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Patient Centered Approach 
to Managing Type 2 DM

1. Discuss a patient centered approach 
to manage hyperglycemia.

2. State strategies to treat 
hyperglycemia from lifestyle to 
medications.

3. Discuss how the unique 
characteristics of patients determine 
the best approach to hyperglycemic 
management.

© Copyright 1999-2012, Diabetes Educational Services, All Rights Reserved.

Web Clinic Details

• To hear presentation, turn on your 
computer speaker or 

• Listen via your phone

• Questions? Please email us after program.

• If you are having technical difficulties, type 
them in the chat room.

• Thank you for joining us!

• No CE’s for Free Webinar

• Discount rate for Online Course – save $10 
© Copyright 1999-2012, Diabetes Educational Services, All Rights Reserved.
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Patient Centered Approach to 
Management of Type2

• It’s Easy to Earn 2.0 CE for $19.99 (save $10)

• This fee includes a complete two hour 
recorded narrated PowerPoint presentation.

• Earn 2.0 CEs

• Just go to Diabetes-Education-University.com. 

• Click left index tab “Medications and Insulin” 
• Choose  “Pt Centered Approach – Meds for Type 2.

• Complete the post test and eval and print out 
your certificate. It's that easy.

Discounted rate ends December 5th!  Order Today!

Management of Hyperglycemia in Type 2
Diabetes: A Patient-Centered Approach

Position Statement of the American Diabetes Association (ADA) and 
the European Association for the Study of Diabetes (EASD)

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

1. 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.

• 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

2. BACKGROUND

• Overview of the pathogenesis of T2DM

- Insulin secretory dysfunction
- Insulin resistance (muscle, fat, liver)

- Increased endogenous glucose production
- Deranged adipocyte biology
- Decreased incretin effect

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

3. ANTI‐HYPERGLYCEMIC THERAPY

• Glycemic targets

- HbA1c < 7.0% (mean PG 150‐160 mg/dl [8.3‐8.9 
mmol/l])

- Pre‐prandial PG <130 mg/dl (7.2 mmol/l)

- Post‐prandial PG <180 mg/dl (10.0 mmol/l)

- Individualization is key:
 Tighter targets (6.0 ‐ 6.5%) ‐ younger, healthier

 Looser targets (7.5 ‐ 8.0%+) ‐ older, comorbidities, 
hypoglycemia prone, etc.

- Avoidance of hypoglycemia
PG = plasma glucose Diabetes Care 2012;35:1364–1379

Diabetologia 2012;55:1577–1596

Figure 1
Diabetes Care 2012;35:1364–1379

Diabetologia 2012;55:1577–1596
(Adapted with permission from: Ismail-Beigi et al. Ann Intern Med 2011;154:554)

ADA-EASD Position Statement: Management of 
Hyperglycemia in T2DM

3. ANTI‐HYPERGLYCEMIC THERAPY

• Therapeutic options: Lifestyle

‐ Weight optimization

‐ Healthy diet

‐ Increased activity level

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

3. ANTI‐HYPERGLYCEMIC THERAPY

• Therapeutic options: 

Oral agents & non‐insulin injectables

‐Metformin

‐ Sulfonylureas

‐ Thiazolidinediones

‐ DPP‐4 inhibitors

‐ GLP‐1 receptor agonists

‐Meglitinides

‐ -glucosidase inhibitors 

‐ Bile acid sequestrants

‐ Dopamine‐2 agonists

‐ Amylin mimetics

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

3. ANTI‐HYPERGLYCEMIC THERAPY

• Therapeutic options: Insulin

‐ Human Neutral protamine Hagedorn (NPH)

‐ Human Regular

‐ Basal analogues (glargine, detemir)

‐ Rapid analogues (lispro, aspart, glulisine)

‐ Pre‐mixed varieties

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

ADA-EASD Position Statement: Management of 
Hyperglycemia in T2DM

Long (Detemir)

Rapid (Lispro, Aspart, Glulisine)

Hours

Long (Glargine)

0     2          4          6          8          10        12        14        16        18        20        22        
24

Short (Regular)

Hours after injection

In
su
lin

 le
ve
l

3. ANTI‐HYPERGLYCEMIC THERAPY

• Therapeutic options: Insulin

Intermediate (NPH)

ADA-EASD Position Statement: Management of 
Hyperglycemia in T2DM

3. ANTI‐HYPERGLYCEMIC THERAPY

• Implementation strategies:

- Initial therapy

- Advancing to dual combination therapy

- Advancing to triple combination therapy

- Transitions to & titrations of insulin

Diabetes Care 2012;35:1364–1379
Diabetologia 2012;55:1577–1596
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Fig. 2. T2DM Antihyperglycemic Therapy: General Recommendations

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

Fig. 2. T2DM Antihyperglycemic Therapy: General Recommendations

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

Fig. 2. T2DM Antihyperglycemic Therapy: General Recommendations

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

Fig. 3. Sequential Insulin Strategies in T2DM Diabetes Care 2012;35:1364–1379
Diabetologia 2012;55:1577–1596

ADA-EASD Position Statement: Management of 
Hyperglycemia in T2DM

4. OTHER CONSIDERATIONS

• Age

• Weight

• Sex / racial / ethnic / genetic differences

• Comorbidities
‐ Coronary artery disease

‐ Heart Failure

‐ Chronic kidney disease

‐ Liver dysfunction

‐ Hypoglycemia

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

4. OTHER CONSIDERATIONS

• Age: Older adults
- Reduced life expectancy

- Higher CVD burden

- Reduced GFR

- At risk for adverse events from polypharmacy

- More likely to be compromised from 
hypoglycemia

Less ambitious targets

HbA1c <7.5–8.0% if tighter 
targets  not easily achieved

Focus on drug safety
Diabetes Care 2012;35:1364–1379

Diabetologia 2012;55:1577–1596

ADA-EASD Position Statement: Management of 
Hyperglycemia in T2DM

4. OTHER CONSIDERATIONS

• Weight

- Majority of T2DM patients overweight / obese

- Intensive lifestyle program

- Metformin

- GLP‐1 receptor agonists

- ? Bariatric surgery

- Consider LADA in lean patients

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

Adapted Recommendations: When Goal is to Avoid Weight Gain

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

4. OTHER CONSIDERATIONS

• Comorbidities

‐ Coronary Disease

‐ Heart Failure

‐ Renal disease

‐ Liver dysfunction

‐ Hypoglycemia

 Metformin: CVD benefit 
(UKPDS)

 Avoid hypoglycemia

 ? SUs & ischemic 
preconditioning

 ? Pioglitazone &  CVD events

 ? Effects of incretin‐based 
therapies

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

ADA-EASD Position Statement: Management of 
Hyperglycemia in T2DM

4. OTHER CONSIDERATIONS

• Comorbidities

‐ Coronary Disease

‐ Heart Failure

‐ Renal disease

‐ Liver dysfunction

‐ Hypoglycemia

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

 Metformin: May use unless 
condition is unstable or 

severe

 Avoid TZDs

 ? Effects of incretin‐based 
therapies

ADA-EASD Position Statement: Management of 
Hyperglycemia in T2DM

4. OTHER CONSIDERATIONS

• Comorbidities

‐ Coronary Disease

‐ Heart Failure

‐ Renal disease

‐ Liver dysfunction

‐ Hypoglycemia

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

 Increased risk of hypoglycemia

 Metformin & lactic acidosis 

 US: stop @SCr ≥ 1.5 (1.4 
women)

 UK: half‐dose @GFR < 45 &  
stop @GFR < 30

 Caution with SUs (esp. glyburide)

 DPP‐4‐i’s – dose adjust for most

 Avoid exenatide if GFR < 30
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ADA-EASD Position Statement: Management of 
Hyperglycemia in T2DM

4. OTHER CONSIDERATIONS

• Comorbidities

‐ Coronary Disease

‐ Heart Failure

‐ Renal disease

‐ Liver dysfunction

‐ Hypoglycemia

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

 Emerging concerns regarding 
association with increased
morbidity / mortality

 Proper drug selection is key 
in  the hypoglycemia prone

Adapted Recommendations: When Goal is to Avoid Hypoglycemia

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

Adapted Recommendations: When Goal is to Minimize Costs

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

4. FUTURE DIRECTIONS / RESEARCH NEEDS

• Comparative effectiveness research

 Focus on important clinical outcomes

• Contributions of genomic research

• Perpetual need for clinical judgment!

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

ADA-EASD Position Statement: Management of 
Hyperglycemia in T2DM

KEY POINTS

• Glycemic targets & BG‐lowering therapies must be individualized.  

• Diet, exercise, & education: foundation of any T2DM therapy program

• Unless contraindicated, metformin = optimal 1st‐line drug.

• After metformin, data are limited.  Combination therapy with 1‐2 
other oral / injectable agents is reasonable; minimize side effects.

• Ultimately, many patients will require insulin therapy alone /  in 
combination with other agents to maintain BG control.

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

• Comprehensive CV risk reduction ‐ a major focus of therapy.

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

ADA-EASD Position Statement: Management of 
Hyperglycemia in T2DM
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Patient Centered Approach to 
Management of Type2

• It’s Easy to Earn 2.0 CE for $19.99 (save $10)

• This fee includes a complete two hour recorded 
narrated PowerPoint presentation.

• Earn 2.0 CEs

• Just go to Diabetes‐Education‐University.com. 

• Click left index tab “Medications and Insulin” 

• Choose  “Pt Centered Approach – Meds for Type 2.

• Complete the post test and eval and print out your 
certificate. It's that easy.

Discounted rate ends December 5th!  Order Today!

Live Courses by the Experts 
Level 1– Becoming a Diabetes Educator 2013

• January 19‐20 & Feb 16‐17 at UCSF

• May 3‐5 in Fresno, CA

Level 2 – Diabetes Educator Courses 2013
• April  11‐13, Modesto, CA

• Sept 18‐20, San Diego CA

• Earn 18 CE’s – qualifies toward CDE

• Plus 6.0 CEs FREE Online Courses

DiabetesEd.net

Diabetes Educator Courses

© Copyright 1999-2012, Diabetes Educational Services, All Rights Reserved.

AADE – The Art and Science of 
Diabetes Self Management Education 

– 2nd Ed

Art and Science

Our Price: $209.00 

Both Books for 
$259

www.DiabetesEd.net

© Copyright 1999-2012, Diabetes Educational Services, All Rights Reserved.
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Diabetes Educational Services

www.DiabetesEd.net

Join us on Facebook.com/Diabetes 
Educational Services

Let us know how we can best serve you 
on your journey
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