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Learning Objectives

Review new screening guidelines and diagnostic criteria for Type 2 Diabetes

Recognize the importance of an individualized approach

Acknowledge provider-related barriers leading to poor diabetes control

Recognize different goals for optimal glycemic control

» Review algorithms and medication profiles per updated guidelines from American Diabetes Association
(ADA) and American Association of Clinical Endocrinology (AACE) with use of case examples.
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American From: Addressing Therapeutic Inertia in 2020 and Beyond: A 3-Year Initiative

Diabetes of the American Diabetes Association
- Association.
Clin Diabetes.
2020;38(4):371-381.
do0i:10.2337/cd20-0053
DPP-4i and Increased adoption of Affordable Care Act, Meaningful Use SGLT2i
GLP-1RA EHRs, HITECH Act, iPhone proliferation of EHR guidelines approved
approved and apps introduced “personal technology”  implemented, advent of
PCMHs, ACOs
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Figure Legend:

Type 2 diabetes trends in the United States, 2006—2013. Advances in health technologies, drug therapies, and public policy have not translated
to improvements in diabetes care quality. ACO, accountable care organization; DPP-4i, dipeptidyl peptidase 4 inhibitor; GLP-1RA, glucagon-like
peptide 1 receptor agonist; HITECH, Health Information Technology for Economic and Clinical Health; PCMH, patient-centered medical home;
SGLT2i, sodium—glucose cotransporter 2 inhibitor. Adapted from ref. 24.

Date of Download: 11/1/2022 Copyright © 2022 American Diabetes Association. All rights reserved.
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Barrier to Care — Clinical Inertia

Most often time we focus a lot on medical nonadherence and blame
poor control due to limitations of our patients.

t's”also important to recognize our role in poor control of diabetes as
well.

ailure of healthcare providers to initiate or intensify therapy can be
due to lack of education, training or having programs or clinical
practices aimed at achieving therapeutic goals (Gabbay, 2020).

Therapeutic inertia is common — affecting as many as 50% of
patients with type 2 diabetes (McCoy, 2021).
 Driven by wide range of barriers (Rattelman, 2021).
 Clinician
» Patient
* Health system levels




American From: Standards of Medical Care in Diabetes—2022 Abridged for Primary

Diabetes Care Providers
. Association.

Clin Diabetes. 2022;40(1):10-38. doi:10.2337/cd22-as01
DECISION CYCLE FOR PATIENT-CENTERED GLYCEMIC MANAGEMENT IN TYPE 2 DIABETES

REVIEW AND AGREE ON MANAGEMENT PLAN 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
Cultural and socioeconomic context

o Review management plan

» Mutual agreement on changes

o Ensure agreed modification of therapy is implemented
ina timely fashion to avoid clinical inertia

o Decision cycle undertaken regularly
(at least once/twice a year)

V\/ CONSIDER SPECIFIC FACTORS THAT IMPACT
CHOICE OF TREATMENT

ONGOING MONITORING AND GOALS

SUPPORT INCLUDING OF CARE o Individualized HbA, target

. . o Impacton weight and hypoglycemia

* Emofional well-being Py o Sideeffect profile of medication

o Checktolerability of medication « Prevent complications ide etlect profie of mecicati o

« Monitor glycemic status Ovtimi litv of lif o (omplexity of regimen, i.e,, frequency, mode of administration

o Biofeedback induding BGM, » Optimize quality of life o (hoose regimen to optimize adherence and persistence

weight, step count Hba,, o Access, cost, and availability of medication

blood pressure, lipids i
D SHARED DECISION-MAKING TO CREATE A
IMPLEMENT MANAGEMENT PLAN MANAGEMENT PLAN
= Patients not meeting goals generally \ (\% o Involves an educated and informed patient (and their
should be seen at least every 3 family/caregiver)

months as long as progress is being o Seeks patient preferences
made; more frequent contact initially AGREE ON MANAGEMENT PLAN o Fffective consultation indudes mofivational interviewing,
is often desirable for DSMES « Specify SMART goals: goal setting, and s{\ared dedision-making
- Spedfic o Empowers the patient
- Measurable o Ensures access to DSMES
ASCYD = Atherosclerotic Cardiovascular Disease - Achievable
CKD=Chronic Kidney Disease - Realistic
HF =Heart Failure - Time limited

F | ure Le en d . DSMES = Diabetes Self-Management Education and Support
g g BGM = Blood Glucose Monitoring

Decision cycle for patient-centered glycemic management in type 2 diabetes. HbA,., glycated hemoglobin. Adapted from Davies MJ, D’Alessio
DA, Fradkin J, et al. Diabetes Care 2018;41:2669-2701.

Date of Download: 11/1/2022 Copyright © 2022 American Diabetes Association. All rights reserved.




I When should we start screening

* New guidelines include screening adults without diabetes
symptoms for both prediabetes and diabetes at the age of 35
(Kenney, 2022).
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Criteria for Screening and Diagnosis of
Prediabetes and Diabetes

Prediabetes Diabetes

- TABLE

A1C 5.7-6.4% (39-47 mmol/mol)*  26.5% (48 mmol/mol)t S i leria for the
Diagnosis of
Prediabetes and
Diabetes

100125 mg/dL (5.6-6.9

Fasting plasma glucose mmol/L)*

=126 mg/dL (7.0 mmol/L)t

» Adapted from Tables
2.2 and 2.5in the
complete 2022

2-hour plasma glucose 140-199 mg/dL (7.8-11.0 >200 mga/dL (11.1 mmol/L)t Standards of Care.

during 75-g OGTT mmol/L)*

Random plasma
glucose

WELLAHEAD
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Diabetes glycemic control goals

«  TABLE 6.3Summary of Glycemic
Recommendations for Many
Nonpregnant Adults With Diabetes

A1C <7.0% (53 mmol/mol)*#

« *More or less stringent glycemic goals
may be ag ropriate for individual
patients. #CGM may be used to assess
. &chemlc tar ett aan%Eed |ré - 6.1
L — ecommendation 6.5b and Figure 6.1.
80-130 mg/dL (4'4 7.2 ((jBoalts; shofu(ljd bbe Ji[ndividurilll_ifze bas?d on
uration of diabetes, age/life expectancy,
mmOI/L) comorbid conditions, k%own C\[% or y
advanced mjcrovascular complications,
_h;ggoglycemla unawareness, and
individual patient considerations.

* tPostprandial glucose may be

Pre-prandial capillary plasma glucose

- i i targeted if A1C goals are not met despite
ol posHprenaliel el ay esime <180 mg/dL* (10.0 mmol/L) reagching p.repra%dial glucose goals. g
g|ucose‘|' Postprandial glucose measurements

should be made 1-2 hours after the
beginning of the meal, generally peak
levels in patients with diabetes.
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UKPDS 35: any 1% decrease in HbAlc was
associated with risk reduction (p<0.05 for all)

Any diabetes-related Any diabetes-related
endpoint death Microvascular endpoints  Myocardial infarction

-21% -21%

Any reduction in HbAlc is likely to reduce the

risk of complications

(Clore, 2019)
‘\ American Diabetes Association. British Medical Journal 2000; 321: 405-412




Foundation of Diabetes Therapy

« Comprehensive lifestyle management is important when initiating
care for all individuals with diabetes

 Exercise

« Engage in about 150 minutes or more of moderate to vigorous intense aerobic activity
per week spread over 3 days per week; no more than 2 days without activity.

* Engage in 2-3 sessions/week of resistance training.
* Weight management
* Healthy eating

 Emphasize a variety of nutrient dense foods and appropriate portion sizes.

. Mhai_ntain pleasure of eating while providing nonjudgmental messages about food
choices.

* Provide practical tools for healthy eating patterns.
« Decrease sedentary behavior
* Interrupt prolonged sitting every 30 minutes
(American Diabetes Association, 2022)
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Foundations of Diabetes Therapy

* Metformin is usually still the initial therapy for patients with type 2
diabetes.
Recommended dose is 1000 mg twice daily if tolerated
Titrate slowly over 1-2 weeks in 500 mg increments
Extended release formulation is highly recommended
Medication must be renally dosed and should not be used if GFR less than 30 cc/min
(Clore, 2019)

* New guidelines are now recommending an individualized approach at the
time of diagnosis.

 From the Chief Science and Medical Officer of American Diabetes
Asso<3|at|on — Robert A. Gabbay, MD, PhD:

“We know now that many of these medlcatlons that lower cardiovascular [heart] and
renal [kidney] disease can be quite effective, often literally life-saving,” said Gabbay.
“Metformin is still a good drugI but it should not be a deterrent to work quickly and
start medications we know will be effective” (Kenney, 2022).

WELLHEADS




Combination therapy

Treatment therapy that uses 2 or more medications to address
medical conditions including type 2 diabetes.

Often utilized as one medication alone is not always enough to

keep glycemic control within target range.

"Early combination therapy can be considered in some patients
at treatment initiation to extend the time to treatment failure."

: (Combination therapy for type 2 R,
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REDUCTION IN DIABETES COMPLICATIONS
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American
Diabetes

. Association.

diorenal Risk Reduction in High-Risk Patients with Type 2 Diabetes (in addition to comprehensive CV risk management)*

+ASCVD®

USE OF GLUCOSE-LOWERING MEDICATIONS IN THE MANAGEMENT OF TYPE 2 DIABETES

HEALTHY LIFESTYLE BEHAVIORS; DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT (DSMES); SOCIAL DETERMINANTS OF HEALTH (SDOH)

From: Standards of Care in Diabetes—2023 Abridged for Primary Care

Providers

Clin Diabetes. 2022;41(1):4-31. doi:10.2337/cd23-as01

TOAVDID
THERAPEUTIC
INERTIA REASSESS
AND MODIFY TREATMENT
REGULARLY
{3-6 MOKTHS)

+Indicators of high risk +HF +CKD 6lycemic Management: Choose Achievement and Maintenance of
Defined differently across While definitions vary, most Current or prior e6FR <40 mLimin per 1.73 m? OR approaches that provide the Weight Management Goals:
. WIS butaltinclucet comprise 255 years of age Symptoms L O B T efficacy to achieve goals: [ Set individualized weight management goals
individuals with established with two or more additional of HF with [30 mg/gl). These measurements Metformin OR Agentls) including
CVD {e.g., MI, stroke, any risk factors (including obesity, documented may vary over time; thus, a repeat COMBINATION therapy that provide o
revascularization procedure). hypertension, smoking, HFrEF or HFpEF measure is required to document CKD. adequate EFFICACY to achieve General.lifestyle_aldvioe: Intensive evidence-
Variably included: conditions dyslipidemia, or albuminuria) and maintsin treatment guals medlcal'nutnhun IJ_ased structured
such as transient ischemic ) ) ] therapy/eating patterns/ weight management
attack, unstable angina, Consider aveidance of hypoglycemia a physical activity program

amputation, symptomatic
or asymptomatic coronary

+CKD (on maximally tolerated dose
of ACEi/ARB)

ery di Consider medication Consider metaholic
artery tisease. . PREFERABLY In general, higher efficacy approaches for weight loss surgery
. ! 8 with o N have greater likelihood of achieving
with praven SGLT2i® with primary evidence of glycemic goals When chousing ot . nd theragies:
. e HF benefit reducing CKD progression . . en choosing glucese-lowering therapies:
+ASCVD/Indicators of High Risk in thi N ) Efficacy for glucose lowering Consider regimen with high-to-very-high dual
In this Use S6LT2i in people with an eGFR . 1 d weiaht effi
population 220 mLimin per 1.73 m; once initiated Very High: glucose and weight efficacy
GLP-1 RA* with praven SGLT2i® with proven should e confinued until initiation Dulaglutlfie (hl.gh dusIE}. T
CVD benefit CVD benefit of dialysis or transplantation Semaglutide, Tirzepatide
T R - = -~ o Insulin Efficacy for weight loss
Sl ot s oo i L
If A1C ahove target Injectable (GLP-1 RA/Insulin) Semaglutld.e, Tirzepatide
High: High:
If A1C above target, for patients on GLP-1 I;?; S;t l;sll:d atlmve), .Irllzli;turmin, Dulaglutide, Liraglutide
. . ] o SGLTZi, consider incorporating a 1, autfonylurea, Intermediate:
« For patients on a FLP-1_ RA, consider adding SGLTZi with GLP-1 RA or vice versa T GLP-1 RA (not listed above), SGLT2i
proven CVD benefit or vice versa DPP-4i Neutral:
- T DPP-4i, Metformin
v l $
[ If additional cardiorenal risk reduction or glycemic lowering needed ]— —[ If A1C above target

priority in high-risk individuals

* In people with HF, CKD, established CYD or multiple risk factors for CVD, the decision to use a GLP-1 RA or SGLT2i with proven henefit should be independent of background use of metformin;t A strong
recommendation is warranted for people with C¥D and a weaker recommendation for those with indicators of high CV risk. Moreover, a higher absolute risk reduction and thus lower numbers needed to treat
are seen at higher levels of baseline risk and should be factored into the shared decision-making process. See text for details; * Low-dose TZ2D may be better tolerated and similarly effective; § For SGLT2i, CV/

4

Identify barriers to goals:

« Consider DSMES referral to support self-efficacy in achievement of goals

« Consider technology (e.g., diagnostic CGM) to identify therapeutic gaps and tailor therapy

renal outcomes trials demanstrate their efficacy in reducing the risk of composite MACE, CV death, all-cause mortality, MI, HHF, and renal outcomes in individuals with T2D with established/high risk of CVD; « Identify and address SDOH that impact achievement of goals

1 For GLP-1 RA, CVOTs demonstrate their efficacy in reducing composite MACE, CV death, all-cause mortality, MI, stroke, and renal endpoints in individuals with T2D with established/high risk of CYD.

Figure Legend:

Use of glucose-lowering medications in the management of type 2 diabetes. ACEi, ACE inhibitor; ACR, albumin-to-creatinine ratio; CVOT, cardiovascular outcomes trial;

DPP-4i, dipeptidyl peptidase 4 inhibitor; GLP-1 RA, glucagon-like peptide 1 receptor agonist; HHF, hospitalization for heart failure; SGLT2i, sodium-glucose cotransporter
2 inhibitor; T2D, type 2 diabetes. Adapted from Davies MJ, Aroda VR, Collins BS, et al. Diabetes Care 2022;45:2753—-2786.



Case 1

* A newly diagnosed 38-year-old male without comorbidities
presents to your clinic with an A1c of 7.8%. After counseling
patient and attempts to counsel on healthy diet and exercise,
patient remains above his therapeutic goal of less than 7%. He
IS already on metformin 1000 mg extended release twice
daily. What other medications would you consider for this
patient?
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CHOOSING GLUCOSE-LOWERING MEDICATION IF COMPELLING NEED TO MINIMISE HYPOGLYCAEMIA

[ In those without established ASCVD OR CKD ]

Use principles in Figure 18, &

First-line therapy is metformin
If HbA, is = 17 mmol/mol (1.5%) above individualised HbA, _target consider early combination therapy

) 2
[ If HbA,, above target
I

2 v v +

DPP-4i ] ( GLP-1 RA | | s6LT2i'if eGFR adequate | | 120°

+ ¥

(
| IfHBA abovetarget | |  IfHbA abovetarget | | IfHbA, abovetarget | | IfHbA, above target
[
[

’J
)
\ \ \ 4 |
J

SGLT2i' or TZD? ) | SGLT2i' or TZD* | [ 6LP-1RAOrDPP-diorTZD' | | SGLT2i'or DPP-4ior GLP-1 RA

v ¥

IfHbA, above target
[ Continue with addition of other agents as outlined above ]
( If HbA,, above target J
. Be aware that SGLT2i vary by region and ‘L
individual agent with regard to indicated level of 2 v
presetamr-spepiarabprickat e Consider the addition of sulfonylurea OR basal insulin: (Clore , 201 9)
. Low dose TZDs are better tolerated + Choose later generation SU with lower risk of hypoglycaemia
. Degludec / glargine U300 < glargine U100 / « Consider basal insulin with lower risk of hypoglycaemia®

datemir < NPH insulin




Case 2

« 59-year-old male with a past medical history significant for type
2 diabetes and prior history of ischemic stroke in 2016 presents
the clinic with an A1c of 8.9%. He is already on extended-
release metformin 1000 mg twice daily and has been actively
working towards a healthy lifestyle. He has lost 10 pounds over
the past two months with healthy exercise and diet. He has a
BMI of 31. What other medications would you consider adding
to help achieve glycemic control?

WELLHEAD S




Step 1: Assess Cardiovascular Disease

EIT(;IFE R/ SGLT2i with proven CVD
¥ benefit', if eGFR adequate?

GLP-1 RA with proven
CVD benefit’

If HbA, above target

¥

If further intensification is required or patient is now unable to tolerate
GLP-1 RA and/or SGLT2i, choose agents demonstrating CV safety:

 Consider adding the other class (GLP-1 RA or SGLT2i) with proven CVD
benefit

« DPP-4i if not on GLP-1 RA

* Basal insulin®

 TZD?

« SU*

1. Prowes OV bmvw (it wanarm o bt Libed indocabmm of tmducng CV0 eweats For GLP- | AN streages! ndwece of lragatide » wmagadide » b Digluatwe o U100 ghagenn have dervanstraded OV nalety (Clore’ 2019)

evpnbie. foe SELTH eviterce mudestly staager tor smpagblline » canaglfecn, B Liw dose reay be ety talevaled Dhough less wed| shadbed for OV ) ofexts Project
1. B ansan that SELTT wary by region and individaal agond wif mgand fo indicaled besel of o5 lw ind@tan and condinued s & Ohwosa lawe geeeiaian 51 with loser sk of wpegipeene ®
WEll.AHEAD, 1. Dot anpuughiias snd casaghfiorin buve shove rducien i BF arsl edecien s CKD progres sins i OV ECH( )




Case 3

« 68-year-old female with a past medical history
significant for type 2 diabetes and heart failure with

Albuminuria categories

reduced ejection fraction of 25%, chronic kidney Descripionand range
disease stage 3bA2 and hyperlipidemia who Progneisof KOy GPE_ M R
presents to clinic with an A1c of 9.2%. She is on | el bt
Metformin and has tried an SGLT-2 inhibitor but < ma/mmal | 329 mg/mmal | 230 ma/mmo

was unable to tolerate medication due to recurrent Y i e W
yeast infections. She is on a GLP-1 receptor 5 T
agonist. What other medications would you 3 Bl e B
consider in this patient? e |

| o e | B

https://www.kidney.org/kidneydisease/siemens_hcp_quickreference
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2]

PREFERABLY
SGLT2i with evidence of reducing HF and/or CKD progression
in CVOTs if eGFR adequate’®
.............................. OR S p—
If SGLT2i not tolerated or contraindicated or if eGFR less than adequate?
add GLP-1 RA with proven CVD benefit'

2

If HbA _above target

v

* Avoid TZD in the setting of HF
Choose agents demonstrating CV safety:

» Consider adding the other class with proven CVD benefit’
« DPP-4i (not saxagliptin) in the setting of HF (if not on GLP-1 RA)
» Basal insulin*

* SU*

Svpven V0 Dene’l msans £ bas el adicaie of reiucing OV0 reesis for §LF T RA idews ¥ = - & Degladec w U glampre Rave demorsivaied (VD wvfy

mrnalahe Fo T6 T esdens redesiy dveege S erag feae - coagiien 53 Lew lesa may b befler inlesaied Paug) e el dedied he O] eftech
e Pt D S B e e sdwons e et regest 18 ndzated vt of ot o mhunm i cemevest e & Chovw wter peamatinn S with ipwer oot of by pughmiemen

B omgagiParin and caraghfaan e iheas n HF amd nO0 in [V

(Clore,2019)




Case 4

* A47-year-old female with a past medical history significant
depression is establishing care at your facility. This is her first
time seeing an outpatient provider and she wishes to establish
care. Laboratory evidence show an initial A1c of 8.9%, repeat
labs were drawn that also confirms the same result. Her BMI is
45 and she wishes to also lose weight. What medications would
you initiate for this patient?

WELLAHEADSS




. Semagiutide = liraglutide > dulaglutide =

exenatide > lixisenatide

. Be aware that SGLT2i vary by region and

indmvidual agent with regard to indicated level of
eGFR for initiation and continued use

. Choose later generation SU with lower risk of

hypoglycaamia

. Low dose may be betler loleraled though less

well studied for CVD effects

CHOOSING GLUCOSE-LOWERING MEDICATION IF COMPELLING NEED TO
MINIMISE WEIGHT GAIN OR PROMOTE WEIGHT LOSS

[ In those without established ASCVD OR CKD ]

Use principles in Figure 1K, § '( BE A TMEN Implement strategies for maximising weight loss

First-line therapy is metformin y- R y Nomas ux
If HbA1c is = 17 mmol/mol {1.5%) above individualised HbA1c target consider early combination therapy f \‘-. ’_,f" Wﬂsl:igcﬂmlur \ ‘
¥ | General lifestyle advice | | weight loss \
bove » Medical nutritional therapy | Weight loss of 15kg can lead to
( '""”‘“'l ominind ) , « Eating patterns || remission of T20M n patient I.l
» Physical activity /- <6 years' duration, consider
v v /' evidence-based weight
[ GLP-1 RA with good efficacy for weight loss’ SGLT2i if eGFR adequate’ ] b - ~._loss programmes
L . M_l% B r‘ - ‘.‘-ﬂ-- 5 7
~ el
[ If HbA, _above target ] y N y- N
A J | Consider |/ Consider |
‘medicationfor | metabolic
[ SGLT2i if eGFR adequate’ ] [ GLP-1 RA with good efficacy for weight loss’ ] | weight loss /,J' \ surgery |
\ / 4
< <+ g oV I 4
[ IfHbA, above target ]

¥ ¥

If triple therapy required or SGLT2i and/or GLP-1 RA not tolerated or contraindicated use regimen with
lowest risk of weight gain

PREFERABLY
DPP-4i (if not on GLP-1 RA) based on weight neutrality

¥ _ (Clore,2019)
If DPP-4i not tolerated or contraindicated or patient already on GLP-1 RA, cautious addition of:
» SU « TZD* + Basal insulin




Case 5

A 77 y/o male presents to clinic due to concerns of financial
ability to obtain medications. He is retired and has very little to
no benefits from his health insurance. He can afford metformin

but has an A1c of 9%. What additional medications would you
consider?
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. Choose later-generation SU to minimise risk of

. Consider country- and region-specific cost of drugs. In

. Low-dose TZDs are better tolerated

CHOOSING GLUCOSE-LOWERING MEDICATION IF COST IS A MAJOR ISSUE

L In those without established ASCVD OR CKD J

Use principles in Figure 1 '

First-line therapy is metformin
If HbA, is = 17 mmol/mol (1.5%) above individualised HbA, target consider early combination therapy

¥

( If HbA,_ above target ]

If HbA,_above target

+

* Insulin therapy: Basal insulin with lowest acquisition cost
OR
» Consider DPP-4i or SGLT2i with lowest acquisition cost

hypoglycaemia

some countries, TZD relatively more expensive and DPP-4i
relatively cheaper

S I J I




I Wal-Mart Diabetes Medication List

30-day supply
« GLIMEPIRIDE 1MG, 2MG, 4MG (30 tablets, $4)
» GLIPIZIDE 5MG, 10MG (60 tablets, $4)
« METFORMIN 500MG, 850MG, 1000MG (60 tablets, $4),
« METFORMIN ER 500MG TAB (120 tablets, $4)
« METFORMIN ER 750MG TAB (60 tablets, $4)
« GLIPIZIDE ER 2.5MG, 5MG, 10MG (30 tablets, $9)
« GLYBURIDE/METFORMIN 2.5/500MG, 5/500MG (60 tablets, $9)
« PIOGLITAZONE 15MG, 30MG, 45MG (30 tablets, $15)

(Walmart 2022)

WELL-AHEAD



Wal-Mart Diabetes Medication List

- GLIMEPIRIDE 1MG, 2MG, 4MG (90 tablets, $10)

. GLIPIZIDE 5MG, 10MG (180 tablets, $10)

- METFORMIN 500MG, 850MG, 1000MG (180 tablets, $10)
- METFORMIN ER 500MG TAB (360 tablets, $10)

.- METFORMIN ER 750MG TAB (180 tablets, $10)

. GLIPIZIDE ER 2.5MG, 5MG, 10MG (90 tablets, $24)

- gLYBURIDE/METFORI\/IIN 2.5/500MG, 5/500MG (180 tablets,
24)

- PIOGLITAZONE 15MG, 30MG, 45MG (90 tablets, $38)

(Walmart 2022) —
WELLAHEADSS




Other ways to help with affording medication
costs

Pharmaceutical Assistance Programs

« Examples include Lily Cares Foundation Patient Assistance Program, Pfizer RxPathways Program, Merck Patient
Assistance Program.

» Coupon cards
» GoodRx, coupons directly from the manufacturer/drug company, InsideRx are a few examples.

» Device Assistance Programs
» Nonprofit assistant programs
* Mail-order pharmacies

« Pharmacy loyalty programs

» Government assistance

* Insurance programs
* Medicare Extra Help

* Medication utility

« Example includingc?eneric Instead of brand-name, use of a combination medication rather than two separate
medications and 90 day supplies.

(Behring, 2021) R,
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Insulin Caps!

Eli Lilly announced on March 1, 2023 that it
plans on reducing cost of insulin by 70%

The company will cut the cost of its non
branded insulin to $25 a vial as of May 1,
2023.

Automatic cap on out of pocket costs of $35
or less for those with those with private
insurance and use of participating
pharmacies

People who don't have insurance can
continue to go

to InsulinAffordability.com and immediately
download the Lilly Insulin Value Program
savings card to receive Lilly insulins

for $35 per month.



http://insulinaffordability.com/

Lilly Updates on reducing insulin costs as of March
1, 2023

 Cutting the list price of its non-branded insulin, Insulin
Lispro Injection 100 units/mL, to $25 a vial. Effective May 1, 2023,
it will be the lowest list-priced mealtime insulin available, and less
than the price of a Humalog® vial in 1999.

 Cutting the list price of Humalog® (insulin lispro injection)
100 units/mL1, Lilly's most commonly prescribed insulin,
and Humulin® (insulin human) injection 100 units/mL2 by
70%, effective in Q4 2023.

* Launching RezvoglarTM (insulin glargine-aglr) injection, a
basal insulin that is biosimilar to, and interchangeable
with, Lantus® (insulin glargine) injection, for $92 per five pack
of KwikPens®, a 78% discount to Lantus, effective April 1, 2023.

WELL-AHEAD



Case 6

* A 39-year-old female has an A1c of 11.5%, transitioning care to
you because she hasn’t noticed significant changes with her
last provider. She is motivated in changing her lifestyle due to a
recent death in her family from diabetes complications. She is
concerned about having hypoglycemic episodes as it has
happened to her in the past. She is only on oral medications
including Metformin, Glipizide and Sitagliptin. What other
medications would you consider in this patient?

WELL-AHEAD




Figure 7

1. Consider choice of GLP-1 RA considering patient
preference; HoA, lowering, weight-lowering
effect or frequency of injection. if CVD, consider
GLP-1 RA with proven CVD bengfit

2. Consider insulin as preferred to GLP-1 RA if
symptoms of hyperglycaemia are present.
or evidence of engoing calabolism (pelyuria,
polydipsia or weight loss)

INTENSIFYING TO INJECTABLE THERAPIES

Use principles in Figure 18

S
i)

1 i, abowe targe! despite dualiiripls tharapy

NITIATION FOR GLPE-1 RA
= Initlale alarting dais (vares acioes classl

Consider iniial wmpectabie combinaton (e GLP-1 RA + basat
inedin or prandial/bassl mecdin} If HBA,_ = 86 mmel/mel (10% )

andier > 3 mmol/mel (2%) above target

] I

T—.‘.
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Figure 2
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