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The Prevalence of Diabetes in US Adults
Is Very High

43% are 0T
r.. 29% have diabetes

« 15.9 million

—Of adults = 65 yr:
49% have
prediabetes

26.4 million

(11.3%)
All Diabetes ol
(undiag. + diagnosed)
37 million (14.7%
adults)

Prediabetes
96 million U.S. adults (38%)

htps://lwww.cdc.gov/diabetes/data/statistics-report/diagnosed-undiagnosed-diabetes.html

The Prevalence of Diabetes Is Predicted to
Continue to Increase Worldwide

m 852.5 Million 45% 595 Million ° 142%
° increase increase
PV 588.7 Million m 24.6 Million

Europe (EUR)

Middle-East and North Africa (MENA)

m 72.4 Million 39925& m 162.6 Million ° 2:2362

North America and Caribbean (NAC)

» /’ m 68.1 Million. ° ECL%;E m 51.5 Million ° ﬁé?:g
m 56.2 Million m 35.4 Million

South-East Asia (SEA)

m 184.5 Million m 253.8 Million
Q732 @ 18%
m 106.9 Million m 215.4 Million

South and Central America (SACA)

Western Pacific (WP)

IDF Diabetes Atlas 11th Edition - 2025 | diabetesatlas.org
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Paradigm Shifts for 2026

>

The Historical Standard The 2026 Paradigm Shift Monday Morning Clinical Impact

Glucocentric (A1C reduction  Cardiorenal-Metabolic & Treating obesity and protecting

as primary goal). Weight-Centric. organs are equally prioritized
alongside glucose control.

Reactive (Fingersticks first, Proactive & Universal. Early initiation of Continuous

CGM for complex cases). Glucose Monitoring (CGM) and
Automated Insulin Delivery (AID)
systems.

Isolated physical metrics. Whole-Person Care. Routine assessment of Social

Determinants of Health (SDOH),
behavioral health, and sleep
chronotype.

(1) ADAPPC. Diabetes Care 2026;49(Suppl. 1). (2) Samson SL, et al. Endocr Pract 2026;32:473-518. (3) Ndumele CE, et al. Circ 2023;148:1606-1635.
Graphic prepared with help of Notebook LM Al using ADA & AACE guidelines, AHA CKM advisory as reference documents.
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The Foundations: Person-Centered Care & SDOH

Language Matters The SDOH Radar
Food Security
Instead of Use Person with
Diabetic — | diabetes

(Person-first)

Instead of Use Facing A

. —> | barriers . . .
Non-compliant (Strengths-based) Housing Financial
Stability Security
Instead of Use In target / i Actionable Data Point
Good/Bad —> | Out of target ‘ Routinely assess for financial obstacles; consider
blood sugars (Neutral, fact-based) \ lower-cost medications (metformin, sulfonylureas,

human insulin) if costs impede evidence-based care.

(1) ADAPPC. Diabetes Care 2026;49(Suppl. 1). (2) Samson SL, et al. Endocr Pract 2026;32:473-518. (3) Ndumele CE, et al. Circ 2023;148:1606-1635.
Graphic prepared with help of Notebook LM Al using ADA & AACE guidelines, AHA CKM advisory as reference documents.

8

Cecilia Low Wang, MD
Standards of Care in Diabetes



Hypertension, Diabetes, & Dyslipidemia Wednesday, June 3, 2026

Classification of Prediabetes:
Beyond Type 2 Diabetes

e n " Up to 40% of
e Assumption: -
Dysglycemia = adults with new
Metabolic Syndrome / | Type 1diabetes
Progression to e
Type 2 Diabetes. are m|§d|agnosed
as having Type 2.

Dysglycemia is not always a nonautoimmune progressive loss of beta-cell
function. It can be the silent progression of autoimmune beta-cell destruction.

ADA PPC. 2. Diagnosis and Classification of Diabetes: Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S27-S49.
Graphic prepared with help of Notebook LM Al using ADA standards as reference document.
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S50 Diabetes Care Volume 49, Supplement 1, January 2026

| |

Check for
updates

3. Prevention or Delay of e b it
Diabetes and Associated Diabetes*
Comorbidities: Standards of Care

in Diabetes—2026

Diabetes Care 2026;49(Suppl. 1):550-560 | https.//doi.org/10.2337/dc26-5003

It Is Now Possible to Delay
the Onset of Type 1 Diabetes
in Individuals with

3. Prevention or Delay of Type 2 i Db e Pre-Type 1 Diabetes/
Diabetes and Associated Stage 2 T1D

Comorbidities: Standards of Diagnosis of Pre-T1D
Medical Care in Diabetes—2022 Makes a Difference

Diabetes Care 2022;45(Suppl. 1):539-545 | https://doi.org/10.2337/d22-5003

Diabetes Care Volume 45, Supplement 1, January 2022
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Type 1 Diabetes Has Stages Too,
Including Prediabetes

Stage 3

Overt hyperglycemia & Symptomatic
Autoantibodies may become absent

Stage 2

Islet autoantibodies (usually multiple)
Dysglycemia (FPG 100-125, 2-h
PG 140-199, or A1C 5.7-6.4%)
Presymptomatic

Stage 2 T1D shares
the exact diagnostic
criteria as prediabetes.

Stage 1
Multiple islet autoantibodies
Nermoglycemia & Presymptomatic

ADAPPC. 2. Diagnosis and Classification of Diabetes: Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S27-S49.
Graphic prepared with help of Notebook LM Al using ADA standards as reference document.
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Diagnostic Overlap of Pre-T2-Diabetes and
Pre-T1-Diabetes

Stage 2
Type 1 Diabetes

Standard
Prediabetes

v Pathology: Insulin
resistance, relative
insulin deficiency.

v Phenotype: Often
overlaps with metabolic
syndrome, MASLD,
hypertension.

The Shared
Metrics

A1C: 5.7-6.4%

Fasting Plasma Glucose:
100-125 mg/dL

2-hour Plasma Glucose:
140-199 mg/dL

v Pathology:
Autoimmune beta-cell

destruction.

v Phenotype:

Presymptomatic, high
risk of rapid progression
to Stage 3/ DKA.

ADAPPC. 2. Diagnosis and Classification of Diabetes: Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S27-S49.

Graphic prepared with help of Notebook LM Al using ADA standards as reference document.
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Why Detection of Stage 2 T1D Matters

Progression to Stage 3 | 1. Prompt Referral: Send to a specialized center

(Overt T1D) is rapid. for metabolic staging. Do not wait for overt
hyperglycemia.
~60%
7% 2. Prevent DKA: Educate the patient immediately
progress within on symptoms of DKA, avoiding life-threatening
2 years. emergency presentations (which occur in

25-50% of undiagnosed cases).

~75%
0 3. Preserve Beta Cells: Evaluate for approved

progress within preventative treatments (e.g., teplizumab) or
5 years. clinical trial enroliment to delay clinical onset.
Graphic prepared with help of Notebook LM Al using ADA standards as reference document. ADAPPC. Diabetes Care 2026;49(Suppl. 1):S27-S60.
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When to Suspect Stage 2 T1D in Prediabetes

Age — Younger age at Autoimmunity — Personal or
diagnosis (specifically <35 family history of autoimmune
years). disease.

Body Habitus — Lower BMI
(specifically <25 kg/m?), lack Background — Family history

of obesity, or unintentional of Type 1 Diabetes.
weight loss.
Control — Inability to achieve Comorbidities — Treatment
glycemic goals on noninsulin with immune checkpoint
therapies. inhibitors (ICls) for cancer.

ADAPPC. 2. Diagnosis and Classification of Diabetes: Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S27-S49.
Graphic prepared with help of Notebook LM Al using ADA standards as reference document.
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Islet Autoantibodies — The Panel

0 Y G

e R e
GAD IA-2 | ZnT8 1A
Glutamic Acid Islet Antigen 2 Zinc Transporter 8 Insulin
Decarboxylase | . — .| Autoantibodies
The primary antibody If positive, high Useful in individuals
to measure. (Note: independent risk not yet treated with
isolated GAD positivity factor for insulin,
is associated with progression.
slower beta-cell loss). J J
— — \_

The Persistence Rule. Multiple autoantibodies = Stage 1 or 2 T1D.

A single confirmed autoantibody requires repeat testing every 6
months to 3 years to assess for persistence or seroconversion.

Graphic prepared with help of Notebook LM Al using ADA standards as reference document. ADAPPC. Diabetes Care 2026;49(Suppl. 1):527-S49.
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Investigating Suspected T1D in Adults - Triaging

Adult with suspected type 1 diabetes.

Test Islet

[ Age<35years? > Autoantibodies

=a"Are there features ofs
type 2 diabetes? ~ Test Islet
(BMI'=25, no weight loss, Autoantibodies
- metabolic syndrome)

Type 2 Diabetes should be strongly considered
(consider trial of noninsulin therapy).

ADA PPC. 2. Diagnosis and Classification of Diabetes: Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S27-S49.
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Investigating Suspected T1D in Adults -
Confirming

Test Islet Autoantibodies

(GAD, IA-2, ZnT8)
Islet autoantibody
negative

Islet autoantibody
positive

P Are there feature§ of : :
monogenic diabetes? 3 Genetic testing for

(A1C'<7.5%, monogenic diabetes.
<strong family hx)

Type 1 Diabetes

<200 pmol/L [~ Test C-peptide | >600 pmol/L

(if insulin treated).

Type 1 Diabetes Type 2 Diabetes

ADAPPC. Diabetes Care 2026;49(Suppl. 1):527-S49.
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, -
Can You Be Sure It’s Type 2 Diabetes?
AACE Also Has a New Algorithm for Classification This Year
g \ ' N
Step 1: Confirm Step 2: Assess Step 3: Check Red
@ Q
Dysglycemia Phenotype = Flags
FPG 2126 mg/dL Classic T2D Profile: BMI 225.0 Suspect T1D/LADA: Rapid
OR 2-hr OGTT 2200 mg/dL kg/m? (223.0 for Asian descent), progression to insulin (<3 years),
- family history, acanthosis. personal/family autoimmune
OR A1C 26.5% | history.
| - )
/\ Caution: Up to 59% of Action: Screen for autoantibodies.
adults with late-onset T1D Suspect Secondary: Signs of
have a BMI 225.0. Do not Cushing syndrome, acromegaly,
assume T2D based on or cystic fibrosis.
L et alone: ) Action: Endocrine referral.
> 4 K j

Samson SL, et al. Endocr Pract 2026;32:473-518.

Graphic prepared with help of Notebook LM Al using AACE statement as reference document.
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A New Paradigm for Prediabetes and Diabetes

Classification in Primary Care

Verify prediabetes/diabetes precisely using 2026 ADA
criteria (confirmatory tests required).

/ Do not assume all adult-onset dysglycemia is Type 2 Diabetes.
Actively look for the AABBCC clinical flags (Age, Autoimmunity,
BMI <25, Background, Control, Comorbidities).

Screen with the Autoantibody Toolkit (GAD, IA-2, ZnT8, IA) to
catch Stage 2 Type 1 Diabetes early.

Refer and intervene to preserve beta-cell function and prevent
DKA hefore Stage 3 overt diabetes occurs, and to detect T1D

ADAPPC. 2. Diagnosis and Classification of Diabetes: Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S27-S49.

Graphic prepared with help of Notebook LM Al using ADA standards as reference document.

19

2026: Diabetes Technology for All
Patients with Diabetes

ADA Standards of Care for Diabetes: D

7.1 Diabetes devices should be offered to people with
diabetes. A

Principles of the AACE Algorithm for Management of
Adults with Type 2 Diabetes:

*9. CGM is highly recommended to reach glycemic goals
in adults with diabetes.

Samson SL, et al. Endocr Pract 2026;32:473-518.
ADAPPC. 7. Diabetes Technology - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S150-S165.

20
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Available Evidence Demonstrates that C-Peptide
Level Does Not Predict Efficacy of CGM

 7.8a There should be no requirement of C-peptide level,
B the presence of islet autoantibodies, B or duration of
insulin treatment C before initiation of CSIl or AID.

ADAPPC. 7. Diabetes Technology - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):5150-S165.
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Modern Glycemic Targets and the CGM Dashboard

TIR captures daily glycemic
variability and immediate T The A1C Context

hypoglycemia risk, which , : Optimal A1C is <6.5%
o, ptima is €6.5%
A1C masks. >70% only if safely achievable.

Timein Range
(70-180'mg/dL)
Relax to 7-8% for:

- Limited life expectancy

- Severe comorbidities
7~ Q. <4% / & <25% - High hypoglycemia risk
Time Below Range @ | Time Al'?ove Range e X
(SiZi?:tn;%(ijdL;ﬁce ’ (>180 mg/dL). - Cognitive impairment

of hypoglycemia.

Every 10% increase in TIR
equals an approximate
0.8% reduction in A1C.

ADAPPC. 7. Diabetes Technology - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S150-S165.
Graphic prepared with help of Notebook LM Al using ADA standards as reference document.
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Diabetes Technology — Early Initiation

Patient requires insulin therapy OR
non-insulin medications carrying
high hypoglycemia risk.

Continuous Glucose Monitoring Automated Insulin Delivery

Initiate CGM at onset of treatment. Offer AID systems to ALL adults with T1D

and T2D on insulin.

Mandated for early intervention. CGM acts
as the stethoscope for the pancreas. Reduces human error, prevents

overbasalization.

Caution: Overbasalization. Monitor for
wide bedtime-to-morning differentials or
high variability. If suspected, reevaluate
rather than just increasing basal dose.

ADAPPC. 7. Diabetes Technology - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):5150-S165.
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There Is Now an Automated Insulin Delivery
System (AID) FDA Approved for T2D

 7.25a AID systems are the preferred insulin delivery method
over multiple daily injections (MDI), CSll, and sensor- augmented
pump in people with type 1 diabetes, A adults with type 2
diabetes, A children and adolescents with type 2 diabetes, E and
other forms of insulin-deficient diabetes. B—E Choice of an AID
system should be made based on the individual’s circumstances,
preferences, and needs. E

« 7.25b Consider AID systems for select people with type 2
diabetes treated with basal insulin not achieving individualized
glycemic goals. B Choice of an AID system should be made based
on the individual’s circumstances, preferences, and needs. E

ADAPPC. 7. Diabetes Technology - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):5150-S165.
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AID Systems

iLet Omnipod 5
MiniMed 780G

(Beta Bionics) (Insulet)
(Medtronic)

Twiist (Sequel)
Tidepool Loop

T:slim X2 (Tandem) Mgtéing;ng:n)

Control 1Q+

Slide from Dr. Grazia Aleppo’s talk at AACE 2026 April 2026

25
[ Highlights for Diabetes in 2026 ]
« Classifying prediabetes — beyond type 2 diabetes | DiabetesCare
- Diabetes technology — the earlier the better "'
=) - Blood pressure goals and management “
* Lipid goals and management Standards of Care
in Diabetes—2026
* Glucose-lowering medications overview AEE.
* Diabetes and osteoporosis
. . L. 3 Endocrine EX
* New diagnostic criteria for DKA AACE™  Practice™ 2N
* Perioperative glycemic goals st ol G e s s
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Cardiovascular Risk Reduction Needs to Include

Blood Pressure, Lipids, and Meds for DM
Lifestyle Changes Are Foundational

Zone 1:
Glycemic
A1C targets Target <130/80
tailored to risk. =l mmHg (Standard)

or <120 mmHg SBP
(Intensive).

'SGLT2i &
GLP-1 RA Agents
\/

Zone 3: Lipids

Target <70 mg/dL (Primary)
or <55 mg/dL (Secondary).

Foundation: Lifestyle Modification & Diabetes Education.

ADA PPC. 10. Cardiovascular Disease and Risk Management - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S216-S245
Graphic prepared with help of Notebook LM Al using ADA standards as reference document.
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Starting Antihypertensive Therapies

Confirmed Hypertension:
2130/80 mmHg

(averaged over 22 occasions or
single visit if 2180/110 + CVD)

130/80 to 149/89 mmHg ol BF 2150/90 mmHg

Start ONE Agent. Start TWO Agents
(or single-pill combination)
First-Line Agent Classes with Proven CVD Benefit in Diabetes:

- ACE inhibitors (ACEi)

- Angiotensin receptor blockers (ARB)

- Thiazide-like diuretics (e.g., chlorthalidone)

- Dihydropyridine calcium channel blockers (CCB)

ADAPPC. 10. Cardiovascular Disease and Risk Management - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):5216-S245
Graphic prepared with help of Notebook LM Al using ADA standards as reference document.
28
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Standard vs Intensive BP Goals

<130/80 R VA",

mmHg mmHg SBP
. T . Patient Profile: High cardiovascular or
Patient Profllg. Standard risk, kidney risk (e.g., established CVD, two or
.Old.ef. adults with POlYPhal'mGFV, more risk factors, CKD).
individuals prone to orthostatic Clinical Rationale: BPROAD and ESPRIT
hypotension. trials demonstrated a 12-21% additional
Clinical Rationale: Reduces ;%il;f;'m ,'\%Bf”or adversecardiovasciliar

cardiovascular events and
microvascular complications

Monitoring Alert: Requires close monitoring
St for symptomatic hypotension, syncope,
safely for the majority. acute kidney injury (AKI), and hyperkalemia.

ADA PPC. 10. Cardiovascular Disease and Risk Management - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S216-S245.
Graphic prepared with help of Notebook LM Al using ADA standards as reference document.
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Albuminuria Drives 15t Line Therapy: ACEi/ARB

- No Standard First-Line Selection
(Any of the 4 preferred classes)

Does the patient
have Albuminuria or

Established CAD? ACEI OR ARB IS NON-

NEGOTIABLE FIRST-LINE

Zone 1. The Albuminuria Thresholds Zone 2. The Creatinine Caveat
- UACR 30-299 mg/g: ACEI/ARB recommended. Do not panic at initial creatinine rise.
- UACR 2300 mg/g and/or eGFR <60: ACEi/ARB strongly Serum creatinine elevations up to 30% from baseline are
recommended to prevent kidney disease progression. expected hemodynamically. Do not discontinue ACEi/ARB
unless acute kidney injury (rapid decline/volume
depletion) or severe hyperkalemia occurs.

ADAPPC. 10. Cardiovascular Disease and Risk Management - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):5216-S245.
Graphic prepared with help of Notebook LM Al using ADA standards as reference document.
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Resistant Hypertension

Defined as BP 2130/80 mmHg despite 3 drugs -
at max tolerated doses (including a diuretic). Step 3: The CKD/HF Variant

Action: For patients with Type 2

Diabetes and CKD (or heart
2: The MRA Addition failure), utilize a nonsteroidal MRA
/ Siep b ddo (nsMRA) like finerenone.

= Action: Add Mineralocorticoid
Receptor Antagonist (MRA) (e.g.,
spironolactone, eplerenone).

* Note: Proven to improve
cardiovascular outcomes and
reduce CKD progression.

Step 1: The Foundation

ACEi or ARB + CCB + Thiazide-like * Note: Highly effective, but
Diuretic. monitor closely for
hyperkalemia when combining
* Action: Maximize doses. combining with

Address medication adherence, ACEi/ARB.
NSAID use, and screen for
secondary causes (sleep apnea,
primary aldosteronism).

ADA PPC. 10. Cardiovascular Disease and Risk Management - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S216-S245.
Graphic prepared with help of Notebook LM Al using ADA standards as reference document.
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Individualized BP Goals, But More Intensive in High
CV or Kidney Risk; nsMRA If Resistant HTN

* 10.3 For people with diabetes and hypertension, blood pressure goals
should be individualized through a shared decision-making process
that addresses cardiovascular risk, potential adverse effects of
antihypertensive medications, and individual preferences. B

* 10.4 If it can be safely attained, the on-treatment blood pressure goal is
<130/80 mmHg; a systolic blood pressure goal <120 mmHg should be
encouraged in individuals with high cardiovascular or kidney risk. A

* 10.13 Individuals with hypertension who are not meeting blood pressure
goals on three classes of antihypertensive medications (including a
diuretic) should be considered for MRA therapy. A

ADAPPC. 10. Cardiovascular Disease and Risk Management - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):5216-S245.
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LDL-c Reduction Consists of Two Targets:
Relative Reduction AND Absolute Level

iviogern lipia management
requires achieving BOTH a
specific absolute threshold AND
a massive relative drop from
baseline.

High-intensity statins are the
bridge across this chasm.

250%

Reduction

Rule 1: The Relative Drop  [FN [ "70mg/dL pyle 2: The Absolute Floor

A 250% reduction in LDL cholesterol [ EEEEEEEER- 55mg/dL  Primary Prevention (High Risk):

is mandated for all patients at <70 mg/dL

higher cardiovascular risk or with L Secondary Prevention (ASCVD):
established ASCVD. J <55 mg/dL

Baseline LDL

(1) Samson SL, et al. Endocr Pract 2026;32:473-518. (2) ADA PPC. 10. Cardiovascular Disease and Risk Management - Standards of Care in

Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S216-S245.
Graphic prepared with help of Notebook LM Al using ADA and AACE guidelines as reference documents.
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Type 2 Diabetes Lipid Management for
Primary Prevention

Condition: Action:
Age 20-39 + Additional ASCVD risk factors. Consider Moderate-Intensity Statin.

Age 40-75 - Standard Risk: Moderate-Intensity Statin.

(The Core - High Risk (=1 ASCVD Risk Factor): High-Intensity Statin.

Cohort) Target: <70 mg/dL and >50% reduction.
- Very High Risk (Multiple factors + LDL >70): Add Ezetimibe or PCSK9i.
Condition: Not on statin ->

Age >75 Already on statin -> Continue. Initiate moderate-intensity after

risk/benefit discussion.

ASCVD risk factors: age, HTN, dyslipidemia, smoking, CKD, obesity

(1) Samson SL, et al. Endocr Pract 2026;32:473-518. (2) ADA PPC. 10. Cardiovascular Disease and Risk Management - Standards of Care in
Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):5216-S245.

Graphic prepared with help of Notebook LM Al using ADA and AACE guidelines as reference documents.
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Type 2 Diabetes Lipid Management for
Secondary Prevention: LDL-c Goal <55 mg/dL

For people of all ages with diabetes and established ASCVD, intensive therapy
is non-negotiable.

<55 mg/dL

The Mandate The Adjuncts The Extremes

High-intensity statin therapy must If target is not achieved on max For ASCVD in multiple vascular

be added to lifestyle therapy. tolerated statin, addition of beds (or 1bed + age >65), consider
Ezetimibe or a PCSK9 inhibitor is adding low-dose Rivaroxaban (2.5

Target: <565 mg/dL (<1.4 mmol/L) recommended. mg twice daily) + Aspirin (81 mg)

AND 250% reduction from baseline. if low bleeding risk.

(1) Samson SL, et al. Endocr Pract 2026;32:473-518. (2) ADAPPC. 10. Cardiovascular Disease and Risk Management - Standards of Care in

Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):5216-S245.
Graphic prepared with help of Notebook LM Al using ADA and AACE guidelines as reference documents.
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Handling Statin Intolerance in Type 2 Diabetes

Step 1: Maximum Step 2: Ezetimibe Step 3: PCSK9
Tolerated Statin Inhibitors

High-Intensity (Atorvastatin First-line adjunct. Monoclonal antibodies

16 Alirocumab, Evolocumab
20-40mg). LDL by an addrtional ~20%. o SR (Inclisiran). :
If partial intolerance: Switch Massive further reductions
statins, lower dose, or try (~60%).

non-daily dosing.

40.80mg' Rosuvastatin First-line adjunct. Reduces

DETOUR
The Intolerance Detour:

If complete statin intolerance: Use Bempedoic Acid (avoids skeletal muscle

adverse effects) or PCSK9i. Both are proven to reduce cardiovascular event
rates as alternative cholesterol-lowering plans.

(1) Samson SL, et al. Endocr Pract 2026;32:473-518. (2) ADA PPC. 10. Cardiovascular Disease and Risk Management - Standards of Care in

Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):5216-S245.
Graphic prepared with help of Notebook LM Al using ADA and AACE guidelines as reference documents.
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Triglyceride-Lowering

Level 1: >150 mg/dL (Fasting)

Intervention: Intensive lifestyle therapy, weight loss, glycemic optimization. Address secondary
factors (hypothyroidism, CKD, medications).

Level 2: 150 — 499 mg/dL + ASCVD Risk

Intervention: Add Icosapent Ethyl to statin therapy.
Rationale: REDUCE-IT trial showed 25% relative risk reduction in MACE. (Note: Benefit is
specific to icosapent ethyl, do not extrapolate to generic n-3 fatty acid supplements).

Level 3: 2500 mg/dL (Severe)

Intervention: Pharmacologic therapy (fibric acid derivatives / fish oil) + severe fat restriction.
Rationale: Primary goal shifts to mitigating the acute risk of pancreatitis. Evaluate for
secondary causes.

(1) Samson SL, et al. Endocr Pract 2026;32:473-518. (2) ADA PPC. 10. Cardiovascular Disease and Risk Management - Standards of Care in

Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S216-S245.
Graphic prepared with help of Notebook LM Al using ADA and AACE guidelines as reference documents.
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[ Highlights for Diabetes in 2026 ]
[
« Classifying prediabetes — beyond type 2 diabetes | DiabetesCare
- Diabetes technology — the earlier the better -
* Blood pressure goals and management u
* Lipid goals and management Standards of Care
in Diabetes—2026
=) - Glucose-lowering medications overview A
* Diabetes and osteoporosis
. . . . &) Endocrine
* New diagnostic criteria for DKA AACE™  Practice™
» Perioperative glycemic goals mion ctn o il St G S [
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The Newer Diabetes Drugs
| Generic | Trade I Generic | Trade
. . Victoza (DM) . o
GLP1RA Liraglutide Saxenda (O) SGLT2i Canagliflozin Invokana
Dulaglutide Trulicity Empagliflozin Jardiance
. Ozempic (DM) o .
Semaglutide SQ Wegovy (O) Dapaglifloxin Farxiga
. Rybelsus (DM) .
Semaglutide PO Wegovy (O) Ertugliflozin Steglatro
Exenatide Qwk Exenatide B-cise Bexagliflozin Brenzavvy
Basal/ Glargine/ . . . - .
GLP1RA lixisenatide Soliqua DPP4i Linagliptin Tradjenta
Degludec/ G .
liraglutide Xultophy Sitagliptin Januvia
GIP/GLP1 ) . Mounjaro (DM) _
dual agonist Tirzepatide Zepbound (O) Saxagliptin Onglyza
39
Glucose-Lowering Agents Demonstrated to
Lower Cardiovascular (CV) Risk
% with . - FDA indication for CVD?
CVOT est. Median MACE CV death HHF > T
flu (y) (%RRR) (%RRR) (%RRR) _ _
CvD prevention | prevention
Empagliflozin 99 2.6 14 38 35 v -
Canagliflozin 66 2.4 14 NS 33 v -
Dapagliflozin 40 4.2 NS Coprimary: CV death or v v
HHF 17%, driven by HHF
C—) | Liraglutide SQ ~81 3.8 13 22 NS v -
)| semaglutide SQ 83 2.1 26 NS NS v -
— Semaglutide PO ~84 4 14 NS (NS) -
— Dulaglutide SQ 31 5.4 12 NS NS v v
Tirzepatide SQ vs NS vs active | NS vs active
:> dulaglutide SQ 2 . control control B
CVOT: cardiovascular outcome trial. MACE: major adverse cardiovascular event (nonfatal Ml, nonfatal stroke, CV death)
40
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Goal: cardiovascular and kidney risk reduction*

The ADA, AACE,
AHA, ACC +ASCVD' ] +!ndicators_ of +HE +CKD
Recommend S B S
G LP1 _Based 3 i 5 3 measurement is required to confirm CKD

Drugs and SGLT2i +ASCVD/indicators of high CVD risk* SGLT2E with proven

= HF benefit in current
with Proven G —— o prior symptoms v
- with proven proven CVD of HFrEF or HFpEF +CKD (on maximally tolerated
Be !1 e:lt :oAgé?,che CVD benefit benefit dose of ACEi or ARB)
RI s o L SGLT2it with primary evidence
H f reducing CKD progression
CKD, and HF in -
) « SGLT2ican be started with
= . - h 4 h 4
eGFR 220 mL/min/1.73 m?
Ind IVIdua|S Wlth SGLT2i and/or either + Glucose-lowering efficacy is reduced
- ith eGFR <45 mL/min/1.73 m?
T2D and ASCVD, suckpeyy | | e
H H roven benefit in —_— e
or at High Risk, Fomaty | (L p—
« Forindividuals on a GLP-1 RA, consider adding and obesity x
C KD y an d/O r H F SGLT2i with proven CVD benefit or vice versa | GLP-1RA* with proven CKD benefit |

« Pioglitazone®

If glycemia is above goal, for individuals
on SGLT2i, consider incorporating
aGLP-1RA or vice versa

|
(1) ADAPPC. Diabetes Care 2026;49(Suppl. 1). (2) Samson SL, et al. Endocr Pract 2026;32:473-518. (3) Ndumele CE, et al. Circ 2023;148:1606-1635.
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Choosing Glucose-Lowering Meds for T2D in 2026
— Alignment on MASLD by ADA and AACE

Confirmed Type 2
Diabetes Diagnosis

r ‘=
Trigger: Patient has HF, CKD, estghlished Trigger: Absence of high-risk
ASCVD, previous Stroke/TIA, comorbidities.
L
Action: Select therapy based on Action: Select therapy based on
proven organ benefit (independent cost, access, weight goals, and
of A1C or Metformin use). hypoglycemia avoidance.
. J

(1) ADAPPC. Diabetes Care 2026;49(Suppl. 1). (2) Samson SL, et al. Endocr Pract 2026;32:473-518.
Graphic prepared with help of Notebook LM Al using ADA and AACE guidelines as reference documents.
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The ADA and AACE Agree That If Additional CV and Kidney
Risk Reduction and/or Glucose-Lowering Is Needed, and to
Mitigate Risk of MASLD or MASH, to Use GLP1-Based
Drugs, Pioglitazone or Both

h 4

[ +Mitigating risk of MASLD or MASH ]

Agents with proven or potential benefit in MASLD or MASH
GLP-1RA, dual GIP and GLP-1 RA, pioglitazone, or combination of GLP-1 RA with pioglitazone -
Use insulin in the setting of decompensated cirrhosis

Samson SL, et al. AACE Consensus Statement: Algorithm for Management of Adults With Type 2 Diabetes — 2026 Update. Endocr Pract 2026;32:473-518.
ADA PPC. 9. Pharmacology Approaches to Glycemic Treatment: Standards of Care in Diabetes — 2026. Diabetes Care 2026;49(Suppl. 1).

GLP1RA and Eye Health =&

» Conflicting data on impact of GLP-1 RA on various facets of eye health, including
development of nonarteritic anterior ischemic optic neuropathy, glaucoma, neovascular
age-related macular degeneration (AMD), and diabetic retinopathy progression.

* GLP-1 RAs including liraglutide, semaglutide, and dulaglutide have been shown to be
associated with a risk of mildly worsening diabetic retinopathy in randomized trials. Further
data are needed.

» Retinopathy status should be assessed when glucose-lowering therapies are intensified,
such as those using GLP-1 RAs, since rapid reductions in A1C have been shown to be
associated with a risk of initial worsening of retinopathy.

» Some matched cohort studies link GLP-1 RAs with various ocular complications such as
nonarteritic anterior ischemic optic neuropathy and AMD in people with diabetes, but data
are limited and further studies are needed.

* GLP-1 RAs may have ocular benefits. Several studies have shown an association with
GLP-1 RAs and lower intraocular pressure as well as a reduced risk of glaucoma
ADAPPC. 12. Retinopathy, Neuropathy and Foot Care: Standards of Care in Diabetes — 2026. Diabetes Care 2026;49(Suppl. 1):5261-S276.
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[ Highlights for Diabetes in 2026 ]

« Classifying prediabetes — beyond type 2 diabetes | DiabetesCare
- Diabetes technology — the earlier the better "
* Blood pressure goals and management n
* Lipid goals and management Standards of Care
in Diabetes—2026
* Glucose-lowering medications overview AR
mm) - Diabetes and osteoporosis

. . . o Endocrine El
* New diagnostic criteria for DKA AACE™  Practice™ I
* Perioperative glycemic goals R Mgt o s i e £ D 3052

45

Diabetes and Bone Health f

The T2D Bone Paradox Screening Protocol
* People with T2D have 5-10% higher Order DXA scans every 2-3 years for
Bone Mineral Density (BMD) but adults >65 years, or 250 years with
significantly lower bone strength specific diabetes risk factors.

and higher fracture risk.

» The standard FRAX calculator Treatment Cautions
Avoid Thiazolidinediones (TZDs)

systematically underestimates diones (1.
fracture risk in T2D. Apply a T-score & and Sulfonylureas in high-risk

. tients t t falls and
adjustment of -0.5 SD. Ezr::r;ozs? RISEEEEIEES S

Ensure Calcium (1,000-1,200
mg/day) and Vitamin D intake.

ADAPPC. 4. Comprehensive Medical Evaluation and Assessment of Comorbidities - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S61.
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D K A H T 2 D H b t The Clinical Reality: Hyperglycemic
I n ype I a e es crisis rates are rising, now reaching up to
3.2 per 1,000 person-years among

patients with Type 2 Diabetes. Inpatient
mortality ranges up to 1.0%.

Medication Profile

SGLT2 Inhibitor use (often prescribed
for concomitant heart failure/CKD).

Surgical/Acute Stress
Counterregulatory hormone release
from major surgery, severe illness,
or infection.

Nutritional Deficit

Prolonged fasting (NPO status for
surgery), reduced oral intake, or
emesis.

Key Insight: When these three factors intersect, insulin levels plummet while glucagon
rises, driving dangerous ketogenesis even if the patient produces endogenous insulin.

ADAPPC. 16. Diabetes Care in the Hospital - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S339-355.
Graphic prepared with help of Notebook LM Al using ADA standards as reference documents.
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Presence of Euglycemic DKA Can Lead to a
Missed Diagnosis of DKA

The Mechanism The Clinical Danger

Plasma Glucose: Looks falsely reassuring
— (<200 mg/dL / <11.1 mmol/L).

Pancreas:
Alpha Cells (t Glucagon),
Glucose Beta Cells (4 Insulin)

Glucosuria
SGLT2 inhibitors induce profound glucosuria (renal The Trap: Because hyperglycemia is absent,
excretion of glucose). the diagnosis of DKA is frequently delayed.
_ Simultaneously, they stimulate alpha cells to release a Clinical Rule: Approximately 10% of DKA presentations
glucagon and decrease insulin secretion. are euglycemic. If unexplained metabolic acidosis
] ) ) ) occurs in a patient on SGLT2i, check ketones
Result: Accelerated lipolysis and hepatic ketogenesis. immediately regardless of blood glucose levels.

ADAPPC. 16. Diabetes Care in the Hospital - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S339-355.
Graphic prepared with help of Notebook LM Al using ADA and AACE guidelines as reference documents.
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Diagnosing a Hyperglycemic Crisis in 2026
(Must Meet All Criteria)

Dimension DKA (Diabetic Ketoacidosis) HHS (Hyperglycemic Hyperosmolar State)

Dimension 1: Glucose 200 mg/dL (11.1 mmol/L)or -
Glycemic Level A history of diabete @ Plasma glucose 2600 mg/dL (33.3 mmol/L).
Dimension 2: E B-Hydroxybutyrate >3.0 mmol/L or urine Q ﬁb;fg;eb%fts:ggffgrg ;i:%?fg' ?15|r3|-n A
Ketosis ketone strip 2+ or greater. keytoney<2 +§I ’
Dimension 3: M Venous pH <7.3 and/or bicarbonate 0 Absence of acidosis (pH 27.3 and
Acidosis <18 mmol/L. bicarbonate >15 mmol/L).
Dimension 4: ; Calculated effective serum osmolality
Osmolarity e Vetighle. Eﬂ& >300 mOsm/kg.

A S\ W,

P o ——

Approximately one-third of hyperglycemic emergencies have a hybrid DKA-HHS presentation.

Umpierrez GE, et al. Hyperglycemic Crises in Adults With Diabetes: A Consensus Report. Diabetes Care 2024;47(8):1257-1275.

ADAPPC. 16. Diabetes Care in the Hospital - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S339-355.
Graphic prepared with help of Notebook LM Al using citations as reference documents.
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Improving Post-Operative Outcomes
CGM Glucose Management Indicator (GMI) Goal

Day 0
e —— \C\
Day -4to0-3 A Day -1 (Insulin Adjust) Day O (Surgery/Procedure)
(Hold SGLT2i)
Reduce basal insulin dose Target Goal: Maintain 100-
Halt SGLT2 inhibitors (4 evening prior (e.g., reduce 180 mg/dL.
days for ertugliflozin, 3 > by 25%, or NPH by >
days for others) to mitigate ’ 50%) to prevent " Monitoring: Check blood
perioperative ketoacidosis perioperative hypoglycemia. glucose every 2—4 hours while
risk. NPQ. CGM should not be used

alone during surgery.
16.14 To improve postoperative outcomes after elective

. o . Medications: Hold metformin
surgery, a preopgra_tlve A1C goal <8/o ('<6.4 mrnol/m.ol) is and oral glucose-lowering
recommended within 3 months, with individualized risk-to- agents. Re-evaluate GLP-1 RAs
benefit ratio assessment. C The 14-day glucose based on gastric emptying risk.
management indicator goal <8% and/or time in range >50%
can also be used. E

ADAPPC. 16. Diabetes Care in the Hospital - Standards of Care in Diabetes - 2026. Diabetes Care 2026;49(Suppl. 1):S339-355.
Graphic prepared with help of Notebook LM Al using citations as reference documents.
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Highlights for Diabetes in 2026

Blood pressure goals

Lipid management
GLP1RA and eye health
Diabetes and osteoporosis

New diagnostic criteria for DKA

Perioperative glycemic goals

Classifying prediabetes — beyond type 2 diabetes | DiabetesCare
Diabetes technology — the earlier the better

Standards of Care
in Diabetes—2026

[STPT———

a Endocrine EX
AACE Practice™ ad

www endocrinepractice.org

AACE Clinical Guidance

American Association of Clinical Endocrinology Consensus Statement:
Algorithm for Management of Adults With Type 2 Diabetes — 2026
Update

[
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Landmark clinical trials under-recruit individuals with minoritised / Area deprivation
sociodemographic characteristics. Diabetes o
technology ~€—— Marginalised identities
\$ Contributes to: @) Increase in mistrust use R
@ Perpetuation of implicit bias Q @ Public insurance
(@ Adverseimpacts on health policy /&
Overr f non-Hispanic Wh :
= e:;?:lm:::ndi:::n:ﬁal: ” Upstream drivers: @ Cost
@) Clinician implicit bias
Clinical Diabetes @ Coverage policies
trials technology @ Perceived discrimination
®) Social determinants of health
TID epkasmab i oy TDEALRAE) @ ‘ Stigma
% Digital components Health outcomes

Homogeneous populations || ) @ and

represented in studies . = HECESSHOCaS

Immuno- Adjuvant
therapies technol
) z eene ety Digital divide

Impact of single auto- N

antibody positivity = %

LB BN D oD D e

‘ ‘ Understudied disease profile Accessibility barriers: Under-resourced

Incidence of T1D innon- 1) Cost of devices clinics
White individuals ) Minoritised groups are IAasSA 2 Requirement for higher literacy levels
likely t‘o meet eligibiity c_ntena 3 Requirement for certain level of visual acuity
forimmunotherapy trials ‘
Addala A, et al. Disparities in access to and use of diabetes technologies and therapeutics:
Low Wang a narrative review. Diabetologia (2025) 68:2430-2448
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Type 2 Diabetes in 2026: The Whole Patient

3

Bone (DXA for =65,

Accurate Glycemia:
Diagnosis confirmed, A1C/TIR
personalized, Hypo avoided.

4

Tech (CGM early, AID

adjust T-score by -0.5)

Immunization & Screening:
Up-to-date vaccines; regular
specialist referrals

6
Lipids (LDL-c goal <70
mg/dL or <55 mg/dL)

<V Risk Reduction:
BP <130/80, Lipid management,
Stroke prevention

for insulin users)

ABCD/Weight Management:
Targeting 7-10%+ weight loss,
lifestyle baseline

High ASCVD/HF ->
SGLT2i/GLP-1

Organ Protection:
SGLT2i/GLP-1 RA deployec
for HF, CKD, MASH

CKD -> SGLT2i

Treat the root causes and comorbidities, not just the A1C.
Graphic prepared with help of Notebook LM Al using ADA standards, AACE statement, AHA CKM advisory as reference documents.
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DIABETES FELLOWSHIP

We have a one-year Diabetes Fellowship Program
at University of Colorado, Aurora, CO
Advanced Training in Comprehensive Diabetes Care
Clinical training encompasses Types 1, 2, and other diabetes,
diabetes complications, diabetes technologies, preventive care,
comorbidities (including obesity, dyslipidemia, kidney disease)

Fellowship Components
Clinics: continuity, specialty
Inpatient

Conferences

Didactics

QI & research opportunities

World-class training

Academic year 2027-28:

Eligible applicants:
U.S. board-eligible or board-
certified
MD/DO degree
Internal Medicine, Family
Medicine, or Medicine-
Pediatrics

Funding available for 1 fellow for 2027-28

July 1, 2027-June 30, 2028

CU Anschutz Medical Campus
School of Medicine
Div. of Endocrinology, Metabolism and Diabetes

Barbara Davis Center
for Diabetes

Low Wang
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—q American College of Diabetology

Excellence in Diabetes Care

Advancing the field of

Diabetology to stop diabetes.

The American College of Diabetology (ACD) is a
physician-led nonprofit organization passionate
about the management of diabetes mellitus with
the goal of maintaining high standards in

diabetes clinical care to improve the lives of those

affected by diabetes.
www.acdiabetology.org
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ARS Question #1
Continuous Glucose Monitoring (CGM) Is a New Standard of Care for Patients
with Type 2 Diabetes as well as Those with Type 1 Diabetes.
What Does a 10% Increase in “Time-in-Range” (Glucose 70-180
mg/dL) Equate to in Terms of an A1c Decrease?

A. 0.1%
B. 0.3%
C. 0.5%
D. 0.8%
E. 1.0%

56
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Take-Home Points for T2D in 2026

* Maintain a high index of suspicion for type 1 or other diabetes — type 2 diabetes
and pre-type 2-diabetes is a diagnosis of exclusion.

* Low threshold for early initiation of CGM — it works, and it's standard of care.
Time-in-range (TIR) goal 270% in most.

* Blood pressure goals are aggressive, and ACEi/ARB remain 15t line if albuminuria
or established ASCVD

* LDL-c lowering: 50% reduction and absolute level of <70 mg/dL if multiple RF,
<55 mg/dL if established ASCVD. Add ezetimibe to a statin if needed.

* Glucose-lowering: Multiple CVOTs demonstrating benefits of GLP1RA and
SGLT2i, and MASLD is a new focus

 Diagnosis of DKA in diabetes: any glucose. Non-diabetes: = 200 mg/dL
* Pre-operative glycemic goals: A1c <8% and/or CGM TIR >50%

Low Wang
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