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Diabetes Meds for Type 2:
Objectives

1. Describe the main action of the
different categories of type 2
diabetes medications.

2. Discuss using the AACE and ADA
2015 Guidelines to determine best
therapeutic approach.

3. Using the ADA Guidelines,
describe strategies to initiate and
adjust insulin therapy.
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Path to Type 2 Diabetes

i R o7 =
;/: e petes. A atisie
BERVICES

Patti Labelle
"divabetic" --
that's a mix of
diabetic and
diva

Diabetes Education Services© 1998-2015

Page 2



Visceral Fat and Subcutaneous Fat

subcutaneous
Fat

abdominal
muscle layer

visceral
fat

intastines

'Natural Progression of Type 2 Diabetes

Postprandial glucose

1
1
1
Plasma !
Glucose !
! .
' Fasting glucose
126 mg/dL !
1
|
Relative H Insulin resistance
1
b-Cell .
Function ! Insulin secretion
1
1
1

-20 -10 0 10 20 30
Years of Diabetes
—

Prior to diagnosis After diagnosis

Diabetes Education Services© 1998-2015

Page 3



Patient Centered Approach

“..providing care that is respectful of and responsive to
individual patient preferences, needs, and values -
ensuring that patient values guide all clinical decisions.”

® Gauge patient’s preferred level of involvement.

* Explore, where possible, therapeutic choices.
® Utilize decision aids. v%

* Shared decision making — final decisions re: lifestyle
choices ultimately lie with the patient.

Diabetes Care 2012;35:1364-1379
Diabetologia 2012;55:1577-1596

ADA-EASD Position Statement: Management of
Hyperglycemia in T2DM

Approach to the management
of hyperglycemia
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Figure 6.1—Depicted are patient and disease factors used to determine optimal A1C targets. ADA Sta n d a rd S

Characteristics and predicaments toward the left justify mare stringent efforts to lower A1C:

those toward the right suggest less stringent efforts. Adapted with permission from Inzucchi
st (85 of Care 2015
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Other Considerations

» Cost

» Hypoglycemia

» Age

» Weight

» Comorbidities
» Kidney disease

» Heart disease — CHF, CAD
» Liver dysfunction

ADA-EASD Position Statement: Management of Diabetes Care 2012;35:1364-1379
Hyperglycemia in T2DM Diabetologia 2012;55: 1577-1596

Glycemic Targets - ADA

» Adult non pregnant Alc goals s o

—

» Alc<7% - areasonable goal for
adults.

» Alc<6.5% - may be appropriate for
those without significant risk of
hypoglycemia or other adverse effects o |
of treatment.

o OIS
evols

» Alc < 8% - may be appropriate for
patients with history of hypoglycemia,
limited life expectancy, or those with
longstanding diabetes and vascular
complications.
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GOALS FOR GLYCEMIC CONTROL

A1c<6.5% Alc> 6.5%

For healthy patients Individualize goals

without concurrent for patients with
illness and at low concurrent illness
hypoglycemic risk and a,t rlsk for

Copyright © 2013 AACE Maynot be i farm withaut expon i o from AACE
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Antihyperglycemic Therapy — 1%t Step

» Activity

ADA-EASD Position Statement:
Hyperglycemia in T2DM

» Lifestyle Changes
» Weight control
» Healthy eating

Management of

Diabetes Care 2012;35:1364-1379
Diabetologia 2012;55:1577-1596

Class/Main Action

Biquanides

« Decreasa hepatic glucose
output

= First line mad at diagnosis
of type 2

Sulfonylureas
« Sfimulates sustained insulin
releasa

DPP — 4 Inhibitors

= “Incretin Enhancers”

+ Prolongs action of gut
hormones

- Increases insulin secrelion

Name(s)

Oral Diabetes Medications 7.4 S

Daily Dose Range

. , | 500-2500mg
wtiormwn (Cicophage) | {usually 21D wimeal]
Extended Release-XR | (1 daily widinner)
{Gluncphags XR) | 500 - 2000 mg
(Glumetza) | 5002000 mg
(Fortamet) | 500 - 2500 mg
(Micronaze, Diabeta) 125-20mg
{Glynase} 0.76-12mg
glipizide: {Glucotrol) 2.5-40 mg
(Glucolrol XL) 25-20mg
glimapiride (Amaryl) 10-8mg
sitagliptin (Januvia) , (??nm: kidnay?)

| Upto §ma dall |
sagon ooy | SIS, |
| 8 mg daify |

linagliptin (Tradjenta)

| [eiminated via feces)

+ Delays gasiric emptying

alogliptin (Nesina)

[ 25 mq once dally

| (eiminated via kidney)
More medications on back. Nate: These meds are for pegple with Type 2 dizhetes and shoutd not be used during pregnancy. Content is for sducational
purposes only: please consult presaibing information for detafls

]

Considerations

| Side eflecte nausea bioating, diarthea Use |

XR to minimize. Lactic acidosis precaution;

| avoid in pts with creal >1.4 women, 1.5 men,

during illness or surgery. Benefits: decreased
chalestarnl, no wi gain or hypoglycamia
Lowers At 1.0% - 2.0%.

Can tzke once or twice daily before
meals. Side effects include hypoglycemia
and weight gain. Eliminated via kidney.
Caution: Glyburide most likely to
cause hypoglycemia.

Lowers Afc 1.0% - 2.0%.

| #if creatinine elavated, see pkg insert for
| desing info. No wi gain or hypoglycemia

Side effects include nasopharyngitis,
headache and upper-respiratory tract

| infection. Report signs of pancreatitis

(abdomingl pain, nigusea, vomiting),

| Lowers Alc 0.6% - 0.8%

REV123014 @212
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Class/Main Action

SGLTZ Inhibitors
+ Decrease glucose
reabsorphion in kidnays

Canaglifiozin (Invokana)
Dapagiifiozin (Farxiga)

Daily Dose Range

100 - 300 mg 1x daily
9-10 mg 1x daily

A Drabetes PockerCard™ from Drabetes Educaton Sernces
Considerations

Faor all, monitor /P, K+ and renal function. If
GFR<4§, stop Invckana. If GFR<60, stop Farxiga
Do not start pis w/ GFR<45 on Jardiance.

Side effects: hypolansion, UTIs, increasad
urination, genital infections. Aveid Farxiga in pts

* “Glucoretic® Empaglifiozin (Jardiance) | 1025 mg 1x daily w/ bladder cancar.
Lowers Alc 0.7% - 1.5%, lowers wi 1-31bs.
Thiarolidinediones : _ Black Box Waming: TZ[s may cause or worsen
“TZ0s" piogltazone (Actas) 15 - 45 myg daily CHF. Manilor for edema and weight gain. Increased
+ Incraase insulin rosightazane (Avandia) 4§ mg daily penpheral Iracture risk. Actos may increase risk ol
sensitivity bladder cancer. Lowers Alc0.5% - 1.0%
cioo s A 0 Start low dose, increase at 4-8 w intervals to decrease
c,’hs‘;ﬁ.s'g:;e a[l:;io'ub‘::;:s xmﬁgﬁm gﬁ 100";? ::;E;; Gl effects. Caution with liver or kidney probiems. In case
af ™ il {Byse ™3 of hypo, treat wi glucoss tabs. Lowers Atc 0.5- 10%
Dopamine Raceptor | bromocriptine mesyfate— Take within  hrs of waking. Side eflects. nauses,
Agonists Quick Release ‘7 Ee:g - “;‘Y headache, faigue, hypatension, syncape, somackence.
+ Resals circadian tythm | (Cyclose) e Lowers Atc 0.6% - 09%

Meglitinides
+ Stimulates rapid insulin
burst

repaglinide (Frandin)

0.6 -4 mg wimeals
(metabolized in liver)

Take before meals, Side eflects may include
hypoglycemia and weight gain.

nateglinide (Starix)

60 — 120 mg wimeals

(eliminatad via kidney)

@mﬂ/effé éymﬂﬂ&b

Lowers Alc 1.0% -2 0%

\Visit DiabetesEd.net

Diabetes Education Services
(330) B93-3635

Bevery Dvck Thomassian

RN, MPH, BC-ADM, COE

Class/Main Action

GLP-1 Agonist

“Incretin Mimetic™

+ Incraases insulin
release with food

+ Slows gastnic
emptying

+ Promotes satiety

+ Suppresses glucagon

Lowers A1c 0.5 - 1.6%

Wi loss of ~ 3ibs

Amylin Mimetic

+ Slows gastric
emptying

+ Supresses glucagon

+ Promotes satiety

Lowers A1c 06— 1%

Name

exenatide {Eyeta)
exenatide XR (Byduraon)
liraglutide (Victoza)

albiglutice (Tanzeum)

dulaglutide (Trulicity)

pramlintide (Symiin]

Dose Range
5 or 10 meg BID (renally excreted)
2my 1x 3 week (renally excretad)

0.6 - 1.8 mg daily
30 and 50 myg
1x a week pen injector

0.75and 1.8 mg
1x @ week pen injector

Type 1: 15 - 60 mex;
Type 2. 60 - 120 meg

Immedialely before major meals

Side effects for all:

Nausea, vomiting, welght loss, injection
site reaction. Report signs of acute
pancrealitis {severe abdominal pain
vomiing}, stop med.

Black box: Thyroid C-cell tumor
warning for liragiutide, exenafide X,
albiglutide, and dulaglutide {avod

if famity history of meduliary thyroid
cancer, nolify MO of hoarseness, throat
lumip]

For Type 1 or 2 on insulin.

Black box warning: severs
hypoglycamic risk 3 hrs post injection.
Prevent hypoglycemia, decrease insulin
dose when starting pramlintide. Side
effects: nausea, weight loss

The wformation listed here are general gudslines only; pleese consult presarbing miormation for detals,
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Multiple, Complex Pathophysiological
Abnormalities in T2DM
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Life Study

» 61 year old overweight woman with type 2
diabetes 3 months. Has been trying to control
diabetes with diet and exercise. GFR in 90s.
Worried about weight gain.

» Most recent Alc 6.4%

» ADA

» AACE

» Cash pay
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ADA Step Wise Approach to
Hyperglycemia 2015

achieving Alc goal

» Start with lifestyle coaching

» When lifestyle alone is not

— Metformin
should be added at, or soon after
diagnosis (unless contraindicated).

» Metformin has a long standing
evidence base for efficacy and

safety, is cheap and may reduce CV
risk.

Mono- Healthy ealing, weight control,

therapy
EMicacy
Hypo risk
Weight 8
Side atfects |
Gaats”

I ATE B ot achiewed after -3 moaths of

ADA Standards
of Care 2015

any upeeific prafarence  choe dapendent on 4 varety of

Brocesd io g
patient. snd diseass speeiic faetors):

+
| nsutin (basal)

v

= :
injectable
therapy’
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When goal is to avoid weight gain

» These meds are weight neutral
=]

» Metformin

» DPP-IV Inhibitors: Januvia, Onglyza,
Tradjenta, Nesina

» Acarbose

» These meds associated with wt loss

» GLP-1 agonists (Byetta, Bydureon, Victoza,
Tanzeum, Trulicity)

» SGLT-2 Inhibitors (Canagliflozin,
Dapagliflozin, Empagliflozin)

» Symlin (Pramlintide)

When goal is to minimize cost

» Go generic.

» Oral Meds -Metformin and Sulfonylureas

» Walmart offers 3 mo supply of following meds for ~ $10
» Metformin and Metformin XR
» Glipizide, Glyburide, Glimepiride

» Insulins — Oldies but Goodies
» NPH, Regular, 70/30 mix
» $25 avial at Walmart — ReliOn
» Vials and needles cheaper

Diabetes Education Services© 1998-2015 Page 11



@ Merformin

@ GLr1RA DUAL

THERAFPY

INSULIN
+ OTHER
AGENTS

TRIPLE
THERAPY

ADD OR INTENSIFY INSULIN

LEGEND

T Basalinaulln |
o a0

rera | @

= Order of medications listed are & coggested hierachy of usage

** Based upon phase 3 clinical wials data

I P RO GRESSION OF DISEASE I

Copyright © 2013 AALE May nat be ity farm wit i froum AACL

Life Study

» 54 year old smoker, creatinine 1.2, BMI 27. Not
checking BG, even though he has glucose
meter. On Metformin 500mg BID for past 4
months. Had bad experience with
hypoglycemia on glyburide.

» Most recent Alc 7.9%

» ADA
» AACE

Diabetes Education Services© 1998-2015
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When goal is to avoid Hypoglycemia

» Avoid sulfonylureas

» Careful insulin dosing

» May need to up adjust glucose goals
» Monitor kidney function

» Reinforce for patients on insulin to “TIE”
» Test
» Inject
» Eat

N Healthy eating, weight control, incre: cal activity, and diabetos od 1
therapy Metformin
Efficacy’ I high
i | o risk
w8 iy 305 ADA Standards
Side afects | Bl lactic acidasis
Gaats” e how
I ATE Bargret rof acheeved after -1 months of procesd 10 Ty Of Ca re 2015
any ipeeifie prolorsmos  Shovce dependent on 4 varibly of palient sad disesss speeilid factors)
+ + + +
Dual . i | oPP4a SGLTZ BLA-1 reeoptod] | nsutin (basal)
tharapy' e - || | inhibitor inhibitar agonist
Efficacy’ ah Inbermediate InbaeEe AT
Hypo risk rato aw risk low rink T rink
Weight ain neutral Toss.
Sida attects B in s, HF, B rare G, dehydratian
e O - . L B
, sl Ay, (s esd K g
any ypeeific preference — shoire depamdent on 2 vaviety of paser- and disease speoic
v . Tﬂﬁovmh
Triple nPP.4 BGLT2
inhibitor inhibitar
therapy i v
su_ | su_|
P e | T |
or§ SGLT24
v
e~ 3
injectable Basal insulin + [SELEEETE] or
therapy’ — —
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GLYCEMIC CONTROL ALGORITHM

ENTRY Alc = 9.0%

MOMOTHERAPY®
@ Merformin
& GLr1RA

DUAL THERAPY"

DUAL
THERAFPY

INSULIN
+ OTHER
AGENTS

TRIPLE
THERAPY

ADD OR INTENSIFY INSULIN

LEGEND

= Order of medications listed are & coggested hierachy of usage
“* Based upon phase 2 dinical wials data

I P RO GRESSION OF DISEASE I

Copyright © 2013 AALE May nat be ity farm wi i froum AACL

Life Study

» 71 year old woman with type 2 diabetes for
past year. BMI 24. Has been trying to control
diabetes by limiting carbs and exercise. Creat
1.6. Good social support.

» Most recent Alc 8.6%
» She has great insurance or
» She is cash pay, hates needles

Diabetes Education Services© 1998-2015
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Older Adults Con5|derat|ons

polypharmacy

* More likely to be compromised
from hypoglycemia

v'Less ambitious targets
D v'Alc <7.5-8.0%
v'Focus on drug safety

. Reduced life expectancy
* Higher CVD burden

* Reduced GFR
e Atrisk for adverse events from

Diabetes Care 2012;35:1364-1379
Diabetologia
2012;55:1577-1596

Uncontrolled
hyperglycemia
(catabolic features,
BG 2300-350 mg/dl,
HbAlc 210-12%)

pinjectable
therapy”

M Healthy eating, weight control, increased physical activity & diabetes education
ono-
therapy Metformin
Efficacy’. _ hagh
Hypo risk low risk
wmghl neutralfoss
&1/ lactic ackosis
Metfnrm:n o
intolerance or I IBATC TagEL MOT Bohlieved after-- 1 mantts of monothersny, pracesd B 2y comblnation (orier NOLMESN T denate
contraindication ot ol g gt
o L =
B Medomm in Medormn Medarmin Metform In WMedermin Matformin
+ + + + + +
Sulfonylurea Thiazolidine- DPF-4 SELTZ GLP-1 receptol Insulln (basal)
dlone Inhikitar Inhikltar agonlst
high _high intermediate __d [ intermediate ... 4§ nigh .14 | highest
risk o risk Tow risk low risk lowi risk_......_. . Lhighdsk_.__.]
gain oain neutral loss gain
L | ypoglycemia . __ | edema. HE fxs _H . rare =11} Iy .| hypogly cemia_..;
L. lew 1% —....... high nigh . A variabie._..

FifATe Tamer nor echieved affer--1 moa tha of JUE term0y, prceed 10 kaiig comb#azon (arder not =N denaze

any specilic prefersace - cheice dependent on 3 vavisly of patiens- & disease-specific fadars,).

Metformin Metformin Wetformin Metformin Metformin WMetformin
+ + + + + +
Sulfonylurea | Thiazolidine- DPP-4 SGLT-2 GLP-1 receptor] Insulln (kasal)
diens Inhlbker Inhlblter agonlst
ap+ + + + i
I TZ0 I su SU I sU U I
or | DPPa-i I or| DPP-4-i ol TED I or | _TED ol D I or] DPP4-i
or | SGLTZi I or| SGLTZ I or | DFP-4-i ar or| SGLT2

o[z

' TErfET 10 T BoievEd after
i OF {3 0 0 REmATy TR hasal euin, a0 G P--RA b meime: i, i o

cr'l Insulin® I

orl Insulin® I

-1 mantha of e thevepy and padent (1) on i combinazion, move m ijactebes, [2) on CLMN-T R4, agd

NI Y [RIRE AT g TP 0 Sid To4r

Metformin
+

Basal Insulin + LLIEUGCITHTTE or GLP-1-RA

Dhabarss Cove 2015, 38:140-143; Dichetcloma 2015;10.1 077/500125-014-34504
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GLYCEMIC CONTROL ALGORITHM

ENTRY Alc = 9.0%

MOMOTHERAPY®
@ Merformin
& GLr1RA

DUAL THERAPY® DUAL

THERAFPY

INSULIN
+ OTHER
AGENTS

TRIPLE
THERAPY

ADD OR INTENSIFY INSULIN

LEGEND

W hehve £4ints 1 h caution
e A. Use with caution

= Order of medications listed are & coggested hierachy of usage
“* Based upon phase 2 dinical wials data

I PROGRESSION OF DISEASE

Copyright © 2013 AALE May nat be ity farm wi frum AACL.

What next?

» 69 year old male, BMI 31, on
Metformin 2000mg a day and
Glipizide 40mg a day.

» A1lc 9.1%. Creat 1.2

» Ptis obese, 11 yr history of
diabetes
» What next?
» Insurance

» No insurance

Diabetes Education Services© 1998-2015
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Healthy eating, weight control, increased physical activity & diabetes education

Metformin
nugh

low risk
neutralfioss
@l { lacfic acidosis

Metformin

o,

intolerance or

I IBATC TagEL MOT Bohlieved after-- 1 mantts of monothersny, pracesd B 2y comblnation (orier NOLMESN T denate

3 Ll i —r:huiia [ e ul pwadivnn- & i fie: Gnanis):
contraindication
Netform In Madormin Netlorm In WMetformin WMetform In
+ + + + +
Sulfonylurea DPF-4 SELTZ GLP-1 receptol Insulln (basal)
Inhikitar Inhikltar _agonlst |
high_...... intermediate __{1 | intermediate . high.
LE low risk lowr risk lowi rigk_....
gain neutral loss loss
... hypogly cemia L.are =11} Iy B ] I
- e high nigh ..__. A i
FifATe Tamer nor echieved affer--1 moa tha of JUE term0y, prceed 10 kaiig comb#azon (arder not =N denare
any specilic prefersace - cheice dependent on 3 vavisly of patiens- & disease-specific fadars,).
Metformin Metformin Wetformin Metformin Metformin
v + + + + +
i Sulfonylurea | Thiazolidine- DPP-4 SGLT-2 GLP-1 receptor!
;;:'ple inhibkor inhibiter agonlst
orapy ot g + + +
I TZ0 I 3U I su su I
or | DPPa-i I ol TED I or | _TED ol D I
| or Lotz | or Lorrs: f] | o]

Uncontrolled
hyperglycemia
(catabolic features,

ﬂr’l Insulin® I orl Insulin® I

BG 2300-350 mg/dl,
HbAlc 210-12%)

M7E TErgET ma T BoieyEd

Afrer- -1 mantha of IMe Therepy
mmrnc:r-un 0OF {3 0 0 pTmATY T ks Mauin A G P

Vv and paden (1) on iai combinazion, move o jacTebes,
AR 0 Mo ST, in eI PRI eonsine adiing TT0 o S T

Metformin
+

Combination
pinjectable
therapy”

GLYCEMIC CON’

ENTRY Alc = 7.5%

MONOTHERAPY"

DUAL THERAPY"

T Maaltime Insulin Y3

— Diaborss Cavs 2015,36:140-143; Disbesloga 2015;10.1077/500125-014-5

ITROL ALGORITHM

ENTRY Alc = 9.0%

Oieder o medications listed are & soggested Bierarchy of ussge
“* Fased upon phase 2 rlinical wials data

Copyright © 2013 AALE May nat be

I F R OGRESSION QF

DUAL

THERAFPY INSULIN

+ OTHER

TRIPLE AGENTS

THERAPY

orra | @
Colosowelam ()
| Bromocriptioe O (8)

ADD OR INTENSIFY INSULIN

LEGEND

D IS E A S E N

i farm with,

1 frum AACL.
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Case Study

» 70 yr old, weighs 100kg

» History of CABG, tobacco
» Alc—11.3%, BG 400-500 for past weeks
» Insulin — 100+ units Lantus at hs (solostar)

» Oral Meds: Metformin, Invokana

» Pt can’t afford Lantus insulin pen — what other
option?

Drabites Slocation £,
Effective
Action Insulin Name Onset Peak Duration Considerations
noid A Aspart (Novolog) Bolus insulin
apid Acting . ) I frer-meal
f Lispeo (Humalog 5-15min  30-90 min < Shes owers & 3
Bolus ""¥% ol ! glucese, Efficacy
Glulisine (Apidra) reflacted n post-
ShotAcing | Regular W-60mn | 2-3ws | 5-8hs |00
Basal msuln
Intermediate  NPH 2-dhrs £-10hs  10-16hs | controls BG hetwean
Deetemir (L ) 3-8hre No paak 6-Mh meals and HS
Basal L r (Levemir) s D s Hifwy reflecindin
Glarging (Lantug) 2-dhre Na peak 20-Mhre | fasting BG.
Novolog® Mex 7030 Side erfe(_:ts:
7030 = 70% NPA + 30% aspart hypoglycemia
Int -
e N 5-15mn  Dualpssks 1016k | Weshigain
Bolus ™ 75025 = 15% NPL + 25% lispro Typical dosing
A 50/50 = 50% NPL + 50% lispro range: 0.5-1.0 unite/
Basa Combo of NPH + R by iy e
bibeiiiuih mi +Heg o By
mermediat® 7130 - 70% NPH + 30% Reg 0-8min  Oulpeaks | 10-T6hs | Cog coor oot
oL 50/50 = 50% NPH + 50% Reg ok
Adapted from Amenican Assodation of Qinical Endoainalog delines 2007. Because insulin sction tmes can vary with each infection. time periods
listed here are general guidelines only: plesse comsult prescribing information for details R ot S
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Walgreens

$92
$92
$92
$220
$217
$246
$300

$221

Costco
$99
$99
$101
5178
$178
$178

$300

kost Per Vial in Northern CA
Per vial cost Walmart
Regular Insulin $25*
NPH $25%
70/30 $25%
Humalog $200
Novolog $197
Apidra $180
Levemir $300
Lantus $226

$206

(o 0 B LY 5
s Jiadetes - Aucativie
BERVICES

Case Study

» 70 yr old, weighs 100kg
» History of CABG

» Metformin 1000mg BID

» Alc—11.3%, BG 400-500 for past weeks
» Insulin — 100+ units Lantus at hs (solostar).

» What is max basal insulin should he be on?

(o 0 B LY 5
s Jiadetes - Aucativie
BERVICES
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FIgUrE 3. e
e Basal Insulin

Approach 4 52l 4t FretanT <~

- FUETNIHTELIN a%ent]
to starting |

-
& adiusting B T TR o o o e s T
= i a v diaet 10 5% or 24 pnceTaloe vl 10
insulin in i R L
«Tarh | 2 & £30ress DELS

T2DM Wot;oa?;r :u:r:;nc’[w—ziﬂ'\'.. S

Add 1 rapid insulin® injections
before largest meal

Change to

¢ v Start 44 0.1 Uk o 10% bEsal dose.
Afe<ify, comskler & ass oy SEME AMOU.
= hdjust 4 dosa by *-2 U o0 40-10% once-
beaizze R BT TERTE
=i and address causs
oy 24U o 10203

Add =2 rapld Insulin” Injectlons
before maals |'basal-bolus’ )

A=, 2onslces ¥ basal oy sEme amourt.

= ndmst  doss by 12U or W-10% orcece
ezl bo adies = S G tanga.

= Fut hypa Deloming and codess s,
W comespordne dose by 240 o0 0%,

O star 52, U1 Uk, or 105 sasz cosemealt b Y

law

mad.

Bars  Flasibility more flaxible

Case Study

» 70 yr old, weighs 100kg
» History of CABG

» Alc—11.3%, BG 400-500 for past weeks
» Insulin — 100+ units Lantus at hs (solostar)
» Metformin 1000mg BID

» What is max basal insulin should he be on?
» 100kg x 0.5 = 50 units a day

» What can we do next to improve BG?
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Case Study

What is max basal insulin should he be on?
» 100kg x 0.5 = 50 units a day

» What can we do next to improve BG?

» Add GLP-1 (Exenatide, Victoza, Trulicity, Tanzeum)

» Add bolus insulin to largest meal

» Switch him to 70/30 insulin ac breakfast and dinner
» Total previous basal dose — 100 units
» 2/3in am — 65 units am (43 NPH and 22 regular)
» 1/3 pre dinner — 35 units pm (23 NPH and 12 regular)
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Case Study

» 70 yr old, weighs 100kg
» History of CABG, tobacco

» Alc—11.3%, BG 400-500 for past weeks
» What will inform you of how to proceed?
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Critical Points

» Individualize Glycemic targets & BG-lowering

» Diet, exercise, & education: foundation T2DM therapy

» Metformin = optimal 1st-line drug.

» After metformin, data limited. Combo therapy reasonable
» Ultimately, many T2 patients will require insulin therapy

» All treatment decisions should be made in conjunction with
the patient (focus on preferences, needs & values.)

» CVrisk reduction - a major focus of therapy.

ADA-EASD Position Statement: Management of
Hyperglycemia in T2DM

Diabetes Care 2012;35:1364-1379
Diabetologia 2012;55:1577-1596

» Have fun tonight
» Reps here tomorrow

» Not too late to sign up
for Adv Assessment

Diabetes ucation
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