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Meds for Type 2 DM — A
Patient Centered Approach

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.

4. State the different approaches to
glycemic control
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» To hear presentation, turn on your 5&_]
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.

e Thank you for joining us!
* No CE's for Free Webinar
» Discount rate for Online Course — save $30
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Meds and Insulin Bundle —
9.0 CEs —Save $30

« It's Easy to Earn 9.0 CE for $59.00 (save

$30)
@ + This fee includes 5 recorded narrated
4 PowerPoint presentations

*« Earn 9.0 CEs
+ Just go to DiabetesEducationUniversity.com.
« Click left index tab “Medications and Insulin”

 Enter coupon code patient in the shopping
cart.

Discounted rate ends Aug 30th! 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)

American Diabetes Care 2012;35:1364-1379
A Diabetes Diabetologia 2012;55:1577-1596 EASD
.Association,

A Dlabotes ADA-EASD Position Statement: Management of EASD
Rssaciation. iai >
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
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Diabetologia 2012;55:1577-1596
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A sy ) ADA-EASD Position Statement: Management of EASD

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

- Increased renal glucose reabsorption

Diabetes Care 2012;35:1364-1379
Diabetologia 2012;55:1577-1596
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A [y ) ADA-EASD Position Statement: Management of EASD
Hyperglycemia in T2DM
3. ANTI-HYPERGLYCEMIC THERAPY f
* Glycemic targets "@

- HbA1lc < 7.0% (mean PG ~150-160 mg/dI [8.3-8.9
mmol/1])

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

- Post-prandial PG <180 mg/dI (10.0 mmol/I)

- 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

© Copyright 1999-2013, Diabetes Educational Services- DiabetesEd.net Pg 3



Approach to management

of hyperglycemia: more less
stringent stringent

Patient attitude and highly motivated, adherent, less motivated, non-adherent,
expected treatment efforts excellent self-care capacities poor self-care capacities

|

Risks potentially associated  low high
with hypoglycemia, other

adverse events

Disease duration newly diagnosed long-standing
Life expectancy long short
Important comorbidities absent fow mild sovore

|
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Established vascular absent few) mild severe
complications
Resources, support system  readily available limited
Diabetes Care 2012:35:1364-1379)
Figure 1 Diabetologia 2012;55:1577-1596]
{(Adapted with permission from: Ismail-Beigi et al Ann Intern Med LR

ity ADA-EASD Position Statement: Management of
Association.

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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Healthy eating, weight control, Increased physical activity

Initial drug
monotherapy Metformin

Efficacy (4 HoATe) T high-

Hypogiycomia lowrisk

Waight neutralless

‘Sice offects Gl lactic acidosis

Costs. low.

At diagnosis, a highly motivated patient
with a Alc near target (<7.5%) could try
lifestyle for 3-6 months before starting
metformin therapy.

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

2. T2DM Antihyperglycemic Therapy: General Recommendations
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AACE COMPREHENSIVE DIABETES
MANAGEMENT ALGORITHM
Zi00183

TASK FORCE Martin J. Abrahamson, MD George Grunberger, MD, FACP, FACE
Joshua l. Barzilay, MD, FACE Yehuda Handelsman, MD, FACP, FACE, FNLA
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FOR GLYCEMIC CON

Alc<6.5% Alc>6.5%

For healthy patients Individualize goals
without concurrent for patients with
iliness and at low concurrent illness
hypoglycemic risk and at risk for
hypoglycemia

O PREDIABETES ALGORITHM

IFG (100-125) ‘ IGT (140-199) I METABOLIC SYNDROME (NCEP 2005)

LIFESTYLE MODIFICATION

OTHER CVD ANTI-OBESITY ANTIHYPERGLYCEMIC THERAPIES
RISK FACTORS THERAPIES FPG > 100 | 2 hour PG > 140

1Pre-DM Multiple Pre-DM
CVD Risk Factor NORMAL Criterics Sxtterly
Modifications Algorithm GLYCEMIA
ingrrsion l

Low Risk
OVERT Intensify Medications.
DIABETES
L If glycemia not normalized,
H’_:G:.IKT: - <consider with caution
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GLYCEMIC CONTROL ALGORITHM
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** Based upon phase 3 dinical trials data

LEGEND

we A Usewih caution

I P ROGRESSION OF DISEASE—

8/22/2013

Oral Diabetes Medications ok e #

Class/Main Action Daily Dose Range Considentions
Biguanides. metiomi (Blucophage) | 00-200Mg Tak cauticn F crob .4 warnen, >1.5 men,
¢ BRy F , >80 yrs, binge drinker, lver
oufut Extended Rektass-XR (fxdaly widnoss diseass, durng IV dye study, Iress. Bminated
Amesican Diabtes Associafon | (Gluzophage JR) 500-2000mg viakidney. Sidk efiacts inchids nausea, B12
meommends stad at dagrosis | (Glumetza) 00-2000mg dabeisrey, bloating diarthea. Take w! meals.
pryvyy [Fertamst) £00-2500mg Lowers Ale 1.0% - 2.0%.
dhyburide: (e m“mwﬁu.:gﬁh;:w
(Micrcnase, Disbeta) | 1.25-20mg includs hypoglycamia and weight
(Glynase) 075-12mg i i@ bi
Stmuatss sustsinedinsulin | dipizde: h Tk Mokl o o sharach
- k] b Taka Giucetrol XL wih frst meal.
gimeginids (Amay) | 1.0-8mg Lowsrs Afc 1.08-2.0%.
sogiptn Genuia) | OPARY W cratinie elevaied, e pg insert for
oPP-4 e ginfo. Nowtgain or fypoghy Sida
A bkl it pio & mg effects includ heryngiis, headach
e A s [SIR
i B Nt il signs of pancreatiis (sbdominal pain, nausea,
o i nagliptin (Tracjerts) m:-m vomiing).
it i 26 mg orce.
slogiptin (Nesina) m .u”’ Lowsrs Afc0£%-0.8%.
o back No: Thase pecp wih Type
e ploase conul infomaty revIany 1013

A (abdes FocABICET” hom DEDAISS EJUIIDN Snicas

Class/Main Action Name(s) Daily Doso Range  Considorations

Moritor BF, K+ & renal furction. If eGFR 45-60,
ﬂw“‘ 1001030 mg e .| 907t exc8ed 100 mgday Dot se # eGFACES.
mabsorpiion in ki Canaglffazin (nvokana) Mn&u:ﬂ Side effects: hypotension, UT], increasad urinagon,
el e " genital yeast infections. Lowers Atc 0.7%-10%, wt
s ; foss of 13 Bs.
pogitazne (Actos) 1545 mgdaly ing: TZ0s may o CHF.
ER—— Morito ot edema and weight gain Increased pecphersl
- - i (Avanda) -mgdaly single o combo med. Actos may increase risk of
" biaddsr cancer.
Lowers Afc 05%-1.0%
Take witin 2 frs of waking, Start af coe tab daly, rcrease
Dopamine Receptor bomociptne mesylte—  |15b 48 mgaday 0.8 mg each wh s fokrated. Side effects: nausea.
Rosets creadan hythm Quick Relase ‘0 (Cyclosat) | (each b 0.8mg) m;mw:rwm
Ghocosidase bhbllon | acadose [Proose) 25400 o | Start with low dose, increase af 48 wk intervals to
o ———— |Lowers Atc 05%-4.%. i
y repaginids (Prandn) 05-8 mg wineals Take before meals. Side eflects may include
Megiitinides (metaboized in liver) &nd weight gain
: e AL ke rateginids (Starix) £0-120 mg wimeals
it %
L (smiraind vi iwy) | LTV AT 10%-20%.

Diabetes Education Servces
{530) 8938625

Vmé‘m |  Diabares Eduotion Visit DiabetesEd.net Bisverty Dycx Thomassle:

N, MPH, BCADM. CDE
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A Diabefes PocketCard™
from Diadotes Education Semices
Class/Main Action Name Dose Range Considerations
Incretin Mimetic - exenatide 5-10 mog BID Ilargion ok i
Stimuates ghicose (Byetta) {renall excreted) m‘"nm“f,s“'m, =°32"¢'n”"n'.'§"°
dependent insulin release, XR: 5Q ini
slows gastric emptying, msowmwnm{
e g 5 ; Side effects for all: Nausea, vomiting,
promoes satiety, exenalide (XR)  2mg weightloss. Reports signs of
1o wt loss over time. extended release  Once a week pancreais (: mﬁi‘
Fo:Typazaor?( (Bydureon) (renally excreted) vorniing) m”m"‘" 1
Lowers Alc 0.5~ 1.6%. Black box liraglutices "
- wk coalwnm(mdtam hsmy
raglutid ?ggﬁ:::mm thwwmdww, %
(Victoza) 1.8 mg dally (max doss) _ hoarseness, throat
Amylin Mimetic e : ForTypelanmhuin.le
Slows gastric emplying, P‘P“-‘-‘) “""‘9' decrease insulin

cemia,
pramiinbde
{Symin) Mbﬂmm}w mmsmmmumsm

The information Ksted here are general Quidedi : please consult for cetails

‘promoles satiely.
Lowers Alc 0.5~ 1%.

Diabetes Education Services
(530) 893-8635.

Baverly Dyck Themassan
Diabetes hucation o e

Visit DiabetesEd.net

PROFILES OF ANTIDIABETIC MEDICATION

GLP-1RA | TZD ¢ |co [ SU | insuLin 2 | PRAML

Moderate

Neutral

Neutral

Neutral

MNeutral Neutral & Intections JUEREH]

Neutral Meutral

Neutral Moderate Neutral

Neutral | Neutral Neutral | Neutral Newtral | Neutral | Neutral
Benefit Neutral
Moderate N
Neutral [ Neutral | Weutral | Bone | Meutral | Neutral | Neutral | Neutral | Neutral Neutral
Bone Loss
‘ Bl Few adverse events or possible benefits usewithcaution ] Liketihood or adverse effects |

Copyright © 1013 AACE Moy

| Healthy eating, weight control, Increased physical activity
Initial drug
monotherapy L
Efficacy (4 HoATe) T high-
Hypogiycomia lowrisk
Waight neutralloss
‘Sice offects Gl lactic acidosis
Costs. low
et
Metformin Metformin Metformin
Two drug ~ { ,-:_ -
combinations® Sutomyurest | [ | Priater
eyt Nigh o | nign intarmaciate
moderata sk | lowrisk. low risk
gain. | gain neutral
n..a.u..n«uq hypoglycemial || edema, HF, txs0 sl
= i oo

Diabetes Care 2012;35:1364-1379
Diabetologia
2012;55:1577-1596
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g 2. T2DM Antihyperglycemic Therapy: General Recommendations
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Diabetes. ADA-EASD Position Statement: Management of EASD
. Hyperglycemia in T2DM xS

3. ANTI-HYPERGLYCEMIC THERAPY
* Therapeutic options: Insulin

- Human Neutral protamine Hagedorn (NPH)

- Human Regular
' | -Basal analogues (glargine, detemir)
*‘EA, - Rapid analogues (lispro, aspart, glulisine)

- Pre-mixed varieties

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

A
)
Dhabetes Ehecatum %
Action Insulin Name Onset Peak Effective  Considerations.
Aspart (Novolog) Bolus insulin
BapHAZ00 || o (Hurmalog) 5-15mn | 30-80mn  <Sh  lowors ahor-moal
Bolus | Antlogs glucose. Efficacy
Gluisine {Apidra) refiected in post-
s meal BG.
ShortActing | Reguiar 2-60mn | 2-3hs | 5-8hs gt
Intermediale  NPH 2-4bes | 4-10hs  10-18hrs mm“mlh
Basal Long Ack Detemir (Levemir) 3-8hrs Nopeak  6-24hws Mgm.‘
- Gumu.;u) 2-4hrs | Nopeak  20-24Mhs ““Wm
Novolog® Mix hypoglycemia,
70/30 = 70% NPA + 30% aspart weight gan.
s Mix 5.15min | Dualpeaks | 10-16 s | Typical dosing
Bolus 75725 = 15% NPL + 25% ispro nnge 05-10
i i smem,
Combo of NPH + :
Intermediate . opened insuln vials
T030 = 70% NPH 30-60min | Dualpeaks  10-16 hrs
sarot NP 0% Py it
American 0 2007. o vy e
e REV @Iy e2on
Numberof Regimen
- . drfck it
e ™ [
Vi Basal insulin only Y 1 low
f (usually with oral agents) Y
~_ |/
A A ¥
Basal insulin Premixed insulin
+1 (meal-time) twice daily 2 mod.
rapid-acting
insulin injection
Basal insulin
+ 22 (meal-time) 3+
rapid-acting
insulin injections
Fig. 3. Sequential Insulin Strategies in T2DM D eoars o0t 08 1 As68
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DING

START BASAL (long-acting insulin)

Alc< 8% Alc> 8%

TDD TDD
0.1-0.2 U/kg 0.2-0.3 U/kg

Insulin titration evary 2-3 days to
emic goal:
« Fixed regimen: Increase TDD by 2 U
+ Adjustable regimen:
- FBG> 180 mg/dL:add 4 U
+ FBG 140-180 ma/dL: add 2U
+ FBG 110-139 mg/dL: add 1U
+ It hypoglycemia, reduce TOD by:
+ BG.< 70 mgydL: 10% - 20%
+ BG < 40 mg/dlL: 20% - 40%

Glycemic

wlurea after

* Glyeemic Goal:
« For mast patients with T20, an Alc < 7%, fasting and
premeal BG < 110 mg/dL in the absence of hypoglycemia.
« Alcand FBG targets may be adjusted based on patient's
age, duration of diabetes, presence of comarbidities,
diabetic complications, and hypoglycemia risk.

/INTENSIFYING INSULIN

INTENSIFY (prandial control)

Add GLP-1RA ) N
or DPP4-| Add Prandial Insulin

TOD:0.3-055 Ulkg

50% Basal Anal
50% Prandial Analog
Less desi NPH

Control

Not at Goal**

2-3daysto
« Inerease basal TOD as follows:
+ Fixed regimen: Increase TDD by 2 U
+ Adjustable regimen:
« FBG > 180 mg/dL: add 4 U
- FBG 140-180 mg/dL: add 2 U
- FBG 100-139 mg/dL: add 1 U
+ Inerease prandial dose by 10% for any meal I the 2-he
postprandial or next premeal glucose is > 180 mg/dL
Premixed: Increase TOD by 10% if fasting/premeal
8G > 180 mg/ell
« Iffasting AM hypoglycemia, reduce basal insulin
- I nighttime hypoglycemia reduce basal and/or pre-supper
of pre-evening snack shortrapid-acting insulin
it

8/22/2013

premeal shortirapid-acting insulin

A Dlabetes, ADA-EASD Position Statement: Management of
Hyperglycemia in T2DM

4. OTHER CONSIDERATIONS
¢ Cost
* Hypoglycemia
. Age G
* Weight
*Comorbidities
- Coronary artery disease
- Heart Failure
- Chronic kidney disease
- Liver dysfunction
- Hypoglycemia

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

Ad dR

tions: When Goal is to Minimize Costs

Healthy eating, weight control, increased physical activity

|- Initial drug

monotherapy Loeznd
Effcacy () AL b
fomrink
Weght peutrabions
Side aftects G actic seidosis
Conts =

aracd 13 reach ichvicusiaed KA T¢ arge afer ~3 manths, proceed o 2 arg comeinaton
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Wlor s afects) osi—

Cone i |

combinaton Merapy et nckuses desal sk 10 chieve HeAe target e 3.6 morans,
5 8 o ol i comblnahan wih 1.2 ron i sgerts-
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|

:

:

i

|

|

i

|

i

| Three drug
1 combinations
i

;

i

t

|

'

t

i

t

i

:

:

» More complex_
insulin strategies

Insulin® I
(muliplo daily doses)

1364-1379
Diabetologia 2012;55:1577-1596
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Adapted R dations: When Goal is to Avoid Hypoglycemia
1= Initial drug —
|~ monotherapy Metformin
1 Eficacy (| HBAL) Ngh
i Hrpoghcemia lowrisk
] Weght neutratioss.
H 4 affects. G/ lactic acidosis
' Coats ow
! o H o B0 e incized HDATC Lt e~ i, proceed ko 2. Compinaton.
! [y
1= Two drus + - =
1™ combinations* = | B e
' Ecacy (§ HoAL) Intermeciate
i Mypogycamia vk Jow isk ook
A et o e ons
) s e ) vt || | ot o
N L L e L
i T T —
H Metformin Metformin Metiormin-
' Thed . + .
ree drug “Thiazolidine- receptor
| combinations e Por F==h
i + v =
|
i
; | | | |
h or | GLP-1-RAl o o
| L I
|
|
:
L 5 More complex
P ingulin sirategies
Diabetes Cafe 2012;35:1364-1379
mﬁ. 012;55:1577-1596
American e .
A Diabotas ADA-EASD Position Statement: Management of EASD
) Hyperglycemia in T2DM )

4. OTHER CONSIDERATIONS

¢ Age: Older adults
- Reduced life expectancy
- Higher CVD burden
- Reduced GFR
- Atrisk for adverse events from polypharmacy
- More likely to be compromised from
hypoglycemia

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

A Dlobetes, ADA-EASD Position Statement: Management of EASD
Association. P A
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
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Adapted Recommendations: When Goal is to Avoid Weight Gain
y eating,

- Initial dru

| monmhelgby Matformin

i Effcacy (| AL} hgh

1 a owisk

i rerations

| S atcts 4/ actic sidosis

: Comts tow

{ e presa

: + +

1= Two drus =

f camhinaﬁlons’ Doibor 2‘\-!

! erency (1124 dmatate bioh

! Hrpoycemia Py o ik

| Wheight s o

! i van o et an

! ot

|

|

i

|

! Three drug

| combinations

|

|

i

|

i

i

|

i

|

L » More complex

* insulin sllgleg\es
Diabetes C: 1012;35:1364-1379
Wﬁ.o 55:1577-1596
A Dinbeies ADA-EASD Position Statement: Management of
Association. P ALY
Hyperglycemia in T2DM

4. OTHER CONSIDERATIONS

e Comorbidities
- Coronary Disease -
- Heart Failure
) » ? Sulfon
- Renal disease
- Liver dysfunction

- Hypoglycemia

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

A Dlobetes, 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.

i T 379
199+ =1596
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O\ . EASD
Meds and Insulin Bundle —

9.0 CEs —Save $30
* It’s Easy to Earn 9.0 CE for $59.00 (save $30)

* This fee includes 5 recorded narrated PowerPoint
presentations

* Earn 9.0 CEs

e Just go to DiabetesEducationUniversity.com.
* Click left index tab “Medications and Insulin”
e Enter coupon code “patient” in the shopping cart.

Discounted rate ends Aug 30th! Order Today!

Diabetes Shucation =

Diabetes in 215 Century Course
at your facility

* What's included ? As part of the package, we provide the 8-hour Diabetes
Seminar plus:

* Continuing Education Credit for Nurses, RDs and CA Pharmacists
¢ Camera-ready original syllabus for reproduction

* Free_insulin and medication pocket cards for each participant

.

Useful Resources on Managing Hyperglycemia in the Hospital Setting

© Copyright 1999-2013, Diabetes Educational Services, All Rights Reserved.

AADE — The Art and Science of
Diabetes Self Management Education
- 2nd Ed

Art and Science
Our Price: $229.00

Both Books for
$279

www.DiabetesEd.net
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Join us on Facebook.com/Diabetes
Educational Services

Let us know how we can best serve you
ON YOUr JOUrNey  gebes i a

&2 Download FREE

Medicati
P Mpoticards »
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