services, 
Division of Endocrinology, Diabetes & Metabolism

The Ohio State University



Objectives

• List and describe a minimum of 3 changes for 
recommendations in the 2020 guidelines compared to 
previously published guidelines.

• List criteria for screening and diagnosis of type 2 diabetes in 
adults

• Describe a step-wise progression in management of new 
onset type 2 diabetes which incorporates lifestyle changes 
and pharmacotherapy
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New in 2020
• Lifestyle:  “Lifestyle Management” was changed to “Facilitating Behavior Change and Well-being to Improve 

Health Outcomes” to emphasize effective behavior management and psychological well-being.
• Diagnosis:  HbA1c and fasting glucose measured in a single blood sample provide adequate 

confirmation for diagnosis of diabetes. If discordant, it can be repeated for confirmation.
• Ambulatory Glucose Profile (AGP): New recommendations were added on use of the AGP report and time in 

range (TIR) for assessment of glycemic management.
• GLP-1 RA and SGLT2i:  latest trial findings…these drugs should be considered for patients when atherosclerotic 

cardiovascular disease (ASCVD), heart failure, or chronic kidney disease predominates independent of A1C.
• Hypoglycemia: In patients taking medication that can lead to hypoglycemia, investigate, screen, and assess risk 

for or occurrence of unrecognized hypoglycemia, considering that patients may have hypoglycemia unawareness.
• Early Combination:  New recommendation added on early combination therapy to extend the time to treatment 

failure based on the VERIFY trial.
• Insulin:  Access to analog insulins and multiple approaches to insulin treatment, with the goal of avoiding DKA 

and significant hypo- or hyperglycemia

Diabetes Care 2020;43(S1):S1-S212

• Discussed elsewhere in ECHO
• Key change, discussed elsewhere
• Discussed today
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Who to screen?
• >45 years old Overweight or obese adults with 1or more risk factors:

• High risk ethnicity
• 1st degree relative with DM
• CVD
• GDM or baby > 9#
• HTN
• HDL <35 mg/dl
• TG >250 mg/dl
• PCOS
• Physical inactivity
• Condition associated with insulin resistance 

(acanthosis nigricans)
• Gestational Diabetes

Or

• Repeat screen 
• every 3 years if normal
• annually if prediabetes
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How Should we Screen?
Method Normal Prediabetes Diabetes
Fasting BG* <100 mg/dl 100-125 mg/dl ≥126 mg/dl
2 hr OGTT (75 gm)# <140 mg/dl 140-199 mg/dl ≥200 mg/dl
HbA1c <5.7% 5.7-6.4% ≥6.5%
Random BG - - Symptoms of DM & random 

serum BG ³ 200 mg/dl 
*In the absence of unequivocal hyperglycemia, diagnosis requires two abnormal test 
results (eg. fasting glucose + HbA1c) from the same sample or in two separate test 
samples.

Refer people with prediabetes and overweight/obesity to an intensive lifestyle intervention program such 
as the Diabetes Prevention Program (DPP) and/or to individualized MNT.
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http://www.diabetes.org/diabetes-basics/prevention/diabetes-risk-test/ 10



Approach to new diagnosis
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Lower Higher
Glucose 
Target

Risk of hypoglycemia

Disease duration

Life expectancy

Major Comorbidities

Known cardiovascular 
complications

Patient preference

Resources and support

Low High

Newly diagnosed Long-standing

Long Short

Absent Severe

Absent Severe

High Low

Readily available Limited

Usually not 
modifiable

Potentially 
modifiable

ADA Approach to A1c Targets

Diabetes Care 2020;43(S1):S1-S212 12



Measuring Success

*Goals should be individualized

Diabetes Care 2020;43(S1):S1-S212

Health status A1c Fasting/premeal Peak Postprandial HS
General Population

Healthy* 7.0 80-130 180 *

Older Adults
Healthy 7.5 90-130 * 90-150

Intermediate 8.0 90-150 100-180

Poor 8.5 100-180 110--200

Chronic illness Cognitive Impairment ADL
Healthy Few Intact intact

Intermediate Multiple Mild-moderate 2+ instrumental ADL impairment

Poor End-stage Moderate-severe 2+ ADL dependency, Long-term care
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Classification of Hypoglycemia

• Individuals at risk for hypoglycemia should be asked about symptomatic and asymptomatic hypoglycemia at 
each encounter.

• Hypoglycemia symptom threshold
• Frequency
• Temporal patterns:  meals, activity, sleep, menses

Level Criteria
1 Glucose 54-70

2 Glucose <54

3 Severe event characterized by altered mental and/or physical status 
requiring assistance

Diabetes Care 2020;43(S1):S1-S212 14



Glucose Monitoring
SMBG CGM

Non-insulin 
therapy

Structured (varied times of day) as 
needed to
• Inform or monitor treatment 

adjustment
• Inform lifestyle choices
• During illness
• Monitoring hypoglycemia (SU or 

glinide)

Consider short-term/professional 
CGM if not meeting targets

Basal insulin 1-3+ times/day (especially FBG) Consider if cost is not a barrier

MDI 3+ times per day
• Meals
• Exercise
• Driving
• Hypoglycemia
• Occ. Postprandial (dose titration)

• If not meeting A1c target
• Real-time alert preferred for 

people with frequent 
hypoglycemia, severe events, or 
hypoglycemia unawareness

Diabetes Care 2020;43(S1):S1-S212 15



ADA Standards of Care 2020

ASCVD HF or CKD Hypoglycemia Weight Gain Cost

Diabetes Care 2020;43(S1):S1-S212

SFU
TZD

Other agent demonstrating CV safety: 
• DPP4i (Sitagliptin, Linagliptin)

*if adequate eGFR
^regardless of baseline 
HbA1c

Other agent
• Colesevalem
• Bromocriptine QR
• AGI
• later generation SFU, 

Ultra-long acting 
basal insulin

Other agent
• Colesevalem
• Bromocriptine QR
• AGI
• Minimize SFU, 

insulin, TZD

Other agent
• AGI
• Glinides
• NPH insulin

All patients
Lifestyle advice
Caloric restriction
Evidence-based weight loss programs
Weight loss surgery
Weight loss medication

Metformin + Lifestyle

GLP-1RA or 
SGLT2i*

SGLT2i* preferred 
GLP-1RA

SGLT2i*
GLP-1RA
DPP-4i
TZD

GLP-1RA
SGLT2i*

Established ASCVD or CKD^

If A1c above goal, consider compelling indications for treatment

If A1c still above goal, add additional agent based upon compelling indications above

No
Yes

ASCVD=atherosclerotic cardiovascular disease, CKD=chronic kidney disease, GLP-1RA=glucagon-like peptide-1 receptor agonist, SGLT28i=sodium-glucose cotransporter-2 
inhibitor, AGI=alpha-glucosidase inhibitor, SFU=sulfonylurea, TZD=thiazolidinedione

16



Therapeutic Considerations in T2DM
In addition to lifestyle changes

Metformin SFU TZD DPP4i SGLT2i GLP-1RA Insulin

Efficacy ++ ++ ++ + + +++ +++

Hypoglycemia - + - - - - +

Weight - ↑ ↑ - ¯ ¯¯ ↑

Side Effect GI, lactic acidosis Hypoglycemia Edema, HF, Frx Rare GU, dehydration,
DKA, frx

GI hypoglycemia

CV benefit ? - ? - + + -

Cost ¯ ¯ ¯ ↑ ↑ ↑ ↑

1. ADA Standards of Care. Dia Care 2020
2. Garber et al. AACE Consensus Statement.  Endocr Pract 2019;25(1):69-100. 17



Early combination 
therapy
• 254 centers, 34 countries
• Blinded RCT, 5 year duration
• T2D <2 years, A1c 6.5-7.5
• Randomized to Vildagliptin

+metformin vs. initial metformin
• Period 

1. Initial randomization
2. 2 consecutive A1c >7% 13 weeks 

apartàcombination
3. basal insulin

• N=2001
• Primary outcome:  initial failure  

• 44 vs. 62% 
• median 36 mo vs. estimated 62 mo
• HR 0.51 (0.45-0.58)

Matthews et al.  Lancet. 2019;394(10208):1519-1529.

Initial treatment failure

Secondary treatment failure
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Patient-Centered Glycemic Management
Assess key patient characteristics
• Lifestyle
• Comorbidities
• Age, A1c, weight
• Motivation
• Culture/socioeconomic context Consider factors that impact choice of 

treatment
• Individualized A1c
• Weight, hypoglycemia
• Side effect
• Complexity, adherence
• Access, cost

Shared Decision Making
• Educated patient
• Seeks patient preference
• Motivational interview
• Goal setting
• DSMES

Agree on Management
SMART Goals
• Specific
• Measurable
• Achievable
• Realistic
• Time Limited

Implement Plan
• Follow-up
• Not at goal:  Q3Mo
• At goal: Q6Mo
• DSMES: more frequent

Ongoing monitoring and support
• Well-being
• Tolerability
• Glucose control
• Biofeedback: weight, steps, BP, lipid

Review and agree on Management 
plan
• Review plan
• Mutual agreement
• Decision cycle repeated regularly 

to avoid inertia

Davies et al. Dia Care 2018;41:2669-2701
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Thank you!

Questions/Discussion
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Register with Cardi-OH and watch all ECHO Tackling Type 2 Diabetes clinics

https://www.cardi-oh.org/user/register 

https://www.cardi-oh.org/echo/diabetes-fall-2020

Watch Previous Cardi-OH ECHO Clinics
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Reminders

• A Post-Clinic Survey will be emailed to you. 
Please complete this survey by Friday at 5:00 PM.

• The MetroHealth System is accredited by the Ohio State Medical 
Association to provide continuing medical education for 
physicians. 

• The MetroHealth System designates this educational activity for a 
maximum of 1 AMA PRA Category 1 Credit(s)TM. Physicians 
should only claim credit commensurate with the extent of their 
participation in the activity. 22



ECHO Clinic Change Notice

• 9/24/20 clinic will be “Health literacy and numeracy and its impact 
on type 2 diabetes” presented by Drs. Elizabeth Beverly and 
Goutham Rao.

• The “Impact of type 2 diabetes on minority populations” clinic will 
be held on 10/15/20.
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