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GUIDING PRINCIPLES:
Quality Care



Quality Chasm

* Between the health care that we have and the
health care that we could have lies not just a
gap, but a chasm.

(Institute of Medicine, Crossing the Quality Chasm, 2001)



Crossing the global quality chasm

* Even though the knowledge for proper
treatment exists, providers are not reliably
absorbing and using it for the right patients at

the right time.
(National Academy of Science, 2018)



Six Domains for Quality Care

Safety: Avoiding harm to patients from the care that is
intended to help them.

Effectiveness: Providing services based on scientific
knowledge to all who could benefit, and refraining from
providing services to those not likely to benefit (that is,
avoiding both overuse of inap- propriate care and
underuse of effective care).

Person-centeredness: Providing care that is respectful of
and re- sponsive to individual preferences, needs, and
values and ensuring that people’s values guide all clinical
decisions. Care transitions and coordination should not be
centered on health care providers, but on recipients.



Six Domains for Quality Care

Accessibility, Timeliness, Affordability: Reducing
unwanted waits and harmful delays for both those who
receive and those who give care; reducing access barriers
and financial risk for patients, fami- lies, and communities;
and promoting care that is affordable for the system.

Efficiency: Avoiding waste, including waste of equipment,
supplies, ideas, and energy, and including waste resulting
from poor manage- ment, fraud, corruption, and abusive
practices. Existing resources should be leveraged to the
greatest degree possible to finance services.

Equity: Providing care that does not vary in quality
because of personal characteristics such as gender,
ethnicity, race, geographic location, and socioeconomic
status.



CONCEPTUAL FRAMEWORK



Preventive Diabetology: Novel Concept
Rationale and Premises

* Prevention is better than cure (Desiderius Erasmus)
* Prevention is feasible (DPP etc)
 Remission of diabetes is feasible (DIRECT Trial)

Diabetes do not necessarily mean disabled and
premature death



Different Level of Prevention

» Primordial prevention
» Primary prevention
»Secondary prevention
» Tertiary prevention
»Quaternary prevention
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Definitions

* The current Wonca International Dictionary definition

‘Action taken to identify patient at risk of
overmedicalization, to protect him from new medical
invasion, and to suggest to him interventions, which are
ethically acceptable’

* The new definition

‘Action taken to protect individuals (persons/patients)
from medical interventions that are likely to cause more
harm than good.’



Approach



Approach

e Patient centered approach

— Patient-centered care defined as care that
considers individual patient co-morbidites and
prognoses; is respectful of responsive to patient
preferences, needs and values; and ensures the
patient values guides all clinical decisions

* Person centered approach



DECISION CYCLE FOR PATIENT-CENTERED GLYCEMIC MANAGEMENT IN TYPE 2 DIABETES

REVIEW AND AGREE ON MANAGEMENT PLAN

 Review management plan
*  Mutual agreement on changes

» Ensure agreed modification of therapy is implemented

in a timely fashion to avoid clinical inertia
» Decision cycle undertaken regularly
(at least once/twice a year)

ONGOING MONITORING AND
SUPPORT INCLUDING:

Emotional well-being

Check tolerability of medication
Monitor glycemic status
Biofeedback including SMBG,
weight, step count, HbA,,

blood pressure, lipids

IMPLEMENT MANAGEMENT PLAN

* Patients not meeting goals generally
should be seen at least every 3
months as long as progress is being
made; more frequent contact initially
is often desirable for DSMES

ASCVD = Atherosclerotic Cardiovascular Disease

CKD = Chronic Kidney Disease

HF = Heart Failure

DSMES = Diabetes Self-Management Education and Support
SMBG = Self-Monitared Blood Glucose

GOALS
OF CARE

ASSESS KEY PATIENT CHARACTERISTICS

Current lifestyle

Comorbidities, i.e., ASCVD, CKD, HF

Clinical characteristics, i.e., age, HbA, , weight
Issues such as motivation and depression

* Prevent complications
» Optimize quality of life

A

' AGREE ON MANAGEMENT PLAN

X

Specify SMART goals:
- Specific

- Measurable

- Achievable

- Realistic

- Time limited

Cultural and socioeconomic context

CONSIDER SPECIFIC FACTORS THAT IMPACT
CHOICE OF TREATMENT

Individualized HbA, target

Impact on weight and hypoglycemia

Side effect profile of medication

Complexity of regimen, i.e., frequency, mode of administration
Choose regimen to optimize adherence and persistence
Access, cost, and availability of medication

SHARED DECISION MAKING TO CREATE A
MANAGEMENT PLAN

* nvolves an educated and informed patient (and their
family/caregiver)

 Seeks patient preferences

« [Effective consultation includes motivational
interviewing, goal setting,and shared decision making

= Empowers the patient

 Ensures access to DSMES




Practice

* “Knowing is not enough; we must apply.
Willing is not enough; we must do.”

Goethe



A S

Practice

Correct Diagnosis

Correct Education-DSME

Correct Glycemic Targets

Correct Choice of Pharmacological Agents

Correct Approach to Risk Factors
Management

Consideration on Psychosocial issues



1. Correct Diagnosis

Correct Diagnosis is the Essential First Step
» Correct classification

» Correct application of diagnostic tools



Changing landscape in the diagnhosis of
Diabetes
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WHO 2019 New Classification

Table 1: Types of diabetes
B-cell destruction (mostly immune-
iabet mediatec) and absolute insulin . .
Type 1 disbetes deficiency; onset most common in Type 1 sub-ciasses removed
chiidhood anc early aduithood
Most common type, vanous degrees
T iabet of B-cell dysfunction and insulin a :
24 a resistance; commonly associated Type 2 sub-Classes ren
with overweight and obesity
Hybrid forms of diabetes New type of ciabetes

Slowly evolving, Immune-
mediated diabetes of adults

Similar to slowly evolving type
1 in acdults but more often has
features of the metabolic syndrome,

Nomencature changed - previously
referred 10 &s atent autoimmune

episodes of ketosis, not immune-mediated

a single GAD autoantibody and diabetes of acults (LADA)
retains greater B-cell function
Presents with ketosis and insulin deficiency

Ketosis-prone type 2 diabetes but later does not require insulin, common | No change




WHO 2019 New Classification

Other specific types

Caused by speciiic gene mutations, has

Monogenic diabetes several clinical manifestations reguiring

- Monogenic defects of B-cell function different treatrment, some occwuming in the
meonatal period, others by early adulthood Updzted nomencistune for
Caused by specific gene mutations; Speciic genetic defects
has features of severe insulin

- Monogenic defects in insulin action resistance without obesity; diabetes

develops when B-cells do mot
compensate for insulin resistance

Various conditions that affect the
Diseases of the exocrine pancreas pancreas can result in hyperglycaemia Mo change
(trauma, tumor, inflammation, etc.)

. ) Occurs in diseases with excess secretion N
EAGDGING CRRDITE of hormones that are insulin antagonists o change

Some medicines and chemicals
Drug- or chemical-indwced irmipair insulin secretion or action, Mo change
some can destroy B-cells

Some viruses have been associated

Infection-related diabetes with direct B-cel sction Mo change
Uncommon specific forms of Associated with rare immume- [ —
immune-mediated diabetes mediated diseases =rg

Other genetic syndromes sometimes Mamy genetic disorders and chromosoma No charge

associated with diabetes abnormalities increase the risk of dizbetes




WHO 2019 New Classification

Used to describe diabetes that does not
clearly fit into other categories. This
Unclassified diabetes category should be used temporarily when | New types of diabetes
there is mot a clear diagnosiic category
especially close to the time of diagnosis

Hyperglycaemia first detected during pregnancy

Type 1 or type 2 dizbetes first

Diabetes mellitus in pregnancy dizgrosed durng pregnancy
= - =1 L

Mo change

-

Hyperghlycaemia below diagnostic £ I .
ypergiycaermia ’ 3 Defined by 2013 diagnostic criteria

Gestationzl diabetes mellitus thresho'ds for dabetes in pregnancy

Diagnostic criteria for diabetes: fasting plasma glucose = 7.0 mmol/L or 2-hour post-loed plasma glucose = 11,7 mmol/L or
Hbalc = 48 mmol/mol

Diagnos=tic criteria for gestational diabetes: fasting plasma glucose 5.1 =69 mmol/L or 1-howr post-ioed plesma glucose = 10.0 mimol/L
or 2-hour post-load plasma glucose B.5=11.0 mmiol/L




Novel subgroups of adult-onset diabetes and their association
with outcomes: a data-driven cluster analysis of six variables

Emma Ahlqvist, Petter Storm, Annemari Kdrdjamaki*, Mats Martinell*, Mozhgan Dorkhan, Annelie Carlsson, Petter Vikman, Rashmi B Prasad,
Dina Mansour Aly, Peter Almgren, Ylva Wessman, Nael Shaat, Peter Spégel, Hindrik Mulder, Eero Lindholm, Olle Melander, Ola Hansson,
Ulf Malmqist, Ake Lernmark, Kaj Lahti, Tom Forsén, Tiinamaija Tuomi, Anders H Rosengren, Leif Groop

Six variables

HOMAZ2 ( Beta cell function)
HOMA 2 (Insulin resistance)
Related to — development of complications and

1. GAD Antibodies
2. Age at diagnosis
3. BMI

4. HbAlc

5.

6.

Prescriptions of medications



5 Clusters
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Figure 2: Cluster characteristics in the ANDIS cohort

Distributions of HbA,, and age at diagnosis, and BMI, HOMAZ-B, and HOMAZ-IR at registration, in the ANDIS cohort for each cluster. k-means dustering was done separately for men and women;
pooled data are shown here for clusters 2-5. SAID=severe autoimmune diabetes. SIDD=severe insulin-deficient diabetes. SIRD=severe insulin-resistant diabetes. MOD=mild obesity-related diabetes.
MARD=mild age-related diabetes. HOMAZ-B=homoeostatic model assessment 2 estimates of B-cell function. HOMAZ -|R=homoeostatic model assessment 2 estimates of insulin resistance. ANDIS=All

Mew Diabetics in Scania.

SAID = Severe Autoimmune Diabetes
SIDD = Severe Insulin-deficient Diabetes
SIRD = Severe Insulin-resistant Diabetes
MOD = Mild Obesity related Diabetes
MARD = Mild Age-related Diabetes



Table 1: Identified Diabetes Clusters

Cluster  Description % of Research Participants
1 . Autoimmune disease individuals with insulin deficiency 6%
SIAD
. Positive for glutamate decarboxylase antibodies
2 e Young insulin-deficient individuals with impaired insulin | 18%
secretion and moderate insulin resistance
SIDD
*  Negative for glutamate decarboxylase antibodies
e Significant proportion of individuals had diabetic retinopathy
3 o Obese/high BMI individuals with severe insulin resistance 15%
SIRD
. Significant  proportion of individuals had kidney
damage/higher risk of end-stage renal disease
4 e Obese/high BMI individuals without insulin resistance and | 22% MOD
mild diabetes at a young age
5 « Older individuals with mild diabetes 39% MARD




2. Correct Education-DSME

 AADE7 Self-Care Behaviors
Healthy eating

Being active

Monitoring

. Taking medication
Problem solving

Healthy coping

Reducing risks

N o U s Wwh e




3. Correct Glycemic Targets



Approach to Individualization of Glycemic Targets

Patient / Disease Features

Risks potentially associated
with hypoglycemia and
other drug adverse effects

Disease duration

Life expectancy

Important comorbidities

Established vascular
complications

Patient preference

Resources and support
system

Glycemic Targets:

More stringent &= A1C 7% == |ess stringent

low high

a|qelIpow jou Ajjensn

newly diagnosed long-standing
7Iong short

absent few / mild severe

absent few / mild severe |
highly motivated, excellent preference for less
self-care capabilities burdensome therapy

readily available limited

Standards of Medical Care in Diabetes - 2020. Diabetes Care 2020;43(Suppl. 1): S66-S76
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GLYCEMIC TARGETS

Table 6.3—Summary of glycemic recommendations for many nonpregnant adults
with diabetes

Al1C <7.0% (53 mmol/mol)*
Preprandial capillary plasma glucose 80-130 mg/dL* (4.4-7.2 mmol/L)
Peak postprandial capillary plasma glucoset <180 mg/dL* (10.0 mmol/L)

*More or less stringent glycemic goals may be appropriate for individual patients. Goals should be
individualized based on duration of diabetes, age/life expectancy, comorbid conditions, known
CVD or advanced microvascular complications, hypoglycemia unawareness, and individual patient
considerations. TPostprandial glucose may be targeted if A1C goals are not met despite reaching
preprandial glucose goals. Postprandial glucose measurements should be made 1-2 h after the
beginning of the meal, generally peak levels in patients with diabetes.

Glycemic Targets:
Standards of Medical Care in Diabetes - 2020. Diabetes Care 2020;43(Suppl. 1): S66-S76



Estimated Average Glucose

Table 6.1—Estimated average glucose (eAG)

A1C (%) mg/dL* mmol/L

5 97 (76-120) 5.4 (4.2-6.7)
6 126 (100-152) 7.0 (5.5-8.5)
7 154 (123-185) 8.6 (6.8-10.3)
8 183 (147-217) 10.2 (8.1-12.1)
9 212 (170-249) 11.8 (9.4-13.9)
10 240 (193-282) 13.4 (10.7-15.7)
11 269 (217-314) 14.9 (12.0-17.5)
12 298 (240-347) 16.5 (13.3-19.3)

Data in parentheses are 95% Cl. A calculator for converting A1C results into eAG, in either mg/dL or
mmol/L, is available at professional.diabetes.org/eAG. *These estimates are based on ADAG data
of ~2,700 glucose measurements over 3 months per A1C measurement in 507 adults with type 1,
type 2, or no diabetes. The correlation between A1C and average glucose was 0.92 (6,7). Adapted from

Nathan et al. (6).

Glycemic Targets:

Standards of Medical Care in Diabetes - 2020. Diabetes Care 2020;43(Suppl. 1):S66-S76



Glycemic Target in Management of
Diabetes in Pregnancy

* Fasting glucose = <95mg/d|I
* One hour postprandial glucose = <140 mg/d|I
* Tow hour postprandial glucose = <120 mg/dI



DIABETES CARE IN THE HOSPITAL

15.4

15.5

Glycemic Targets in Hospitalized Patients

Insulin therapy should be initiated for treatment of persistent
hyperglycemia starting at a threshold 2180 mg/dL (10.0 mmol/L). Once
iInsulin therapy is started, a target glucose range of 140-180 mg/dL (7.8—
10.0 mmol/L) is recommended for the majority of critically ill patients and
noncritically ill patients. A

More stringent goals, such as 110-140 mg/dL (6.1-7.8 mmol/L), may be
appropriate for selected patients if they can be achieved without significant
hypoglycemia. C



4. Correct Choice of Pharmacological
Agents



Caveats in Choice of Pharmaceutical
Agents

1. Correct Agents for Correct Types of Patients

. Correct Combination of Pharmaceutical
Agents

. Correct Dosage
4. Correct Timing of the Day
. Correct Relationship with Meals



Table 9.1—Drug-specific and patient factors to consider when selecting antihyperglycemic treatment in adults with type 2 diabetes

CV effects Renal effects
Efficacy Oral/sQ dditio onsid 0
ASCVD HF Progression of DXD Oosing/use considerations®
Metformin High Neutnl Potential benefit Neutral Low Oeal Neutral * Contrindicated with eGFR = Gastreintestinal side effects commen
(potential for <30 mi/min/1.73 m* {diarrhea, nausea)
modest loss) * Potential for B12 deficiency
SGLT-2 Inhibltors Intermediate Loss Benchit: Benefit: High Oal Benefit: canaghiflozing, * Renal dose adjustment = FDA Black Box: Risk of
empaglifiozint, empaglifiozint, empaglifiozin,dapaglfiozin required (canaglifiozin, amputation (canaglifiozin)
canaghflozin canaglifiozin, dapaghifiozin, empaglifiozin,
dapaglifiozin ertugiifiozin) S e
»  DKArisk {all agents, rare in
T2DM)
* Genitourinary infections
= Riskof volume depletion,
hypotension
*  MDLcholestercl
* Risk of Foumier's gangrene
High Loss Neutrat lpdsenatide Neutral High 5Q; oral Benefit: li_glutide * HRenal dose adjustment = FDA Black Box: Risk of thyroid
(semaglutide) required (exenatide, C<cell umors (liraglutide,
lixisenatide) albiglutide, dulaglutide, exenatide
extended release)
= Caution when initiating or
Benefit: See label increasing dose due to »  Gastrointestinal side offects
indication of reducing| potential risk of acute common (nausea, vomiting,
CVD events kidney injury diarthea)
* Injection site reactions
= 2Acute pancreatitis risk
DPP-inhibitors Intermediate Neutral Neutral Potential risk: High Onl Neutral * Renal dose adjustment »  Potential rick of acute pancreatitis
saxaglptin required (sitagliptin, * Joint pain
saxagliptin, alogliptin);
can be used in renal
impairment
+ No dose adjustment
required for linagliptin
Thiazolidinediones ] Gain Potential banefit; Increased risk Low Oal Noutral *  Nodose adjustment * FDA Black Bow: Congostive heart
ploglitazone required fallure [ploglitazone, rosiglitazona)
* Generaly not
recommended In renal * Flukd retention fedema; heast
Impairment due to fallure)
potential for *  Bonefitin NASH
fluid msention * Riskof bone fractures
* Bladder cancer (plogitazone)
= “MDOLcholesterol (rosiglitozonet
pUoRyKCEess High Galn Neutral Neutral Low Oal Neutral *  Glyburide:not *  FDA Special Warning on increased
{2nd gensration) recommended risk of cardiovascular mortabty
* Glipizkie and glimepiride: based on studies of an older
initiate conscratively to sulfonylurea (tolbutamide)
avoid hypeglycemia
Insulln LTI Highest Galn Neutral Neutral Low SQ; Neutral = Lowerinsulin doses * Injection site reactions
insulin inhaled required witha » Higher risk of hypoglycemia with
decrease In eGFR; titrate human insulin (NPH or premixed
per clinical response formulations) vs. analegs
Analogs High sQ

*For agent-specific dosing recommendations, please refer to the manufacturers’ prescribing information. tFDA approved for CVD benefit. $#FDA-approved for heart failure indication; §FDA-approved for CKD
indication. CV, cardiovascular; DPP-4, dipeptidyl peptidase 4; DKA, diabetic ketoacidosis; DKD, diabetic kidney disease; GLP-1 RAs, glucagon-like peptide 1 receptor agonists; HF, heart failure; NASH, nonalcoholic
steatohepatitis; SGLT2, sodium—glucose cotransporter 2; SQ, subcutaneous; T2DM, type 2 diabetes.



Glucose-lowering Medication in Type 2 Diabetes: Overall Approach

FIRST-LINE Therapy is Metformin and Comprehensive Lifestyle (including weight management and physical activity)
A 4

INDICATORS OF HIGH-RISK OR ESTABLISHED ASCVD, CKD, OR HF*

s

CONSIDER INDEPENDENTLY OF BASELINE
A1C OR INDIVIDUALIZED A1C TARGET

<

¥

NO

b

IF A1C ABOVE INDIVIDUALIZED TARGET PROCEED AS BELOW

ASCVD PREDOMINATES P J J | K
= Particularly HFrEF - : COMPELLING NEED TO
= Established ASCVD (LVEF <45%) COMPELLING NEED TO MINIMIZE
: : ; MINIMIZE WEIGHT GAINOR COST IS A MAJOR ISSUE® 1
* Indicators of high ASCVD risk = CKD: Specifically eGFR 30-60 HYPOGLYCEMIA PROMOTE WEIGHT LOSS =
(age 255 years with coronary, mL/min/1.73 m? or UACR
tid or lower Y >30 mg/g, particularly
artery stenosis >50%, or LVH) UAC
i R >300 mg/ DPP-4i GLP-1RA SGLT2P sus TzD%
PREFERABLY 2 b 2 G 3
SGLT2i with evidence of reducing KAIC KAIC fAIC
HF and/or CKD progression in above target above target above target If A1C above target
L. _C_V_O_'_sf fGoF: Mlociatet L s ,(_;_, & W
GLP-1 RA
SGLT2i with proven GVD benefit! FSGLTAnot ioleratac o SGLT2? SGLT2P i
if 6GFR adequate? contraindicated or if oGFR less
than adequate?add GLP-1 RA with OR OR DPP-4i TZD" sue
T 1
J L proven CVD benefit 2 S5 OR
[ s ";E.:‘ TZD
If A1C above target ] 7 i ]
: s ( 1 A1C above target | & J ¥ 4 b
h Lz If A1C above target b R A1C above target ]
If further intensification is required or = Avoid TZD in the setting of HF H A1C above target |
patient is now unable to tolerate Ct ; ng §y _ Kg
GLP-1 RA and/or SGLT2], choose agents ng Continue with addition of other agents as outlined above %ﬁv“ \l‘y
agents demonsirating CV safety: s ' » Insulin therapy basal insulin
= For patients on a SGLTZi, & f quadruple therapy required,
= For patients on a GLP-1 RA, consider adding GLP-1 RA or SGLT2i and/or GLP-1 RA not with lowest acquisition cost
consider adding SGLT2i with proven CVD benefit' HA1C above target lerated or contraindicated, use OR
with proven CVD benefit" « DPP-4i {not saxagliptin) N Yegiman WHIVAowest fiel of = Consider DPP-4i OR SGLT2i
= DPP-4i if not on GLP-1 RA in the setting of HF (i weight gain with lowest acquisition cost'®
= Basal insulin® not on GLP-1 RA) Consider the addition of SU® OR basal insulin: PREFERABLY
= TZD* = Basal insulin* = Choose later generation SU with lower risk of hypoglycemia DPP-4i (ff not on GLP-1 RA)
= SU° = SU* = Consider basal insulin with lower risk of hypoglycemia” based on weight neutrality
L,
1. Proven CVD benefit means it has label indication of reducing CVD events 6. Choose later generation SU to lower risk of hypoglycemia, S
2. Be aware that SGLT2i labelling varies by region and individual agent with Glimeplride has shown similar CV safety to DPP-4l If DPP—4i not tolerated or
regard to indicatsd level of eGFR for initiation and continued use 7. Degludec / glargine U300 < glargine U100 / detemir < NPH insulin i dicated or patient already
3. Empaglifiozin, canaglifiozin and dapagiificzin have shown reduction in HF and to 8. stide > > > > on GLP-1 RA, cautious addition of:
reduce CKD progression in CVOTs. Canaglifiozin has primary renal outcome data from
CREDENCE. Dapagifiozen has primary heart failurs outcome data from DAPA-HF 9‘ mmlmibmmwwmwczw:nm"nm, - SUS - TZD* - Basal insulin
4. Degludec or U100 have

d CVD safety
5. Low dose may be better tolerated though less well studied for CVD effects

10. Consider country- and reglon-specific cost of drugs. In some countries

TZDs relatively more expensive and DPP-4i relatively cheaper LVH = Left Ventricular Hypertrophy; HFrEF = Heart Fallure reduced Ejection Fraction

TA these b new clinical gar of UACR = Urine Albumin-to-Crestinine Ratio; LVEF = Left Ejection F

Pharmacologic Approaches to Glycemic Management: Standards of Medical Care in Diabetes - 2020. Diabetes Care
2020;43(Suppl. 1):S98-S110



Intensifying to injectable therapies

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Use Phndploch Figutoo.'l.mmm ratfarcamaat of batavioral
in{arventions fwaight management and physical activity] and provision
of DSMES 10 meat individualized traalm sat gosis

v?vm&wva r" M“r"i 0 rediucs {m

Congcder GLP-1 RA in mugt palisen prior ta msuin?
IRITIATION: Inetiabi sppoopaiane shadieg doss dor agart sadectiod fwitea within sy
TITRATION: Crsadun 12ralion Lo mudniwirse vome s wilin i)

If alroady on GLP-1 RA or if GLP-1 RA
not appropnate DR nzuln preterred

Add basal insulin®
Chona of 2iod meuln @kl Le Basod co pationlapecile comakimliong, newling ool Joasnadssisassurpssey
Fedar 16 Takle 9.3 o0 v iy oaal mlamaion

Y

Add basa anyeg or bodtime NPH insuin
INITIATION: Stert 10 Uaday ORC.1.02 1U%G a day
TITRATION:
= St FPG target (see Section §: Ghosmic Torgwis)

= Chocss evdence-based dryt oo pigorthm. e.g., rorepze 2 un by ey 3 cdays to
reach FPG targat witkout bypog poemia

« Fod bypoghoein delamion couan, | ne char mason laanf doas by 10-20%

Pharmacologic Approaches to Glycemic Management:
Standards of Medical Care in Diabetes - 2020. Diabetes Care 2020;43(Suppl. 1):S98-S110



INTENSIFYING TO INDECTABLE THERAPIES

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

J

H above ATC tEnget
D=apiie adequately tireted basal analog or bediima MPH® | r=rrmreemresme s se e ss s sms s s s s s mram s m e .
OA once besal dooe =005 LMk OR FRG &t targpst

M a1 Becitirne MIPH, eonSider conerting o

e twice-daily NFH regimen
Add prandial insulin® 3 Comvearsion hased on individueal nesds. and curmant :
Limusly one dose with the larmgest meal or meal wigh grealest PPG sxcursion; prandial g piweamic comrod, The folkowing s ors posskle approachc g
msulin can be dosed individualy ar mixed with NPH as appropriate T INITLATION: H
INITIATION: TITRATION: I » Tolal dass = BO% af cwrent Bedlima NPH desa
* 41U a day or 10%% of basal = Increase dose by 1-2 IU ar i = 23 giwen in the morning i
msadin dosa 10-15%% bwice weskhr i w143 given at badt i
I ATG <B % (G4 memolimo]) consicer * For hypogheemia datermine 3 :
lewering the Basal dosa by 4 U@ causes, if no clear reason lower 1 TITRATION: :
day ar 10% of basal doss comeeponding doee by 10-20%% i ® Titrate based on ndividualized needs H
‘h "--.--.--a--a--.--.--4--4----Ir--a.--a-------‘--.----------.'------."
L é i
H abowe A1C target feramrasaama s s e H above AlG tamet
b o . \L
Stepwise additionl Consider sall-rvimad/split msulin regimen Caonsider balce daly prembo
injections of Can st NPH And Shortpwe-aching s irngulin regirmen
pranedial insulin SonEraiely IMITIETICN:
I;;df“ﬂ::hﬂ" threa IMITIATION; = Usually wnit per unit
iioral injecticns) - _ al tha spme total
Tolal MPH dose = B0% of curent NPH dose inawiin dose, B rray
b = 173 givan Befone dinnar ndivicdhual reads
Procasd to full ® Add 4 U of sherbirapid-acing insubn bo each TITARATION:
basal-bohes regiman injaclion or 10% of reduced NFH dose = Tilrale based on
i, bemal insulin TITRATION: individualizad naeds
prandsal neukn with = Titrata asch component of the regimen
aach rreal] besed on individualized needs.

Pharmacologic Approaches to Glycemic Management:
Standards of Medical Care in Diabetes - 2020. Diabetes Care 2020;43(Suppl. 1):S98-S110



5. Correct Approach to Risk Factors
Management



CARDIOVASCULAR DISEASE AND RISK MANAGEMENT

Recommendations for the Treatment of
Confirmed Hypertension in People With Diabetes
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Cardiovascular Disease and Risk Management:
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Assess BP Control and Adverse Effects

Standards of Medical Care in Diabetes - 2020. Diabetes Care 2020;43(Suppl. 1):S111-S134



CARDIOVASCULAR DISEASE AND RISK MANAGEMENT

T A

Assess BP Control and Adverse Effects

Treatment tolerated Not meeting target Adverse effects
and target achieved * *
} .
Add agent from Consider change to
[ Continue therapy ] complementary drug class: alternative medication:
* ACEi or ARB * ACEi or ARB
r_» ° CCB." ® CCB“'
L * Diuretic** i Diuretic**
Not meeting target ~
ontws gers | e

Assess BP Control and Adverse Effects

Treatment tolerated Not meeting target or
and target achieved adverse effects using a drug
‘ from each of three classes

Consider Addition of Mineralocorticoid Receptor Antagonist;
Refer to Specialist With Expertise in BP Management

[ Continue therapy ]

Figure 10.1—Recommendations for the treatment of confirmed hypertensionin peoplewith diabetes. *An ACE inhibitor (ACEi) or angiotensin receptor
blocker (ARB) is suggested to treat hypertension for patients with urine albumin-to-creatinine ratio 30299 mg/g creatinine and strongly
recommended for patients with urine albumin-to-creatinine ratio =300 mg/g creatinine. **Thiazide-ike diuretic; long-acting agents shown to
reduce cardiovascular events, such as chlorthalidone and indapamide, are preferred. ***Dihydropyridine calcium channel blocker (CCB). BP, blood
pressure. Adapted from de Boer et al. (17).

Cardiovascular Disease and Risk Management:
Standards of Medical Care in Diabetes - 2020. Diabetes Care 2020;43(Suppl. 1):S111-S134
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CARDIOVASCULAR DISEASE AND RISK MANAGEMENT

Table 10.2—High-intensity and moderate-intensity statin therapy*

High-intensity statin therapy Moderate-intensity statin therapy
(lowers LDL cholesterol by =50%) (lowers LDL cholesterol by 30-49%)
Atorvastatin 40-80 mg Atorvastatin 10-20 mg
Rosuvastatin 20-40 mg Rosuvastatin 5-10 mg

Simvastatin 20-40 mg

Pravastatin 40-80 mg

Lovastatin 40 mg

Fluvastatin XL 80 mg

Pitavastatin 1-4 mg

*Once-daily dosing. XL, extended release.

Cardiovascular Disease and Risk Management:
Standards of Medical Care in Diabetes - 2020. Diabetes Care 2020;43(Suppl. 1):S111-S134
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Antiplatelet Agents

10.34  Use aspirin therapy (75-162 mg/day) as a secondary prevention
strategy in those with diabetes and a history of atherosclerotic cardiovascular
disease. A

10.35  For patients with atherosclerotic cardiovascular disease and
documented aspirin allergy, clopidogrel (75 mg/day) should be used. B

10.36  Dual antiplatelet therapy (with low-dose aspirin and a P2Y12 inhibitor)
IS reasonable for a year after an acute coronary syndrome A and may have
benefits beyond this period. B

10.37  Aspirin therapy (75162 mg/day) may be considered as a primary
prevention strategy in those with diabetes who are at increased cardiovascular
risk, after a comprehensive discussion with the patient on the benefits versus
the comparable increased risk of bleeding. A



6. Consideration on Psychosocial issues

. Diabetes distress syndrome
. Anxiety disorders
Depression

. Disordered eating behavior
. Severe mental iliness



6. Consideration on Psychosocial issues

Table 5.2—Situations that warrant referral of a person with diabetes to a mental health provider for evaluation and treatment
o If self-care remains impaired in a person with diabetes distress after tailored diabetes education

o If a person has a positive screen on a validated screening tool for depressive symptoms

¢ In the presence of symptoms or suspicions of disordered eating behavior, an eating disorder, or disrupted patterns of eating

o If intentional omission of insulin or oral medication to cause weight loss is identified

o If a person has a positive screen for anxiety or fear of hypoglycemia

o If a serious mental iliness is suspected

¢ In youth and families with behavioral self-care difficulties, repeated hospitalizations for diabetic ketoacidosis, or significant distress
o If a person screens positive for cognitive impairment

¢ Declining or impaired ability to perform diabetes self-care behaviors

o Before undergoing bariatric or metabolic surgery and after surgery if assessment reveals an ongoing need for adjustment support
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