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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)




Agenda

Item Speaker
1. Welcome Neel Basudev
2. Medication Marvin Sooboodoo

3. Treatment

Neel Basudev

5. Q&A

Neel and Marvin

4. Next Steps

lona, HIN

J
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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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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 (TZDM).

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 resoclved:

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 nat available, proactively identify patients established on the affected
preparation and consider priaritising 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 diabeies to access fo
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.




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
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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 na beneficial metabolic response to
GLP1-AA

Discuss with the person with T20OM

the nesd to consider alternative
Elucose lowering therapy

YES

Dhiscuss alternative non-GLP1-RA

Discuss potential risks of
intermittent GLP1-RA therapy™
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b cancern

i T T awvond confusion it may ba e o deperasoriba the GLFL-RA and
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1 tharapy is unavailsbds
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! iraering therapiss reemnar Ehe reaporabali By of the r--:i-mn: clhincias
: prd should be individusiized as per NICE WGEE

I M Oiral mgengs HOT including cral GLP1-RA4

therapy and rermove GLPL-RA from
repeat prescription®*

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

Established on
insulin?

Last HhaA,,

YES

=Eammol/mol?

Last Hba,,

YES

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

= Choice of insulin and device should be based on local
pathways

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

= Plan follow up as clinically appropriate

sa-gemrnolmol®

Last Hib,

¥YES

= Consider optimising dose(s) of current aral ™ glucose
lowering medicines

* {nce dose{s) optimised consider adding an additional
oral™ plucose lowering therapy as per NICE NG2ZE

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

* Plan follow up as clinically appropriate

=5&mrnalfmal®

= Consider optimising dose(s) of current oral ™ glucose
lowerring tharapy

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

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

* Add edditional oral ™ glucose lowering therapy as per NICE
WGE2E as clinically 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.



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 S
outh West

(eg. Basal, Mixed, Intermediate). L d
S S onaon
P f— The following insulins are currently able to suppert 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. Integrated

. . Care System
SWItC h I n g frO m Basal insulin y

Able to support switching

GLP-1 receptor -

» Toujeo 300 units/mL SoloStar, solution for injection

| ]
Second line
a.g O I I I S S O » Abasaglar 100 units/mL KwikPen solution for injection
- - Unable to support switching
I I l S u I I I « 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

» [nsulatard (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 11

» 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



Implementation of suggested e
actions

Care System
* Who to involve/discuss this with?

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

12
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Dr Neel Basudev
GP Partner, Springfield Medical Centre Lambeth

Clinical Lead Out of Hospital Care, London Diabetes Clinical
Network

Clinical Director Diabetes, Health Innovation Network
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It’s been around a while! J South West
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e 1921
* |nsulin isolated

e 1923
 Commercial production

* 1950s

e Sulphonylureas and
Biguanides

14
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The Storage Hormone integrated

Care System

* Uptake of glucose from blood into adipose tissue and skeletal
muscle

* Glucose is stored as triglycerides in adipose tissue and glycogen in
skeletal muscle

* Suppression of new glucose production (gluconeogenesis) in the
liver

|
15
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Natural History of Type 2 Diabetes "The Twin Cycle Hypothesis"

Obesity IGT Diabetes Uncontrolled Positive calorie Balance
Hyperglycemia
e \ | e (]
Glucose . ik
120 (mgldL) —T l

Relative p-Cell | 5 | . . ’
Function / {

Years of Diabetes : ‘
*IGT =impaired glucose olerance ; [

Adapied from Infernational Diabetes Center (IDC), Minngapelis, Minnesota,

16



Normal Insulin Secretion

Normal insulin secretion

Short-lived, rapidly generated

70 meal-related insulin peaks
60 { L ' - 1
~ 50
E
~
- 40 |
P
i 30
£
20
10 fkonsny
0 ; : '
6:00 10:00 14:00 18:00

Time of day

Polonsky KS et al. _ Clin Invest 1988;81: 442-8

/. South West
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Low, steady, basal
insulin profile
22:00 2:00 6:00
|
17



71) South West
London

Integrated
Care System

Insulin
Why use it and how to approach it?

18



A (fairly) typical glycaemic pattern
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Therapeutic inertia contributes to poor glycaemic control [) South West
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m Firstintensification B Second intensification B Third intensification
6.9 ADA/EASD target h 7.0
HbA1c =8.0%
Third intensification _ 97
>7.2
HbA1c =7.5% |
Second intensification _ 9.1
>7.2 |
HbA1c =7.0% ] ] e .
First intensification _ 8.7
0 2 4 6 8 0 5 10 15
] . . e L 0 i ificati
Median time (years) to intensification Mean Hb.A1c (%) at |r3ten5|f|cat|on
with an additional OAD in T2D with an OAD inT2D
L 1
20

OAD=0Oral anti-diabetic drug; T2D=Type 2 diabetes.

Khunti K et al. Diabetes Care 2013;36:3411—3417.



Impact of early glycaemic control on future complications

A

0-7

P V-

o5

i

03

Early Exposure Period (Years)

01

HR {95% CI)

€.437 (5.246-7.899)
2.580 (2.123-3.135)
1.606 (1.355-1.899)
1.194 (1.006-1.418)

4.869 (4.030-5.682)
2.252 (1.879-2.700)
1.543 (1.324-1.797)
1.137 {0.970-1.333)

4,094 (3.427-4.893)
2111 (1.779-2.508)
1.441 (1.246-1.666)
1.263 (1.091-1.462)

3.687 (3.123-4.352)
1.894 (1.608-2.231)
1.461 (1.277-1.673)
1.252 (1.091-1.436)

3.193 (2.738-3.723)
1.835 {1.571-2,145)
1.453 (1.281-1.648)
1.194 (1.048-1.359)

2756 (2.396-3.170)
1.700 (1.460-1.980)
1.497 (1.331-1.684)
1.258 (1.117-1.419)

2.213 (1.892-2.590)
1.603 (1.340-1.917)
1.391 {1.226-1.578)
1.204 (1.063-1.365)

0.1 1
Adjusted Hazard Ratio

® HbAlc 6.5% to <7.0% (48 to <53 mmolimal) © HbATc 7.0% to <8.0% (53 to <64 mmol/mal)
A HbAlc 8.0% to <9.0% (64 to <75 mmalimol) < HbATe =9.0% (>75 mmal/mol)

Laiteerapong et al. Diabetes Care 2019; 42(3): 416-426

C

Early Exposure Period (Years)

0-7

0-3

0-2

0-1

HR: (95% CI)

2,181 (1.713-2.778)
1.661 (1.378-2.003)
1.269 (1.106-1.457)
1.076 (0.938-1.233)

1.932 (1.523-2.451)
1.561 (1.256-1.880)
1.278 (1.116-1.464)
1.087

1.676 (1.337-2.100)
1.453 (1.211-1.742)
1.224 (1.074-1.395)
1.013 (0.889-1.155)

1.503 (1.211-1.865)
1.376 (1.145-1.654)
1.189 (1.044-1.353)
0.975 (0.856-1.109)

1.528 (1.245-1.876)
1.274 (1.047-1.551)
1.240 (1.088-1.414)
1.093 (0.962-1.241)

1.320 (1.017-1.713)
1.262 (0.978-1.628)
1.290 (1.104-1507)
1.137 (0.985-1.313)

0.1 1
Adjusted Hazard Ratio

10

® HbA1c 6.5% to <7.0% (48 to <53 mmol/mel) O HbAlc 7.0% to <8.0% (53 to <64 mmol/mol)
A HbAlc 8.0% to <9.0% (64 to <75 mmolmel) < HbAlc >9.0% (=75 mmel/mol)
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Perceptions about insulin therapy in people with type 2 diabetes J South West
Care System

. . London
who are treatment-naive or experienced

m Insulin experienced (n=146) ®Insulin naive (n=136)

20

Seen as sick

41

" Fewer people who had
used insulin were fearful
of injections or held
negative views about

Weight gain

Injection fear

insulin, except for the
belief that insulin
treatment would cause
weight gain

Life less flexible

0 20 40 60 80
Patients who agree or strongly agree (%)

I I ——
22

Snoek FJ et al (2007) Health Qual Life Outcomes 5: 69



Addressing patients’ fears about insulin (1) J South West
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Fear Strategy

_ « Express conviction that prevention and treatment of
Hypoglycaemic hypoglycaemia can be learned
events » Realistic description of potential harm and life-threatening potential

Dependence on
Injection schedule

« Explain benefits of prandial regimes

. 23
Adapted from Kunt T, Snoek FJ (2009) Int J Clin Pract: 63

(Suppl. 164): 6-10



o
Addressing patients’ fears about insulin (2) z’ South West
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Fear Strategy

Weight gain * Reiterate dietary issues
» Encourage exercise

« Explain natural course of diabetes
Guilt » Insulin is not a punishment, it is the best option
» Encourage to value the future over the past

24
Adapted from Kunt T, Snoek FJ (2009) Int J Clin Pract: 63 (Suppl. 164): 6-10



The difference between insulin and other medications

DPP-IV Inhibitors

nhibit incretin degradation

1
\ improving insulin release

Sulfonylureas

. "eglitinides

Aw gastric

€ 25 emptying
Increase glucose utilization g\"c ‘Qx'.\°“

Increase Increase insulin sensitivity 205° STOMACH ' -
glucose Regulate gastric emptying
uptake Ncrease satiety

Amylin analogues

s \

¥ —r

g 4 E - g it
o o MDA SGLT-2 inhibitors
=" —id
ADIPOSE TISSUE 7
qu
&%, &z,
l'oo 'Cy

<2V Ose
= $e(\e eﬁo’.’b /¢)ss
o- Glucosidase e
inhibitors

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

KIDNEY
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It's not just about tablets... J South West
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Care System

14 tablets a day

98 tablets a week

392 tablets a month

° 5110 tablets a year

[
ﬂ
@)
q
-n
Q
~+
N
N
N
N
N

26
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Insulin

Basics on starting and monitoring

27
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Where to inject j South West
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Useful information on Insulin

* Insulin can be stored at room temperature for up to a month, after this it must
not be used and it must be disposed of

* Insulin pens are designed to store insulin at room temperature (an insulin
cartridge would usually be used up within a month)

* Keep spare insulin cartridges in the fridge (NOT FREEZER- if insulin has been
frozen it must not be used)

° If pen devices are left in the sun or get too hot the insulin must not be used and
disposed of

* Rotate sites for injection

29
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Problems with using insulin

New Needie

[ ‘:.z-“ »
% ’

Needie used twice MNeedle used 6 times ,b

&

30
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Insulin start and intensification Integrated
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Basal

Insulin

Switch to twice-daily

Add once-dalily prandial
premixed insulin

iInsulin with the largest
meal (basal-plus)

- Additional
: : u prandial
prandial insulin with <_ temmnme beadded

meals (basal-bolus)

31

Adapted from Barnett A et al (2008) Int J Clin Pract 62: 1647-53



4-T study:

Overview of main 3-year results

Initial insulin regimen

Biphasic Prandial Basal
Median HbA, level achieved + + +
HbA, . targets achieved + ++ ++
Mean SMBG level achieved + ++ ++
Fewer hypoglycaemic episodes ++ +++
Less weight gain ++
Less increase in waist circumference ++

4-T=Treating to Target in Type 2 Diabetes
Holman RR et al (2009) N EnglJ Med 361: 1736—47

J

South West
London
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Care System
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Initiate Basal Insulin

Usually with metformin +/- other noninsulin agent

Start: 10 U/day or 0.1-0.2 U/kg/day
Adjust: 10-15% or 2-4 units once or twice weekly to reach FBG target

For hypo: Determine & address cause; if no clear reason for hypo,
¥ dose by 4 units or 10-20%

If A1C not controlled, consider
combination injectable therapy

Add 1 rapid-acting

insulin injection before
largest meal

Start: 4 units, 0.1 U/kg, or 10%
basal dose. If AIC <8%, consider
¥ basal by same amount

Adjust: » dose by 1-2 units or
10-15% once or twice weekly
until SMBG target reached

For hypo: Determine and
address cause; if no clear reason
for hypo, ¥ corresponding dose
by 2-4 units or 10-20%

If A1C not controlled,
advance to basal-bolus

\

Add =2 rapid-acting

insulin injections before
meals (‘basal-bolus’®)

Start: 4 units, 0.1 U/kg, or 10%
basal dose/meal. If AIC <8%,
consider ¥ basal by same amount

Adjust: » dose(s) by 1-2 units or
10-15% once or twice weekly to
achieve SMBG target

For hypo: Determine and
address cause; if no clear reason
for hypo, ¥ corresponding dose
by 2-4 units or 10-20%

v

Add GLP-1 RA

If not tolerated or AIC

target not reached, —

change to 2 injection
insulin regimen

If goals not met, consider

-a— changing to alternative —@

insulin regimen

If goals not met, consider

-a— changing to alternative —9»

insulin regimen

Change to premixed

insulin twice daily (before
breakfast and supper)

Start: Divide current basal dose
into % AM, 5 PM or 2 AM, ¥2 PM

Adjust: M dose by 1-2 units or
10-15% once or twice weekly
until SMBG target reached

For hypo: Determine and
address cause; if no clear reason
for hypo, ¥ corresponding dose
by 2-4 units or 10-20%

If A1C not controlled,
advance to 3rd injection

\

Change to premixed

analog insulin 3 times daily
(breakfast, lunch, supper)

Start: Add additional injection
before lunch

Adjust: » doses by 1-2 units or
10-15% once or twice weekly to
achieve SMBG target

For hypo: Determine and
address cause; if no clear reason
for hypo, ¥ corresponding dose
by 2-4 units or 10-20%

([ J
71) South West
London
Integrated
Care System

33



Different ways to measure blood glucose [) South West
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* Intermittently scanned (isCGM)
Y:':rll?:ﬂlu a‘.-sn?‘ﬂ@ -cllupf'-rda\ e l.'f‘:’i' mmol/L]
* Real time (rtCGM) B o sm - ." o
arget Range 570% Wl
(39-100 mmol/L) CEEEEY Hours per day
° Measures glucose in interstitial fluid o o < e vy Low @ as
* Addresses glycaemic variability

° Improvements in Time in Range (TIR) reduce

risks of microalbuminuria and retinopathy Time in Range:
targets for older people and those at high-risk of hypoglycaemia

°* Onaverage aTIR of 70% is associated with a

<10% Thinking about individualised targets
H bAlC Of 57 m M/M 13.9 Verghigh (AR mmoll),  Laeel2 iyperstycamsia <2 h 24 min Emphasise the need to prioritise hypoglycaemia
avoidance, reducing the 5TBR <3.9 mmol/L
° N I C E N G 2 8 . Offe r I S C G M tO a d U |tS Wlt h type 2 High (10.0-13.9 mmol/L) Level 1 hyperglycaemia <<51(;%h* Si;:(::?se;?:t:;: :jsatyo eepsloh S mllee
diabetes on multiple daily insulin injections 3 ok
(>1injection) E 100 AAGK ==
: H -

Recurrent or severe hypoglycaemia P o ® O

(Frequent hypos affecting QoL or e Jeetizmses ES Nl >12h

requiring 3™ party assistance)

| m pa I re d hypo awa re n ess *9 - Low (<3.9 mmol/L) Level 1 or Level 2 hyperglycaemia <1% <15 min

Can't self monitor for whatever reason
SMBG > 8x/day

* Readings >13.9 mmol/L are also included in the <50% target
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Contribution of fasting hyperglycaemia to overall glycaemia increases with ,

worsening diabetes South West
London
Integrated
Care System
290 patients with T2DM treated with diet or OHAs
100 Pl Post Prandial

< Bl Fasting

c

2

)

>

0

b

c 50

o

©)

)

=

)

<

&

O 73 73-84 8592 9.3-102 >10.2
HbA, . (%) quintiles
[ —— e e |
ADA=American Diabetes Association; OHA=oral hypoglycaemic agent; PG=plasma glucose. 35

Adapted from Monnier L, et al. Diabetes Care 2003;26:881—5.
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Insulin adjustment tips J South West
Integrated
Care System

* Hypoglycaemia trumps hyperglycaemia

° Avoid reacting to single readings. Look at patterns
* Do one thing at a time when adjusting insulin

* Adjust according to individualised targets

* Check patient preference and medication usage

° Think laterally if things don’t add up e.g. injection technique

I I ——
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Insulin

Intensification

J)

South West
London
Integrated
Care System

37



Different insulin regimes

Insulin Act ivity

Insulin Activity

NPH basal insulin (Intermediate acting insulin)

Onset: 2-4 hrs
Peals: 4-8 hrs
Cruration: 14-16 hrs

0 2 4 6 B 10 12 14 16 18 20 22 24

Hours

Pre-mixed Analogues - NovoMix* 30, Humalog*
Mix25 |, Humalog”® Mix50

Onset: 5-15 hrs
Peak: 1-4 hrs
Duration: 24 hrs

Long

\<tm Q

| 1 1 I 1 1 I 1 1 1
O 2 4 6 8 10 12 14 16 18 20 22 24

HMHours of action

([ J
South West
London
Integrated
Care System

Analogue basal insulin (Jonger acting insulin)

Onsat: 0-2 hrs
FPeal: Mone
Duration: 18-42 hrs

Insulin Ackivity

o 2 4 6 8 10 12 14 16 18 20 22 24
Hours

Basal Bolus treatmeant regime

=
=
=
=
iz
(=
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o . . South West
Intensification using basal-plus or basal-bolus: J Condon -
. . Integrated
Who is best suited?

Care System

° Basal-plus and basal-bolus regimens are useful means of
intensifying basal insulin

* Basal-plus represents a stepwise approach towards a full basal-
bolus regimen

* Candidates for this approach include people on a basal insulin:

With a fasting Who are With an FPG

plasma unable to reach at target but Who want an

glucose (FPG) [ TESISHOCORE ]  ising plasma insulin

basal-only
at target but insulin due to glucose levels

suboptimal o - towards the
HbA, . hypoglycaemia end of the day

regimen that
offers flexibility

and freedom
39
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Factors influencing choice of intensification regimen

Basal-plus Basal-bolus Premix

Patient prefers few injections v v
Variable meal pattern v v

Variable daily routine v

Better postprandial control required v v v
Unwilling to monitor blood glucose v
frequently

Limited GP or family support v v
Limited dexterity or cognitive function v

40

Adapted from Barnett A et al (2008) Int J Clin Pract 62: 1647-53



FullSTEP Study: sequential addition of prandial insulin compared) South West
with a full basal-bolus regimen

Observed mean HbA, . after randomisation for

both stepwise and basal-bolus groups

8.0 1 —4- Stepwise [ 63
Basal-bolus
7.81 [ 61
7.61 [ 59
< 74] o7
<
S 7.2 95
7.0 53
6.8 o1
6.6 49
/ /
04 {0

| T | | | ] | [ |
0O 4 8 12 16 20 24 28 32
Time (weeks)

(low/loww) *"vaH

London
Integrated
Care System

Rate of all treatment-emergent hypoglycaemic

90 1
80 1

Hypoglycaemia(episodes/exposure-year)

events (safety analysis set)

— Stepwise
! — Basal-bolus

Time (weeks)

N s
Dashed lines show the time points at which a second and third 41
bolus injection could be added by patients in the stepwise group

Rodbard HW et al (2014) The Lancet Diabetes & Endocrinology 2: 30—7



Hypoglycaemia

Symptoms

Causes

‘T‘ Insuling/Secretagogue

Dose may need to be
decreased or medication

changed

= Stacking of the insulin -
continuous adminsitration
of correction insulin dose
withwoit accounting for the
continuing effect of the
earlier doses

= Tirming of insulin/medication

Hypoglycaemia: Glucose <d4mmol/|

Medication administration
COnCcerns

Reduced vision > incorrect
doses of insulin or medication

Injection Sites

= Injecting into muscley”
lipohypertraphy

Memory

= Accidentally taking
meadication/insulin twice

= Mixing up insulin types

Other
= Missed/delayed meals
= Mizcalculated insulin dose

Decreased endogenous
insulin production

= Alcohol
» Renal failure or progression
of kidney disease

Increased glucoss utilisation
» During or after physical
activity

Treatment

Initial:

Take quick acting carba-
hydrates: half a glass of
juices M0OO-200mils of
lucozade or five jelly beans
or five dextrose tablets or

1 thep of honey

then

Follows with maore slow
acting carbohydrates:
sandwich: digestive biscuits:
banana or have yvour next
meal

Other considerations

= First trimester pregnancy
= Sastroparesis
* Insulin overdose

([ J
South West
London
Integrated
Care System

42



South West
London
Integrated
Care System

Chronic Kidney Disease



London

What are the problems? J South West

Integrated
Care System

Blood Tests < Urine Tests 2 _

Diabetes

For people at high risk of CKD, ensure that
both blood tests for eGFR and ACR are
being included to aid better identification

co €0
&0 &Jo
£20 €90
2o &0
Do &00
o €00
&0 &Jo
co 90
o &€0o
o &0o
a@o a@o
o a@e
o ale
o a@e
o a@@e
cJo a@e
o a@e
o a@e
o aie
o a@e

High Blood
Pressure

Improve the coding of patients with CKD

o ©o
&Do €00
o ©)o
oo o
Do €Do
Do ©o
Do €00
€00 €90
oo o
£Jo &Do
o a@e
o a@e
€0 a@e
o a@e
o a@e
o a@e
cJo &o
€0 &0
€)oo
£ Jo o

Other Risk
Factors

Having identified CKD, regularly review,
manage high blood pressure, prescribe
cholesterol lowering treatments, and
perform vaccinations

o €Do
o €00
o Do
o €Do
0 €20
o €Do
o €0o
£ J)oc)o
o &€)o
cJ)o €00
o ade
0 €)o
0 €0
£ o€ )o
cJ)oc)o
€20 €0
£ J)o & )o
£2)o €0
€)oo €0
cJ)oc)o

RNy

=
)
)

Key: There are no formal targets in the guidance, but the audit selected 70% and 90% as quality markers.

Red <702

Green > 90%
S|

|
National CKD Audit — National Report (Part 1) January 2017 44



8 Care Process (8CP) Completion London 2020/21

% completion of each of the 8CPs for each ICS
55% 58% 55%

90% 93% 91%

83% 84% 85%
66% 60% 68% 64% 64%
. o . . .
79%
72%

83%

East London Health and Care North London Partners in Health North West London Health and Our Healthier South East London South West London Health and
Partnership and Care Care Partnership Care Partnership

([ J
South West
London
Integrated
Care System

2020/21 - Urine ACR
2020/21 - Smoking
2020/21 - HbA1c
2020/21 - Foot exam
W 2020/21 - Creatinine
2020/21 - Cholesterol
2020/21 - BMI

2020/21 - Blood pressure %




The Kidney Health Check for Adults Living with Diabetes or Hypertension:
How to identify Chronic Kidney Disease early!

{ South West

LKN CKD Early Identification Pathway London
Integrated
What is a Kidney Health Check? It is the combination of both an eGFR and a uACR test Care System
Who should have a Kidney Health Check?
1. People living with diabetes should have a yearly kidney health check
2. People living with hypertension should have a kidney health check every 1-5 years (annually for poorly controlled hypertension)
3. See NICE CKD Assessment and Management for ACR testing in other health conditions
uACR <3mg/mmol UACR 3-7o0mg/mmol UACR >70omg/mmol
This will require a confirmatory UACR test (significant result, no need to
(ideally early morning). confirm)
eGFR = 6oml/min. . I I
Repeat Kidney eGFR < 6oml/min Check eGFR
Health Check (confirmed with
according to repeateGFR 3
comorbidity months apart)
(1. INFORM the patient that they have Chronic Kidney Disease (CKD). A
2. If eGFR is < 6oml/min, consider discussing Kidney Failure Risk equation see link: KFRE.
3. Add coding for CKD (including CKD G1 and G2) and albuminuria category, into the patient record.
4. Discuss with the person their uUACR number, eGFR number, BP and HbAxc if living with diabetes.
5. Explain what each term means and the factors that can cause CKD or diabetic kidney disease: raised BP, raised HbA1c, obesity.
6. Give lifestyle advice and connect them with support services where suitable: Weight management enhanced services, exercise, and smoking cessation (see
onfihe goidancey. Offemmwﬁﬁmm— —— 26
7 Implement the LKN CKD Optimisation Pathways for proteinuric CKD with or without diabetes. )

London Kidney Network, September 2022


https://www.nice.org.uk/guidance/ng203/chapter/Recommendations
https://kidneyfailurerisk.com/
https://www.nice.org.uk/guidance/ng203/chapter/Recommendations#information-and-education-for-people-with-ckd

South West
London
Integrated
Care System

Coding Principles

* Coding should include both the blood (eGFR) and urine (ACR) values relevant
to CKD detection

* Higher level coding such as Chronic Renal Impairment and Chronic Kidney
Disease should be avoided, as this does not align to intricacies of CKD staging
and management.

* In instances where disease specific nomenclature may be relevant and used
such as Diabetic nephropthy, the coding should still include both the blood
and urine values relevant to that diagnosis

e
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Coding Possibilities ') South West

London
Integrated
Care System

ACR value (mg/mmol) Possible Code Group 1 Possible Code Group 2
A1

No code

3-30 A2 Microalbuminuria

Greater than 30 A3 Microalbuminuria/Proteinuria

eGFR value (ml/min) Possible Code Group 1 Possible Code Group 2
Ga

Greater than go CKD stage 1
60-90 G2 CKD stage 2
45-59 G3a CKD stage 3
30-44 G3b CKD stage 3
G4 CKD stage 4
Less than 15 Gg CKD stage 5

I I ——
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Coding in Practice 1) South West

London

Integrated
A patient with known type 2 diabetes and hypertension has routine blood and urine tests. The results are ov@aa?nﬂystem

highlighted below in yellow. Their eGFR is 74ml/min and the ACR is 5.5mg/mmol.

eGFR value (ml/min) Possible Code Group 1 Possible Code Group 2

Greater than go CKD stage 1

_l KD stage 2
P - KD stage 3
o [ KD stage
FE R KD stage &
Lessthonzs [ KD stage

ACR value (mg/mmol) Possible Code Group 1 Possible Code Group 2

Greater than 30 Albuminuria

Using the coding tables above, possible coding would be:

If using Group 1- -

If using Group 2- CKD2, Microalbuminuria

e
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Coding Recommendations [) South West

London
Integrated
~===S~tem
Use Group 1
*Provides the most granularity. Coding is precise and Persistent albuminuria categories

Description and range

follows the KDIGO guidance and NICE recommendations.
At A2 A3
eRequires a single SNOMED code Guide to Frequency of Monitoring N°"i‘,‘;' © | Moderately | Severely
(number of times per year) by i o 4 | increased | increased
GFR and Albuminuria Category 9880
eAligns more readily to recommendations around <B0mglg | 30-300mglg | 300 mglg
frequ ency of testing <3 mg/mmol |3-30 mg/mmol | >30mg/mmol

. . . . G1 | Normal or high
eAllows for easier tracking of disease progression ’

G2 | Mildly decreased

eRequires some working knowledge of CKD due to

. . Mildly to moderately
increased granularity

G3a decreased

Gab | Moderately to
severely decreased

eMay require more frequent updates as and when disease

progresses G4 | Severely decreased

GFR categories (ml/min/1.73 m?)
Description and range

G5 | Kidney failure

eSome coding is not defined and eligible under QOF
business rules e.g. A2




Avoid Preventable CKD Progression J‘ South West

London
Integrated
Care System

eGFR (MDRD)
100
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Changing guidelines

CREDENCE: Canagliflozin and renal outcomes in type 2

The George Institute
for Global Health

diabetes and nephropathy

510 dosign and partcipants R imorvention ]

4401 patients with T2DM &
UACR >300 mg/g

i

I Outcomes

Stable on maximum dose
tolerated ACEi or ARB for 4
weeks

Primary outcome
(Doubling of serum creatinine,
ESKD, death due to cardiovascular
or kidney disease)

End-stage kidney
disease

62 years J %@ @

'T. 6 HR 0.70 HR 0.68
(95% C1 0.59-0.82) (95% C1 0.54-0.86)

¢QFLR 67 Canagliflozin Placebo NNT 21 NNT 42

UACR 927 mg/g
No increased risk of:

| ] conclusion Amputations

Fractures
In patients with type 2 diabetes and kidney disease, HR1.10 * HR 0,68

2 " " 3 z -~
canagliflozin reduces the risk of kidney failure and (95% Cl1 0.79-1.56) 1 (95% C1 0.70-1.37)

cardiovascular events

Effects of empagliflozin versus placebo on cardiovascular and
kidney outcomes were across the KDIGO risk categories

Could dapagliflozin improve kidney and
cardiovascular outcomes in patients with CKD?

South West
London
Integrated
Care System

e

#NephJC

Kidney

Outcomes (ﬁﬁ) X

Placebo

Randomized
Double-blind
j] Placebo-controlled

Multicenter
1
L

ESKD

386 sites in 21
countries

14.5%

Decline in GFR at least 50%

Death from renal causes

Cardiovascular
Hospitalization for heart failure
Death from cardiovascular causes

&

11.3% 6.4% 6.8%

>
‘m N= 4304

Death from

GFR 25-75
mi/min
67.5%

diabetes type 2

G

Dapagliflozin 10mg/d

&

Conclusion: Among patients with chronic kidney disease, the risk
of any composite kidney or cardiovascular outcomes or death
was significantly lower with dapaglifiozin than with placebo.

Gii%s

9.2%

ACR 200-
5000mg/g

[

CJASN

al of the Americ:

Soclety of Naphr

EMPA-REG OUTCOME!

X

Type 2
‘ Diabetes

Randomization
b &
D@  Atherosclerotic .”'
Cardiovascular £ o
= < Disease (ASCVD) Empaglifiozin
10 mgs daily
eGFR 2= 30 .0
% mL/min/1.73 m? ’."
Empagliflozin
e, Classified by 25 mgs daily
z; > KDIGO Risk &
| tegori
“=e categories .."
n = 6,592 Placebo

.’ .’ P values for
..” .‘* I . treatment by
‘ subgroup
Empagliflozin Placebo HR (95% CI) interactions
CYiOutcomes 10.5% 12.1% 0.86 p=0.26-0.85
G point MACE) (0.74, 0.99)
Kidney Outcomes 0, o, =0.16-0.60
ut 1.7% 3.1% 054 P
initiation of KRT or (0.40, 0.75)
death from kidney
disease)
In all KDIGO risk ies, placebo and pagliflozin had similar
A adverse events rates, the bl ption being | infection
events, which were more common with empagliflozin for each category.

Adeera Levin, Vlado Perkovic, David C. Wheeler, et al. Empagliflozin and
Cardiovascular and Kidney Outcomes Across KDIGO Risk Categories.
CJASN doi: 10.2215/CJN.14901219. Visual Abstract by Edgar Lerma, MD, FASN

any cause

2

P=0.009 P=0.004

6.6% 4.6%

Reference:Heerspink HIL et al, Dapaglifiozin in Patients
with Chronic Kidney Disease. N Engl J Med. 2020 Sep 24
DOI: 10.1056/NEIM0a2024816.

°

Visual abstract: Denisse Arellano, MD W @deniise_am
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Pr N ~ _ _ _4d0_
Kidney disease progression Acute kidney injury WeSt

Mean Events/participants Event rate RR Events/participants Event rate RR n
m:‘: eGFR, . per 1000 patient-years (95% CI) per 1000 patient-years (95w ) i.te d
per1-73m 3
SGLT2 Placebo SGLT2  Placebo SGLT2 Placebo SGLT2 Placebo bystem
inhibitor inhibitor nhibitor inhibitor
Diabetes
DECLARE-TIMI 58 85 56/8582 102/8578 1.6 3.0 — 0-55 (0:39-0-76) 125/8574 175/8569 35 49 o= 0-69 (0-55-0-87)
CANVAS Program 77 80/5795 81/4347 36 58 + 0-61(0-45-0-83) 30/5790 28/4344 16 25 e 0-66 (0-39-1-11)
VERTIS OV 76 49/5499 3212747 2.6 34 —_—— 076 (0-49-1-19) 42/5493 22/2745 25 27 ——-—b 095 (0-57-1-59)
EMPA-REG OUTCOME 74 51/4645 4772323 40 7.6 - 0-51(0:35-0-76) 45/4687 372333 25 62 —a— | 0-41 (0-27-0-63)
DAPA-HF 63 18/1075 2471064 12 16 - 073 (0:39-1-34) 31/1073 39/1063 19 24 — 079 (0-50-1-25)
EMPEROR-REDUCED 61 13/927 23/929 13 24 - 052 (0-26-1-03) 26/927 33/929 21 27 —d— - 077 (0-46-1-28)
EMPEROR-PRESERVED 60 38/1466 4411472 15 18 ——=1—  082(053127) 60/1466 84/1472 20 28 _....._ 0-69 (0-50-0-97)
DELIVER 60 33/1578 3711572 95 11 ———=1—— 087(054-139) 59/1578 52/1572 17 15 —lm—» 113(078-163)
CREDENCE 56 153/2202 230/2199 27 41 —.-‘— 0-64 (0-52-0-79) 8672200 98/2197 17 20 —:.— — 0-85(0-64-1-13)
SOLOIST-WHF 51 NA/NA NA/NA 25/605 27/611 55 59 : 0-94 (055-1-59)
SCORED 44 37/5292 5215292 5-0 70 — 0-71(0-46-1-08) 116/5291 111/5286 16 16 _r 1-04 (0-81-1-35)
DAPA—-CKD 44 103/1455 173/1451 35 60 —-— 0-57 (0-45-0-73) 48/1455 69/1451 15 22 - 0-66 (0-46-0-96)
EMPA-KIDNEY 16 108/1525 175/1515 36 59 —a— 0-55 (0-44-0-71) 7311525 81/1515 24 27 —-— 0-88 (0-64-1-20)
Subtotal: diabetes 67 739/40041 1020/33489 < 062 (0-56-0-68) 766/40664 856/34087 - - ¢ 0-79 (0-72-0-88)
No diabetes
DAPA-HF 68 10/1298 15/1307 50 8.0 q‘ 067 (0-30-149) 18/1295 30/1305 99 16 —_— 1 0-60 (0-34-1-08)
EMPEROR-REDUCED 63 5/936 10/938 5.2 10 - : 0-50(0-17-1-48) 20/936 34/938 16 28 + 056 (0-32-0-98)
DELIVER® 63 17/1551 17/1557 50 49 _._._, 1.01 (0-51-1-97) 30/1551 47/1558 88 14 —-— 0-64 (0-41-1-02)
EMPEROR-PRESERVED 62 12/1531 18/1519 45 69 - 0.68 (0-33-1-40) 37/1531 471519 12 15 — 1 0-80 (0-52-1.23)
DAPA-CKD 42 39/697 70/701 29 53 —-—-- 0-51(0-34-075) 16/697 21701 11 15 - 075(039-1-43)
EMPA—KIDNEY 39 119/1779 157/1790 35 47 - 0.74 (0-59-0-95) 3411779 54/1790 10 16 o ow 0-63(041-097)
Subtotat no disbetes 56 202/7792 28717812 - % - 0.69(0-57-0-82)  1S5/7789  233/7811 - - . 0-66 (0-54-0-81)
Total: overall 65 941/47833 1307/41301 - - < 0.63(0-58-0-69)  921/48453 1089/41898 - - < 0-77 (0-70-0-84)
Trend across trials sorted by eGFR: r T T ] Trend across trials sorted by eGFR: r T T 1
Diabetes p=0-87; 0-25 050 075100 1-50 Diabetes p=0-02; 0-25 0-50 0-75 1.00 150
No diabetes p«0-86; € ——Pp No diabetes p=0.66; —— —>
Heterogeneity by diabetes status: p=0-31 Favours SGLT2 inhibitor  Favours placebo Heterogeneity by diabetes status: p=0-12 Favours SGLTZ inhibitor  Favours placebo
Baigent C, Emberson JR, Haynes R et a; Nuffield Department of Population Health Renal Studies Group; SGLT2 inhibitor Meta-Analysis Cardio-Renal Trialists’ 53

Consortium (2022) Impact of diabetes on the effects of sodium glucose co-transporter-2 inhibitors on kidney outcomes: Collaborative meta-analysis of large placebo-
controlled trials. Lancet 400: 1788-801



Cardiovascular death or hospitalisation for heart failure® Cardiovascular death

Mean Events/participants RR Events/participants RR

baseline eGFR, (95%C1) (95%Cl)

mb/minper 1.73m”

SGLYT 2 mhibitor  Placebo SGLY2 whibitor  Placebo
Diabetes
High atherosclerotic v :
cardiovascular risk trials 80 1490/24563 1232/18005 -- 0-80 (0-74-0-86) 1026/24563 755718005 -.- O-B6 (0 78-095)
Stable heart failure trials! 61 923/5046 1154/5037 - 0-77(0-71-0-34) 468/5046 527/5037 —-—- 0-8B(078-099)
Chronic kidney disease trials 45 643/10474 847110457 —l- 0-74(0-66-0-82) 363/10474 434/10457 - 0-83 (0-72-085)
Subtotal: diabetes 67 3056/40691  3233/34113 o 0-77 (0-73-0-81) 1908/40691 1774/34113 <> 0-86 (0-80-0-92)
No diabetes .
Stable heart failure trialst o4 710/5316 89075322 -.- 0-78 (0-70-0-86) 396/5316 452/5322 B 0-88 (0:77-1-00)
Cheonic kidney disease trials 40 502476 5312491 ——a——— 095 (0-65-1-40) 26/2476 25/249 » 1.04{059-183)
Subtotal: no diabetes 56 760/7792 943/7813 <> 0-79(0-72-0-87) 422/7792 477/7813 <> 0-88 (0.78-1-01)
Total: overall 65 3816/48483 4176/41926 6 0-77 (0-74-0-81) 2330/48B4383 2251/41926 < 0-86(0-81-0.92)
Heterogeneity by diabetes status: p=0-67 Heterogeneity by diabates status: p=0-68
¥ L) ] L} L ) L] 1

Non-cardiovascular death All-cause death
Diabetes
Hagh atherosclerotic :
candiovascular nisk trials 80 572/24557  461/18003 —— 083(078-100) 167124563  1299/18005 £l 0.87 (081-0.94)
Stable heart failure trials? 81 317/5046 316/5037 1.00(0-86-1-16) 785/5046 843/5037 -'-.r 093 (0-84-1.02)
Cheonic kidney disease trals 45 230/10474 240/10457 0-94(0-79-112) 599/10474 683/10457 -.— 0-87 (0-78-0-97)
Subtotal: diabetes 67 1133/40685 1035/34111 E 093(0.85-1.01) 3120/40691 2901/34113 <> 0.88 (0-84-0.93)
No diabetes
Stabile heast fulure trialst 64 263/5316 251/5322 —— 105(D88-1.23) 659/5316 703/5322 4‘- 094 (0 85-1.05)
Cheenic kidney disease trals 40 318/2476 52/2491 ¢—a—1— 074 (0-49-1.14) 64/2476 7712491 — 084 (060-118)
Subtotal: no diabetes 56 3017792 303/7813 — 1.00(0-85-217) 72317792 78017813 -c - 093 (0-84-1.03)
Total: overall 65 1434/48477 1338/41924 < 0-94(0-88-1.02) 3843/48483 3681/41926 < 089 (0-85-0-94)
Haterogeneity by diabates status: p<0-43 Heterogeneity by diabates status: p=0-36

050 075 100 125150 050 ©75 100 125150
G —l. e —p
SGLTZ inhibitor  Fawowrs placebo SGLT2 inhibitor  Favours placebo

Consortium (2022) Impact of diabetes on the effects of sodium glucose co-transporter-2 inhibitors on kidney outcomes: Collaborative meta-analysis of large placebo-

controlled trials. Lancet 400: 1788-801
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Baigent C, Emberson JR, Haynes R et a; Nuffield Department of Population Health Renal Studies Group; SGLT2 inhibitor Meta-Analysis Cardio-Renal Trialists’
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Offer SR metformin...aim for an HbAx1c level of 48mM/M. For adults orea

NICE NG28 and TYPe 2 diabetes drug associated with hypoglycaemia...aim for an HbAxc level of s3miff/)1. South West

Consider insulin or SU if symptomatic. If they have HF/ASCVD, offer London
SGLT2i in addition to metformin...introduce drugs sequentially. I(r;tegrgteii

3—-6-monthly intervals (tailored to / are system

individual needs), until the HbAx1c is

stable on unchanging therapy. 6- * What do | start with and aim for?

monthly intervals once the HbAic level

and blood glucose lowering therapy are

stable T

* When should I review things?

Adopt an individualised approach to

diabetes ...taking into account their

personal preferences, comorbidities, > * \What are we trying to achieve?

risks from polypharmacy, and...life
expectancy. Use decision aid.

If HbA1c levels are not adequately
controlled by a single drug and rise to
58mM/M or higher:

reinforce advice about diet, lifestyle and ° Anything else relevant to know?
adherence to drug treatment and

support the person to aim for an HbA1c

level of 53MM/M and

intensify drug treatment. For CKD ‘alonﬂ with ACEi‘ARBh offer SGLT2i ifACR>ioi consider if
! 3-30 55

consider for QRISK>10% or 1+ CVD risk
factors in under 4os (BP, lipids, smoking,
obesity...)

/' When do | increase treatment and with what?



/. South West

ibi id integrated
ntegrate
Prescribing guidance oS vatem
mﬂm:;; (@GFR 15-29 mL/min/1.73 m?) [0GFR <15 mLimin/LT3 m’)

Ingulin Initiate and titrate conservativety 1o mvwoid hypoghcemia

Initiation not recommended; may continua 100 mg daily i
olerated for kidney and GV benefit until dialysis
Metformin

Initiation not recommaended with eGFR <25 mLimin/L73 m;
ity continuws i tolarated tor kidnay and GV banofit until dalysis

SGLT2 inhibitors

GLP-1 receptor
agonistE

DPP-4 inhibitors

Insulin

Sullomylureas
Thiazolidinedicnos

a-Glucosidise
inhibitors

fET 8 i

Glmepiride Initiate conservativaly at 1 mg daily and titrate skenty 1o avoid hypoghcemia
Gipizide Initiate conservatively (e.g., 2.5 mg once dally) and firate slowly to avoid hypoglycemia

Nautral Polantial risk of high cost io patient
Praterisial bonafi o intermodiate glucoss-kowering oficacy I ircreeased risk for adverss efiocts
I Barati foriaan pronection, hugh eficacy, kow Fypoghrietia ritk, wiight loss. e low cost)

L rod rspommuandad

Diabetes Management in Chronic Kidney Disease: A Consensus Report by the American 56
Diabetes Association (ADA) and Kidney Disease: Improving Global Outcomes (KDIGO)
Diabetes Care 2022;45(12):3075—3090



. " . London
3 key actions within 3 months to save lives Integrated

“3 within 3” J' South West
Care System

In adults with Type 2 diabetes and CKD

(UACR > 3mg/mmol)

ACTION 1 (Month 1)
Maximum intensity RAS/ RAAS blockade

First, ensure the patient is on a statin.
Start ACE-inhibitor or ARB and titrate to maximum tolerated (NICE, NG203) licensed dose within one
month

ACTION 2 (Month 2)
Initiate SGLT-2 inhibitor according to license

Consider/ counsel on risks of diabetic ketoacidosis (which may be euglycaemic), sick day rules, risk of
UTI/fungal infections. Consider adjusting sulfonylureas/insulin where eGFR >45ml/min and
HbA1c < s58mmol/mol to mitigate risk of hypoglycaemia.

ACTION 3 (Month 3)

Initiate further blood pressure agent to target 140/9ommHg unless uUACR >7omg/mmol (then 120-
129/8ommHgQ)

If BP remains above target initiate 2"? line BP agents as per NICE guidance (NG203/ NG136)

London Kidney Network, 2021



Integrated
Care System

Quick survey J) Dondon "

Tell us what you think...
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71) South West
London

Integrated
Care System
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' South West
London
Integrated

Next Ste PS Care System

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

The final masterclass session — Complex Diabetes Care — is on Thursday 19t
October, 1-2pm. A reminder email and link will be sent closer to the time.

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

60


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