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COMPREHENSIVE MEDICAL EVALUATION AND ASSESSMENT OF COMORBIDITIES

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 dinical inertia

« Dedsion cycle undertaken regularly

(atleast once/twice a year)

.
.

.
.

1/\/ GOALS
OF CARE

+ Prevent complications

ONGOING MONITORING AND
SUPPORT INCLUDING

Emational well-being

Check tolerability of medication
Monitor glycemic status
Biofeedback induding BGM,
weight, step count HbA,,

blood pressure, lipids

« Optimize quality of life

LI I ]

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 AGREE ON MANAGEMENT PLAN
is often desirable for DSMES « Specify SMART goals:
- Spedfic
- Measurable
ASCVD = Atherosclerotic Cardiovascular Disease - Achievable
(CKD = Chronic Kidney Disease - Realistic
HF = Heart Failure - Time limited
DSMES = Diabetes Self-Management Education and Suppert

Current lifestyle

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

Clinical characteristics, i.e., age, HbA, . weight
« lssues such as motivation and depression
Cuitural and socioeconomic context

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

ASSESS KEY PATIENT CHARACTERISTICS

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
(hoose regimen to optimize adherence and persistence

= Access, cost, and availability of medication

.

.

.

SHARED DECISION-MAKING TO CREATE A
MANAGEMENT PLAN

« Involves an educated and informed patient (and their
family/caregiver)

« Seekspatient preferences

Effective consultation indudes motivational interviewing,

goal setting, and shared dedision-making

Empowers the patient

Ensures access to DSMES

BGM = Blood Glucose Monitoring

Comprehensive Medical Evaluation and Assessment of Comorbidities:

Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1):S46-S59




COMPREHENSIVE MEDICAL EVALUATION AND ASSESSMENT OF COMORBIDITIES

Table 4.1 - Components of the comprehensive diabetes

EVERY

PAST MEDICAL

. . . e . . INITIAL FOLLOW- ANNUAL
medical evaluation at initial, follow-up, and annual visits VISIT  UP VISIT VISIT
Diabetes history
m Characteristics at onset (e.q., age, symptoms) ¥
= Review of previous treatment regimens and response v
m Assess frequencyicauseseverity of past hospitalizations v
Family history
n Family history of diabetes in a first-degree relative ¥
= Family history of autoimmune disorder v
Personal history of complications and common comorbidities
AND FAMILY = Common comorbidities (e.g., obesity, OSA, NAFLD) v v
HISTORY = High blood pressure or abnormal lipids v "
= Macrovascular and microvascular complications ' e
» Hypoglycemia: awareness/frequency/causestiming of episodes v v e
= Presence of hemoglobinopathies or anemias v (
= |ast dental visit v vy
m | ast dilated eye exam v v
m Visits {0 specialisis v s W
Interval history
= Changes in medicalfamily history since last visit v v

Comprehensive Medical Evaluation and Assessment of Comorbidities:

Standards of Medical Care in Diabetes — 2022. Diabetes Care 2022;45(Suppl. 1):S46-S59




COMPREHENSIVE MEDICAL EVALUATION AND ASSESSMENT OF COMORBIDITIES

Eating patterns and weight history
Assess familiarity with carbohydrate counting (e.q., type 1 diabetes,
type 2 diabetes treated with MDI)

Physical activity and sleep behaviors

Tobacco, alcohol, and substance use

K

=

1‘

(\

Current medication regimen

Medication-taking behavior
Medication intolerance or side effects
Complementary and alternative medicine use

Waccination history and needs

RSN

N N YA

Assess use of health apps, online education, patient portals, etc.
Glucose monitoring (meter'CGM): results and data use

Review insulin pump settings and use, connected pen and glucose data

S N T SR

SRR

SOCIAL LIFE
ASSESSMENT

Social network

|dentify existing social supports

|dentify surrogate decision maker, advanced care plan

|dentify social determinants of health (e.g.., food security, housing
stability & homelessness, transportation access, financial security,
community safety)

<,

'f\

Comprehensive Medical Evaluation and Assessment of Comorbidities:

Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1):S46-S59




COMPREHENSIVE MEDICAL EVALUATION AND ASSESSMENT OF COMORBIDITIES

= Height, weight, and BMI; growth/pubertal development in children and v
adolescents

<,

» Blood pressure determination

» Orthostatic blood pressure measures (when indicated)
» Fundoscopic examination (refer to eye spacialist)

= Thyroid palpation

N

m Skin examinabicn {e.g., acanthosis nigricans, insulin injection or
insertion sites, ipodystrophy)
PHYSICAL i -
EXAMINATION = Comprehensive foot examination

+ Visual inspection (e.g., skin integrity, callous formation, foot
deformity or ulcar, toenails)™

<,

+ Screen for PAD (pedal pulses—refer for ABI if diminished)

+ Determination of temperatura, vibration or pinprick sensation, v
and 10-g monofilament exam

= Screen for depression, anxiety, and disorderad eating v

= Considar assessment for functional parformance®

= Considar assessment for functional performance® v

Comprehensive Medical Evaluation and Assessment of Comorbidities:
Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;44(Suppl. 1):S46-S59



COMPREHENSIVE MEDICAL EVALUATION AND ASSESSMENT OF COMORBIDITIES

B A{C, if the results are not available within the past 3 months e ¥ ¥
m |If not performed/availabla within the past year -
+ Lipid profile, including tofal, LOL, and HDL cholesteral and v s~
trighycondas®
+ Liver function tasts® ¥ <
LEtBA?.E:"II'-%H: + Spot urinary albumin-to-creatinine ratio W "
« Sarum creatinine and estimated glomerular filtration rate® - -
+ Thyroid-stimulating hormone in patients with type 1 diabatas® e v
+ itamin B12 if on metformin ' '
« Sarum potassium Ia'.raqs in patients on ACE inhibitors, ARBs, or
diurstics* v v

ABI, ankle-brachial prossure index; ARBs, angiotensin recepior blockers; CGM, continuous glucose monitors; MDI, multiple daily injecticns; NAFLD,
nonalcoholic fatty liver diseasa; OSA obstructive sleep apnea; PAD, penpheral artenal disease

*At 65 years of age or older

+May be needed mora frequently in patients with known chronic kidney disease or with changes in medications that affect kidney function and semum
potassium (see Table 11.1)

#May also need to be checkad after initiation or dose changes of medications that affect these laboratory values (i.e.. diabetes medications, blood prassurs
miedicaticns, cholesterol medications, or thyroid medications)

“In people without dyslipidemia and not on cholesterol-lowering therapy, testing may be less frequent
**Should be performed at every visit in patients with sensory less, previous foot ulcers, or amputations

Comprehensive Medical Evaluation and Assessment of Comorbidities:
Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1):S46-S59



COMPREHENSIVE MEDICAL EVALUATION AND ASSESSMENT OF COMORBIDITIES
|

Table 4.2—Assessment and treatment plan®
Assessing risk of diabetes complications

¢ ASCVD and heart failure history

s ASCVD risk factors and 10-year ASCVD risk assessment

e Staging of chronic kidney disease (see Table 11.1)

o Hypoglycemia risk (see Table 4.3)

* Assessment for retinopathy

e Assessment for neuropathy

Goal setting
e Set ALC/blood glucose/time in range target
¢ |f hypertension is present, establish blood pressure target
¢ Diabetes self-management goals

Therapeutic treatment plans
¢ Lifestyle management

# Pharmacologic therapy: glucose lowering

# Pharmacologic therapy: cardiovascular and renal disease risk factors
# Use of glucose monitoring and insulin delivery devices

o Referral to diabetes education and medical specialists (as needed)

ASCVWD, atherosclerotic cardiovascular disease. *Assessment and treatment planning are
essential components of initial and all follow-up visits.

Comprehensive Medical Evaluation and Assessment of Comorbidities:
Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1):S46-S59



COMPREHENSIVE MEDICAL EVALUATION AND ASSESSMENT OF COMORBIDITIES

Table 4.3—Assessment of hypoglycemia risk
Factors that increase risk of treatment-associated hypoglycemia
o Use of insulin or insulin secretagogues (i.e., sulfonylureas, meglitinides)
# Impaired kidney or hepatic function
¢ Longer duration of diabetes
# Frailty and older age
& Cognitive impairment
# Impaired counterregulatory response, hwpoglycemia unawareness
# Physical or intellectual disability that may impair behavioral response to hypogycemia
e Alcohol use
e Polypharmacy (especially ACE inhibitors, angiotensin receptor blockers, nonselective
p-blockers)
» History of severe hypoglycemic event

In addition to individual risk factors, consider use of comprehensive risk prediction models (105).

LSee references 1061 10.

Comprehensive Medical Evaluation and Assessment of Comorbidities:
Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1):S46-S59



COMPREHENSIVE MEDICAL EVALUATION AND ASSESSMENT OF COMORBIDITIES

Table 4.4—Referrals for initial care management
s Eye care professional for annual dilated eye exam
¢ Family planning for women of reproductive age
s Registered dietitian nutritionist for medical nutrition therapy
¢ Diabetes self-management education and support
s Dentist for comprehensive dental and pericdontal examination
Mental health professional, if indicated
s Audiology, if indicated
e Social worker/community resources, if indicated

Comprehensive Medical Evaluation and Assessment of Comorbidities:
Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;44(Suppl. 1):S46-S59



FACILITATING BEHAVIOR CHANGE AND WELL-BEING TO IMPROVE HEALTH OUTCOMES

Medical Nutrition Therapy

Table 5.1—Medical nutrition therapy recommendations

Topic Recormnmendation

Effectiveness of nutrition therapy 5.9 An individualized medical nutrition therapy program as needed to achieve treatment
goals, provided by a registered dietitian nutritionist (RD/RDN), preferably one who has
comprehensive knowledge and experience in diabetes care, is recommended for all
people with type 1 or type 2 diabetes, prediabetes, and gestational diabetes mellitus. A

5.10 Because diabetes medical nutrition therapy can result in cost savings B and improved
outcomes (e.g., A1C reduction, reduced weight, decrease in cholesterol) A, medical
nutrition therapy should be adequately reimbursed by insurance and other

payers. E
Energy balance 5.11 For all patients with overweight or obesity, behavioral modification to achieve and
maintain a minimum weight loss of 5% is recommended. A
Eating patterns and macronutrient 5.12 There is no ideal macronutrient pattern for people with diabetes; meal plans should be
distribution individualized while keeping total calorie and metabolic goals in mind. E

5.13 A variety of eating patterns can be considered for the management of type 2 diabetes
and to prevent diabetes in individuals with prediabetes. B

5.14 Reducing overall carbohydrate intake for individuals with diabetes has demonstrated
the most evidence for improving glycemia and may be applied in a variety of eating
patterns that meet individual needs and preferences. B

Facilitating Behavior Change and Well-being to Improve Health Outcomes:
Standards of Medical Care in Diabetes - 2021. Diabetes Care 2021;44(Suppl. 1):S53-S72



FACILITATING BEHAVIOR CHANGE AND WELL-BEING TO IMPROVE HEALTH OUTCOMES

Medical Nutrition Theranv (continued)

Carbohydrates

Protein

5.15 Carbohydrate intake should emphasize nutrient-dense carbohydrate sources that are
high in fiber (at least 14 g fiber per 1,000 kcal) and minimally processed. Eating plans
should emphasize nonstarchy vegetables, fruits, and whole grains, as well as dairy
products, with minimal added sugars. B

5.16 People with diabetes and those at risk are advised to replace sugar-sweetened
beverages (including fruit juices) with water as much as possible in order to control
glycemia and weight and reduce their risk for cardiovascular disease and fatty liver B
and should minimize the consumption of foods with added sugar that have the
capacity to displace healthier, more nutrient-dense food choices. A

5.17 When using a flexible insulin therapy program, education on the glycemic impact of
carbohydrate A, fat, and protein B should be tailored to an individual’s needs and
preferences and used to optimize mealtime insulin dosing.

5.18 When using fixed insulin doses, individuals should be provided education about
consistent pattern of carbohydrate intake with respect to time and amount, while
considering the insulin action time, as it can result in improved glycemia and reduce
the risk for hypoglycemia. B

5.19 In individuals with type 2 diabetes, ingested protein appears to increase insulin response
without increasing plasma glucose concentrations. Therefore, carbohydrate sources high in
protein should be avoided when trying to treat or prevent hypoglycemia. B

Facilitating Behavior Change and Well-being to Improve Health Outcomes:
Standards of Medical Care in Diabetes - 2021. Diabetes Care 2021;44(Suppl. 1):S53-S72



FACILITATING BEHAVIOR CHANGE AND WELL-BEING TO IMPROVE HEALTH OUTCOMES

Medical Nutrition Therapv (continued)

Dietary fat

Micronutrients and herbal
supplements

Alcohol

Sodium

Nonnutritive sweeteners

5.20 An eating plan emphasizing elements of a Mediterranean-style eating pattern rich in
monounsaturated and polyunsaturated fats may be considered to improve glucose
metabolism and lower cardiovascular disease risk. B

5.21 Eating foods rich in long-chain n-3 fatty acids, such as fatty fish (EPA and DHA) and
nuts and seeds (ALA), is recommended to prevent or treat cardiovascular disease. B

5.22 There is no clear evidence that dietary supplementation with vitamins, minerals (such
as chromium and vitamin D), herbs, or spices (such as cinnamon or aloe vera) can
improve outcomes in people with diabetes who do not have underlying deficiencies,
and they are not generally recommended for glycemic control. C

5.23 Adults with diabetes who drink alcohol should do so in moderation (no more than one
drink per day for adult women and no more than two drinks per day for adult men). C

5.24 Educating people with diabetes about the signs, symptoms, and self-management of
delayed hypoglycemia after drinking alcohol, especially when using insulin or insulin
secretagogues, is recommended. The importance of glucose monitoring after drinking
alcoholic beverages to reduce hypoglycemia risk should be emphasized. B

5.25 Sodium consumption should be limited to <2,300 mg/day. B

5.26 The use of nonnutritive sweeteners as a replacement for sugar-sweetened products
may reduce overall calorie and carbohydrate intake as long as there is not a
compensatory increase of energy intake from other sources. Overall, people are
encouraged to decrease both sweetened and nonnutritive-sweetened beverages, with
an emphasis on water intake. B

Facilitating Behavior Change and Well-being to Improve Health Outcomes:
Standards of Medical Care in Diabetes - 2021. Diabetes Care 2021:44(Suppl. 1):S53-S72



GLYCEMIC TARGETS

Glycemic Targets:

AGP Report: Continuous Glucose Monitoring

Time in Ranges Gmistor Tpe 1and Type? Dabtes Test Patient DOE: jan 1, 1970
~ '-j;";n 0% 14 : 2- st 21, 2021
Time CGM Active: 100%
. L e—
25
. High 24% Glucose Metries
- Auerage GI 175 mgdL
Gasl: <154 mgeL
man Target A6% cos 7o 7.5%
Each 3% increase is chnically beneficial Goal: <7%
W o LOW 5%
“ p— 10% cos con Glucose Vadabilty 45.5%
_ Defined as percent coefficient of variation
very Low ™) Gaal: £36%
Goat <1% Each 1% tme In ange = ~15 mindes
Ambulatory Glucose Profile [AGP)
AGP i a summary of glucose values fom Se mport period, with median (S0%) and other shown as oy ina single day.

350
gl

250‘

3am Gam Sam Lzpm 3pm Spm Spm 1zam

Daily Glucosa Profiles

Each daily profile reprasents a midnight-to-midnight period

Sunday Manday Tesclay el nesday Thursday Friday Saturday
8 9 0 1 12 14
A A | A
180
¥ —_— -
1zpm 1zpm 1zpm 1zpm 1zpm 1zpm 1zpm
5 % ) 18 13 W20 [ oo
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1 vl A W I W 9 B ¥
- < —
Figure 6.1 ¥ proints i i ¥ glucose profile (AGP) report. Reprinted from Holt et al. (33).
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GLYCEMIC TARGETS

Approach to Individualization of Glycemic Targets

Patient / Disease Features

Risks potentially associated

with hypoglycemia and
other drug adverse sffects

Life expectancy

Important comorbidities

Established vascular
complications

Patient preference

Resources and support
system

Glycemic Targets:

Maore stringent 4= A1C 7% =% Less stringent

|

|

SfTEyIpow jou Aensn

newly diagnosed longstanding

|

3

short

|

!

fow / mild Sovone

|

absent few / mild sovere |
raghly motivated, excellent preference for kess
sef-care capabilities burdensome therapy

|

readly avalable Frnited
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Glycemic targets

Glycemic Targets:

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

AlC <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. #CGM
may be used to assess glycemic target as noted in Recormmendation 6.5b and Fig. 6.1. Goals
should be individualized based on duration of diabetes, age/life expectancy, comorbid condi-
tions, known CVD or advanced microvascular complications, hypoglycemia unawareness,
and individual patient considerations (as per Fig.6.2). 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.

Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1)



PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Representative relative attributes of insulin delivery
approaches in people with type 1 diabetes!

Injected insulin regimens i Lc-w:wm;

Less-preferred, alternative injected insulin regimens

MDI with NPH + RAA or URAA ++

T ey njections with NP + ng fregutar Pharmacologic
o auin or premined ’ + + + Approaches to
Glycemic
Management:
Continuous insulin infusion regimens i Lowar risk of Standards of Medical

hypoglycemia . .
Care in Diabetes -

2022. Diabetes Care

2022;45(Suppl.
Insulin pump with threshold’
predictive low-glucoss suspand ++++ ++++ +++++ 1)8125-8143

+++




Table 9.1—Examples of subcutaneous insulin regimens

Regimen

Timing and distribution

Advantages

Disadvantages

Adjusting doses

Regimens that more closely mimic normal insulin secretion

nsulin pump therapy
(hybrid closed-loop,
low-glucose suspend,

CGM-augmented

open-loop, BGM-

augmented open-
loop)

MDI: LAA + flexible
doses of URAA or
RAA at meals

Basal delivery of URAA or
RAA; generally 40—60%
of TDD.

Mealtime and correction:
URAA or RAA by bolus
based on ICR and/or ISF
and target glucose, with
pre-meal insulin ~15
min before eating.

LA& once daily (insulin
detemir or insulin
glargine may require
twice-daily dosing);
generally 50% of TDD.

Mealtime and correction:
URAA or RAA based on
ICR and/or ISF and
target glucose.

Can adjust basal rates for
varying insulin
sensitivity by time of
day, for exercise and for
sick days.

Flexibility in meal timing
and content.

Pump can deliver insulin
in increments of
fractions of units.

Potential for integration
with CGM for low-
glucose suspend or
hybrid closed-loop.

TIR % highest and TER %
lowest with: hybrid
closed-loop > low-
glucose suspend >
CGM-augmented open-
loop = BGM-
augmented open-loop.

Can use pens for all
components.

Flexibility in meal timing
and content.

Insulin analogs cause less
hypoglycemia than
human insulins.

Most expensive regimen.

Must continuously wear
one or more devices.

Risk of rapid development
of ketosis or DKA with
interruption of insulin
delivery.

Potential reactions to
adhesives and site
infections.

Most technically complex
approach (harder for
people with lower
numeracy or literacy
skills).

At least four daily
injections.

Most costly insulins.

Smallest increment of
insulin is 1 unit (0.5
unit with some pens).

LAAs may not cover strong
dawn phenomenon
(rise in glucose in early
maorning hours) as well
as pump therapy.

Mealtime insulin: if
carbohydrate counting
is accurate, change
ICR if glucose after
meal consistently out
of target.

Correction insulin: adjust
ISF and/or target
glucose if correction
does not consistently
bring glucose into
range.

Basal rates: adjust based
on overnight, fasting,
or daytime glucose
outside of activity of
URAA/RAA bolus.

Mealtime insulin: if
carbohydrate counting
is accurate, change
ICR if glucose after
meal consistently out
of target.

Correction insulin: adjust
ISF and/or target
glucose if correction
does not consistently
bring glucose into
range.

LAA: based on overnight
or fasting glucose or
daytime glucose
outside of activity
time course, or URAA
or RAA injections.

Continued on p. 5129
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Table 9.1—Continued
Regimen

Timing and distribution

Advantages

Disadvantages

Adjusting doses

MDI| regimens with less flexibility

Four injections daily
with fixed doses of N
and RAA

Four injections daily
with fixed doses of N
and R

Pre-breakfast: RAA ~20%
of TDD.

Pre-lunch: RAA ~10% of
TDD.

Pre-dinner: RAA ~10% of
TDD.

Bedtime: N ~50% of TDD.

Pre-breakfast: R ~20% of
TDD.

Pre-lunch: R ~10% of
TDD.

Pre-dinner: R ~10% of
TDD.

Bedtime: N ~50% of TDD.

May be feasible if unable
to carbohydrate count.

All meals have RAA
COVErage.

N less expensive than
LAAs.

May be feasible if unable
to carbohydrate count.

R can be dosed based on
ICR and correction.

All meals have R coverage.

Least expensive insulins.

Shorter duration RAA may
lead to basal deficit
during day; may need
twice-daily M.

Greater risk of nocturnal
hypoglycemia with N.

Requires relatively
consistent mealtimes
and carbohydrate
intake.

Greater risk of nocturnal
hypoglycemia with N.

Greater risk of delayed
post-meal hypoghycemia
with R

Requires relatively
consistent mealtimes
and carbohydrate
intake.

R must be injected at
least 30 min before
meal for better effect.

Pre-breakfast RAA:
based on BGM after
breakfast ar before
lunch.

Pre-lunch RAA: based on
BGM after lunch or
before dinner.

Pre-dinner RAA: based
on BGM after dinner
or at bedtime.

Evening N: based on
fasting or overnight
BGM.

Pre-breakfast R: based
on BGM after
breakfast or before
lunch.

Pre-lunch R: based on
BGM after lunch or
before dinner.

Pre-dinner R: based on
BGM after dinner ar
at bedtime.

Evening N: based on
fasting or overnight
BGM.

Regimens with fewer daily injections

Three injections daily:
N+R or N+RAA

Pre-breakfast: ~40% N +
~-15% R or RAA.

Pre-dinner: ~15% R or
RAA.

Bedtime: 30% N.

Maorning insulins can be
mixed in one syringe.

May be appropriate for
those who cannot take
injections in middle of
day.

Maorning N covers lunch to
some extent.

Same adwvantages of RAAs
over R.

Least (N + R) or less
expensive insulins than
MD| with analogs.

Greater risk of nocturnal
hypoglycemia with N
than LAAs,

Greater risk of delayed
post-meal hypoghycemia
with R than RAAs.

Requires relatively
consistent mealtimes
and carbohydrate
intake.

Coverage of post-lunch
glucose often
suboptimal.

R must be injected at
least 30 min before
meal for better effect.

Morning N: based on
pre-dinner BGM.

Morning R: based on
pre-lunch BGM.

Morning RAA: based on
post-breakfast or pre-
lunch BGM.

Pre-dinner R: based on
bedtime BGM.

Pre-dinner RAA: based
on post-dinner or
bedtime BGM.

Evening N: based on
fasting BGM.

Continued on p. S130
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PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Table 9.1—Continued
Regimen

Timing and distribution

Advantages

Disadvantages

Adjusting doses

Twice-daily “split-mixed”:
M4R or N+RAA

Pre-breakfast: ~40% N +
~15% R or RAA.

Pre-dinner: ~30% N +
~15% R or RAA.

Least number of injections
for people with strong
preference for this.

Insulins can be mixed in
one syringe.

Least (N+R) or less
[N+ RAA) expensive
insulins vs analogs.

Eliminates need for doses
during the day

Risk of hypoglycemia in
afternoon or middle of
night from N.

Fixed mealtimes and meal
content.

Coverage of post-lunch
glucose often
suboptimal.

Difficult to reach targets
for blood glucose

without hypoglycemia.

Morning N: based on
pre-dinner BGM.

Morning R: based on
pre-lunch BGM.

Morning RAA: based on
post-breakfast or pre-
lunch BGM.

Evening R: based on
bedtime BGM.

Evening RAA: based on
post-dinner or
bedtime BGM.

Evening M: based on
fasting BGM.

BGM, blood glucose monitoring; CGM, continuous glucose monitoring ICR, insulin:carbohydrate ratio; ISF, insulin sensitivity factor; LAA, long-acting analog; MDI, multiple daily injections; N, NPH insulin;
R, short-acting (regular) insulin; RAA, rapid-acting analog; TDD, total daily insulin dose; URAA, ultra-rapid-acting analog. Reprinted from Holt et al. (5).

Pharmacologic Approaches to Glycemic Management:
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Simplified overview of indications for B-cell replacement therapy in people with type 1 diabetes

== = ==

Figure 9.2 —Simplified overview of indications for B-cell replacement therapy in people with type 1 diabetes. The two main forms of B-cell
replacement therapy are whole-pancreas transplantation or islet cell transplantation. B-Cell replacement therapy can be combined with kidney
transplantation if the individual has end-stage renal disease, which may be performed simultaneously or after kidney transplantation. All deci-
sions about transplantation must balance the surgical risk, metabaolic need, and the choice of the individual with diabetes. GFR, glomerular fil-
tration rate. Reprinted from Holt et al. (5).

Pharmacologic Approaches to Glycemic Management:
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Table 9.2—Drug-specific and patient factors to consider when selecting antihyperglycemic treatment in adults with type 2 diabetes
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samaglutica (S0} arrvan by albuminara censderalions of fdvidus not detarmined (lirag lutide,
sulsomes: iraglutids, figemia dulaglutide, exenatide
semagluiide {53, = Naodase agjussmenl far axtended release, samag|utide)
Noutral: axenutics dulaglutide culagluada, liraglusda, » Gl side eflucts commen
once waskly, semaghilide Inausea, vomiling, diaThea)
Iaenatica B Cautian whan inligting ar u Injection sits reatians
incroasing dase due 1o = Pancealilis has bean reparied in cliizal
patential rek of naussa, wrals but causality has not basn
vomiting. diarrhea, or aslablshed, Discontines il pancreatis
sahydratan, Monitar ranal % SUSPOCtad,
funclicn in paliers
raparing savars advarse Gl
raactiong when iniliafing or
incroasing dase of tharapy,
Heulral Meutral Potertial risk: Hagh Oral Hautral = Ranal dosa adjusimant " Parcrestltis has besn raported in clinical
saxagliplin rucuined (stagliptin, #rials bul causalily has nat baen
saagliptin, alaglipsnl: astablshad, Discontinua if pancreatss
can be used in renal s suspectad,
Impainmant u Jainl pain
" No dose adjusiment
reouired for |inagliptin
Bain Palenlial banetil: IAsreased rek Law Dral Meutal = Na dose adjusiment = FDA Black Box: Congestva haar
pioglitazone rocuined tailurs (pioglitazone, rosiglitazone)
n Generally not n Fluid relertion {edema. hear
recommended in renal failural
In-ps]fr“ﬂ'ﬂ dua fo u Banalitin NASH
potertial for ¥ Risk of boae Factures
fuid ratantian = Bladdar cancar [poglRazoae)
" DL chelesterol (rosgitazsns)

Gain Neautral Moutral Low Qral Feauteal = Glyburids; gananaly rot = FDA Spacial Waming on incressed
recom mandad in chranic risk of cardiovascular mortality
kianay gisoasa ased on shadies of an older

= Glipizida and gl Fary
iniliata consarvalively 1o
ikl hypagl yesemia
Gain Meutral Meutral Low (S | S0 Mautral u Lower nsulin dasas " Injecticn site reactions
rinaled regdived with & = Higher fek of bypoglycemnia with
cacranss n GFR; bt numan insulin (KPH ar promived
High 80 pai divical respanss tarmulations) ve, andogs

ASCVD, atherosclerotic cardiovascular disease; OV, cardiovasculan CVOT, cardiovascular outcomes trisl; DPP-4, dipeptidyl peptidase 4; DKA, disbetic ketoacidosis; DKD, disbetic kidney dizesse; eGFR, etimated glomenlar
filtration rate; GI, gastrointestinal; GLP-1 RAs, glucagon-like peptide 1 receptor agonists HF, heart failure; NASH, nonaloholic steatohepatitis SGLT2, sodium—glucose cotransporter 2; 50, suboutaneous; T2D, type 2 diabe-
tes. *For agent-specific dosing recommendations, please refer to the manufacturers’ prescrbing information. tFDA-approved for cardiowescular disease benefit. #FDA-approved for heart failure indication. SFDA-approved

for chronic kidney disease indication.
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PHARMACOLOGIC TREATMENT OF HYPERGLYCEMIA IN ADULTS WITH TYPE 2 DIABETES

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

ASCVD/INDICATORS OF HIGH RISK, HF, CKD{

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

3

¥4

+ASCVD/INDICATORS
OF HIGH RISK*

GKIE witheut
alburninuria albuminuria
[edg., =200 mgdn | (e, eBFR <50
erpatinine mbimin/1,73 mf)

CKD and

SGELTH
wilh proven
banafit in this
ponubtion’

J

PREFERABLY
SLT2| with primary avidence
af rducing CKD progrossan
QR ———m e

SGLT2| with evidence of
meciuzing CKD progression n

= Far pationts an a
GLP=1 RA, cotiskier
ncorporating SGLT21
with proven GV
baneft and vice versa'

" TEY

GLE-1 BA wilh prcwvan £
banafit’ f SELT2] rol tolerited
aF contra ndicated

For patients with CKD (&g, eGFR
<fil) mLAmMInL73 m) without
albuminuria, recommend the

tollowing Lo decresse cardiovasclar

i ) —
GLA oy | ST
RAwtn| or / with
prowan

It A1C above tamet, for patients on
SGLT2i, consider ncorporating a
(GLP=1 FA and vice vana

¥ AYC remains above target, consder reatmertt intensification based on comarbidities,
patient-cenlened treatment tactors, and maragement nesds

}_

1 NONE |

agents that provide adeq

EFFICACY to achi

Higher glycemic efficacy therapy: GLP-1 RA; insulin; combination approaches (Table 9,2)

N

. rbidities, patient-centered treatment factors, and management needs in choice

of therapy, as below:
MINIMIZE HYPOGLYCEMIA IS IZEE 1 HILGATRY CONSIDER COST AND ACCESS

PROMOTE WEIGHT LOSS
Ho/fow inharant risk of hypaghoemia: PREFERABLY Murailabla in genaric form at lower cost:
0FP-4, G F-1 A, SAITA TZD GLP-1 AA with good efficacy tor weight boes = Certaln inguling: consider Inaulin
For SU ar basal nsulin, oonsider agerts with avallable at the lowest acquistion cost
Rower risk of hypoglyeernia’s I . sU
SGLT
,L 3 =Tz
IF A1C ABOVE TARGET | v
[ FAIC ABOVE TARGET IF A1C ABOVE TARGET

1)

Ihcoporate additionsl agents basad on
comarbidities, patient-carserad treatmant
factors, amd management reeds

Pressen Borwfit reters S Jabel indicatien jsoe Taoke 9.2}
Low dove may b etor tokennied though

Tees well st for VD effects

o lier gunenation SU o kwes riik of hypoglyceria
Fisk of Fypaghveenia: deglides | ghigine L300

= ghargine L1000/ detmmir < KPH insulin

Coven et et ard g n-ameeie s of chuge

Far patients on o GLP=1 RA, corsidar
neorporating SGLT2| and vice versa
u [{ GLP-1 RA not tolerated or indicated
consider DFF=4 (walgnt neutraly

¥

Incorporata addtional agants based on
cemeridilies, petiancenleed beatment
factors, and management needs

*For adulfs wit overweighf or cbesity, Bestde modfication to ackieve and maintsin 255 weight lass.

¥

Ihcomaorate addtional agents based on
comarbidiies, patient-centered treatmant
factors, and managemant neads

el 3160 Finwesis of masenates ta vigamussrtenshy physical aethfy & recammentied

iGer Seclion 5: Farltaling Bebasior Ghange and Well-beng 1o kmprave Heabh Culsomes
Thetioned whengver T becema new chnicd censidennions regardess

of packgrourd ghors-loweing medcatons,

Mot patonts orvollon in the relevant triak were on metiommie, at paselne 2 glucesedowenng Tarapy.

“Fein to Secton 10 Cadovastubr Cisesse and Mk Marageren,
~Fieter to Section 11: Chranic Kidney Disease and Fisc Maragement and spectie mecication

Rabsed fo w3FF erfinia

Figure 9.3 —Pharmacologic treatment of hyperghycemia in adults with type 2 diabetes. 2022 ADA Professional Practice Committee (PPC) adaptation of Davies et al. (43) and Buse et al. (44). For appropri-
ate context, see Fig. 4.1. The 2022 ADA PPC adaptation emphasizes incorporation of therapy rather than sequential add-on, which may require adjustment of current therapies. Therapeutic regimen
should be tailored to comorbidities, patient-centered reatment factors, and management needs. ASCVD, athersclerotic cardiovascular disease; CKD, chronic kidney disease; CVD, cardiovascular dis-
ease; OWOT, cardiovascular outcomes trials; DPP-4i, dipeptidy| peptidase 4 inhibitor; eGFR, estimated glomerular filtration rate; GLP-1 RA, gluagon-ike peptide 1 receptor agonist; HF, heart failure;

5GLT2j, sodium—glucose cotransporter 2 inhibitor; SU, sulforylurea; T2D, type 2 diabetes; TZD, thiazolidinedione.

Glucose-lowering
Medicationin
Type 2 Diabetes:
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Professional
Practice
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PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Intensifying to injectable therapies (1 of 2)

Cormider GLF=1 R In mast patiemts prior to irmulint

I already on GLF=1 Af or § GLP=1 A&

PHITIATEOM: Intiaie approgriahe staning doss for agent soecing juanes wilhin o) [— ot OF insslin prafumed

TITRATRON: Thrain bo maimenance dose faries wittin des) U
W

Al baeslinadn®

Choice of tasoll insulin should be bassd on poSemsspocic consdensons, inclding oot ST i
P s Tl 94 Tz bresclin cost iInformstion,

&
At basa] anslog or Bedtimes NFH meghn

PHITIATEON: Start 10 wnits per oy S8 9,1-0.2 unrtadeg par day
TITRATIOR:

u Sat FFG lorpet jsee Becton B Ghoomic Tapgsta)

u Chaces weidancebased Sinalken elgonihm, ag, hoesasa F unis every 3 daya o
remch FPG farged without hypoghcemia

» For Fypodloamia detenming couses, ¥ no chior sason keor doss by 10=20%
L3
l Amspan adecpmcy of basall insn doas

Conair ch el sl o meodon o crvsthedeatnn s e B sonene adunsen

thampees 2, basal dose mone than -0U5 unkafigiday, divaied bediimesmoming
‘or Pt f - ! 3

:i, s o v, high verisblieg |
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PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Intensifying to |n|ectable therapies (2 of 2)

¥ above A1C langet

¥

¥ on Badiire NPH, consider comering 1o

g prandall insulin®

nsuln can b ciosed indwvidually o miced wit NPH o aporoprales

INETIATRON: TITRATION:
: GLA! HA, corsider B A il i Sy of 100 af Eeise] u Inzraass oo by 1=2 units
Pt incufin dise Irexdin dose oo 10-155% tarcn waskdy

depondent on cument = [P A1C <8% (B4 mmopmal consider

lorwarineg thiy basal doso by 4 units por

ek, I i cladr Maicias
pomeaponding dose by

Ul e chvga with P [argest iman] or mai] with grastes] PRG aacorson; prandial

u For Bypoglycemia detorming

tesicnacnily MPH mgimen
R p— :
i ol Tow ollowing b one o b aomech
i IniThaThoN: :
. m Total dosa = B0% of cumant Dediima MPH doss
om0 givan in the momisg

u 153 gven gl becsime
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diry @ 105 of Base] dasa
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‘& b
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“mi Tan sauTt WP and sRovlianid acing nsudne

o, tuiz, s e Irhation:

ackitiond injoctiors) = Totol HFH dome = BO% of cumet NPH dose
I = 3 givan barlore Rraskias
—_— u 15 ghvan berdoes dicner
Progedd o full u Acd 4 units of shortmpideacting nsulls o
hasaleholm regimen afach injaction or 109 of reduzd WPH dem

foe., basal insulin and
proamtil sl wie
sch el

TrTAATER:

= Thrate pach companent of the regimen
Eaand on indsvidus] sd reeds

Consider fwice daly premized
rafn negi-rean
INITIATICN:

u Uizuclly un® por urit
W R anTw o]
ngaskin dooe, bt may
raauies B ustmect o
ndieacual neods

TITPLATIN:

u Tiirabes Dasad o
b s

Ta Crz=gite raalin i o Seal iysstazhe B ovideres of ongoisg relabol 3=, sp=plom o sypeghyeena e zesed, whon A1C ke i3 10% 32 reredirol]) o Sleod gheesse kevels
(2302 gl [96,7 meralfL]) srn wery high, or & dlagrosie of typa 1 duasbaies s s possihiling

2 Wepn snlacting GLIM PL8, cormider: pabiant paberssrs, A1 kosring, wiighi-sasing sffect, or Iegesncy of injsction. | CVE, conuider GLIVT P18 sil® groven VD beradl Sl o
b b (G P FLE g Bl

%, Fzrpatiamis om ALP=1 M& an trodimaufn comisinarion conmder tom of @ desd-orin comizineiion peocucs fOegLin ariGjarLid,

iy Cipe ke pe ko g Trore e vug W D 0 bamel ooy © Tos palend dovoboos Spraogion by wrlics eser lly begels T pd veemles MPH o 1o gepearg and willd So belle riarage)
with an AM doan of 8 |2 rg-acting bl insufin,

B B imoimg praccid medn o KPE, cossikden mitelns of o ssPerined or premoasd e be segiman ) decresse e mumie o] isSoms ey el

Figune 9.4—|nt enzifying to injectable therapies in type 2 diabetes. DSMES, disbetes self-manag ement education and suppart; FPG, fasting plasma
glucose; GLP-1 RA, glucagon-like peptide 1 receplor agonist; max, maximum; PPG, postprandal glucose. Adapted from Davies ot al. (43).

Pharmacologic
Approaches to
Glycemic
Management:
Standards of Medical
Care in Diabetes -
2022. Diabetes Care
2022;45(Suppl.
1):S125-S143



Table 93—Median monthly (30-day) AWP and NADAC of maximum approved daily dose of noninsulin glucose-lowerng
agents in the ULS.

Dosage strength) Madian AWP Madian NADAC Maximum approved
Qs Compounds) product [if applicabis] {miin, max)t (miin, mandt daily dase*
Biguanide ® Metlarmin D mg (IR $108 |45, $109) 3 2550 mg
1,000 mg (IR} 497 |45, 583) 52 2,000 mg
1,000 mg (ER) 4242 (5242, 57.214) 4100 (5102, 5430} 2,000 mg
Sulbsnylureas [2nd  » Ghimegiride a4 mg £74 (571, $198) 43 8 mg
peneration) » Qigsde 10 mg (IR) $68 {567, S70) 53 40 mg
10 mg (¥L/ER) 543 512 20 mg
» Glyburide & mg |micranized) 453 (548, 571) 11 12 mg
5 mg $a1 (563, 503) $12 20mg
Thiazalidine diones » Pigg litazons 45 mg $348 (57, 5349) 45 45 mg
» Rosglitasone 4 mg HfA 5324 8 mg
a-Glumsidase » Acarbose 100 mg 5106 (5104, 5106) 526 300 mg
inhibit ars » Miglital 100 mg 5284 (5241, $346) N/A 300 mg
e it i N B 120 mg $155 $28 360 mg
|ghinides) » Repaglinids 2 mg Sa78 (554, $a97) s34 16 mg
DPP-4 iinhibitors » Mogliptin 25 mg $734 S166 25 mg
= Sacagliplin 5 mg 4549 138 5 mg
» Linagliptin 5 mg 5583 66 5 mg
w» Sitagliptin 100 mg 5596 5477 100 mg
SGIT2 inhibitors » Ertug iflazin 15 mg 5372 4297 15 mg
» Dapagiillazin 10 mg 4639 4511 10 mg
» Canagliflazin 300 mg 5652 4521 300 mg
» Empagiflasa 25mg S8 4526 25 mg
GLP-1 Rbs = Exenatide 2 mg powder for 4a03 5727 2 mg**
frrtended nelagya] suspension ar pen
= Exenatide A pg pen 5533 5746 20 g
» Dulaghutide 45 mg mL pen $1,013 sa11 45 mg™
» Samaglutide 1 mg pen $1,022 $822 1 mg**
14 mg (tablet] 41,022 819 lamg
» Liraghdtide 18 mg gen £1,220 075 18 mg
» Linisenatide A pg pen S84 W 20 g
Bile acid » Colemevalam 625 mig Labs $710 (5674, 5712) 57 375 ¢
sagpues irant 375 g suspenson 4674 5222 375
Dopamine-2 agonist  » Bromacriptine 08 mg 41,036 4833 4.8 mg
Marryling mii metic = Pramifintide 120 jg pen 52,702 H/A 120 pgfinjectiontt

AWP, average whalesale price; DPP-4, dipeplidyl peptidase 4; ER and XL, extended relesse; GLP-1 RA, glucagondike peplide 1 receptor ago-
nist; IR, immediste release; max, maximum; min, minimuom; NFA, data not svailsble; NADAC, National dverage Drug Aoquistion Cmst; SGLT2,
sodium-glumss cotransparier 2 TCaleulsted for 30-day supply (AWP [20] or NADAC [71] unit price = number of doses required to provide
maximum approved daily dese = 30 days); median AWP or NADAC lsted alone when only one product and/or price. *LRilized to caleulate
median AWP and NADAL jmin, max); generic prices uwied, if available commercially. *"Adminisiersd once weskdy, TTAWP and NADAC calou-
lated based on 130 pg thres times daily.

Median monthly cost
of maximum approved
daily dose of
noninsulin glucose-
lowering agents in the
U.S.
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Table 9. 4—Median cost of insulin products in the U.S caleulated as AWP (70} and NADAC (71} per 1,000 units of spedfied

dosage form/product
Median AW P Median
Ireulins Compounds Dosage ionrurpm-mc't |min, max]* NADAC®
Rapid-acting = Lispro follow-on praduct U100 vial 5157 5125
U100 prefilled peen 202 4161
» [Lispro U100 sl L1651 s13t
U-100 cartridge sa0a 5325
U100 prefilled pen szt s170t
U-200 prefilled pen 424 %339
» Lispro-aabe U100 sl 4330 WA
U100 prefilled pen s424 WA
U-200 prefilled pen s424 NA
= Glulizine U100 vial 5341 272
U100 prefilled peen 4439 4352
= Bspart U100 visl S17at 5139t
U-100 cartridge 515 5172
U100 prefilled pen s223t s179t
» Mospart |Taster acting produd”) U100 vial 347 278
U-100 cartridge 430 M
U100 prefilled pen a7 %356
= Inhaled insulin Inha lation cartridges 51,325 606
Shaort-acting » human regular U100 vial 5165t S1321t
U100 prefilled pen 5208 5167
Intermediste-acting = human NPH U100 vial 5165t S1321t
U100 prefilled pen 5208 5167
Concentrated human » U-500 human regular insulin U500 visl 178 4143
regular insulin U500 prefilled pen $230 5184
Long-acting » Glargine follow-on products U100 prefilled peen 118 456
U100 vial $190 (118, 261) 95
» Glargine U-100 vial; U-100 prefilled pen 4340 277
U-300 prefilled pen 4340 272
» Debermir U100 vial; U-100 prefilled pen 5370 L2096
» Deghidec U100 visl; U-100 prefilled pen; L-200 5407 5325
prefilled pan
Premixed insulin = NPHjregular 70/30 U100 sl 165t S133tt
products U-100 prefilled pen {24 5167
= Lispro 50/50 U100 sl 4342 274
U100 prefilled pen s424 s338
= Lispra 75,25 U100 vial £152 273
U100 prefilled pen sn2 5170
= Aspart 7y30 U100 sl 4180 5144
U100 prefilled pen 514 5179
Premined insufin/GLP-1 » Glargine/ Lixisenatide 100¥33 pg prefilled pen $619 5495
R products » Degludec Liraghtide 1036 g prefilled pen 597 5732

AP, average wholsale pio; GLE-1 A, gheagon-dis peptide 1 receptar aganist; NJA, not availsble; NADAL, Mational Average Drug Acquisition Cost
*AWP or NADAC calculated a5 in Table 9.3. TGeneric pricss used when available. TTAWP and NADAC data presented do not include viaks of
regular human insulin and NPH available at Walman for approximately $25/vial; median listed slone when only one produet and/for price.

Median cost of insulin
products in the U.S.
calculated as AWP and
NADAC per 1,000 units
of specified dosage
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CARDIOVASCULAR DISEASE AND RISK MANAGEMENT

Recommendations for the Treatment of
Confirmed Hypertension in People With Diabetes

<160/100 mmHg

! ' ' !

[ Start one agent ] [Lifestfle management ] [ Start tiwo agents ]

! !

[ Initial BP >140/90 and ] [ Initial BP 2160/100 mmHg ]

[ Albuminuria or CAD* ] [ Albuminuria or CAD* ]
Mo Yes Mo Yes
Start one drug: Start: Start drug_frum Start:
m ACEI or ARB s ACEi or ARB 2 of 3 options: m ACEil or ARB
= CCB*** = ACEI or ARB and
m Diuretic** s CCB™™™ = CCB*** or Diuretic**

» Diuretic**

1 l

Cardiovascular Disease and Risk Management:

Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1):S144-S174

Recommendations
for the Treatment of
Confirmed
Hypertensionin
People with
Diabetes (1 of 2)



CARDIOVASCULAR DISEASE AND RISK MANAGEMENT

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
s CCB*** = CCB***
» Diuretic** = Diuretic**
Mot meeting target
on two agents ‘ l— ‘mt? —,
Assess BP Control and Adverse Effects
Mot meeting target or
Treatment tolerated adverse effects using a drug
and target achieved from each of three classes
[ Continue therapy ] Consider Addition of Mineralocorticoid Receptor Antagonist;

Refer to Specialist With Expertise in BP Management

Cardiovascular Disease and Risk Management:

Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1):S144-S174

Recommendations
for the Treatment of
Confirmed
Hypertensionin
People with
Diabetes (2 of 2)



Simplification of Complex Insulin Therapy

[ Patient on basal (long- of intermediate-acting) andfor prandial (short- or rapid-acting) insulins¥* ] [ Patient on premixed insuling j

Basal insulin Prandial insulin

\ basal only in the morming Figure 13.1—
[— Change timing from bedtime to morning ) Algorit h m to Si m pl ify

Y . . .
" ) [ ) If mealtime insulin <10 units/dose: InSUIIn reglmen for
Titrate dose of basal insulin based on fasting ) . - ST
fingerstick glucose test results over a week If prandial insulin »10 units/dosa: . DIEE_mntIlr_luu pr'antdl:'al insulin and add o I d er pa tie n tS Wi t h
. P noninsulin agent(s
Fasting Goal: 80-150 mgy/dL (5.0-8.3 mmoliL) ¢ doso by 50% and add nonifesuin P
= May change goal based on overall health ge .
and goals of care™ Titrate prandial insulin doses down as type z d I a beteS.
\ J noninsulin agent doses are increased
with aim to discontinue prandial insulin
' Y
i ™ A - i i N
If 50% of tha fasting fingerstick glucose Add noninsulin agents: _
values are over the goal: = It @GFR is 245 mg/dL, start metiormin 500 mg
. daily and increase dose every 2 weeks, as
» T dose by 2 unitz - toleratad
If =2 fasting fingerstick values/wesek are <80 = [f eGFR is =45 mg/dL, patient is already
mg/dL (4.4 mmol/L): taking metformin, or metformin is not tolerated,
» | dosa by 2 units proceed to second-line agent
. J ¥ Y
Older Adults:
Additional Tips Using patient and drug characteristics to guide decision-making, as depicied in Standards Of

Fig. 9.2 and Table 9.2, select additional agent(s) as nesded:

* Do nat uss rapid- and shart-aciing insulin st haddme »  Every 2 weeks, adjust insulin dose andior add glucose-lowering agents based on Medica' Care in

= While adjusting prandial insulin, may use simplified fingerstick glucose testing performed before lunch and before dinner
sliding scale, for example: »  Goal: 90150 mg/dL {5.0-8.3 mmo/L) before meals; may change Diabetes - 2022.
o Premeal glucose =250 mg/dL (13.9 mmel/L), goal based on overall health and goals of care™ .
i'"’ﬂ 2 “:"T of 5““}:'5:' ra::—ta:::g l::;:-"; = 1f50% of prameal fingersfick values over 2 weeks are above goal, increase the Diabetes Care
o Premeal glucose mg -4 mi : dosa or add anothar agent .
give 4 units of shorl- or rapid-acting insulin  If=2 premeal ﬁngers:.:gk values/week are <00 mg/dL (5.0 mmaliL), 2022 ’42(Supp|- 1)
" Stop sliding scale when not needed daily dacrease the dosa of madication




New-Onset Diabetes in Youth With Overweight or Obesity With Clinical Suspicion of Type 2 Diabetes

Initiate lifestyle management and diabetes education

A1C <B8.5%
No acidosis or ketosis

= Metformin
+ Titrate up to 2,000 mg per day
as tolerated

A1C =8.5%
No acidosis with or without ketosis

[ » Metformin
« Titrate up to 2,000 mg per day
as tolerated
= Basal insulin: start at 0.5 units/kg/day

and titrate every 2—3 days based on
BGM

Acidosis and/or DKA and/or HHNK

.

= Manage DKA or HHNK

= i.v. insulin until acidosis resolves, then
subcutaneous, as for type 1 diabetes
until antibodies are known

—

NEGATIVE POSITIVE

= Continue or start metformin
= |f oninsulin, titrate guided by BGM/CGM values

A1C goals not met

t

4

= Continue metformin

= Consider adding glucagon-like peptide 1 receptor
agonist approved for youth with type 2 diabetes

only and glycemic target not met with escalating
doses, then add prandial insulin; total daily insulin
dose may exceed 1 unit/kg/day

= Titratefinitiate insulin therapy; if using basal insulin

= Continue or initiate MDI insulin or pump therapy,
as for type 1 diabetes
= Discentinue metformin

Figure 14.1—
Management of new-
onset diabetes in
youth with
overweight or
obesity.

Children &
Adolescents:
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MANAGEMENT OF DIABETES IN PREGNANCY

—— Table 15.1—Checklist for preconception care for women with diabetes (17,19)

Preconception education should include:

[1 Comprehensive nutrition assessment and recommendations for:
e Overweight/obesity or underweight
e Meal planning
e Correction of dietary nutritional deficiencies
o Caffeine intake
o Safe food preparation technigue

[ Lifestyle recommendations for:
e Regular moderate exercise
e Avoidance of hyperthermia (hot tubs)
e Adequate sleep

[ Comprehensive diabetes self-management education

[J Counseling on diabetes in pregnancy per current standards, including: natural history of
insulin resistance in pregnancy and postpartum; preconception glycemic targets; avoidance
of DKA/severe hyperglycemia; avoidance of severe hypoglycemia; progression of
retinopathy; PCOS (if applicable); fertility in patients with diabetes; genetics of diabetes;
risks to pregnancy including miscarriage, still birth, congenital malformations, macrosomia,
preterm labor and delivery, hypertensive disorders in pregnancy, etc.

[J Supplementation
e Folic acid supplement (400 ug routine)
e Appropriate use of over-the-counter medications and supplements

Medical assessment and plan should include:

[J General evaluation of overall health

[ Evaluation of diabetes and its comorbidities and complications, including: DKA/severe
hyperglycemia; severe hypoglycemia/hypoglycemia unawareness; barriers to care;
comorbidities such as hyperlipidemia, hypertension, NAFLD, PCOS, and thyroid
dysfunction; complications such as macrovascular disease, nephropathy, neuropathy
(including autonomic bowel and bladder dysfunction), and retinopathy

[ Evaluation of obstetric/gynecologic history, including history of: cesarean section,
congenital malformations or fetal loss, current methods of contraception, hypertensive
disorders of pregnancy, postpartum hemorrhage, preterm delivery, previous
macrosomia, Rh incompatibility, and thrombotic events (DVT/PE)

[ Review of current medications and appropriateness during pregnancy

Management of Diabetes in Pregné...,.
Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022:45(Suppl. 1)



MANAGEMENT OF DIABETES IN PREGNANCY

Screening should include:

[] Diabetes complications and comorbidities, including: comprehensive foot exam;
comprehensive ophthalmologic exam; ECG in women starting at age 35 years who have
cardiac signs/symptoms or risk factors and, if abnormal, further evaluation; lipid panel;
serum creatinine; TSH; and urine protein-to-creatinine ratio

1 Anemia

[] Genetic carrier status (based on history):

e Cystic fibrosis

e Sickle cell anemia
e Tay-Sachs disease
e Thalassemia

e Others if indicated

[ Infectious disease
e Neisseria gonorrhea/Chlamydia trachomatis
e Hepatitis C
e HIV
e Pap smear
& Syphilis

Immunizations should include:
[] Rubella
[ Varicella
] Hepatitis B
[ Influenza
[] Others if indicated

Preconception plan should include:
[J Nutrition and medication plan to achieve glycemic targets prior to conception, including
appropriate implementation of monitoring, continuous glucose monitoring, and pump technology
[J Contraceptive plan to prevent pregnancy until glycemic targets are achieved
[] Management plan for general health, gynecologic concerns, comorbid conditions, or
complications, if present, including: hypertension, nephropathy, retinopathy; Rh

Management of Diabetes in Preg:ic (0§2mpatibility; and thyroid dysfunction
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