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Objectives
During this30 minutes presentation the audience will be able to :

A Recognize that DM 2 isnaultifactorialdisease

A DM is a progressive disease and eventually many
patients will need insulin in their therapies

A Oral therapies included in the presentation:
A Metformin; DPP4 inhibitors; SGLT2 inhibitors
A Parenteral non insulin therapies: GLPRA

A Some non FDA approved therapies will be
discussed

The organizers of the activity have been
authorized to distribute handouts of this
presentation
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US Trends in Type 2 Diabetes Treatment,
1997-2012: Medication Classes

crmtedgePon 360 Group, LG

Steady increase in type 2 diabetes treatment visits between 1997 and 2007,
peaking at 35.3 million visits in 2007, and declining to 31.2 million visits in 2012
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*~06% of visits involved pioglitazone products in 2012; "TMot FDA approved in 1987
Percentages shown are % of treatment visits where medication classes wera prascribad

Turner LYW, et al. Dvabetes Cara. 2014:37:985-992.




US Trends in Type 2 Diabetes Treatment,
1997-2012: Insulin Use
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Stable insulin use seen However, when visits
from 1997 to 2012 sl cxamined by insulin type:
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Percantages shown are % of reatment visits where medication classes were prescribed

Turner LW, at al. Dvabetes Care. 2014:37:985-992.
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US Trends in Type 2 Diabetes Treatment,
1997-2012: Number of Treatments

-+Visit with single treatment* -=Visit with single compound
-+Visit with 2+ treatments
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Percentages shown are % of reatment visits where medication classes were prascribad
*Including fixed-dose combination therapy

Turner LV, et al. Diabetes Cara. 2014 37:985-992.




@ GOALS FOR GLYCEMIC CONTROL

INDIVIDUALIZE GOALS

A1C<6.5%

For patients without
concurrent serious
illness and at low
hypoglycemic risk

A1C> 6.5%

For patients with
concurrent serious
illness and at risk

for hypoglycemia
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© GLYCEMIC CONTROL ALGORITHM A

LIFESTYLE THERAPY

Entry A1C < 7.5%

{Including Medically Assisted Weight Loss)
SYMPTOMS

id_ ouaLtHeRarY: NO ___YES

MONOTHERAPY*

Metformin
GLP-1 RA v GLP1RA =%  TRIPLE THERAPY* R O
SGLT-2i v 56l — v GLP-1RA
DPP-4i v DPPa / SGLT-2i
———
MET | MET =~ =
I — or other — or other ! pr—
+ AGi 1st-line j Basal Insulin Ist-line Basal insulin
agent agent + ]
. SUGLN v Colesevelam nddine  , DPP-i
- I o igEﬂt I
I v~ Bromocriptine OR ~ Colesevelam
i
l v AGI I .~ Bromocriptine QR
| ———— ADD OR INTENSIFY
® j JU/GLN v AGi — INSULIN
If not at goal in 3 months SU/GLN Refer to Insulin Algorithm
proce=d to Dual Therapy If not at goal v ! ——
in 3 months
Triple Therapy b I not at goalin

2 months proceed Few adwerse events andfor

to or intensify passible benefits
* (Orderof medications repressnts a suggested hieranchy of usage; insulin therapy . |
l=ngth of line reflects strength of recommendation

PROGRESSION OF DISEASE
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Use with caution




ALGORITHM FOR ADDING/INTENSIFYING INSULIN &

START BASAL (Long-Acting Insulin) " INTENSIFY (Prandial Control)

GLP-1 RA
oo o0 e I
Or DPP-3i
Basal Plus 1, Plus 2, Basal Bolus
Plus 3

Insulin titration every 2-3 da -
to reach glycemic guzl: ”
Begin prandial «  Begin prandial
Fixed regimen: Increase TDD by 2 U insulin before insulin before
Adjustable regimen: Gl}‘tll'lllll: largest meal each meal
FBG > 130 mg/dL: add 20% of TDD Control Not = If not at goal, = 50% Basal/
FBG 140-180 mg/dL: add 10% of TDD = progress to L0% Prandial
FBG 110-139 mg/dL: add 1 unit R injections befare TDD 0.3-0.5 Urkg

If hypoglycemia, reduce TDD by: 2 or 3 meals
BG < 70 mg/dL: 10% — 20%
BG < 40 mg/dL: 20% — 40%

Start: 509 of TOD
in three doses

Start: 109 of basal
dose or 5 units

before meals

Consider discontinuing or reducing sulfonylurea after
starting basal insulin (basal analogs preferred to NPH) 4 i

Insulin titration every 2-3 days to reach glycemic goal:

-] u
Glycemic Goal: Increase prandial dose by 10% or 1-2 units if 2-h postprandial

< 7% for most patients with T20; fasting and premeal or next premeal glucose consistently > 140 mog/dL

BG < 110 mg/dL; absence of hypoglycemia
AIC and FBG targets may be adjusted based on patient's
age, duration of diabetes, presence of comorbidities,

If hypoglycemia, reduce TDD basal and/or prandial insulin by:

BG consistently < 70 mg/dL: 10% - 20%
Severe hypoglycemia (requiring assistance from anather

diabetic complications, and hypoglycemia risk person) or BG < 40 mg/dL: 20% - 40%
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PROFILES OF ANTIDIABETIC MEDICATIONS
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. Faw adverse events or possible bensfits

Use with caution
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Meutral

. Likelihood of adverse effects

Meutral

Uncertain effect
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TOP MEDICAL NEWS FROM ACROSS MEDSCAPE

FDA: Metformin Safe for
Some Patients With
Renal Problems

Changing its course in response to mounting
evidence, the agency said the diabetes drug
can be used safely in patients with mild and, in
some cases, moderate kidney impairment.

News Alerts, Aprif 08, 2016 ] 13 comments

contraindicated GFR< 30 ml/min






