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* Rapid
*Short
* Intermediate

 Concentrated human

regular
*Long
* Premixed

Premixed/GLP-1

https://www.ncbi.nim.nih.gov/books/NBK278938/#!po=14.5833




* Lispro follow-on product

* Lispro
* Lispro-aabc
 Glulisine

* Aspart

» Aspart (fast acting)

https://www.ncbi.nim.nih.gov/books/NBK278938/#!po=14.5833



Rapid-Acting Insulins Pharmacodynamics

Lispro Within 15 min Clear
Aspart Within 15 min =1 3-5 Clear
Glulisine Within 15-30 min ~0.5 -1 4 Clear
Aspart (Fast Acting) Within 5 min ~1 3-4 Clear
Lispro-aabc Within 17 min ~1 -2 4-6 Clear

https://www.ncbi.nlm.nih.gov/books/NBK278938/#!p0o=14.5833
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* Onset within 5 min
 Peak 15 min
e Duration 3 hrs

 Powder

https://www.ncbi.nim.nih.gov/books/NBK278938/#!po=14.5833




*Onset 1 hr
Peak 2—4 hrs
Duration 5 - 8 hrs

eClear

https://www.ncbi.nim.nih.gov/books/NBK278938/#!po=14.5833




*Onset1—-2 hrs
Peak 4—-10 hrs
e Duration 14 hrs

*Cloudy

https://www.ncbi.nim.nih.gov/books/NBK278938/#!po=14.5833




* Determir
 Glargine
* Degludec

* Insulin glargine -yfgn

https://www.ncbi.nim.nih.gov/books/NBK278938/#!po=14.5833




Long-Acting Insulins Pharmacodynamics

Duration (hr.) Appearance

Detemir 3-4 6-8 (relatively flat) Up to 20-24 Clear
Glargine 1.5 Flat 24 Clear
Degludec 1 9 42 Clear
Glargine-yfgn 1.5 Flat 24 Clear

1 ; ’, https:// www.ncbi.nlm.nih.gov/ books/ NBK278938/# |po=14.5833
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NPH/Regular (70%/30%)

* Protamine/Lispro (50%/50%)
* Protamine/Lispro (75%/25%)
* Protamine/ Aspart (70%/30%)

https://www.ncbi.nim.nih.gov/books/NBK278938/#!po=14.5833




14

Lispro Mix 50/50

Lispro Mix 75/25

Aspart Mix 70/30

NPH/Regular 70/30

Insulin Mixtures Pharmacodynamics

15-30 min

15-30 min

6-12 min

30 min

Peak (hr.)

0.5-3

0.5-2.5

1-4

2-12

Duration (hr.) Appearance

14-24 Cloudy
14 -24 Cloudy
18-24 Cloudy
Up to 24 Cloudy

https://www.ncbi.nlm.nih.gov/books/NBK278938/#!p0o=14.5833
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» U-500 regular insulin
*U-200 degludec
*U-300 glargine
*U-200 lispro

» U-200 lispro -aabc



 Glargine/ Lixisenatide

*Degludec/Liraglutide




* Type 1 diabetes
» Gestational diabetes not meeting glycemic goals

* Type 2 diabetes

« Symptomatic hyperglycemia at the time of diagnosis
BG> 300 mg%

* Not reaching glycemic goals despite maximally
tolerated oral agents and non -insulin injectables

» Check for immune mediated diabetes antibodies (islet cell,
glutamic acid decarboxylase, insulin, tyrosine phosphatase

islet antigen 2 and zinc transporter 8)

* Glucocorticoids, certain medications,

or severe stress from illness

* Progressive beta cell loss




Approach to Individualization of Glycemic Targets
Patient / Disease Features More stringent &= A1C 7% == Less stringent

Risks potentially associated
with hypoglycemia and
other drug adverse effects e high
D' d H — E
Isease duration newly diagnosed long-standing 5
<
=
O
-~
Life expectancy e b ot g
e
=
v
.22
- ®
Important comorbidities  SErE tew. /il TETETE
compllcatlons absent few / mild severe |
| 8
-
aEcnpreterence highly motivated, excellent preference for less | &
self-care capabilities burdensome therapy | <
:
eI U— |}
system readily available limited %

Diabetes Care 2022;45(Supplement_1):S83-S96




* Insulinopenia is defined as a fasting c-peptide that is
less than or equal to 110% of the lowest limit for the
lab with a simultaneous blood glucose of < 225 mg/dl
(CMS Guidelines) or glucagon stimulated c-peptide of

< 0.2 nmol/l ( Diab Ther 2017 June 8; (3): 475 -487)




Patient Barriers

* Inconvenience

* Need for more frequent SBGM

« Hypoglycemia fear

* Weight gain

* Injection pain

« Psychological fear of failing at diabetes
management

 Insulin leads to dialysis, amputations and

blindness

Provider Barriers

« Hypoglycemia fear
 Patient resistance

« Lack of confidence in patient’s ability to manage

iInsulin therapy
« Lack of integrated care

* Uncertainty regarding insulin type, the

complexity to be managed in a PCP’s office

Diabetes Spectr2019 May;32(2):104 -111
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PHARMACOLOGIC TREATMENT OF HYPERGLYCEMIA IN ADULTS WITH TYPE 2 DIABETES

k TQ AVOID

FIRST-LINE THERAPY depends on comorbidities, patient-centered treatment factors, including cost and access considerations, and
management needs and generally includes metformin and comprehensive lifestyle modification”®

THERAPEUTIC
INERTIA
REASSESS AND
MODIFY TREATMENT

ASCVD/INDICATORS OF HIGH RISK, HF, CKDt \ ~ REGULARLY

[3-6 MONTHS)

RECOMMEND INDEPENDENTLY OF BASELINE A1C,
INDIVIDUALIZED A1C TARGET, OR METFORMIN USE$

Incorporate agents that provide adequate EFFICACY to achieve and maintain glycemic goals
+ASCVD/INDICATORS

OF HIGH RISK* a Higher glycemic efficacy therapy: GLP-1 RA; insulin; combination approaches (Table 9.2)
CKD and CKD without *  Consider additional comorbidities, patient-centered treatment factors, and management needs in choice
. albuminuria albuminuria of therapy, as below:
ﬁ;ﬁ@ (e.g., 2200 mg/g | (6., eGFR <60 ’
i L/min/1.73
benefit in this crmatmna] mL/mi m?)
population'
PREFERABLY MINIMIZE HYPOGLYCEMIA MINIMIZE WEIGHT GAIN/  GONSIDER COST AND ACCESS
SGLT2i with primary evidence PROMOTE WEIGHT LOSS
of reducing CKD progression
Noflow inherent risk of hypoglycemia: PREFERABLY Available in generic form at lower cost:
SGLT2i with evidence of DPP-4, GLP-1 RA, SGLT2i, 12D GLP-1 RA with good efficacy for weight loss * Certain insulins: consider insulin
reducing CKD progression in For SU or basal insulin, consider agents with OR available at the lowest acquisition cost
* For patients on a lower risk of hypoglycemia®* 1 » SU
GLP-1 RA, consider ¢ SGLT2i - TZD
incorporating SGLT2i GLP-1 RA with proven CVD ¥ . 4
whh proven CVD benefit’ if SGLT2i not tolerated e
benefit and vice versa’ or indicated IF A1C ABOVE TARGET IF A1C ABOVE TARGET
Rl o J v v J
; : | Incorporate additional ts based [
For patients mﬂ'l CKD {e.g_r.. eGFR idities lona ag-al " | troat nnl For patients on a GLP-1 RA, consider Incorporate additional agents based on
ﬂpm-m'm ) w;m m'"mu'b'd alnld management needs incorporating SGLT2i and vice versa comorbidities, patient-centered treatment
inura, recommend "
following to decrease cardiovascular -. . » If GLP-1 RA not tolerated or indicated, freiion, s reenmgemant neec
risk consider DPP-4i (weight neutral)
GLF' 1 (ErrHERY SGLTEn Incorporate additional agents based on
OR comorbidities, patient-centered treatment
factors, and management needs
benefrt‘
b 4
HMCabwata:gEt.fofpatlmm o #For adults with overweight or obesity, lifestyle modification to achieve and maintain 5% weight loss
SGLT2i, consider incorporating a 1. Pronne: baradit rsfers o lnbad Inclcation gees Tatin2.) and =150 min‘week of moderate- to vigarous-intensity physical activity is recommended
GLP-1 RA and vice versa 2. Low dose may be better tolerated though [Sea Section 5: Facilitating Behavior Change and Weil-being to Improve Health Outcomes).
less wedl studied for CVD effects TActioned whenever these become new clinical considerations regardless
4 ¥ \L . fater fon S o lower sk of . tfmmﬁ;mfsmmmmﬂfmﬂmmmﬁumanMglmmmw
| ;
If A1C remains above target, consider treatment intensification based on comorbidities, 4. Risk of hypoglycemia: degludec / glargine U-300 *Refer to Section 10: Cardiovascular Disease and Risk Management.
patient-centered treatment factors, and management needs <glargine U-100/ detemir < NPH insulln ~Rafer to Section 11: Chronic Kidney Disease and Risk Management and specific medication
’ 5. Consider country- and region-spacific cost of drugs label for eGFR criteria.
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Remforce weight management through diet and exercise
Refer to Diabetes Self~-Management Education Support

—

Consider GLP-1 RA in most patients prior to insulin®

INITIATION: Initiate appropriate starting dose for agent selected (varies within class)
TITRATION: Titrate to maintenance dose (varies within class)

If already on GLP-1 RA or if GLP-1 RA
not appropriate OR insulin preferred

T R R R e R T sSsaEERBEREN LALE

ssssssEEeE
Paeassmenann

V

L HaWeTGtamot J

Add basal insulin 0.1-0.2 units/ kg (Long-acting insulin analog or bedtime NPH)

Diabetes Care 2022;45(Supplement_1):S83 -S96
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P R Y

Consider GLP-1 RA
if not already in
regimen
For addition of
GLP-1 RA, consider
lowering insulin dose
dependent on current

ssssssssscssssssssssssssssnnans

Use Principles in Figure 9.3, including reinforcement of behavioral
interventions (weight management and physical activity) and provision
of DSMES to meet individualized treatment goals

Consider GLP-1 RA in most patients prior to insulin®
INITIATION: Initiate appropriate starting dose for agent selected (varies within class)
TITRATION: Titrate to maintenance dose (varies within class)

Add basal insulin®

Choice of basal insulin should be based on patient-specific considerations, including cost.
Refer to Table 9.4 for insulin cost information.

v

Add basal analog or bedtime NPH insulin

INITIATION: Start 10 units per day OR 0.1-0.2 units/kg per day
TITRATION:
= Set FPG target (see Section 6: Glycemic Targets)

= Choose evidence-based titration algorithm, e.g., increase 2 units every 3 days to
reach FPG target without hypoglycemia

= For hypoglycemia determine cause, if no clear reason lower dose by 10-20%

02

Assess adequacy of basal insulin dose

Consider clinical signals to evaluate for overbasalization and need to consider adjunctive
therapies (e.g., basal dose more than ~0.5 units/kg/day, elevated bedtime-morning
and/or post-preprandial differential, hypoglycemia [aware or unaware], high variability)

v

Add prandial insulin®
Usually one dose with the largest meal or meal with greatest PPG excursion; prandial
insulin can be dosed individually or mixed with NPH as appropriate

INITIATION: TITRATION:
= 4 units per day or 10% of basal = Increase dose by 1-2 units
insulin dose or 10-15% twice weekly

= If A1C <8% (64 mmol/mol) consider = For hypoglycemia determine

TO AVOID
THERAPEUTIC
INERTIA
REASSESS AND
MODIFY TREATMENT
REGULARLY
(3-6 MONTHS)

.oolcoot100t|ocl|oo..o’..oo.loooocootnoclioo.

sesssnsene

If already on GLP-1 RA or if GLP-1 RA
not appropriate OR insulin preferred

sssssssses

N A
.

58004000000 00000000000000000 etettssceessssscsssssssccsssssses

If on bedtime NPH, consider converting to

twice-daily NPH regimen
Conversion based on individual needs and current

glycemic control. The following is one possible approach:

INITIATION:

= Total dose = 80% of current bedtime NPH dose

= 2/3 given in the morning
= 1/3 given at bedtime

R TR TRy

8000000000000 00000000000000000000000800

Consider insulin as the first injectable if evidence of ongoing catabolism, symptoms of hyperglycemia are present, when A1C levels (>10% [86 mmol/mol]) or blood glucose levels
(=800 mg/dL [16.7 mmol/L]) are very high, or a diagnosis of type 1 diabetes is a possibility.

patient p

, A1C lowering, weight-lowering effect, or frequency of injection. If CVD, consider GLP-1 RA with proven CVD benefit. Oral or

injectable GLP-1 RA are appropriate.

. For patients on GLP-1 RA and basal insulin combination, consider use of a fixed-ratio combination preduct (IDegLira or iGlarLixi).

. Consider switching from evening NPH to a basal analog if the patient develops hypoglycemia and/or frequently forgets to administer NPH in the evening and would be better managed
with an AM dose of a long-acting basal insulin.

glycemic assessment lowering the basal dose by 4 units per cause, if no clear reason lower
and patient factors day or 10% of basal dose corresponding dose by 10-20% TITRATION:
--------------------------- 7N = Titrate based on individualized needs
Stepwise additional Consider self-mixed/split insulin regimen Consider twice daily premixed
injections of Can adjust NPH and short/rapid-acting insulins insulin regimen
prandial insulin separately INITIATION:
(i.e.,‘t.wo, then three INITIATION: = Usually unit per unit
additional injections) = Total NPH dose = 80% of current NPH dose at the same total
. insulin dose, but may
¢ = 2/3 given before breakfast require adjustment to
= 1/3 given before dinner individual needs
Proceed to full = Add 4 units of short/rapid-acting insulin to TITRATION: 1.
basal-bolus regimen each injection or 10% of reduced NPH dose = Titrate based on 2. When selecting GLP-1 RA, ¢
(i.e., basal insulin and TITRATION: individualized needs ' :
prandial insulin with = Titrate each component of the regimen 2
each meal) based on individualized needs
5.

. If adding prandial insulin to NPH, consider initiation of a self-mixed or premixed insulin regimen to decrease the number of injections required.
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Target fasting BG to 80-130 mg/dl range. Adjust target BG higher if
comorbidities put patient at risk for hypoglycemia

Forced Titration Algorithm

Fasting Glucose the Increase in Basal Insulin (units)

past 3 days

I
130 — 159 2
190 — 220 6

Decrease dose by 2 4 units for any glucose level < 80

https://www.ncbi.nlm.nih.gov/books/NBK278938/#!po=14.5833

Do not increase basal insulin to more than 0.5 units/kg day.
Add prandial insulin
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Treat-to-Target

* Gla-100 titration
* Increase Gla-100 dose by

— 8 units F
— 6 units F
—4 units F
—2units F

PG> 180 mg/dl
PG> 140-180 mg/dl
PG> 120-140 mg/dl

PG> 100-120 mg/dl

Diabetes Care 2003;26:3080 -3086

Predictive Study

* Decrease insulin detemir by 3 units
FPG <80mg/dl

« Keep detemir dose same FPG 80
100

* Increase insulin detemir by 3 units
FPG > 110 mg/dl

Diabetes Obes Metab 2007;9:902 -913
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Basal Insulin Forced Titration Algorithm

Time Breakfast Lunch Dinner Bedtime
Extra Units of Short or Extra Units of Short or Extra Units of Short or Extra Units of Short or
Glucose Rapid-acting insulin Rapid-acting insulin Rapid-acting insulin Rapid-acting insulin
80 — 150
———-—
201 — 250
___—
301 — 350
———_
Over 400

https://www.ncbi.nlm.nih.gov/books/NBK278938/#!po=14.5833
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Add 1 rapid-acting

insulin injection before
largest meal

Start: 4 units, 0.1 U/kg, or 10%
basal dasa. If AIC <8%, consider

+ basal by same amount

Adjust: * dose by 1-2 units or
10=-15% once or twice weekly
until SMBG target reached

For hypo: Determine and
address cause; if no clear reason
for hypo, + corresponding dose
by 2-4 units or 10-20%
.-_-.___1___ o
If A1C not controlled,
advance to basal-bolus

/

Add =2 rapid-acting

insulin injections before
meals ("basal-bolus’)

Start: 4 units, 0.1 U/kg, or 10%
basal dose/meal. If AIC <8%,
consider ¥ basal by same amount

Adjust: # dose(s) by 1-2 units or
10-15% once or twice weekly to

achieve SMBG target

For hypo: Determine and
address cause: if no clear reason

for hypo, ¥ corresponding dose
by 2-4 units or 10-20%
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Algorithm for Adding/Intensifying Insulin

START BASAL (Long-Acting Insulin)

A1C <8% A1C > 8%

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

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

* Fixed regimen: Increase TDD by 2 U
* Adjustable regimen:
» FBG > 180 mg/dL: add 20% of TDD
» FBG 140-180 mg/dL: add 10% of TDD
« FBG 110-139 mg/dL: add 1 unit
* If hypoglycemia, reduce TDD by:
» BG <70 mg/dL: 10% - 20%
» BG <40 mg/dL: 20% - 40%

*Glycemic Goal:

« <79% for most patients with T2D; fasting and premeal
BG < 110 mg/dL; absence of hypoglycemia

+ A1C and FBG targets may be adjusted based on patient’s age,
duration of diabetes, presence of comorbidities, diabetic
complications, and hypoglycemia risk

INTENSIFY (Prandial Control)

Add Prandial Insulin

Or SGLT-2i
Or DPP-4i

« Begin prandial
insulin before
largest meal

« Begin prandial
insulin before
each meal

= 50% Basal /
50% Prandial
TDD 0.3-0.5 U/kg

Glycemic
Control Not
at Goal*

» If not at goal,
progress to
injections before
2 or 2 meals

+ Start: 50% of TDD
in three doses
before meals

» Start: 10% of
basal dose or
5 units

. 4 .

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

* Increase prandial dose by 10% or 1-2 units if 2-h postprandial
or next premeal glucose consistently > 140 mg/dL

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

- BG consistently < 70 mg/dL: 10% - 20%

- Severe hypoglycemia (requiring assistance from another
person) or BG < 40 mg/dL: 20% - 40%



Presenter
Presentation Notes
Presenter
2021-04-09 22:33:16
--------------------------------------------
Garcia-Ropero A, Badimon JJ, Santos-Gallego  CG. The pharmacokinetics and  pharmacodynamics of SGLT2  inhibitors for type 2 diabetes  mellitus: the latest developments.  Expert Opin Drug Metab Toxicol.  2018 Dec;14(12):1287-1302.
Hiddo J.L. Heerspink, PharmD, PhD, Bruce A. Perkins, MD, MPH, David H. Fitchett, MD, Mansoor Husain, MD, and David Z. I. Cherney, MD, PhD. Sodium Glucose Cotransporter 2 Inhibitors in the Treatment of Diabetes Mellitus. Circulation Volume 134, Issue 10, 6 September 2016, Pages 752-772 .


Prandial
Insulin
Titration

31

American Diabetes Association

Add rapid acting insulin to
largest meal

1.

Start 4 units, 0.1 U/kg, or

10% basal dose. If A1c <8%, 2.

consider ¥ basal insulin by
same amount. 3

. Adjust by 1-2 units or 10-15%

once or twice a week

. Hypo: Determine cause. If no

cause WV corresponding dose
by 2-4 units or 10-20%

American Association of Clinical
Endocrinologist

Add Prandial Insulin

. Begin prandial insulin before largest meal

at 10% ofbasaldose or 5 units

If not at goal progress to injections before
2 or 3 meals

. Titrate every 2-3 days to reach glycemic

goal by increasing prandial dose by 10% or
1-2 units if 2-h postprandial or next
premeal glucose consistently >140 mg/dl

. If hypoglycemia reduce TDD basal and/ or

prandial insulin by:
1. BGS 70 mg/dl: 10-20%
2. BG<40 mg/dl: 20-40%

Diabetes Ther (2018) 9:877 -890



Basal-Bolus

32

1. Begin prandial insulin before each meal

2. 50% Basal/50% prandial

3. Prandial dose divided into 3 doses TDD 0.3-0.5 u/kg

. Titrate every 2-3 days to reach glycemic goal by increasing prandial dose

by 10% or 1 -2 units if 2 -h postprandial or next premeal glucose
consistently >140 mg/dl

. If hypoglycemia reduce TDD basal and/or prandial insulin by:
a) BG <70 mg/dl: 10 -20%
b) BG <40 mg/dl: 20 -40%

Diabetes Ther (2018) 9:877 -890
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Consider twice daily NPH regimen
1. Start with 80% of bedtime NPH
2. 2/3 given in the morning

3. 1/3 given in the evening

Consider self-mixed/split insulin regimen

Either NPH and short/rapid -acting insulin

separately

1. 80% of total NPH with 2/3 before

breakfast and 1/3 before dinner

2. Add 4 units of short/rapid -acting insulin
to each injection or 10% of reduced

NPH dose

Consider twice daily premixed insulin

regimen

1. Start with 2/3 before breakfast and

1/3 before dinner

2. Adjust based on individualized needs

Diabetes Care 2022;45(Supplement_1):5S125-S143


Presenter
Presentation Notes
Presenter
2021-04-09 22:33:16
--------------------------------------------
Garcia-Ropero A, Badimon JJ, Santos-Gallego  CG. The pharmacokinetics and  pharmacodynamics of SGLT2  inhibitors for type 2 diabetes  mellitus: the latest developments.  Expert Opin Drug Metab Toxicol.  2018 Dec;14(12):1287-1302.
Hiddo J.L. Heerspink, PharmD, PhD, Bruce A. Perkins, MD, MPH, David H. Fitchett, MD, Mansoor Husain, MD, and David Z. I. Cherney, MD, PhD. Sodium Glucose Cotransporter 2 Inhibitors in the Treatment of Diabetes Mellitus. Circulation Volume 134, Issue 10, 6 September 2016, Pages 752-772 .


®
Use of Weight Based Insulin with CHO ratio and Correction Algorithms

1. Start 0.5 U/kg day for TDD

2. Y dose will be basal insulin

3. Use the rule of 500 to Example
_ Weight is 100 kg
calculate the Insulin: CHO 0.5 U/kg x 100 kg = 50 units
_ Basal insulin 25 units
ratio (|CR) ICR: 500/50 = 10 (1 unit for every 10 gm of CHO consumed)
S o ISF: 1800/50 = 36
4. Calculate insulin sensitivity (Current BG-Target BG/ISF) is the correction algorithm

200-100/36 = 2.7 units ~ 2u added to ICR to maintain target BG

factor (ISF) using 1800/TDD

to reach a target correction

of 100 mg/dl before meals

3 I Davidson PC, et al. Analysis of guidelines for basalbolus insulin dosing: basal insulin, correction
factor, and carbohydrate -to-insulin ratio. Endocr Pract. 2008 Dec;14(9):1095 -101.PMID: 19158048
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Connected
Pen Device
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(1) Insulin Settings

{"__:_':j Select ONE Meal Therapy Mode

Maximurm
Calculated Dose U Carb Counting Meal Estimation Fixed Dose
Duraticn of Insulin Insulin Type
Fetion remm Low  Medium High
Insulin to Carb m
TIME OF DAY - OFF _ || Ratio = Carb Carb Carb Doses per day
Time of Day OFF —— _e_____
Target Blood Breakfasy Breakfasy Dosa 1
Glucose mgidL *Time of u u u u
Insulin Sensitivity Day AMIPM Usual Amount
Factor mgalG Lunch Lunch m
- L u u u u
& Insulin to Time
TIME OF DAY - ON Carb Ratio Dinner Dinner hicrmim
QU u u u u
EE":' of Dosa 2
AM/PM Snack Snack
*Time settings should match - m T T Usual Amount
Targst exact times in section A u
Blood
Glucose
mgidL Time S
hhomm
Insulin
Sensitivity
Factor
mg'dLu
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Type of CGM

Realtime CGM

Intermittently
scanned CGM

Professional CGM

CGM Devices

Description

CGM systems that measure and display glucose levels continuously

CGM systems that measure glucose levels continuously but only display glucose values when
swiped by a reader or a smartphone

CGM devices that are placed on the patient in the provider’s office (or with remote
instruction) and worn for a discrete period of time (generally 7 — 14 days). Data may be
blinded or visible to the person wearing the device. The data are used to assess glycemic
patterns and trends. These devices are not fully owned by the patient —they are a clinic-
based device, as opposed to the patient -owned real-time or intermittently scanned CGM
devices.
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Key points included in standard AGP report

AGP Report Name

MRN

GLUCOSE STATISTICS AND TARGETS TIME IN RANGES

14 days
% Sensor Time TP abetan” -

Glucose Ranges Targets [% of Readings (Time/Day)] “fgf*fnr;gjft} :a:re :
Target Range 70-180 mg/dL .......Greater than 70% (16h 48min) E—

_ g <25%
Below 70 mg/dL............cccoooeeiiiienn. Less than 4% (58min) (10.0 mmol/L)
Below 54 mg/dL ..., Less than 1% (14min)
AbovE 18D MAldL ... Less than 25% (6h)
Above 250 mg/dL............................Less than 5% (1h 12min)

Target Range:

o | fo e ; i e : 70-180 mg/dL | >7T0%
Each 5% increase in time in range (70—-180 mg/dL) is clinically beneficial. (3.9-10.0 mmoliL)

Average Glucose
Glucose Management Indicator (GMI)

Glucose Variability <70 mayaL (3.9 mmol/L) SN <%

Defined as percent coefficient of variation (%CV); target =36% <54 mg/dL (3.0 mmol/L) <1%

American
Diabetes
JAssociation.

American Diabetes Association Clin Diabetes 2021;39:14 -43
©2021 by American Diabetes Association
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Average
Diabetes
Medication
Costs
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Non-Insulin Costs

Sulfonylurea 3-12
Thiazolidinediones 5
Metformin 2 (ER 102)
Alpha-Glucosidase Inhibitors 26

DPR4 Inhibitors 166-471
SGLT2 Inhibitors 297-526
GLP1 Receptor Agonists 727-975
Bromocriptine 1,036
Pramlintide 2702

Diabetes Care 2022 Jan; 45(Supplement 1): S125-143.
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Insulin Costs

Regular insulin (10 ml vial)

NPH (10 ml vial, 3ml pen)

Pre-Mix (10 ml vial, 3ml pen)

Rapid Acting (10 ml vial, 3ml pen)

U 500 concentrated human regular (vial,
pen)

Long Acting (10 ml vial, 3ml pen)

Long Acting + GLP1 (3ml pen)

Inhaled Insulin

132-167

133-167

133-338

132-339

143 -184

96-325

495-732

847

Diabetes Care 2022 Jan; 45(Supplement 1): S125-143.
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Walmart

rain oo oous Wi e s

ReliOn NPH
ReliOn Regular
ReliOn 70/30
ReliOn

ReliOn

ReliOn

ReliOn
Total

45

Vial

Vial

vial

Syringes #100
Meter

Test strips
#100

Lancets #100

Vials + supplies

25
25
4.99
9.00
7.88

1.62
73.49

ReliOn Novolog
ReliOn Novolog
ReliOn

ReliOn

ReliOn

ReliOn

ReliOn

Total

Total

Vial 72.88
(5) 3ml pens 85.88
Syringes #100 4.99
Meter 9.00
Test strips #100 /.88
Lancets #100 1.62
Pen needles #50 5.87
Vials + supplies 121.37

Vial + pen +supplies 140.24

https:// www.walmart.com/cp/relion-diabetic-care/3769564
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46 Making Sense of Patient Assistance Programs
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* No private insurance
* No Medicaid
* Proof of income

* Medicare only receives Part D benefits

* May qualify for Low Income Subsidy

https://diatribe.org/how -get-diabetes-drugs-
free#twhat%20does%20it%20look%20like




N

Print your FREE card now
Using the button above.

-

X0
4

Present it at your pharmacy Collect your savings right away.
the next time you need a No receipts or claim forms to
prescription filled. submit!

Images: flaticon.com



* https://www.astrazeneca -

us.com/medicines/Affordability.html# !

* https://www.boehringer -ingelheim.us/our -

responsibility/patient -assistance-program

e https://www.lillycares.com/

* https://www.merckhelps.com/

* https://www.novocare.com/diabetes -

overview/let -us-help/pap.html

* https://www.sanofipatientconnection.com/

patient -assistance-connection



https://www.astrazeneca-us.com/medicines/Affordability.html
https://www.boehringer-ingelheim.us/our-responsibility/patient-assistance-program
https://www.lillycares.com/
https://www.merckhelps.com/
https://www.novocare.com/diabetes-overview/let-us-help/pap.html
https://www.sanofipatientconnection.com/patient-assistance-connection
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How to use the Apple Health Are you a pharmacist or prescriber? See

PDL what drugs are preferred and whether

The Apple Health PDL has products listed in groups by they need a prior authorization (PA).
drug class. To obtain authorization for a nonpreferred
drug, a client must have tried and failed, or is intoler-

ant to, a designated number of preferred drugs within

View the Apple Health PDL )

the drug class unless contraindicated or not clinically
appropriate. The designated number of preferred
drugs is listed on the Apple Health PDL.

In addition to approval criteria for nonpreferred products, some drugs have additional criteria that must be met.
The requirement for additional criteria is noted in the columns on the Apple Health PDL.

Note: For continuity of care, all plans will use the same PA criteria, step therapy edits, and quantity limits de-
veloped by HCA.

https://www.hca.wa.gov/billers -providers-partners/programs -and-services/apple -health-preferred-drug-list-pdl
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Coverage Search

MMIT
Designed for iPad

dxkE¥ 4.3 . 383 Ralings

Free

Fingertip Formulary (DRG)
Trusted formulary intelligence

Decision Resources Group
Designed for iPad
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ECHO
Cardiometabolic teleECHO™ Clinic

Patient Recommendation Form
Presentation Date: June 29, 2022 Presenter name: Pratha Muthia, MD

Presenter Facility: Sea Mar CHC

Case Report Recap: 66 y/o, widowed, African American female with sub-optimally managed diabetes
(hbalc 5/23/22 9.0), HLD, HTN and BMI 30.3 (wt. 188 Ibs, ht 5’6) with anxiety around taking medications
and insulin. Prescribed glargine 45 ghs, Lispro 14 U before meals, exenatide ER 2mg, irbesartan 300mg,
diclofenac. Previously reported intolerance to losartan, lisinopril, metformin, atorvastatin and Jardiance.
Barriers include heath literacy (misunderstanding of medication side effect), infrequent home glucose
checks, unclear if adherent to medications and need to care for her grandchild which takes away from self-
care. Patient has established good rapport with current PCP.

Case Recommendations:

1. Evaluate for Type 1 diabetes with GAD-65 antibody testing due to history of DKA.

2. Basal insulin typically does not need adjustment once patient starts exenatide ER, but given patient's
fasting blood sugars are close to goal, consider a 10-15% reduction based on response in the first few
weeks.

3. If professional (blinded) CGM available, can provide a visual pattern for pt to better understand her
glucose trends; personal CGM is covered under Medicare — intermittent scanned CGM (Freestyle
Libre2) is a good option

4. Do PHQ-9/GAD-7. If a positive result, refer to behavioral health services for a further evaluation for
treatment recommendations. Improved mental health care might help patient manage anxiety around
her medications. With her obesity rule out vitamin D deficiency.

5. Evaluate sleep patterns since this can impact mood, weight, and insulin resistance. Screen for sleep
apnea with a STOP-BANG and refer if positive.

Nicole Ehrhardt, MD

Physician Signature: Zcele Etnbacnds
Please Re-present case: **

PLEASE NOTE that Project ECHO® case consultations do not create or otherwise establish a provider-patient relationship between any UW or
ECHO clinician and any patient whose case is being presented in a Project ECHO® setting
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