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ADA and AACE Glycemic Targets

Glycemic Control Targets
Test
HbA1c <7% <6.5%3
FPG 80-130 mg/dL <110 mg/dL?
<180 mg/dL <140 mg/dL®
PPG (measured within 1 to 2 hours after the (2-hour value)
start of a meal)

HbALC target should be individualized based on numerous factors, including age, life expectancy, comorbid conditions, duration of

diabetes, risk of hypoglycemia or adverse consequences from hypoglycemia, patient motivation, and adherence®-2

AACE, American Association of Clinical Endocrinologists; ADA, American Diabetes Association; FPG, fasting plasma glucose; PPG, postprandial glucose.

1. American Diabetes Association. Diabetes Care. 2017;40(suppl 1)51-5135.
2.Gorber Al et al. Endocr Pract. 2017,23(2):207.238.
3. andelsman Y e al. Endocr ract.2015;21(suppl )1-7.
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American College of Physicians Guided Statement
2018

Guidance Statement 1: Clinicians should personalize goals for glycemic control in
patients with type 2 diabetes on the basis of a discussion of benefits and harms of
pharmacotherapy, patients' preferences, patients' general health and life expectancy,
treatment burd, yeare.

Guidance Statement 2: Clinicians should aim to achieve an HbA, level between 7% and

8% in most patients with type 2 diabetes.

Guidance Statemen

e iy ic therapy
in patients with type 2 diabetes who achieve HbA, ¢ levels less than 6.5%.

Guidance Statement 4: Clinicians should treat patients with type 2 diabetes to minimize
symptoms related to hyperglycemia and avoid targeting an HbA,c level in patients with

life expectancy less than 10 years due to advanced age (8o years or older), residence in a
“nursing home, or chronic conditions (such as dementia, cancer, end-stage kidney disease,
or severe chronic obstructive pulmonary disease or congestive heart failure) because the
harms outweigh the benefits in this population.

American College of Physicians.

GLYCEMIC TARGETS
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Glycemic Targets:
Standards of Medical Care in Diabetes - 2021. Diabetes Care 2021;44(Suppl. 1):573-584
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- S FDA Approved Diabetes Medications
Development of Diabetes Medications PP
* Biguanides (Metformin) -
« Sulfonylureas (Glipizide, Glimepiride, Glyburide)
* DPP-4 Inhibitors (Sitagliptin, Linagliptin, etc.)
80 YEARS 20 YEARS * Thiazolidinediones (Pioglitazone, Rosiglitazone)
* SGLT-2 Inhibito anagliflozin, Empaglifiozin, etc) Orals
1921 1936 1942 1950 1995 1997 2000 2002 2003 2004 2005 2006 2007 2009 2013 20162018 Veglitinides (Repaglinide, Nateglinide)
* a-Glucosidase Inhibitors (Acarbose, Miglitol)
§ & f@é{v’ Sg 5)3@ § § \§;$§ <§ §\* » Bile Acid Sequestrants (Colesevelam)
¥ 8 FF & OF FE o & &£ Dopamine-2 Agonists (Bromocriptine)
F £ & &5 N S F S
S EET Sy 58 —
& s ° ¢ & {}g,g; * GLP-1 Analogs (Exenatide, Liraglutide, etc) I
AR * Insulin (various) Injectables
* Amylin Mimetics (Pramlintide)
9 10
Glycemic Potency vs Cost
Decrease in HbAlc vs Cost
21st Century 20th Century
A A
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- DPP-4. SGLT-2 inh GLP-1 TZDs Sulfonylurea Metformin Insulin
inhib
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Meﬁorm ln * Expected Decrease 1.0 to 2.0%

J . * Weight neutral/Mild loss
Ta blets b etfo rmin * Very few excuses not to be on it

* Change to extended release if Gl intolerance

Metformin hydrochloride

© 84 Film-Coated Tablets

13 14

Proposed use of metformin in renal disease

>60 Waximum daily dose of 2,550 mg
Menitor renal function annually
4560 Waximum daily dose of 2,000 mg;

Monitor renal function every 3-8 months
Avoid in patients with rapidly decreasing
Super safe renal function

THE COCHRANE 044 Maximum daily dose of 1,000 mg
CCOLLABORATION* Check renal function every 3 months

Do not initiate therapy (can continue 7

patients who are on it)

<30 Do not use

*estimated glomerular filtration rate

Hote: Adapted from JAMA 2014;312:2668-75 and
Diabetes Care 2011;34:1431.7

Sulfonylureas

* Expected Alc decrease 1.0 to 2.0%

« Works right away X omerrie
+ Weight gain .
« Risk of hypoglycemia Wﬂkm

* Favorite: glimepiride
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Glucose-lowering
Medication in
Type 2 Diabetes:
2021 ADA
Professional
Practice
Committee (PPC)
adaptation of
Davies et al. and
Buse et al.

Pharmacologic
Approaches to
Glycemic
Management:
Standards of Medical
Care in Diabetes -
2021. Diabetes Care
2021:44(Suppl.
1):8111-S124

Glycemic targets

—
Table 6.3—Su ary of gl rec d for many nonpregnant
adults with diabetes
AlC <7.0% (53 mmol/mol)*#
Preprandial capillary plasma glucose 80-130 mg/dL* (4.4-7.2 mmol/L)
Peak capillary plasma glucoset <180 mg/dL* (10.0 mmol/L)

“More or less stringent glycemic goals may be appropriate for individual patients. #CGM may be
used to assess glycemic target as noted in Recommendation 6.5b and Fig. 6.1. Goals should be
individualized based on duration of diabetes, age/life expectancy, comorbid conditions, known

CVDor rovascular { unawareness, | patient
considerations (as per Fig. 6.2). tPostprandial glucose may be targeted if A1C goals are not met
despite reaching preprandial glucose goals. jal glucose hould be made

1-2 h after the beginning of the meal, generally peak levels in patients with diabetes

Glycemic Targets:
Standards of Medical Care in Diabetes - 2021. Diabetes Care 2021;44(Suppl. 1):S73-584

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Pharmacologic Therapy for Type 2 Diabetes

9.4 Metformin is the preferred initial pharmacologic agent for the treatment of
type 2 diabetes. A

9.5 Once initiated, metformin should be continued as long as it is tolerated and
not contraindicated; other agents, including insulin, should be added to metformin. A

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

9.7 The early introduction of insulin should be considered if there is evidence
of ongoing catabolism (weight loss), if symptoms of hyperglycemia are present, or
when A1C levels (>10% [86 mmol/mol]) or blood glucose levels (2300 mg/dL [16.7
mmol/L]) are very high. E

21

PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Pharmacologic Therapy for Type 2 Diabetes
(continued)

9.8 A patient-centered approach should be used to guide the choice of

pharmacologic agents. Considerations include effect on cardiovascular and
renal comorbidities, efficacy, hypoglycemia risk, impact on weight, cost, risk ~ for
side effects, and patient preferences (Table 9.1 and Figure 9.1). E

9.9 Among patients with type 2 diabetes who have established atherosclerotic
cardiovascular disease or indicators of high risk, established kidney disease, or heart
failure, a sodium—glucose cotransporter 2 inhibitor or glucagon-like peptide 1
receptor agonist with demonstrated cardiovascular disease benefit (Table
9.1, Table 10.3B, Table 10.3C) is recommended as part of the glucose-lowering
regimen independent of A1C and in consideration of patient-specific factors (Fig. 9.1
and Section 10).A

23
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Empagliflozin, Cardiovascular Outcomes,
and Mortality in Type 2 Diabetes

THE LANCET

sociated with use of SGLT2 inhibitors i real- werld
REAL 3):a mulinational observatianal cohort study

Medicine

Effects of SGLT2

ORIGINAL INVESTIGATION

Cardiovascular and renal outcomes
with SGLT-2 inhibitors versus GLP-1 receptor
agonists in patients with type 2 diabetes
mellitus and chronic kidney disease:

a systematic review and network meta-analysis

i s on i
outcomes and mortality in type 2 diabetes
A meta-analysis

Yo Zou, MO, Yos Kl L, MO, Yi-Gusan Sang, MO, Ber

Open Access
®

flozin and Cardiovascular and Renal
Events in Type 2 Diabetes

Vang. MO, Jun L

e NEW ENGLAND
JOURNAL o MEDICINE

Canaglifiozin and Renal Outcomes in Type 2 Diabetes
and Nephropathy

CARDIOVASCULAR DISEASE AND RISK MANAGEMENT

Cardiovascular Disease—Treatment

10.42a In patients with type 2 diabetes and established atherosclerotic
cardiovascular disease, multiple atherosclerotic cardiovascular disease risk
factors, or diabetic kidney disease, a sodium—glucose cotransporter 2 inhibitor with
demonstrated cardiovascular benefit is recommended to  reduce the risk of major

adverse cardiovascular events and/or heart failure hospitalization. A

10.42b  In patients with type 2 diabetes and established atherosclerotic
cardiovascular disease or multiple risk factors for atherosclerotic
cardiovascular disease, a glucagon-like peptide 1 receptor agonist with
demonstrated cardiovascular benefit is recommended to reduce the risk of major

adverse cardiovascular events. A

25
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Microvascular Complications and Foot Care

chronic kidney disease. A

of a sodium—glucose cotransporter 2 inhi

creatinine. A

Chronic Kidney Disease—Treatment

11.2 Optimize glucose control to reduce the risk or slow the progression of

11.3a For patients with type 2 diabetes and diabetic kidney disease, consider use

bitor in patients with an estimated

glomerular filtration rate 230 mL/min/1.73 m2 and urinary albumin >300 mg/g

11.3b In patients with type 2 diabetes and diabetic kidney disease, consider use
of sodium—glucose cotransporter 2 inhibitors additionally for cardiovascular
risk reduction when estimated glomerular filtration rate and urinary
albumin creatinine are >30 mL/min/1.73 m?2 or.300 mg/g, respectively. A
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* Short Acting

10

GLP-1 Receptor Agonists

* Long Acting

LR - O 30- 1

GLP-1 receptor agonists GLP-1 receptor agonist
basal insulin fixed-dose
‘combinations
o :
for imjecton ’ n‘ !
11
‘ ]
“i "LuL .
Drug name:
e s, oo B
‘Commercial Wicoza®  Bydueon®  Bydureon® Tracny® Qzemgect
-
Pen for single Taibpe Mg MU sngie. single: wngie ange mutpe Mubgle mutpie
Pt
e e e o o e
g,
variable dosing o 18mg)
Pen devices Sor 100 18mg 2mg 2mg 0T5er Mo 025
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s
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= semaglutide tablets mguns

Administration subcutaneous onal
Compound: Exenatide Liraglutide Exenatide Dulaglutide Semaglutide
Frequency’ ad qw

Postprandial gucose  +49 . + + - -

Body weight reduction:  +(+) -+ + ++) S+

Injection device: - - (*) e . s

Conveniance/acherence:  (+) - + e e 5

CV benefit (MACE'): ot known -+ (+) ++ -+

Mortaity benefit ot known ++ (+) t +

Renal benefi ] + F - +

Nauseanomiting -- HE) - - o)

Immunogenicity” -+ +) ++ ) ) A
610

31 32

* Pancreatitis

G LP-]. RA * Medullary thyroid cancer
Preca Utions « Severe renal impairment
* Type 1???

34

Invokana
canagliflozin tablets

SGLT-2 Inhibitors in
the US

* CV Benefit: liraglutide, semaglutide, dulaglutide

TLDR: G LP-1 * Biggest Alc reduction: semagutide, liraglutide + Canagliflozin (Invokana®) - 2013
RA Ke * Most weight loss: semaglutide, liraglutide
y * Easiest: dulaglutide (easy single use pen) + Dapagliflozin (Farxiga®) - 2014

D |ffe rences * Best studied: liraglutide Steglatro’

(ertugliflozin)

« Empagliflozin (Jardiance®) - 2014

« Ertugliflozin (Steglatro®) - 2017

e
farxiga gy
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* Alc reductions compared to placebo 0.4-1.1%.

* Weight loss

SGLT-2
| n h | bltO IS * Low risk for hypoglycemia
Benefits

* Decreases Blood Pressure

* May be used at any stage of type 2 diabetes?

SGLT2i Concerns

« 2-4 fold increase in vulvovaginal  * Hypotension
candidiasis (10-15% of women)
* Increased rate of UTI (8.8% vs. « Amputations (toes and foot)

6.1%
¢l - * FDA: post-marketing surveillance
* Reports: Pyelonephritis, studies

Urosepsis, Nec. fascitis
* Acute Kidney Injury
* Bladder Cancer

* Bone Fractures - Canagliflozin

* No very long term data

Adveianesisetal. Ther Adv Endocrinolo Metab. 2016,

37

Combo pills

expensive

38
TLDR: SGLT 2 inhibitors
* Use in patients with CV disease or renal disease
* Use if for some reason insulin and GLP-1 RA cannot be used

= - = I * Don’t use in Type 1
are just as e | R | | el * Be aware of urinary tract complications
o
A
40

Sad state of obtaining insulin in United States

-

strug(qlinn #a etau alivas Dicina ingylin

cause —

ASUNstadent o pays 5501 month o sl s
The esca e T e etics rat]
medicati - atting it
or Mexic
Ken Alltucker, |
Updated 1:31p

oooom
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Previous Situation
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Previous Situation Innovation
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When To Start Insulin in T2DM
New Situation

s A I = * Patients with
_.3,,1 * hyperglycemic emergencies
b * symptomatic hyperglycemia and/or markedly high HbA1c

* hepatic or renal disease
* coronary artery disease, 1 triglyceride level

* When combination oral/injectable agents become inadequate
* Unacceptable side effects of oral/injectable agents

* Patient wants more flexibility

* Special circumstances (ie, steroid use, infection, pregnancy)

Vo 8t L EI 2003, 6118735 170,
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Humulin R

U100 vs U200 vs U-500
U300 vs U500

* U100 is “normal” or “standard”

* Higher numbers are
concentrated

* Concentrated insulin works well
in insulin resistance patients

* Can give higher doses with less
volume of insulin

EQUAL UNITS

OF INSULIN *t.
»m

NPH Insulin

Insulin
Glargine
U-100

Follow-on
Insulin
Glargine

Insulin
Detemir

Basal Insulins Currently Available

Insulin
Glargine
U-300

Insulin
Degludec

int:‘:nr:firi‘a;te- Analog; long- | Analog; long- | Analog; long- | Analog; long- | Analog; long-
X acting acting acting acting acting
2-4 hours 1.3 hours 1.3 hours 6 hours 1 hour
No No
4-10 hours | pre d latively flat | p | Flat Flat
peak peak
1016 hours | UP024 | Upto2d | Upto2d 1 aqp0 o | <2 hours
hours hours hours
Unknown* 14 hours 5-7 hours ~23 hours ~25 hours
steady-state Unknown 2 days 2 days 4 days 2-3 days

Porcelat, et . Lucidip, etal Niswenderk. Ci Diabetes. 2009,27.60-65 Indianspol
i b Toujeo

December 2016, HelseT, sl

Becker R, et ‘3, Painso

Metab. 2012:14(10) 944-950.

49 50
Regular Human Insulin U-500 Insulin Duration of Action
o Faster Acting Aspart (Fiasp)
* Limitations of use Rapid acting Insulin (Aspart-Novolog)
* Use in adults/children requiring >200 units insulin/day § Short Acting insulin (Regular)
« Safety/efficacy in combination with other insulins has not been E Intermediate Acting Insulin (NPH)
determined E Determir (Levemir)
« If using vial/syringe, use only U-500 syringe E Glargine 100 (Lantus)
« Hypokalemia- monitor at-risk persons 2 Glargine 300 (Toujeo)
« Fluid retention/Heart failure with concomitant TZD Degludec (Tresiba)
* Most common adverse events
« Hypoglycemia, allergic reactions, injection site reactions, lipodystrophy,
pruritus, rash
0 2 4 6 8 10 12 2 24 2 36 42
Time (Hours)
51 52
= =
| hich . Annals of Internal Medicine REVIEW
Just tell me which one t?lor i Comparative Benefits and Harms of Basal Insulin Analogues for
3 " Type 2 Diabetes
W e A Systematic Review and Network Meta-analysis
s wt ke = Dvid . Motthows, MD, DPAE and Apostolos Teapas, MO, PAD, Msc e
wom . %0 2595
E%E g g E.I foi : —
w :(: L
EHCH
R Lo a g
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Comparative Benefits and Harms of Basal Insulin Analogues for

Type 2 Diabetes
A Systematic Review and Network Meta-analysis
o, MO, MSc: Thomas Karsgisnaia, MO, MSc:

David R. Matthows, MO, DPhit and Apostolos Tsapas, MO, PhD, MSc

PO, MSc

i

Annals of Interal Medicine REviEW

Annals of Internal Medicine REVIEW

Comparative Benefits and Harms of Basal Insulin Analogues for

Type 2 Diabetes
A Systematic Review and Network Meta-analysis
o, MO, MSe: Thomas Karagiannis, MD, MSc:

David R Matthews, MD, DPHiL: 3nd Apostolos Tsapas, MD, PRO, MSc

Tl Ty i bt o W e e

55

Comparative Benefits and Harms of Basal Insulin Analogues for
Type 2 Diabetes

A Systematic Review and Network Meta-analysis

D, MO, MSc: D, Msc:

David R. Matthews, MO, DPhit; and Apostolos Trapas. MO, PhD. MSc

DiscUssIoN:

On the basis of our findings, differences in alyee
mic efficacy among basal insulin analoques were mini-
‘mal and probably lacked dinical signiicance (58) Det.-

T coused 1655 weight gain than any Other fegimen,
whereas Glar-300 had a favorable weight profile com-
pared with Deg-100, Deg200, Deg 3TW, Glar-100,
and LY2963016. Fewer patients treated with Deg-100,
Deq:200, snd Glar-300 had noctumal hypoglycemia
than those treated with other basal insulin analogues.
Incidence of severe hypaglycemia did not differ among
interventions, except NPL, which was associoted wi
higher hypoglycemic risk than any other insulin regi-
men. We observed no differences. between glargine
and glargine biosimilars (LY2963016, MK-1293, and
MYL-1501D) in terms of reduction in HbA,, level, effect
on body weight, or incidence of hypoglycemia.

Annals of Internal Medicine REVIEW

57

56

Biosimilars

+ Biological agents shown to be highly similar to the FDA approved
biological product (known as the reference drug)

« No clinically meaningful differences i safety, purity, and potency
between reference product and biosimilar

+ Biosimilars do not fall under the same rules for generic
substitution as traditional drugs. (l.e. Cannot substitute without
prescriber approval) Example-

be
for (reference product)

Interchangeable biosimilars
+ Federal ions allow ani jologi
substituted for the reference product by a pharmacist without the
intervention of the prescriber

« Must prove it produces same clinical result as reference
product AND the risk in regard to safety and diminished
effectiveness would be the same with both products

+ Example- Semglee (insulin glargine-yfgn) ($150/5 pens) can be

ftuted for product Lantus ($500/5 pens)

HEALTH
INSURANCE

Just tell me which one to order

- ~ s
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When to Stop Titrating Basal Insulin and Consider
Prandial Control Options

The individual is not meeting glycemic targets on basal insulinl*

ELH

FPG with basal

HbA1C still not at e T e T Further increases
q HbA1c elevated insulin is within . P
goalwith 0.5 p in basal insulin
. N despite normal FPG targeted range, but N
units/kg/d of daily . ———— . N result in
" o with basal insulin? PPG is persistently s
basal insulin hypoglycemia

above goal34

Srded. 20111 68,

3 Inzucchi, et al. Digbetes Care. 2012:35:1364-1375.
AT

61
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Current and Emerging Prandial Insulins

Prandial
!
! ! Anl‘bﬁ
Human :\:‘nln'l:'n’s (short- (HA:_::?W (ultra-rapid-
pi acting)
Regular human insulin Technosphere
oty Lispro Aspart ERERS inhaled insulin

U-100 RHI U-100 lispro

U-500 RHI U-200 lispro

s Not currently approved by the US FDA.

Therapeutic Options in Patients Not Achieving
Glycemic Goals with Basal Insulin

Initiate Basal Insulin
Usually with metformin +/- other nos

ITATC not controled, consider
combination Injectable therapy

Add GLP-1 RA Change to premixed
Add 1 rapid-acting Inauiin twice daly
insulin injection before g 1 1 not tolerated or A1C target not reached, | (before breakfast

largest meal change io 2-injection insulin regimen and supper)

11 goats not met, consider changing to
alternative insulin regimen

Change to premixed

. A R L
o altornative insulin regimen 3 times daily

meals (‘basal-bolus’)

(breakfast, lunch, supper)

63

American Disbetes Association. iabetes Care. 2017;40(suppl ) S1-S135.

64

Basal vs Mealtime Hyperglycemia in T2DM

400
=
T
5 300 —
£ Incremental hyperglycemia after meals
g
S 200
3
[C]
3
8 100
o
f T T T T T
0600 1000 1400 1800 2200 0200 0600
Breakfast Lunch Supper
Time of day

Pojonst 1 1985,318(19/1231-1239

Basal-Plus Mealtime Insulin

* Use rapid-acting analogs (Aspart, Lispro, Glulisine), not RHI
+ Easier timing, less postprandial hypoglycemia
« Start with 1 injection at largest meal:
* 4 units and titrate, OR
* By weight: 0.1 unit/kg
* Titrate to:
* <140 mg/dL 2 hours postprandial OR
* <110 mg/dL next meal or bedtime

(Garber Al et al. Endocr Pract. 2016,22:84-113.

65

66
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Basal-Plus Mealtime Insulin (cont)

« Consider decreasing dose or stopping oral secretagogues
 Can continue metformin, TZD, AGI, GLP-1RA, DPP-4i, SGLT-2i

* Basal-bolus dosing
* ~50% basal insulin and ~50% bolus insulin

Garber A, e a.Endocr Proc, 2016,22:84-113.

Quality of Life Improves in T2DM With Intensification
of Insulin Therapy

* Multicenter study of 447 patients with insulin-treated T2DM and
HbAlc >7%
* Patients were transitioned from baseline insulin regimens to basal-
bolus using glargine + rapid-acting insulin
* HbA1c declined from 8.8% to 7.7% over 6 months (P <.001)
* Nonsevere hypoglycemic episodes decreased
* Small but significant improvements with no significant change in
hypoglycemia fear
« Emotional well-being (P<.001)
* Diabetes symptom distress (P<.001)
* Hypoglycemia fear (P=.61)

ljos TR, et a. Qual e Res. 2012,21:1359-1365.

67
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Fiasp® (Faster Acting Aspart)

* Novolog with two additional excipients (Niacinamide and L-arginine)
* FDA Approval Sept. 2017

« Onset of appearance: 2.5 min

 Peak time: 1.5 — 2 hours

« Should be taken with first bite or within 20 minutes within start of a
meal

« Unit per unit exchange
* No available evidence of benefit in terms of Alc or hypoglycemia
* Being used on insulin pumps — ONSET Trials 4 & 5 (Currently Off-label)

BoweringKet al Diabetes Care 2017.
Bode B et al. Diabetes Technol Ther 2017

P Prr——

69

70

jovolin® 70/30

71

72
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About 0.5% lower Alc

Decrease hypoglycemia

Predictive low technology (combined with
pump) decreased hypoglycemia without
increasing Alc

Anecdotally: Patient LOVE them

76
Dexcom g6 FREESTYLE LIBRE2
* 10 day wear
* No calibrations > 14 day wear

* Customizable low and high BG alerts » No calibrations
* Data share automatically with Clarity » Customizable low and high BG alerts

app » Data share automatically with Libreview app
* Transmitter & sensor separate » Transmitter & sensor in one

* Links to Tslimx2 insulin pump (closed » Does not link to insulin pumps
loop system)

13
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GLYCEMIC TARGETS | Insurance Coverage by Plan |

—
Medicare Sanford BCBS. ND BCBS No Coverage
Part B * Health Plan ND Medicaid MN
Yes Yes No Ye No

AGP Report Name
Yes es Location Reader $50
L] Freestyle (medical (Pharmacy (Pharmacy dependent, Sensors
Libre2 benefit) benefit) benefit) check with IHS $75/mo
14 days Yes Yes Yes Yes Yes Yes Location Receiver
% Sensor Time Tmyladet (medical (Pharmacy (Pharmacy (Pharmacy dependent, transmitter &
T ey — - Dexcom benefit) benefit) benefit) benefit) check with IHS ~ 2-3 sensors
% o Reacings Ty = !
Targt Range 70-180 mg/dl.__ Greatar than 70% (16n 48k & e 51500
Beiow 70 mgll Less than 4% (3amn) -
Beolow 54 mgiaL Loss than 1% (1mn)
Above 180 mgidL Lass than 25% (6 *Medicare Advantage Plans: Some will cover sensors at the pharmacy without
Above 250 mgidL. Lo n 5% (1n in) N
ve 20myt #08 Thta % 0 et - requirements

*Medicare criteria for coverage:

Average Glucose « Basal/bolus: At least 3 injections of insulin daily
Glucose Management Indicator (GMI) < Di is of DM 1 2

Glucose Variability iagnosis of (type 1 or 2)

Definec 83 parcent conticin of varston [SCVY Lirget S36%

Ech 5% increase i trme i range (70180 molL is clicaly banefcial

**Libre2 & Dexcom: Are compatible with most iPhone and Android. Patients

Glycemic Targets: : ¢ !
Standards of Medical Care in Diabetes - 2021. Diabetes Care 2021;44(Suppl. 1):S73-S84 may use this for the receiver on non Medicare plans
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Insulin Pumps
Good Night and Good Luck
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