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Web Clinic Details

» To hear presentation, turn on your f
computer speaker or 7 ’)

» Listen via your phone A

» Questions? Please email us after
program.

» Thank you for joining us!
» No CE’s for Free Webinar

» Earn 1.5 CEs for $S10 — save $19 on our
Online University

Diabetes MiniSeries — Earn 7.5 CEs
Presented Live — Then recorded June 10-July 7
» Session 1 —recorded

» Overview, Types of DM, diagnoses
» Session 2- recorded

» Diabetes Prevention, Landmark Studies, Goals of Care
» Session 3 —recorded

» Insulin basal bolus therapy, pattern management — From
hospital to home

» Session 4 — recorded
» New guidelines for MNT, Lower Extremity Assess

» Session 5 — Live today!
» Meds update for Type 2, AACE algorithm, Inhaled Insulin

NS Y DiabetesEducationUniversity.com
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Objectives — Meds and Diabetes

1. Discuss the ADA and AACE
approaches to managing
hyperglycemia.

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

3. Describe insulin therapy and
inhaled insulin

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

7/7/2014

Diabetes in America 2014

» 29 million or >9.3%
» 27% don’t know they have it
» 37% of US adults have pre diabetes

Diabetes

[Onooaa [J <45% Wass9% Moo7ax Mrsson  Mzo0% |
i

3 CDC's Division of Diabetes Transiation. National Diabetes Surveiliance System available at
4 hap:itwww.cac. govidiabetes/statistics

Management of Hyperglycemia in
Type 2 Diabetes

AEE

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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Type 2 — What is broken?

4 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

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

Diabetologia 2012;55:1577-1596

7/7/2014

Main Pathophysiological Defects in TZDM

insulin

secretion

pancreatic
glucagon
secretion =~ =
gut
carbohydrate

delivery & |HYPERGLYCEMIA|

absorption

1pancreat|c /

peripheral
glucose
uptake

hepatic
glucose
production

Adapted from: Inzucchi SE, Sherwin RS in: Cecil Medicine 2011

Glycemic Targets
» HbA1lc < 7.0% (mean PG ~150-160 mg/dI [8.3-8.9 mmol/I])
- Pre-prandial PG <130 mg/dl (7.2 mmol/I)
- Post-prandial PG <180 mg/dl (10.0 mmol/1)
- 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

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

Diabetologia 2012;55:1577-1596
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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.

ADA-EASD Position Statement: Management of Diabetes Care 2012;35:1364-1379

Diabetologia 2012;55:1577-1596

Hyperglycemia in T2DM

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 nauty dagrossd long-standing
Life expectancy Tong short
Important comoerbidities absent fow | mild severe

|

Established vascular absent fewe | mild severe.
complications
Resources, support system  feadily 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 2011;154:554)]
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@® GOALS FOR GLYCEMIC CONTROL

Alc<6.5% Alc>6.5%

For healthy patients Individualize goals

without concurrent for patients with
illness and at low concurrent illness
hypoglycemic risk and at risk for
hypoglycemia

REDIABETES ALGORITHM

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

LIFESTYLE MODIFICATION

OTHER CVD ANTI-OBESITY ANTIHYPERGLYCEMIC THERAPIES
RISK FACTORS THERAPIES FPG > 100 | 2 hour PG > 140
1 Pre-DM Multiple Pre-DM
CVD Risk Factor NORMAL Criterics Setteriy
Modifications Algorithm GLYCEMIA
=
R l

A

m m ooy IH:::?:',
DIABETES Obesity

Low Risk
Medications

Efforts.

Proceed to

Hyperglycemia
Algorithm

o

Antihyperglycemic Therapy — 15t Step

» Lifestyle Changes
» Weight control
» Healthy eating
» Activity

Diabetes Care 2012;35:1364-1379

ADA-EASD Position ment: Management of
S| osition Statemel anagement o Diabetologia 2012;55:1577-1596

Hyperglycemia in T2DM

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net Pg 5
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Special Consideration

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

ADA-EASD Position Statement: Management of Diabetes Care 2012;35:1364-1379
Hyperglycemia in T2DM Diabetologia 2012;55:1577-1586

Healthy eating, weight control, increased physical activity

- Initial drug

f cominasion theragy hat includes basal insulin hss faled 10 achieve HOA fc trget aler 3.6 months:
10 8 more ) combination wih 1.2

proceed & mire compiex sl iegy

» More complex_
insulin strategies

f monotherapy Metformin
1 Effcacy (i BAte) ngh
' Hypogiycomia low sk
1 Weight newtraltoss
H Side effects. G/ tactic seidosis
' Costs - oW
: ¥ reeded to reach indikualzed MYA ¢ target atter ~J months. proceed 10 2-grug combinaton
. ‘Wettormin ‘Wetformin Metformin ‘Mettormin Metiormin
x + +
- Two drui
| combinations* Suonyres’ [RIRESI N OE
: Efficacy (| HoATe) nigh an
: Hypoghycemia moderate risk Jow risk.
: Weight | gain gain.
¥ waorsige eects) | | nypogiycemiat | | edemawhitrat
t | o= b i3
' sized HOA'
' et
A Mattormin Mettormin
| » + +
ree drug yiursa (| [Thiazotigine
| combinations 6o dions.
] + ¥
| o |
: or | DPP4i | or| DPP-4i I
: o[ciind]| | o[oinias]
H or [_ingutict || or | insutet
: Lolnuuiel J
'
i
'
i
IS

Insulin®
(mmaemmsgs}
379

Fig. 2. T2DM il A ial ia 55 596

CONTROL ALGORITHM

DUAL
THERAPY INSULIN
+ OTHER

TRIPLE AGENTS
THERAPY

ADD OR INTENSIFY INSULIN

LEGEND

A = Use with caution

=+ Based upon phase 3 dinical rials data

I P R O G RESSION OF DISEASE NE——

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net Pg 6
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Therapeutic Options: Insulin

Human Neutral protamine Hagedorn (NPH)

- Human Regular - Injectable or Inhaled

- Basal analogues (glargine, detemir)

- Rapid analogues (lispro, aspart, glulisine)

» - Pre-mixed varieties

ADA-EASD Position Statement: Management of Diabetes Care 2012;35:1364-1379
Hyperglycemia in T2DM Diabetologia 2012;55:1577-1586

3
Dhabetes Shucatian, 5
Action Insulin Name Onset Peak Effective  Considerations
Duration
Aapwt ovokg) Bolus insuin
Rag0 | Lispro (umaog) 5-15mn | W0-00mn | <Shs | lowors aharmoal
Bolus | Analogs - glucosa, Efficacy
Gluising (Apidra) rafiacted in post-
ShortActing | Reguiar 0-00mn| 2-3hs | S-ghs R8s
Intermediate  NPH 2-4hrs | 4-10hs  10- 18 hes | Wols BG between
meals and HS.
Basal | Detemir (Levemir) 3-8hrs Nopeak | B-24v8  Eency refiectedin
L9 oy Glargine (Lantus) 2-4hs | Nopeak | 20-24hrs w‘?&:
Novolog® Mix 7030
7030 70% NPA  30% aspart mﬂ
g Mix 5.15mn | Dualpeaks | 10-16 s | Typical dosing
Bolus 75725 = 5% NPL + 25% lspro range: 05-1.0
+Basal 5050 = 50% NPL + mm
Combo of NPH + ’
Intermediate . opened insulin visls
e %ikﬁ:m% 20-60min | Duslpoaks | 10- 16N | gheag b
Amencan 3 2007, s can vary e

Bolus Insulins
(% of total daily dose + meals)

Name Onset Peak Action
» Lispro (Humalog) 15-30 min  1-1.5 hrs

» Aspart (Novolog)

» Glulisine (Apidra)

» Afrezza (Inhaled) 15 min lhr

» Regular 30 mins 2-4 hrs

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net Pg 7



DING/INTENSIFYING INSULIN

START BASAL (long-acting insulin) INTENSIFY (prandial control)

P—— ey
Alc< 8% Alec> 8% Add GLP-1RA

or DPP4-| Add Prandial Insulin

TOD TOD
0.1-0.2 U/kg 0.2-0.3 U/kg A2 LA Ly
50% Basal Analog
0% prandil Anaog
n evary 2-3 days to
€ goal:
- Fixed regimen: Increase TDD by 2 I
: m“.’fﬁk e Cheslscea.
- FBG> 180 mg/dL:add 4 U Notat Goal"
- FBG 140-180 mg/dL:add 2U
+ FBG 110-139 mg/dL: add 1U
+ I hypoglycemia reduce TOD by: 23dayst0
+ BG < 70 mgylL: 10% - 20% - Increase basal TOD 35 follows:
« BG < 40 mag/dL: 20% - 40% + Fixed regimen: Increase TDD by 2 U
. Adjustable regimen:
- F8G > 180 mg/dL: add 4 U
wlurea after - FBG 140-180 mg/dL: add 2U
s preferred to NPH) - F8G 100-139 mg/dL:add 1 U
Increase prandial dose by 10% for any meal if the 2-hr
postprandial or next premeal glucose is > 180 mg/dL.
** Glycemic Goal: Premixed: Increase TDD by 10% if fasting/premeal
~ For mast patients with T2D, an Alc < 7%, fasting and BG > 180 mg/dL
premeal BG < 110mg/dL n the absence of hypoglycemia. + 1faating AM hypglycemiareduce basa nsuin
- Atcand adjusted o basal and/ar pre-supper
age, duration of diabetes, presence of comarbidities, of pre-evening snack. manmpm acting insulin
diabetic complications, and hypogiycemia risk. it

premeal shortirapid-acting insulin

7/7/2014

Afrezza — Inhaled Insulin —
Approved 2014 — Type 1 or 2

. Baseline.Corrected Glucase Infusion Rate (A) and Baseline. Corrected Serum
Insulin Concentrations (B) after Administration of AFRFZZA
Subcutansous Inslin Lispro in Type L Diabetes Patients*

P A N - - B
Only studied in .
adults over 18 : \
Not indicated for 3 I\
pregnancy, while 5 i
breastfeeding A g,

“Daspate he fa s 4bsceplice o e (PF) Fom Al 22, the ceet oF actoty (PD) was compuratle
o matinkpio

PocketCard includes Inhaled Insulin

A Dabess PockotCar™
o Disotes EGucason Sanvians | DOORSES Nt

Acion  lnsulnName DoseRange Onset Peak  Duration Considerations
R Assess lung function belore stars
Bolus - Afrezza Inhaled 4 andSunt mnﬁmh\gé@ﬁa— "

eguiar human  canndges 15 ming. i s
Rapid-acting | : bronchospasm sk, Side effects:
™ insin belore meals Iypoglycemia, cough, throat imtation

Class/Main Action Name Dose Range Considerations.
GLP-1 Agonist exenatide (Byetta) 5 - 10 mog BID Side effects for all:
(renally excreted) Nausea, vomiting, weight loss, injection ste
“Incretin Mimetic” reaction. Repodt 99«5 of acute pamea!r!:s
* Increases insuin exenatide (XR) | 2mg (sevete abdomnal pain, vomtng), sk
releass with food extended release | 1x a week med
+ Slows gastnc emptying (Bydureon) (renally excreted)
+ Promales safiety 08 mydolybr 1wk | Black box: raghtd exenaice XA, and
»Suppresses gucagon | liraglutide 12 my daiy or 1wk then | albight: Thyrod C-cell umor warming
(Victoza) 1.8 mg dady (max Gose) (avoed if famiy history of medulary thyrcid
cancer, notly MD of hoarseness, throat
Lowers AIcO5-16%. | abightide 30-50 mg ).
Welass of - bs (Tanzeusn) 152 week pen injector
Amylin Mimetic 15- 80 meg FmTypewzmmm Prevent hypogly-
» Slows gasiric emptying insuin dose when starting
+Spressesgcagin | PoTiod T ?f,'“”"‘“l iy i Do i vers
+ Promotes sadety i) kgmmmanummm Side
*Lowers A1c05=1%. As:

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net
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Steps, Cost, Terms

» 15t step — FDA approved. Will
take time to produce, market
and distribute

» Pricing —similar pricing as
pens ~ $300 a month

» Afrezza is regular human |
insulin in powder form using }
Technosphere technology.

» Referred to as Tl in papers —
“Technosphere Insulin”

Afrezza Dosing and Considerations

» Bolus regular insulin —inhaled before meals

» Dosing: 4 and 8 unit cartridges
» Convert with 1:1 ratio to existing insulin dose
» Lung function test before start (Fevi)
» Not for pts w/ chronic lung issues
» Asthma, COPD, history of lung cancer, smokers
» Can cause acute bronchospasm — Black box warning
» Side effects:
» Hypoglycemia, sore throat, cough
» Less hypoglycemia than injected insulin

Lung function

» Lung function diminishes over first 3 months
and then stabilizes (in 2 yr study)

» Measured by Forced Expiratory Volume (FEV1)

» Measure lung function with Incentive
Spirometry at baseline, 6 months and yearly

» If FEV1 declines by more than 20%, consider
stopping Afrezza

» Not tested on smokers

» Enhanced absorption for those on albuterol

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net Pg 9



Lung function — Pts on Afrezza
compared to pts on oral meds

Figure 2. Mean (+/-SE) Change in FEV, (Liters) from Baseline for Type 1 and Type 2
Diabetes Patients

B —-AFREZZA (1) ==Compasalof (n2)
@
g ;
<
£ —
2 g
3 ——
3 o — —f—
£ — —F
g ——
£ i
§
3 a2
5
03
Visit
Baseline Monthd Month & Month & Month 12 Month 18
(n1=1532)(n1=1173) (A1=1058)  (n1=454) (n1=801) (n1=507)
(n251542)(n2=1202) (N21202)  (n2=519) (n2=05T) (n2=674)

7/7/2014

Afrezza Inhaler

Know your AFREZZA® inhaler: -
glir ol i

— white 4
mouthpiece
@ —— cartriage
[ white
\ cartridge
4
|
purple
base

Replace inhaler every 15 days —
Do not wash

Afrezza— Storage and Terms

» Storage:
» Refrigerated - Not in use and sealed — until expires
» Foil package at room temp — use within 10 days
» Once strips opened, good for 3 days

daaa
=1 dd33g

1 foil package 2 blister cards 3 cartridges
per package per strip
(5 strips per blister card)

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net
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Afrezza — Foil Packages Contain
30 cartridges — Use w/in 10 days

There are two strengths of AFREZZA® cartridges:
One blue cartridge
’ approximates 4 units
of injected insulin.
cup

One green cartridge
[Bsml approximates 8 units
~— of injected insulin.

Let insulin cartridges and inhaler sit at room temp for 10
minutes before using

7/7/2014

e ,&- » Hold inhaler level
Ly Openinhaler by lifting white

mouthpiece
\D » Hold insulin cartridge with cup
AT ~ facing down.
H’ » Place cartridge inside and close
P lid. Keep level.

! : » Make sure cartridge has been at

room temp for 10 minutes

Afrezza — Proper Inhale Technique

D %_. | » Exhale

» Position inhaler in mouth (take
off cover)

» Tilt inhaler down toward chin,
keep head level

» Inhale deeply and hold breath
for as long as comfortable

» Remove cartridge

» Replace cover

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net
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ol [ Afrezza — Combos
To switch from I:c!admoallm\oiwmwi\FREZZA'w tO get rlght dose
[ -

Example:

Find your injectod insulin /'
doa in the chart x

e 12 units of AFREZZ

1 blue 1 greon
(4 unit) + (Bunit) @
cartridge cartridge

Find the correct
dose of AFREZZA®

7/7/2014

Sample situations - Pt on....

» 7 units Humalog at meals, 20 u Lantus at hs
» 5 units regular break, dinner, 10 units detemir
» 10 units apart at meals, 30 Lantus

» Carb counts —1:15 .. Had 75 gms
» Typel

L
» Type 2 L \
» BG before meal 67 Qf J’ 7
. 7 & -

» BG before meal 170

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

» What is a better insulin dosing strategy?

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

» Diabetes Meds on a Budget - 2014 - provides practical and
affordable strategies to manage hyperglycemia

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net
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Cost Per Vial in Northern CA
Per vial cost Walmart Walgreens Costco
Regular Insulin $25* $92 $99
NPH $25* $92 $99
70/30 $25* $92 $101
Humalog $200 $220 $178
Novolog $197 $217 5178
Apidra $180 $246 $178
Levemir $300 $300 $300
Lantus $226 $221 $206

START BASAL (long-acting insulin) INTENSIFY (prandial control)

izt s Add GLP-1 RA N y
- kg or DPP4-i Add Prandial Insulin

0D 0D
0.1-0.2U/kg 0.2-0.3 U/kg

Insulin titration every 2-3 days to
reach glycemic goal:
+ Fixed regimen: Increase TDD by 2 U
- Adjustabla regimen:
- FBG> 180 mgidL:add 4 U
+ FBG 140-150 mo/dL:add 2U
- FBG110-139 mg/di: add 1U
= I hypoglycemia, reduce TOD by: 2-3daysto
8G < 70 mg/dL: 10% - 20% - Increase basal TOD s follows:
+ BG <40 mg/alL: 20% - 40% + Fixed regimen: Increase TDD by 2 U
- Adjustable regimen:
+ FBG > 180 ma/dL: add 4 U
Consider discon o reducing sulfonylurea after - FBG 140-180 ma/dL: add 2U
basal insulin started (basal analogs preferred to NPH) - FEG 100-139 mgidL:add 1 U
+ Increase prandial dose by 10% for any meal if the 2-hr
postprandial or next prameal glucose s > 180 ma/dL
** Glycemic Goal: « Premixed: Increase TDD by 10% f fasting/premeal
« For most patients with T20, an A1c < 7%, fasting and BG > 180 mg/dl
premeal BG < 110 mg/dL in the absence of hypoglycemia. « Iffasting AM hypoglycemia, reduce basal insulin
+ Alcand FBG targets may be adjusted based on patient’s + Ifnighttime hypoglycemia, reduce basal and/or pre-supper
age, duration of diabetes, presence of comarbidities, o pre-evening snack sherurapid-acting insulin
diabetic complications, and hypoglycemia risk -

Glycemic Control
Notat Goal**

premeal shortirapic-acting insulin

Diabetes Ed Course — 27 CEs
Can be applied toward CDE

Aug. 14—
Live Seminar with Beve
Oisbetes Ecucator

Sept. 18-20rors
with Beveriy & Team
¢or Course » Level 2

DiabetesEd.net>

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net Pg 13



DUAL THERAPY"

** Based upon phase 3 dinical trials data

I P ROGRESSION OF DISEASE—

TRIPLE
THERAPY

LEGEND

Oral Diabetes Medications i stu ) 4
Clasw/Main Action Daily Dose Range Considentions
Biguanides mettomin (Gucophage) W“Eggv Teba cauien Fcrost 1 4warmen, »1.5 men
L g ¥, Iver
Exkended Pekeass- YR (1x daly widnnar} diseass, durrg IV iress. EBiminated
American Disbstes Associafon | (Glucophage JR) £00-200mg v-hinql,s"gd:‘c'hmdlm:n!ﬂ
meonmends star at dagrosis | (Glumetza) 00-2000mg dabeierey, diarrhea. Take w' maal.
o (Foramat) 500-2500mg Lowars Afc 1.0% - 2.0%.
ghvburide: Cen take cnce cr twice daty. Side eflacts
{Micronase, Disbeta) | 1.25-20mg includs ypoglycemia and weight gain.
(Glynase) 075-12mg Eiminated via kidnay.
- gipisde: *“Take Glucctrol on &n empty stomach.
! et b Taba Gleekrel XL it frst mesl.
gimepinds (Amay) | 1.0-8mg Lowars Afc 1.0%-2.0%
siogitn o) | 10 ""*',,'zw, W crasinine elevsted, soe piginsertfor
DPP - 4 Inhibitors Nowigain cr hypoglycamia, Side|
“cratn Entanays"Probrngs | $9malin Orgiyza) | Up o S madaiy effcts inchade nascpharyngbs, headache
eitol (i = Srgdaly ; e peaits b domiai . oot
dalayed gusti oason | nagiptin (Tracieets) | oyrdsregya sy vomiting).
iotin (Nosi %
slogliptin (Nesins) mﬁm Lowsrs Afc0E%-08%.
" on back Not: Thase pecpl wih Type Conteatis
e ploas uf i & FEVMDIY 0013
e

Class/Main Action Name(s) Dally Dose Range  Considerations

A Diabetes PocketCard™ from Diabedes Education Services

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net

For both, monitor B/, K* and ranal function. It
SGLT2 Inhibitors Canagiflozin (invokana) 100-300 mg cnce daiy GFR<B0, siop Fandga. Il GFR<45, slop Invokana.
Decraase ghucose belora first meal Sida effects: hypolension, UTls, increased
reabsorption in kidneys urinalion, genital infections. Avaid Fandga in pls.
“glucoratic.” Dapagiiozin (Fandga) 511 wibladder cancer.
" ' Komw e il Lowers Afc 0.7%-1.5%, lowors wt 1-3 bs.
| Biack Box Warning: T7Ds may cause o worsen GIF.
Mo 15-45 g daly Mol e
{Avandia) 4-8mg daly Iracturo risk. Actos may increase risk of bladder cancer.
= Lowars Alc0.5%-1.0%.
i | Talko within 2 hes ol waking. Start al one tab dady, incroase
M““’"":‘“"“‘" 16048 mgadsy 05 mq each wk as olorted. Sic ofocts: nausoa,
A scadian QR (Cydlosal) ) hoadacho, mme
Lowors Alc06%-0.9%. |
Giocosidasolnhibitors | acarbosa (Procose) 2-10mg L e L e
pofbiedt |, Lowers Mc05%-1.0%
repaglinide (Prandin) 0.5-4 mg wimeals Taka before meals, Side oflects may include
ot i _| ooy i
tunt” Paloghida (Starb) ey | Lowers Ate 10%-20%
Diabetes Education Services
(530)893-8635
) - DishotnsEd i
7):45!{ (2 f( J&cﬂfaﬂn Visit Di net 4y Dyck Thomassian

RN, MPH, BCADM, CDE

7/7/2014
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SGLT2 Inhibitors-

» Action: “Glucoretic” decreases renal reabsorption in the Froxnmal
tubule of the kidneys (reset renal threshold and increase glucosuria)

v

Names:

» Canagliflozin (Invokana)

» Dosing: 100 — 300 mg once daily ac first meal
» If eGFR 45-60: do not exceed 100mg a day
» If eGFR <45, do not use

Decreases Glucose
Reabsorption
» Dapagliflozin (Farxiga)
» Dosing: 5—10 mg once daily ac first meal
» If eGFR <60, do not use

» Don’t use if pt has bladder cancer and report blood in urine

v

Efficacy:
» Weight loss of 1-3 Ibs
» Reduce A1C ~0.7-1.5%

7/7/2014

Considerations

* Monitor B/P, K+ & renal function.

* Side effects: hypotension, UTI, increased
urination, genital yeast infections.

* Initial decrgase.in GER.monitar cenal fx

* Improves beta cell function?

— Reverses glucoses toxicity by increasing GLUT4
transport in muscle

— Increase liver sensitivity to insulin and
decreases gluconeogenesis.

Amylin Mimetic 1R " ForType 10r2 on
Sous QSIIC TV, | sranide | Tipe 280 130wsy mmmmmm

W" s satory | (/) WWW %ammsm%

100.5-1%.

The information ksted here are general i Vy: please consull 9 mation for details.

Diabetes Education Services
(530) 893-8635

O ((_\ Bavery Dyck Thomassen
J !a&fcﬁ Z[Cﬂtl au N MPP, BC-AOM, COE

Visit DiabetesEd.net
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A Diabetes PocketCard™
from Disbetes Education Services
Class/Main Action Name Dose Range Considerations
hcrdﬁﬂlm‘lk:- exenalide 5- 10 mog BID e S T wEg
m (Byetia) {renally excreted) Exenatide: SQ injection ﬁmm
ﬂmﬂwr Tstse, Exenatide XR: SQ injecton oncelweek.
slows gastric emplying, Liraglutice: SQi
Suppresses 1 ; I:
promotes safey exenalide (XR) | 2mg Sido effctsfoe al: Nausea voitng,
lumltmovorm extended release  Once a week pmcmaﬂns(sumabﬂmm
nr? (Bydureon) (renally excreted) voriting)
Lo-o:smc 1.6%. Black box |
. 0§ for 1 wk Gﬂdhlmmm(amnhm hsmy
i 5 g daly o 1  hen o ey Iy e, roy D of
(Vicloza) 1.8 mg deil (max dose) throat lump).
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DUAL
THERAPY IMSULIR
+ OTHER
TRIPLE AGENTS
THERAPY

** Based upon phase 3 dinical trials data
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LEGEND

* A= vse wnn cauion

Fig. 2. T2DM Antihyperglycemic Therapy: General Recommendations
Healthy eating, weight control, increased physical activity
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Diabetes Care 2012;35:1364-1379
Diabetologia
2012;55:1577-1596

PROFILES OF ANTIDIABETIC MEDICATIONS
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Other Considerations

» Cost

» Hypoglycemia C Qi
» Age %} b
» 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;55:1577-1586

When goal is to minimize cost

» Go generic. Metformin and Sulfonylureas

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

» Other generics include
» Actos and Avandia
» Acarbose
» They can still cost up to $100 a month

» Meds on a Budget Article

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

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net Pg 17



When goal is to avoid weight gain

» These meds are weight neutral b
» Metformin 14 S
» DPP-1V Janvia, Onglyza, Tradjenta, Nesina

» Acarbose

» These meds promote wt loss
» GLP-1 agonists (Byetta, Bydureon, Victoza)
» SGLT-2 Inhibitors (Canagliflozin,
Dapagliflozin)
» Symlin (Pramlintide)

7/7/2014

Older Adults - Considerations

“® ¢ Reduced life expectancy

* Higher CVD burden

¢ Reduced GFR

* Atrisk for adverse events from
polypharmacy

* More likely to be compromised
from hypoglycemia

¥'Less ambitious targets
D ‘/Alc <7.5-8.0% Diabetes Care 2012:35:1364-1379

Diabetologia

‘/FOCUS on drug Safety 2012;55:1577-1596

Weight Considerations

e Majority of T2DM patients
overweight / obese

¢ Intensive lifestyle program

e Metformin

* GLP-1 receptor agonists

e ? Bariatric surgery

s . Consider LADA in lean
- patients

Diabetes Care 2012:35:1364-1379 ADA-EASD Position Statement: Management of

Diabetologia iai
2012;55:1577-1596 Hyperglycemla in T2DM

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net
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Bariatric Surgery

» Consider on diabetes pts w/ BMI >35, esp with
comorbidities

» Remission (BG normalized)
» rates range from 40 — 95%

» Better results with newer diabetes (more beta cell
mass)

» Due to increase incretins (gut hormones)
» Still researching long term benefits, cost
effectiveness and risk

7/7/2014

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 therap

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

» CV risk reduction - a major focus of therapy.

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

Diabetologia 2012;55:1577-1596

AADE — The Art and Science of Diabetes
Self Management Education — 3rd Ed

Preorder

New Art and Science
Our Price: $229.00

Review Guide $89

Includes 400 questions|
» 200 in book, . .
» 200 computer based Q

DiabetesEd.net>

© Copyright 1999-2014, Diabetes Educational Services- DiabetesEd.net
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Thank You
% & » Please answer survey.
» Questions?
» Email
bev@diabetesed.net

» Web
www.diabetesed.net

Diabetes Shcation
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