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Welcome!

Please use the chat to let us know your:

* Name
* Practice or PCN
e Role

* Any questions you have around Diabetes

(Please keep yourself on mute whilst the speakers deliver)
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Background

SWL ICB Diabetes programme have developed an approach for the
systematic improvement of achievement of the 3 treatment
targets (3TTs) for diabetes in primary care

The SWL team have developed a framework for practices to use to
help them to improve their achievement of 3TTs through a quality
improvement (Ql) approach, focusing on 7 key domains;
organisation and process, data foundations, consistency,
consultation style, engaging the community, leadership, and
training and competencies.

The SWL team have managed to successfully deploy this
framework to a small number of practices in SWL and are seeking
to scale this to reduce variation across their geography.

The programme also includes a series of 6 clinical refresher
sessions to support practices.

l

The Type Two Diabetes i

South West London

Three Treatment Targets

Practice Improvement Guide

For practices who wish to improve their three treatment targets
attainment for their care of type two diabetes patients.

The Type Two Diabetes
Three Treatment Targets

Call and Recall Guidance

This guidance is part of the NHS SWL Type Two Diabetes
Three Treatment Targets Practice Improvement Guide
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Who is this session for?

* NHS staff involved in clinical decision making for
people with diabetes
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Diabetes Toolkit

STR U CTU R E D This toolkit includes resources to help people with diabetes manage their condition and

get the support they need, when they need it.
EDUCATION

Select course type

m 75 ® Don't know v.‘?‘ch cose is right for you?
England _
About us Our work Commissioning Get involved Coronavirus N H S Type 2 Dia betes Path to Rem iSSion Prog ra m me to
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Why bother with HbA1c?

UKPDS: Tightglycaemic control reduces
complications

Epidemiclogical extrapolation showing benefit of 2 1% reduction in mean HbA.
Deaths related
to diabetes*
Microvascular
l complications e.g.
‘a, kidney diseaseand
HbA'"‘-': ~ blindness*
' l %‘ Heart attack *
E ¥ Amputationor fatal
| | peripheral blood
* p<0.0001 | | vesseldisease"

** p=0.035 l Stroke*™
stratton IM eral UKPDS 35 BMJ 2000; 321: 405412

J'
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HbA1c targets

Measure HbA1c levels in non-pregnant adults with type 2 diabetes:
o No sooner than 3 months after diagnosis/change in medication

o Every 6 months (tailored to individual needs, as part of Year of Care review if appropriate)

e No medication/single non-hypo medication - 48 mmol/mol (6.5%) or less
e Hypo medication - 53 mmol/mol (7.0%) or less

e If HbAlc levels rise to 58mmol/mol (7.5%) or higher:
reinforce diet/lifestyle/adherence
aim for an HbA1c level of 53mmol/mol (7.0%) and intensify drug treatment

e Consider relaxing the target HbA1lc level on a case-by-case basis and in discussion with

people, especially those who are older or frailer

e
11



Individualised treatment

Approach to management

of hyperglycemia:

Patient attitude and
expected treatment efforts

Risks potentially associated
with hypoglycemia, other
adverse events

Disease duration

Life expectancy

Important comorbidities

Established vascular
complications

Resources, support system

More Less
stringent stringent
Highly motivated, adherent, Less motivated, non-adherent,
excellent self-care capacities poor self-care capacities

Low High
Newly diagnosed Long-standing

Long Short

Absent Few / mild Severe

Absent Few / mild Severe

Readily available Limited

Inzucchi SE, et al. Diabetes Care. 2012;35(6)1364-1379

Your target HbAlc: weighing it up
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Make a mark on each of the lines to show how you feel about these statements. The more you agree with the statement on the left,
the further to the left you should put your mark. The more you agree with the statement on the right, the further to the right you
should put your mark. You and your diabetes team can use this to help decide the best target HbA1c for you.

Having hypos would not be a
problem for me

I'm not concerned about
possible side effects from
diabetes medicines

I'm willing to take more
medicines if | need to

| do not have any health issues
apart from my diabetes

Thinking about my age and
my health overall, my quality
of life in the long term is
important to me

Alower
may

N I c E National Institute for
Health and Care Excellence

Having hypos would be a big
problem for me

I'm very concerned about
possible side effects from
diabetes medicines

| do not want to take any more
medicines

| have lots of health issues as
well as my diabetes

Thinking about my age and my
health overall, my quality of
life in the shorter term is more
important to me

A higher HbA1c target

may be better

© NICE 2022 All rights reserved. Subject to Notice of rights.
Last updated date: February 2022, ISBN: 978-1-4731-4356-2

12



NICE NG28 and Type 2 diabetes /() South West

Offer SR metformin...aim for an HbA1c level of 48mM/M. For adults on a I;&gg%?ed
drug associated with hypoglycaemia...aim for an HbA1lc level of 53mM/M. Care System
3-6-monthly intervals (tailored to .Consid.e.r insulin or SU i.f syfnptomatic. If they have !-IF/ASCVD, offer SGLT2i
individual needs), until the HbA1c is in addition to metformin...introduce drugs sequentially.
stable on unchanging therapy. 6-monthly
intervals once.the HbA1c level and blood e What do | start with and aim for?
glucose lowering therapy are stable
T

Adopt an individualised approach to  When should | review things?

diabetes ...taking into account their

personal preferences, comorbidities, risks ———>

from polypharmacy, and...life expectancy. e \What are we trying to achieve?

Use decision aid.
If HbAlc levels are not adequately / « When do | increase treatment and with
controlled by a single drug and rise to what?
58mM/M or higher:
reinforce advice about diet, lifestyle and
adherence to drug treatment and o Anything else relevant to know?
support the person to aim for an HbAlc
level of 53mM/M and T
intensify drug treatment.
Offer SGLT2i for established ASCVD or HF, For CKD (along with ACEi/ARB), offer SGLT2i if ACR>30, consider if

i >109 + i ACR 3-30

factors in under 40s (BP, lipids, smoking, 13

obesity...)



South West London

Rescue therapy — For symptomatic hyperglycaemia, consider insulin or a sulfonylurea and review when blood glucose control has been achieved

First line pharmacological treatment therapy: Assess glycated haemoglobin (HbA1c), cardiovascular (CVD] risk and kidney function

Mot at high cardiovascular disease risk

High risk of CVD

Chronic heart failure or established atherosclerotic CVD

|

I

Offer metformin immediate release as monotherapy to assess tolerability before considering other options, increase to maximum tolerated dose over
several weeks to minimise the risk of G/l side-effects (if persistent G/l disturbance, consider modified release), provide patient information leaflet to patient

if mietformin
contraindicated

as soon as folerability is confirmed (do not wait for metformin to
reach maximum tolerated dose)

Consider prescribing DPP-4 inhibitor or
pioglitazone or sulfonylurea or a
SGLT2i for some patients™ (click on
hyperlinks for preferred agents per drug
class)

Consider prescribing a SGLT2i with
proven cardiovascular benefit™ in addition
to metformin (or as monotherapy if
metformin is contraindicated)

Prescribe a SGLTZ2i with proven cardiovascular
benefit*™ in addition to metformin {or as monotherapy if
metformin is contraindicated)

Af any point: HbA1e not contrelled below individually 1
agreed threshold

At any point: HoA1c not controlled below individually agreed
threshold

Consider switching or adding treatments

DPP-4 inhibitor or pioglitazone (not in heart failure) or sulfonylurea or an SGLT2i may be an option in dual therapy or triple therapy. At each point

following the prescribing guidance, switch or add treatments from different drug classes up to triple therapy (dual therapy if metformin is contraindicated).
When dual therapy has not controlled HbA1c to below the person's individually agreed threshold, consider insulin-based therapy (with or without other
drugs). GLP-1 therapy may be considered where triple therapy is not effective, not tolerated or contraindicated (see GLP-1 mimetic treatments section)

At any point: Cardiovascular risk or status chania

If the patient has or develops a high risk

If the patient has or develops chronic heart
failure or established atherosclerctic CVD

of CVD

!

Consider prescribing a SGLT2i with
proven cardiovascular benefit™ (if not
already prescribed)

Prescribe a SGLT2i with proven
cardiovascular benefit™ (if not already
prescribed)

*MICE technology appraisals recommend SGLT2i as
monotherapy options in patients:

» who cannot have metformin

= for whom diet and exercise alone do not provide
adequate glycaemic control.

The SGLT2 inhibitors are recommended only if a DPP-4
inhibitor would otherwise be prescribed and a
sulfonylurea or pioglitazone is not appropriate.

**{canagliflozin (unlicensed in heart failure),
dapagliflozin or empagliflozin}

l
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What do | pick to optimise glycaemic control?

DPP-IV Inhibitors

Inhibit incretin degradation
improving insulin release
Sulfonylureas
~ gt A
: insulin
%
Meglitinides
/ te,-

Incretln mimetics

Glitazones
Oe"(eg,o
Increase glucose utilization g \,\0“ CH
50 MA

increase Increase insulin sensitivity PAY

glucose

uptake FE
g ) S

)
Y

ADIPOSE TISSUE

Slow gastric
emptying

-
Y

MUSCLE

b
-
N\

o

DN
'3
20°
&
o- Glucosidase
inhibitors

Paul Arnouts et al. Nephrol. Dial. Transplant. 2014;29:1284-1300

Regulate gastric emptying
and increase satiety

Amylm analogues
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Optimisation does not mean Intensification G,

Declining renal function
¢ Metformin 30mL/min
* Dose adjustment other medications

New complications develop
* Heart failure and haematuria with Pioglitazone
* Pancreatitis with Incretins
* New CVD diagnosis - review individualised HbA1lc target

Side effects
* Hypoglycaemia with gliclazide

* Nausea with metformin
e G@Genital infections with SGLT-2 inhibitors

Loss of effect
* GLP-1 analogues
* Think adherence

e
16



Additional drug information sheets have been produced for each therapeutic class:

Biguanides - metformin

Dipeptidyl-peptidase-4 (DPP-4) inhibitor
Glucagon-like peptide-1 (GLP-1) mimetics

Insulin

Pioglitazone

Sodium-glucose cotransporter-2 inhibitor (SGLT2i)
Sulfonylurea

MHRA/Safety alerts

+ Metformin in pregnancy: study shows no safety concerns (March 2022)

¢ Metformin and reduced vitamin B12 levels: new advice for monitoring patients at
risk (June 2022)

Metformin 500mg Immediate Release Tablets Information
Sheet

Introduction
You have been prescribed metformin 500mg tablets to help control your diabetes.

Metformin improves your blood glucose control by:

« Slowing down the release of glucose stored in your liver
= Helpinginsulin carry glucose from your blood stream into muscle and fat cells
more effectively

The most commoen side effects of metformin therapy are digestive problems, such as
nausea (feeling sick), vomiting (being sick), diarrhoea, abdominal (tummy) pain,
increased flatulence (wind) and loss of appetite. These side effects commonly
happen at the beginning of treatment, butoften reduce after a few weeks.

To avoid these side effects, it is best to take metformin with or after a meal, and to

start on a low dose of Metformin, building up gradually to the dose recommended by
your diabetes team.

Recommended titration
Please follow the guidelines below and dosing schedule overleaf:

Step 1: Take 1 x 500mg tablet daily after your evening meal for 2 weeks
Step 2: Take 2 x 500mg tablets each day for 2 weeks. You can take:

+ 1 tablet with breakfast and 1 tablet with dinner or
* 2tablets with yourevening meal

Step 3: Take 3 x 500mg tablets each day. You should take 2 tablets with
breakfast and 1 tablet with your evening meal

Step 4: Take 4 x 500mg tablets each day. This shouldbe 2 tablets with breakfast
and 2 tablets with your evening meal.

Importantinformation

Wait until your body has got used to the medicine before increasing the dose. Most
people can increase the number of tablets every 2 weeks but it may take longer. If
after an increase in dose you do experience unpleasantside effects, you may need
to drop back to the previous dose. If side effects are not settling down after 2 weeks
then make an appointmentwith a member of your GP Practice diabetes team rather
than stopping your medication.

[ South West

Starting metformin 500mg tablets and increasing your dose

London
Integrated
Care System

Breakfast

Lunch

Bedtime

Week

Week

Week

Week

Week

OD

Week
6

OD

Week
7
Onwards

OO

Qoo olooo

17

Additional notes from your GP:



Case Study 1

Weight loss would be
beneficial >

Dietary changes can be e
made. Regular meals

[ J
She is young with no _——

complications...we need to

be fairly aggressive still / .

Could be a problem if we use
insulin. Will she start doing? J

What changed? The power —> °
of referral...

71Y South West
J London

Integrated
Care System

She is young

/

51 year old female. Caribbean

BMI 32.4 and renal function ok. Central
obesity

On maximum dose metformin

Works as cleaner. One large meal a day

No complications. Diabetes since 2019

Does not monitor blood glucose

Only used oral medications. Keen to avoid

insulin \ Why?
Health

HbA1c was 91mM/M on referral last month beliefs?

Current HbAlc 79mM/M

18
What is her individualised target?
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What would you do next?

* 3 month follow up, no changes made
* HbAlc already improved by 11mmol/mol. Good enough?

* Add in an SGLT-2 inhibitor?
 Renal function ok, HbAlc and perhaps weight benefit. Make target?

* Add in a GLP-1 analogue?
* HbAlc and weight benefit. Guidelines followed? Make target?

 Start insulin?
* Young, reach optimal HbAlc, weight gain. 30 years of injections

19
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37 year old male
BMI 37
On triple therapy (metformin, dapagliflozin, sitagliptin)

Initiated on dulaglutide, replaces one agent
Baseline figures — HbAlc — 62, weight 105kg
Review 6 months later — HbAlc — 58, weight 95kg

What agent would you stop?
Is initiation in line with NICE recommendations?
What should be the outcome of the review?

20
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1.7.21 If triple therapy with metformin and 2 other oral drugs is not effective, not tolerated or

contraindicated, consider triple therapy by switching one drug for a GLP-1 mimetic for adults with
type 2 diabetes who:

« have a body mass index (BMI) of 35 kg/m? or higher (adjust accordingly for people from Black,
Asian and other minority ethnic groups) and specific psychological or other medical problems
associated with obesity or

« have a BMI lower than 35 kg/m? and:
o for whom insulin therapy would have significant occupational implications or

o weight loss would benefit other significant obesity-related comorbidities. [2015, amended
2022]

1.7.22  Only continue GLP-1 mimetic therapy if the adult with type 2 diabetes has had a beneficial
metabolic response (a reduction of at least 11 mmol/mol [1.0%] in HbA1c and weight loss of at
least 3% of initial body weight in 6 months). [2015]

Baseline figures — HbAlc - 62, weight 105kg
Review 6 months later — HbAlc — 58, weight 95kg

21
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Quick survey J) Dondon "

Tell us what you think...

22
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The slides and recording of the session will be uploaded onto our website
Diabetes Ql Programme - Health Innovation Network

Please allow a few days for the slides and recording to be formatted and uploaded

Part 2 of this masterclass — Treatment and Medication — is on Friday 15t
September, 1-2pm. A reminder email and link will be sent closer to the time.

Any questions, please email: hin.diabetes@nhs.net

24


https://healthinnovationnetwork.com/diabetes-qi-programme/

South West
London
Integrated
Care System

*Slides below are for reference and will
be covered in greater detail at the
followng webinar

25



GLP-1's — national shortage

Medicine Supply Notification

MSN/2023/061

GLP-1 receptor agonists* used in the management of type 2 diabetes
“Annex 4 lists individual medicines affected

Tier 3 — high impact*
Date of issue: 27/06/2023
Link: Medicines Supply Tool

Summary

There are very limited, intermittent supplies of all glucagon-like peptide-1 receptor agonists (GLP-1
RAs) licensed in the management of Type 2 Diabetes Mellitus (T2DM).

Supply is not expected to return to normal until at least mid-2024.

The supply issues have been caused by an increase in demand for these products for licensed and
off-label indications.

Please refer to the SPS Tool for Medicines Shortages for an up-to-date supply stock situation and
clinical guidance on alternative treatment options.

Actions Required

Actions for clinicians until supply issues have resolved:

GLP-1 RAs should only be prescribed for their licensed indication

Avoid initiating people with type 2 diabetes on GLP-1 RAs for the duration of the GLP1-RA
national shortage.

Review the need for prescribing a GLP-1 RA agent and stop treatment if no longer required due to
not achieving desired clinical effect as per NICE CG28.

Avoid switching between brands of GLP-1 RAs, including between injectable and oral forms.
Where a higher dose preparation of GLP-1 RA is not available, do not substitute by doubling up a
lower dose preparation.

Where GLP-1 RA therapy is not available, proactively identify patients established on the affected
preparation and consider prioritising for review based on the criteria below.

Where an alternative glucose lowering therapy needs to be considered, use the principles of
shared decision making as per NICE guidelines in conjunction with the Supporting Information
below.

Where there is reduced access to GLP-1 RAs, support people with type 2 diabetes to access to
structured education and weight management programmes where available.

Order stocks sensibly in line with demand during this time, limiting prescribing to minimise risk to
the supply chain whilst acknowledging the needs of the patient.

([ J
South West
London
Integrated
Care System
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National
Patient
Safety Alert

i

of Health &

Social Care England

Department m

Shortage of GLP-1 receptor agonists

D 18-Jul-23

NatPSA/2023/008/DHSC

South West
London
Integrated

This alert is for action by: All organisations involved in prescribing and dispensing GLP1-RA medicines Care System
This is a safety critical and complex National Patient Safety Alert. Implementation should be co-ordinated by an executive
lead (or equivalent role in organisations without executive boards) and supported by clinical leaders in diabetes , GP
practices, pharmacy services in all sectors , weight loss clinics, private healthcare providers, those working in the Health
and Justice Sector.
Explanation of identified safety issue: Actions required &
There are very limited, intermittent supplies of all | |Actions to be completed as soon as possible,
glucagon-like peptide-1 receptor agonists (GLP-1 | |and not later than 18/10/2023
NOTE A
RAs) : Actions for clinicians and prescribers of GLP-1 RAs until
supply issues have resolved.
Supplies are not expected to stabilise to meet full 1 ppé | ibe GLP-1 RAs for their I d
market demand until at least mid-2024. - Ny prescrive ) or their llcense
indications.
The supply issues have been caused by an 2. Do ngt initiate new patients on GLP-1 RAs for the
increase in demand for these products for duration of the shortage.
licensed and off-label indications. 3. Proactively identify patients established on affected
GLP-1 RAs and consider prioritising for review
The off-label use of these agents for the based on the criteria set out in the clinical guidance
management of obesity is strongly discouraged. and
Existing stock must be conserved for use in i. discuss stopping treatment with patients who
patients with diabetes. These shortages have have not achieved treatment targets as per
serious clinical implications in the management of NICE CG28 or NICE CG189
patients with type 2 diabetes. The clinical ii. do not switch between brands of GLP-1 RAs,
implications include erratic blood glucose control, . . o
. ) ) X including between injectable and oral forms.
with the potential to increase diabetes-related .
complications, including the risk of future iii. do not double up a lower dose preparation
cardiovascular events and diabatic ketoacidosis. where a higher dose preparation of GLP-1 RA is
not available.
Patients established on GLP-1 RA products may iv. do not prescribe excessive quantities; limit
not be able to access products which could result prescribing to minimise risk to the supply chain
in treatment failure and/or a loss of blood glucose whilst acknowledging the needs of the patient.
control. Some patients established on GLP-1RA | 4. Use the principles of shared decision making where
therapy for type 2 diabetes may need to be an alternative agent needs to be considered, as per
switched to alternative treatments including NICE guidelines® and in conjunction with the
insulin. Initiating insulin therapy requires training clinical guidance.2*
and education alongside a potential need for 5. Support patients to access structured education
enhanced glucose monllorn?lg to ensure patients and weight management programmes where
are aware of how to recognise and manage available
h lycaemic events. )
ypogly ) . . 6. For type 2 diabetics; If switching a patient on to
Saxenda (liraglutide), a GLP-1 RA licensed for insulin, please ensure an insulin is chosen as per
weight loss is unavailable until mid-2024. information on the SPS page on prescribing
available insulins as not all suppliers are able to
manage an uplift in demand.* I
For further detail, resources and supporting materials see: Enter specific webpage provided by
For any enquiries about this alert contact: DHSCmedicinesupplyteam@dhsc.gov.uk 112

ake the actions required under this National Patient Safety Alert may lead to CQC taking regulatory action




Selecting alternative glucose-lowering therapy when GLP-1 RAs are unavailable or where there is no

beneficial metabolic response to GLP-1 RA therapy
Figure 1. Choosing alternative glucose-lowering therapies in T2DM when GLP-1 RAs are unavailable or there is no beneficial metabolic response.

Prescribed GLP1-RA is unavailable,
or no beneficial metabolic response to
GLP1-AA

E

Discuss with the person with T2DRA
the need to consider alternative
Elucose lowering therapy

YES

Discuss alternative non-GLP1-RA

Discuss potential risks of
intermittent GLP1-RA therapy™

S

I " Discuss with B parson with TZDM that marmilment sugedy of GLPL
1 RA may b associated with increased side effecs and erracic blood

L] itk coavirsl, with potanial b incfeaie Sabate- relaned

I camplicaticrn This may Ee @ particular cancern for peaple ca-

L] prasoribad insulin rearaiy, whars Mﬁﬁghﬁﬁl‘ﬂii ey sl Ba &

b cancarn

i T aveond cosnifusion, it may be safer o deperasoriba e GLFI-RA and
I farerired it feern the regsdl piaacriplian ereplite whilvt tha GLUP1-RA

1 tharapy in unawailskds

L Theesholds ars adviuary anly. Threahalds Ter secslatian of ghease

1 ioraering therspiss resmarn Ehe reapacensaball By of the r—-:i-mn: climsc s
: prad should e indivdusiized as per NICE BEIE

I T Diral mgeets NOT ncluding cral GLP1-RA

therapy and remowe GLPL1-RA from
repeat prescription™*

= Dptimise insulin
therapy andfor oral™
glucose lowering
therapy as needed

Established on
imsulin?

Last Hha,,

YES

=gemmolfmol®

Last HbA,,

TES

= Consider starting a sulformylurea (if not already prescribed)
or insulin as rescue therapy as per MICE NG28

* Choice of insulin and device should be based on local
pathnaays

* Where possible maintain GLPL-RA until insulin has been
started, then suspend”™ GLP1-RA prescription

« Plan follow up as clinically appropriate

sg-gomrmol/maol®

Last Hidg,

YES

* Consider optimising dose{s) of current oral ™ glucose
lowearing medicines

« Omce dose({s) optimised consider adding an additional
aral®™ plucose lowering therapy as per NICE NG2E

* For people established on maximum tolerated oral®
dose(s) of glucose lowering therapy consider starting
insulin

* Plam follow up as clinically appropriate

=Samrnalmal®

« Consider optimising dosea{s) of current oral ™ glucose
lowearing therapy

= Consider avoiding adding or increasing sulfonylureas as
miay Increase risk of hypoghycaemia with limited prognostic
benefit

*  Plan review im 3-6 months as per MICE NG28

* add additional oral ™ glucose lowering therapy as per NICE
WE28 as clinkcally indicated

Note: Symptomatic hyperglycaemia may indicate clinical need for insulin therapy. If in doubt, discuss with specialist. Symptoms of hyperglycaemia
include polyuria, polydipsia, weight loss and fatigue. Think 4Ts — Thirst, Toilet, Thinner, Tired.




SPS - Switching
from GLP-1
receptor agonists
to insulin

Insulin choice

It is recognised that insulin prescribing is undertaken by healthcare professionals who are competent and confident in
insulin initiation and titration, where many factors may influence the decisions to prescribe a particular type of insulin
(eg. Basal, Mixed, Intermediate).

The following insuling are currently able to support insulin initiation at the volumes required across the UK as part of
the review of patients unable to obtain GLP-1 receptor agonnists. Supply content is maintained by DHSC.

Basal insulin

Able to support switching

First line

» Toujeo 300 units/mL SoloStar, solution for injection

Second line

» Abasaglar 100 units/mL KwikPen solution for injection

Unable to support switching

» Lantus (insulin glargine) 100 units/mL solution for injection
» Semglee (insulin glargine) 100 units/mL solution for injection
» Levemir (insulin detemir) 100 units/mL solution for injection
= Tresiba (insulin degludec) 100 units/mL solution for injection
= Tresiba (insulin degludec) 200 units/mL solution for injection

Intermediate-acting insulin

Able to support switching

» Humulin | KwikPen (insulin isophane) 100 units/mL suspension for injection

Unable to support switching

» Insulatard (insulin isophane) 100 units/mL suspension for injection

Mixed insulin

Able to support switching

» Humulin M3 KwikPen (biphasic insulin isophane) 100 units/mL suspension for injection

Unable to support switching

» Humalog Mix25 (biphasic insulin lispro) 100 units/mL suspension for injection
» Humalog Mix50 (biphasic insulin lispro) 100 units/mL suspension for injection
» MNovomix 30 (biphasic insulin aspart) 100 units/mL suspension for injection

([ J
South West
London
Integrated
Care System
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Implementation of suggested actions

 Who to involve/discuss this with?

* Actions?
* Resources
e Contacting/informing patients
* Reviewing of patients

I I ——
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