Road Map to Achieve Glycemic Goals: Naive to Therapy (Type 2)
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H ¢ Rapid-acting insulin analog
InSUlln with NPH or Glargine
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Combine therapies:

Target: PPG : X'glglitinides

Combine therapies to
address FPG and PPG:
¢ Rapd-acting insulin analogs
¢ Pre-mixed insulin analogs

Combine therapies to
address FPG and PPG:
Target: FPG * Metformin
e TZD

and PPG « SFU

¢ Glargine

insulin analogs

insulin analogs

Special Situations:

* Rapid-acting
insulin analogs

* Pre-mixed
insulin analogs

* NPH
¢ Other approved
combinations

¢ Rapd-acting insulin analogs
® Pre-mixed insulin analogs

* NPH
o Other approved
combinations

|
tIndicated for patients failing SU and/or Metformin therapy: exenatide
is not indicated for insulin-using patients.
I For selected patients presenting with an A1C of >10%, certain oral
agent combinations may be effective.

ENDOCRINOLOGY

Continuous
Titration of Rx
(2-3 months)

Monitor/adjust Rx

to maximal effective Intensify or

dose to meet ACE
Glycemic Goals

Monitor/adjust Rx

to maximal effective

dose to meet ACE
Glycemic Goals

Monitor/adjust Rx

to maximal effective including rapid-acting insulin

dose to meet ACE
Glycemic Goals

Monitor/adjust Rx

to maximal effective insulin therapy

dose to meet ACE
Glycemic Goals

Monitor/adjust Rx

to maximal effective Add sensitizer to

dose to meet ACE
Glycemic Goals

* ACE Glycemic Goals
<6.5% A1C

<110 mg/dL FPG

<140 mg/dL 2-hr PPG

If < 6.5% A1C Goal
Not Achieved

Combine Rx

Intensify or Combine R,
including exenatide
(with SU and/or Metformin)

Intensify or Combine R,

analogs, exenatide’, or pramlintide
(with meal time insulin)

Initiate or intensify

or
add exenatidet

insulin therapy
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Road Map to Achieve Glycemic Goals: Treated Patients (Type 2)

Continuous Titration of Rx
(2-3 months)
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Current Therapy

Monotherapy
or
Combination therapy

Monotherapy:
Meglitinide, SU, AGI,
Metformin, TZD,
Pre-mixed insulin analogs
or Basal insulin

Combination Therapy:
Meglitinide, SU, AGI,
Metformin, TZD, Exenatide,
Pre-mixed insulin analogs,
Rapid-acting insulin analogs,
Basal insulin

Monotherapy
or
Combination therapy

1 Rapid-acting Insulin analogs can be added to any therapeutic

intervention at any time to address persistent postprandial hyperglycemia.

IBasalinsulin is needed to lower FPG.

Intervention

¢ Continue current therapy if all
ACE glycemic goals are met

Monitor/adjust Rx
to maintain ACE

¢ Adjust therapy as needed to meet ACE Glycemic Goals*

FPG and PPG goals

Initiate Combination Therapy’

e Metformin + SU or Meglitinide

o Metformin + TZD or AGI

e TZD +SU

¢ Exenatide + Metformin and/or SU

¢ Basal or Pre-mixed insulin analogs
e Other approved combinations

Monitor/adjust
Rx to meet ACE
Glycemic Goals*

Maximize Combination Therapy

Maximize Insulin Therapy

o |f elevated FPG, add Basalt

o |f elevated PPG, add Bolus

o |f elevated FPG and PPG, add Basal-Bolus therapy
or Pre-mixed insulin analogs

Add Exenatide to patients on SU and/or Metformin

Monitor/adjust
Rx to meet ACE
Glycemic Goals*

Monitor/adjust
Rx to meet ACE
Glycemic Goals*

Initiate Insulin Therapy (Basal-Bolus)
¢ Long-acting plus rapid-acting insulin
® Pre-mixed insulin analogs

* ACE Glycemic Goals
<6.5% A1C

<110 mg/dL FPG

<140 mg/dL 2-hr PPG
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Intervention

Persistent
: Monitoring of

Identificati ML:;.?tytl? Pharmacologic Glucose and
entification odification Risk Reduction

Measures

Age <30 for populations
at high risk: ¢ Medical Nutrition

Therapy (MNT) On-Label

« Family history of diabetes « ORLISTAT e Hypertension

¢ Physical Fitness Program

. Cardiov_ascular disease Weicht L  Dyslipidemia

» Overweight * Weight Loss non-FDA Approved* . Physical Fitness
¢ Sedentary lifestyle e Metformin H

» Latino/Hispanic, African American, 17D e Weight Control

Asian American, Native American, ° 5_70/0 I'EdUCtion o AGI

or Pacific Islander

« Previously identified IGT or IFG in body Weight

¢ Hypertension . .
o Elevated triglycerides, (lf OVE I'WEIght]
Low HDL or both

e History of gestational diabetes

¢ Delivery of a baby weighing 4 30 minuteS exerCise,
more than 9 lbs 5times per WEEk

* Polycystic ovary syndrome
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2-h OGTT is the most Endocrine Practice.
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sensitive method for ‘
detection *Shown to be effective in delaying the onset of type 2 diabetes in clinical studies.



