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ADA/EASD Guidelines: Decision Cycle for Patient-Centred

Glycaemic Management in T2DM

ASSESS KEY PATIENT CHARACTERISTICS

REVIEW MANAGEMENT PLAN *  Current lifestyle * Issues such as motivation

+  Mutual agreement on changes + Comorbidities and depression

+ Ensure agreed modification of therapy + Clinical considerations ~ + Cultural and socio-economic

is implemented to avoid clinical inertia o)
+ Decision cycle undertaken regularly o O
T~~A p
CONSIDER SPECIFIC FACTORS WHICH IMPACT
CHOICE OF TREATMENT
Go ALS = Individualised - Complexity of regimens
HbA1c target + Choose regimen to
ONGOING MONITORING AND SUPPORT OF CARE + Impacton weigm optimise adherence
+  Emotional wellbeing + Monitor glycaemic [e) o and hypoglycaemia and persistence
«  Check tolerability status M * Prevent complications «  Side-effect profile + Access, cost, and
of medication - Biofeedback »  Optimise quality of life of medication availability of medication
A
SHARED DECISION-MAKING TO CREATE
A MANAGEMENT PLAN
%\ + Involves aneducated +« Effective consultation
IMPLEMENT MANAGEMENT PLAN - and informed patient to empower patient
« Patients not meeting goals generally = Seeks patient + Ensures access
preferences to DSMES

should be seen at least every 3 months

AGREE ON MANAGEMENT PLAN
+  Specify SMART goals

N J

ADA: American Diabetes Association; DSMES: Diabetes Self-Management Education and Support; EASD: European Association for the Study of Diabetes; HbA1c: glycated haemoglobin; SMART: Specific, Measurable, Achievable, Realistic, Time-Limited;
T2DM: type 2 diabetes mellitus.

Davies MJ et al. Diabetes Care. 2018;41:2669-2701.

Davies MJ et al. Diabetologia. 2018;61:2461-2498.

The information presented here is not meant to serve as a guideline for patient management. Any procedures, medications, or other courses of diagnosis or treatment included here should not be used by clinicians without evaluation of their patients' conditions
and possible contraindications, review of any applicable manufacturer's product information, and comparison with recommendations of other authorities.

No endorsement of any products or uses is made or implied by coverage of such in our materials. No responsibility is taken for errors or omissions in our materials.
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Intensifying T2DM Therapy

To avoid
clinical inertia
reassess and
modify treatment
regularly (3-6
months)

If injectable therapy is needed to reduce HbA1c?

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

If above HbA1c target

-
Add basal insulin®
Choice should be based on patient-specific considerations, including cost

ﬁ\dd basal insulin or bedtime NPH insulin \
INITIATION: Initiate 10 1U/day OR 0.1-0.2 [U/kg/day
TITRATION:
+ Set FPG target
» Choose evidence-based titration algorithm (eg, increase 2 units every 3 days to reach
FPG target without hypoglycaemia)
k For hypoglycaemia, determine cause; if no clear cause, lower dose by 10%-20% j

I

J

(Assess adequacy of basal insulin dose

Consider clinical signals to evaluate for overbasalisation and need to consider adjunctive
therapies (eg, basal dose >0.5 IU/kg; elevated bedtime-morning and/or post-preprandial
differential; hypoglycaemia [aware/unaware], high variability)*

\§

If above HbA1c target

v

Consider GLP-1 RA if not md prandial insulin® \ mn bed_time NPH, (_:onsider converting to \

already in regimen Usually 1 dose with the largest meal or meal with greatest PPG excursion; tW'“"’?"Y NPH regimen

For addition of GLP-1 RA, prandial insulin can be dosed individually or mixed with NPH as appropriate Conversion based on individual needs and current

consider lowering insulin INITIATION: glycaemic control; the following is one possible

dose dependent on current « 4 1U/day or 10% of basal insulin dose approach:

glycaemic assessment « I HbA1c <8% (64 mmol/mol) consider lowering the basal dose by 4 IU/day INITIATION: _

and patient factors or 10% of basal dose « Total dose = 80% of current bedtime NPH dose
TITRATION: « 2/3 given in the morning
 Increase dose by 1-2 IU or 10%-15% twice weekly + 1/3 given at bedtime

« For hypoglycaemia, determine cause; if no clear cause, lower dose by T|TR_AT|ON: o .
10%-20% « Titrate based on individualised needs

2 Consider insulin as the first injectable if evidence of ongoing catabolism, symptoms of hyperglycaemia are present, when HbA1c levels (>10% [86 mmol/mol]) or blood glucose levels
(2300 mg/dL [16.7 mmol/L]) are very high, or a diagnosis of type 1 diabetes is a possibility. ® When selected GLP-1 RA, consider patient preference, HbA1c-lowering, weight-lowering
effect, or frequency of injection. If CVD, consider GLP-1 RA with proven CVD benefit. Oral or injectable GLP-1 RAs are appropriate. © For patients on GLP-1 RA and basal insulin
combination, consider use of a FRC (iDegLira or iGlarLixi). ¢ Consider switching from evening NPH to a basal analog if patient develops hypoglycaemia and/or frequently forgets to
administer NPH in the evening and would be better managed with am dose of long-acting basal insulin. © If adding prandial insulin to NPH, consider initiation of a self-mixed or premixed
insulin regimen to decrease the number of injections required.

DSMES: diabetes self-management education and support; FPG: fasting plasma glucose; FRC: fixed-ratio combination; GLP-1 RA: glucagon-like peptide 1 receptor agonist;

HbA1c: glycated haemoglobin; NPH: neutral protamine hagedorn; PPG: postprandial glucose; T2DM: type 2 diabetes mellitus.

American Diabetes Association (ADA). Standards of Care. Diabetes Care. 2021;44(suppl 1). https://care.diabetesjournals.org/content/diacare/suppl/2020/12/09/44.Supplement_1.DC1/
DC_44_81_final_copyright_stamped.pdf. Accessed 25 March 2021.

The information presented here is not meant to serve as a guideline for patient management. Any procedures, medications, or other courses of diagnosis or treatment included here should
not be used by clinicians without evaluation of their patients' conditions and possible contraindications, review of any applicable manufacturer's product information, and comparison with
recommendations of other authorities.

No endorsement of any products or uses is made or implied by coverage of such in our materials. No responsibility is taken for errors or omissions in our materials.
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AE Management and Counselling for Patients With
T2DM Receiving GLP-1 RA/Insulin Combination Therapy

Gl AEs Management of Gl AEs
* Most frequent: Nausea, diarrhoea, * Counselling: Mild and transient nature of symptoms
vomiting, constipation, abdominal * Monitoring: Laboratory-based if required
pain, and dyspepsia *  Empowerment
Gl AEs gradually subside with time, Pharmaco[ogic Management
depending on the GLP-1 RA — Dose titration: Start slow, go slow
— Centrally acting anti-emetics (eg, ondansetron, PPIs)
— Probiotics: Indirectly stimulate GIP secretion/increase lactobacilli
population
Other AEs Nonpharmacologic Management
» Hypoglycaemia, hypersensitivity, — Intake of small, frequent meals
pre-renal AKI, ISR, increased — Avoiding foods rich in fat or spice
heart rate, pancreatitis — Munching on ginger
Management of Other AEs
* Regular contact with patient (eg, F2F, telephone)

Possible Unrealistic Expectations Counselling
» Drastic weight loss » Realistic expectation and goal setting
* Immediate glycaemic control » Difference between insulin and GLP-1 RA

* Focus on lifestyle modification

AE: adverse event; AKI: acute kidney injury; F2F: face to face; Gl: gastrointestinal; GIP: glucose-dependent insulinotropic polypeptide; GLP-1 RA: glucagon-like peptide 1 receptor agonist; HCP: healthcare provider; ISR: injection-site reactions;

PPI: proton pump inhibitor; T2DM: type 2 diabetes mellitus.
Based on Kalra S et al. Diabetes Ther. 2019;10:1645-1717.

The information presented here is not meant to serve as a guideline for patient management. Any procedures, medications, or other courses of diagnosis or treatment included here should not be used by clinicians without evaluation of their patients' conditions
and possible contraindications, review of any applicable manufacturer's product information, and comparison with recommendations of other authorities.

No endorsement of any products or uses is made or implied by coverage of such in our materials. No responsibility is taken for errors or omissions in our materials.
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