Supplemental Table S1. HbAlc-based adjustment of diabetes therapy

a) For HbAlc <7.0% (53 mmol/mol), resume the pre-admission treatment regimen.

b) For HbAlc 7.0 to 7.9% (53-63 mmol/mol)

Patients who did not take insulin before admission, discharge on optimized pre-
admission treatment regimen (see definition below) or add a non-insulin agent if the
prior regimen was already optimal.

Patients who took basal insulin but not prandial insulin before admission, increase the
home daily dose of basal insulin by 10-15% in addition to any non-insulin pre-
admission treatments.

Patients who took multiple daily insulin injections (MDI) before admission, increase
the home total daily dose of insulin by 10-15% in addition to any non-insulin pre-
admission treatments.

¢) For HbA1lc 8.0 to 9.0% (64-75 mmol/mol)

Patients who did not take insulin before admission, discharge on 50% of the last
inpatient insulin glargine daily dose or 0.2 units/kg in addition to the pre-admission
treatment regimen, which should be optimized.

Patients who took basal insulin but not prandial insulin before admission, discharge
on 50-80% of the last inpatient insulin glargine daily dose or increase the home daily
dose of basal insulin by 10-15% and/or add rapid-acting insulin before the largest
meal at 50-80% of the last inpatient dose or 0.1 units/kg in addition to any non-insulin
pre-admission treatments.

Patients who took multiple daily insulin injections (MDI) before admission, discharge
on 50-80% of the last inpatient total daily insulin dose or increase the home total
daily dose of insulin by 10-15% in addition to any non-insulin pre-admission
treatments.

d) For HbA1c >9.0% (75 mmol/mol)

Patients who did not take insulin before admission, discharge on 80-100% of the last
inpatient insulin glargine daily dose or 0.3 units/kg in addition to the pre-admission
treatment regimen, which should be optimized.

Patients who took basal insulin but not prandial insulin before admission, discharge
on 80-100% of the last inpatient insulin glargine daily dose or increase the home daily
dose of basal insulin by 20-30% and/or add rapid-acting insulin before the largest
meal at 80-100% of the last inpatient dose or 0.1 units/kg in addition to any non-
insulin pre-admission treatments.

Patients who took multiple daily insulin injections (MDI) before admission, discharge
on 80-100% of the last inpatient total daily insulin dose or increase the home total



daily dose of insulin by 20-30% in addition to any non-insulin pre-admission
treatments.

For all subjects with baseline HbAlc >7.0% (53 mmol/mol), non-insulin diabetes therapy
was optimized, defined as using the next higher dose up to the maximum tolerated dose.
Only FDA-approved diabetes therapies were used in the study.



Supplemental Table S2. Outpatient basal insulin dose adjustment

Fasting blood glucose

Basal insulin dose adjustment

If mean FBG > 180 mg/dL for the last 2 consecutive days
and no episodes of hypoglycemia

Increase daily basal dose by 4 U

If mean FBG > 140 mg/dL for the last 2 consecutive days
and no episodes of hypoglycemia

Increase daily basal dose by 2 U

If mean FBG between 100 to 140 mg/dL for the last
2 consecutive days and no episodes of hypoglycemia

No Change

If any FBG between 70 — 99 mg/dl

Decrease by 4 U or 10% of total daily
basal dose

If any FBG < 70 mg/dl

Decrease by 8 U or 20% of total daily
basal dose

If any FBG < 40 mg/dl

Decrease total daily basal dose by 30%

FBG=Fasting blood glucose; Hypoglycemia=typical symptoms (e.g., sweating, tremor, acute hunger,

anxiety) and/or blood glucose <70 mg/dL




Supplemental Table S3. Outpatient prandial/pre-meal insulin dose adjustment based on

subsequent mealtime/HS BG values

Pre-meal Dose, U

BG 70 - 100 mg/dl*

BG 141-180 mg/dl**

<10U Decrease by 1 U Increase by 1 U
>11-19U Decrease by 2 U Increase by 2 U
>20U Decrease by 3 U Increase by 3 U

Pre-meal Dose, U

BG 40-70 mg/dl x 1

BG 180-240 mg/dl x 1

<10U Decrease by 2 U Increase by 2 U
>11-19U Decrease by 3 U Increase by 3 U
>20U Decrease by 4 U Increase by 4 U
Pre-meal Dose, U BG <40 mg/dl x 1*** BG>240 mg/dix 1
<10U Decrease by 4 U Increase by 3 U
>11-19U Decrease by 6 U Increase by 4 U
>20U Decrease by 8 U Increase by 5 U

Pre-meal insulin dose adjustment is based on the subsequent BG value, e.g., pre-breakfast insulin

dose is based on the pre-lunch BG.

* If > 1 of the mealtime/HS BG values for the week were below target.
**[f > 4 of the mealtime/HS BG values for the week were above target.

*** Decrease by 30-40% in the event of severe hypoglycemia (mealtime/HS BG < 40 mg/dl).

BG=blood glucose; Mealtime/HS=pre-lunch, pre-dinner, or bedtime

The above algorithm provides recommended insulin doses and may have been modified based on
clinical judgment of the investigator or co-investigator.
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