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A consensus report by the American Diabetes Association (ADA) § S
and the European Association for the Study of Diabetes (EASD)




What’s new from EASD?
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o
M'YEEF Fﬂ"ﬂw'u P SEFI'HPUEIU m Impact of Intensive Glucose Control with Sulfonylurea/lnsulin
5102 people Randomised Post-Trial NHS Administrative Median Follow-up
randomised ControlledTrial Monitoring Follow-up 10.0y 16.9y 17.4y
1977-1991 — 1997 — 2007 — 2021 .
Aggregate Endpoint 1997 2007 2021
2729 2118 1010 329
wm};ﬂ;ﬁ‘m”n — % — % 1 2% Any diabetes-related endpoint RRR:  12% 9% 10%
- P: 0.029 0.040 0.016
Intensiva vs. Convantional
Myocardial infarction RRR: 16% 15% 15%
1138 880 are 118 (29
| | = L Ly L, il P: 0.052 0.014 0.0074
with diet
- Microvascular disease RRR:  25% 24%  26%
Metformin vs. Conventional pP:  0.0099 0.001 <0.0001
all overwe 279 136 7
e — 82 - ao% - 1% All-cause mortality RRR. 6%  13% 1%
G Do LD P: 0.44 0.007 0.0093
oy P o Morany RRR = Relative Risk Reduction, P = Log Rank

UKPDS 33 Lancet 1998:352:837-853. UKPDS 80. N Engl J Med 2008359157 7-89. Unpublished (ukpds) UKPDS 33 Lancet 1998;352:837-853. UKPDS 80. N Engl J Med 2008;359:1577-89. Unpublished data (ukpds)

* SU/insulin — 0.9% (10mmol/mol) difference
* Metformin —0.6% (6mmol/mol) difference ,

Impact of Intensive Glucose Control with Metformin

“ Median Follow-up
Summary of Legacy Effects 107y 177y 18.0y
« The glycaemic legacy effect, first identified in the UKPDS 30-year analyses, Aggregate Endpoint 1997 2007 2021
remains virtually unchanged after up to 44 years follow-up Any diabetes-related endpoint RRR:  32%  21%  19%

p: 0.0023 0.013 0.015

« Early intensive blood glucose control with sulfonylurea or insulin led to:
- 11% fewer deaths Myocardial infarction RRR: 39%  33% 31%

— 26% fewer microvascular complications P: 0.010 0.005 0.0037

« The metformin legacy effect, first identified in the UKPDS 30-year analyses, Microvascular disease RRR: 29%  16%  10%
. ) P: 0.19 0.31 0.49
also remains virtually unchanged after up to 44 years follow-up
. . . . All-cause mortality RRR: 36% 27% 25%
+ Early intensive blood glucose control with metformin led to: P 0011 0002 0002

— 31% fewer heart attacks

— 25% fewer deaths RRR = Relative Risk Reduction, P = Log Rank

X . . . . . UKPDS 33 Lancet 1998;352:837-853. UKPDS 80. N Engl J Med 2008;359:1577-89. Unpublished data (ukpds)
* These landmark findings emphasise the critical importance of detecting and

treating type 2 diabetes intensively at the earliest possible opportunity
Unpublished Data



Take Home Messages

The glycaemic legacy effect in reality is the hyperglycaemic legacy
effect :

Inadequate control of hyperglycaemia appears to induce irreversible
pathophysiological changes, permanently increasing the risk of diabetic
complications and of premature death

Establishing and maintaining near-normoglycaemia from day 1 can
minimise the risk of complications and prolong life

Early metformin therapy appears to further reduce the risk of
complications and further increase life expectancy

Whilst newer glucose-lowering agents also reduce the risk of some
diabetic complications, maintaining near-normoglycaemia is essential if
the risk of complications is to be reduced to the greatest extent possible

npublished Data

How 10 FRIORITISE PRIMARY CARE DIABETES SERVICES DURING AND POST COVID-19 PANDEMIC

Absent data/overdue Initial search: last recorded HbA
Feview:
L4
. RED AMEBER GREEM

No HbA =24 months
* RED Hind, Hid

B mimol o 4 mim
Box C. 3 [ | I
who might benefit ‘r
from early review | | ADDITIONAL SEARCHES on amhber/green groups to identify risk factors that
?m“f“'iluc may alter risk calegory and prioritisation (based on Risk factors [see Box B])?

How 10 MANAGE HIGH HbA, IN PEOPLE WITH TYPE 2 DIABETES

Beifore the consuliation - review elecironic record

ot e

L During the consultation

5  Shaee and discess resuls, including seli-monitoning blood glucose where relevant (is this compaghble with HhA

U Unconer seasons for high Hba, ® Emotions and menial health poblems - depeesion, anety,

® Medication - ask abount adherence, administration, new medications, sirss, lonediness, boredom, brssavement and hreak-ups.
sirke effects. # Socloeconamic Impact of COAD-1E - furkwghend, bang

® [llnes, inchiding Infections. hours, job loss or change, food hanks, Emily spport. (ee
® Liestvle - dist, snacking, smoking, sheop, phasical activiey, relationships. Resowrces 3

G Cather missing daia ivesght, BML waisi drcumierence, blood pressure, foot exam, injection iechnique. inpeciion sees).
Clhsrose and ketone point-oi-cane tests, i at risk DEKAHHS. Ask about nsmobic sympos.
e underlving discase or complications, comorbiditics? (Ser Resources 4)

A Ageee goaks, management plan and further gatiore: needed. (See B o 5]
B Resktance - ane there barners o new iniorantionis? (Ser Resources &)

=~ CE m =5 E RN

Kefenmals — are further investigations appropsiaie (e.q. to excude malignancy [see Box D cverdeal] o to other specialist seavioes,
such as foot-cane team, refinal scooemsing, health coaching)
Review date for blonds and folloa-up.

Jane and | have a Masterclass at PCDS National

We have lost time during the pandemic — late diagnoses, high HbAlc values
This too is likely to leave a (detrimental) legacy effect
Time to take action now!



B12 deficiency with metformin

The efficacy of vitamin By supplementation for treating vitamin Bq>
deficiency and peripheral neuropathy in metformin-treated type 2
diabetes mellitus patients: A systematic review

Samuel Pratama *~, Brigitta Cindy Lauren °, Wismandari Wisnu *°
Diabetes & Metabolic Syndrome: Clinical Research & Reviews 16 (2022) 102634
Potential mechanisms:
* Decreased absorption
* Altered intrinsic factor level, bacterial
overgrowth
* Increased liver accumulation B12
» Altered bile acid enterohepatic circulation
Presentations
* Megaloblastic anaemia, glossitis
* Peripheral neuropathy, proprioception |
e Central neurological symptoms — poor
memory, cognitive impairment, depression

Has everyone on long term metformin had B12 checked?
Has everyone with diabetic neuropathy symptoms had a B12 level?

Metformin-induced vitamin B12 deficiency can cause
or worsen distal symmetrical, autonomic and cardiac
neuropathy in the patient with diabetes

David S. H. Bell MB Digbetes Obes Metab. 2022:24:1423-1428.

MHRA alert June 2022 — known risk, common (6-50%)
Depletion begins early but presents 5-10 years
Risk factors — Long term, high dose treatment, elderly,
IBS, vegan diets, PPl or colchicine treatment
Neurological involvement — urgent specialist support
Consider oral therapy and recheck levels at 8-12 weeks
* Cyanocobalamin 50-150mcg daily
 If FBC and B12 not normalised, switch to IM

Metformin use and vitamin B12 deficiency:
New MHRA gUidance Sarah Davies

Have people given trial of oral therapy continued and been rechecked?  Joumal of Diabetes Mursing Volume 26 No 5 2022
Has anyone on B12 injections been lost to follow up post-pandemic?



What's new in guidelines?




Management of Hyperglycemia
in Type 2 Diabetes, 2022.

A Consensus Report by the
American Diabetes Association
(ADA) and the European
Association for the Study of
Diabetes (EASD)

https://dol.org/10.2337/dci22-0034

Melanie 1. Davies,* Vanita R. Aroda,”

Billy S. Collins,” Robert A. Gabbay,”
Jennifer Green,s Nisa M. Mﬂrurhur,’
Sylvia E. Rasas,” Stefano Del Prato,”
Chantal Mathieu,™

Geltrude Mingrone, 12213

Peter Rossing,”*** Tsvetoling Tankova,™®
Apostolos Tsapas,’ ™™ and John B. Buse®

AT —————

IMPORTANCE OF 24-HOUR PHYSICAL BEHAVIORS FOR TYPE 2 DIABETES

SITTING/BREAKING UP PROLONGED SITTING SWEATING (MODERATE-TO-VIGOROUS ACTIVITY)
Limit sitting. Breaking up probossged sitting levery 30 minl with shori ‘ + Encourage 2150 miniweek of moderale-intensity physical activiy
reqular bowts of slow walking 'simple resistances exsrrises can lie, usss lange mizscle groups, rhythmic in nature) DR =75 minl
imprave glucnse metabolism ‘week vigorous-intesssity activily spread over =1 daysiwesk,
SITTINGIBREAKING UP with o mere than 2 ceesecutive days of inactivity.
PROLORGED SITTING Supplement with twa ta three resistance,
Flexibility, and'or balamce sassions.
+ AsLittle as 30 mintweek of moderate-
STEPPING inlenzity physical slivity improves
« A inceease of only 500 metabalic profiles.
sbepsiday is assnciated
with 2-9% decreased
risk of cardiovascular
morbadty and all- [Physical function/fraitty
cause mortality. sanopenia
+ I 5-to &-min hrizk- + The frailty phenatype in
inlensity walk per lype 7 dizbeles is wnigue,
day equates fo-§ years’ afien encompassing
grealer life expectancy, nbesity alongside physical
frailly, at an earlier age.
@ The ability of people
with type 2 diabietes
10 unideriake simple
SLEEP functionzl exercizes in

Aim fer conzistenl,
unistzrmupted sleap.
even on weakands.

emdidle- age is similar o that
in those aver a decade older,

Quantity - Lang (-8 hl cufibuoTypE SLEEP QUALITY
and shart |« hl clagp

durations negalively
impact Hhd .

Dualsty - Irregular sheep resuls

in poarar glycamic lavels. likaly

influznced b the increased prevatente of
irsamiia, obslnciive siep apnea, snd resliss

leg syndmma in panpla with typa 7 dishetes.
Dhromalype - Evesing chranotppes (Le, gl swl: go 1o bed Lale

STRENGTHENING

Pesistance exercrse (i.e. any aclivity that
uses he person’s own body weight o werks

against a resistance) also improves insulin sensitivity
and glucose Levels; aclivities like ai chi and yoga also
encompass elements of flexibility and balance.

Glycemic Management: Choose Achizvement and Maintenance of
approaches that provide the Weight Management Goals:
efficacy to achieve goals: [ Sel individualized weight masagement gasls ]
Melfurmin 08 Agentls] including :
COMBIRATION Uhersyy thal provide
adequate EFFICALY 1o achieve MMM | |- Focnun et
B iyt e goain Becapyleating pltiersl | weight managemest
Considar wsidance of hypogiycamia a | physical activity fragram
priarity in high-risk mdriduals
: | Cansiter medication ‘ Censider melabolie ‘
ia ganeral. highir efficacy spproaches forweight loas wpry |
haswe preater lkalihead of schisving
ghycemic geals Whien chesssing glucose-|owering therapies:
Efficacy for glucnse lowering Censider regimen with Bigh-ie-sery-tigh dual
Very High: glucase and weight sffazacy
Dulaghutide [high dase].
‘Semaglatide, Toroepatide |
Insudin Eflicacy lar weight less
Combination ral, Comdination Very High:
Injectable (6LP-1 BAlasulin] Semagletide. Tiezrpatite
Kagh: High.
GLP-1 & {rat listed abave), Matiarmin, Delagiutide. Livaglulide
SGLTH, Sulfomylurea, TID Tndermeda be:
Ietermediat: GLP-1RA (mot listed abowel, SGITH
OPP-ki Weutral:
I DPP-4i. Matfarmin

and gul wp |3te) may b more sesceplible bo isactivity and poarer glyoam: lovels
v, maning chranetypes (e, ary hird: go % bed 2arly and pet up earlyh. @
Glucosafinsulin | Bloed prassurm il Lipids Physical fuaction | Dapression Duality of lifa
STTINGIEREAKING UP PROLONGED SITTING + + + + e +
STEPPING + T & +
swems poocurcw onns v [ v v v * v *
STRENGTHENING 4 + — &
+ A + &+ [-]
+ A + L aQ +
NOTYPEILONSISTENT TINING 9 7] Q [~

IMPACT OF PHYSICAL BEHAVIORS ON CARDIOMETABOLIC HEALTH IN PEOPLE WITH TYPE 2 DIABETES



CONSENSUS REPORT | OCTOBER 03 2022 Chronic kidney disease: Dapagliflozin for treating

Diabetes Management in Chronic Kidney Disease: A Consensus assessment and chronic kidney disease
Report by the American Diabetes Association (ADA) and Kidney management

Disease: Improving Global Outcomes (KDIGO) N Technology appraial guidance

lan H. de Boer & @ ; Kamlesh Khunti; Tami Sadusky; Katherine R. Tuttle; Joshua J. Neumiller; Connie M. Rhee; Sylvia E. Rosas; R w205 fvﬂ_s,:iij;:j :cighuizc?:nzce{ta775

Peier Rossing; George Bakris

* Test more people

Albuminuria categories

R N

o e oo v [

o e o =

Eg o o e [ S

s =~

I Low risk ( no other markers of kidney dissase, no ko) [ Highrisk
Moderately increased risk W very high risk
Risk, monitoring frequency, when to treat and refer * Use age, sex, ACR, eGFR to calculate 5 year failure risk
https://kidneyfailurerisk.co.uk/
» Referral clarity:
] ] o * >5% 5 year risk kidney failure
Do we share CKD diagnosis and education: * eGFR | >25% and change in category in 12 months;
sustained | 15% in 12 months;

Without ACR, impossible to understand risk and ¢ ACR >70mg/mmol, ACR >30mg/mmol and

agree treatments haematuria; poorly controlled BP on 4 drugs


https://kidneyfailurerisk.co.uk/

NEeeD 1O kNow: SGLT2 INHIBITORS

Diabetes

& Primary Care

SGLT2 inhibitors: Indications, doses and licences in adults

Indications, doses and licences of SGLT2 inhibitors, by indication.

Indication Drug and dose Initiate Stop/reduce Motes
- . n * Stop if eGFR pemistently <30 and ACR <30 mg)‘mmnl.* *All four SGLT? inhibitors are licensed for use at eGFR
Canagliflozin 100 mg _ ECTFR =30 Can continue to dialysis/transplant if ACR <45; however, due to their mode of action, they have
Increase to 300 mg if required  eGFR 260 31 o immol* Reduce to 100 myg if eGFR <60 reduced glucose-lowering effects at eGFR <45. Add
Insufficiently . another glucose-lowering drug if HbA_is above the
controlled type 2 Dapagliflozin 10 mg SCFR >15* No lower eGFR limit for continuation.” Specialist agreed, individualised, target
i - di i dialysis/t lant h
diabetes . ISCUssion as dialysis/iransplant approaches +Empaglil'lnzin is licensed for initiation to eGFR =30 in
(as an adjunct to Empagliflozin 10 mg eGFR =607 Reduce to 10 mg if eGFR <60 those with established CVD and can be continued down to
diet and exercise) | |ncrease 1o 25 mg if required  eGFR 260  Stop if eGFR <45 (T2D alone) or <30* (T2D and CVD)  eGFR 30
Ertugliflozin 5 mg eGFR =45 . . *
Stop if eGFR persistently <30
Increase to 15 mg if required eGFR =45 P pers! Y
Diabetic kidney Use with ather CKD therapies
disease/chronic No lower eGFR limit for continuation. Specialist e e
Kidnev di Dapagliflozin 10 mg eGFR =15¥ di ) dialvsis/t it ’ ﬁ *NICE TA775 and SMC2428 advise initiation in people with
ney disease iscussion as dialysis/transplant approaches eGFR 2575 and type 2 diabetes or ACR 222.6 mg/mmeol
(DKD/CKD) (=23 mg/mmal in SMC2428)
s pa s Stop if eGFR persistently <30 and ACR <30 mg/mmol.
Diabetic kidney ey . : _— oy = :
disease (DKD) Canagliflozin 100 mg eGFR =230 Can continue to dialysisttransplant if ACR Add on to standard of care (e.g. ACEi or ARB) for DKD
=30 mg/mmol
Synq:l‘nmtlc Empagliflozin 10 mg eGFR 220 Stop if eGFR ::2[}{ should not I:nfa- us,f:-d in those with With or without type 2 dia
chronic HF end-stage renal disease or on dialysis
Symptomatic e GFR =15 No lower eGFR limit for continuation. Specialist With or without type 2 dia

chronic HFrEF

eGFR presented in mL/min/1.73 m®

discussion as dialysis/transplant approaches

ACEi=angiotensin-converting enzyme inhibitor; ACR=albumin:creatinine ratio; ARB=angiotensin receptor blocker; CVD=cardiovascular disease; eGFR=estimated glomerular filtration rate; HF=heart
failure: HFrEF=heart failure with reduced ejection fraction.

Author: Fam Brown, GF, Swansea
Citation: Erown P

Information correct on 6 July 2022. Licence amendments frequent — view most recent version.
Always consult the electronic BNF or the Summaries of Product Characteristics (SPCs) prior to prescribing any drug.
SPCs: Canagliflozin | Dapagliflozin | Empagliflozin | Ertugliflozin

2022) SGLT2 inhibitors: Indications, doses and lcences in

adults. Updated July 2022. DVabetos & Primary Care 2d4: 111-12

Diabetes & Primary Care Vol 24 No 4 2022 11



What's new in sleep?



Lifestyle discussions: At a é]ance factsheet
Sleep and type 2 diabetes Sarah Steven and Martin Rutter

* Shift workers with T2DM: 1 HbAlc, poorer
mental health, > microvascular complications
* Frequent insomnia: T HbAlc, obesity, CVD

Causes and consequences of sleep disturbance in people with type 2 diabetes

. — Increased risk of obesity
Risk factors for poor sleep: > !
lifestyle, environmental, psychosocial > b ek otk
Symptoms of diabetes Dlsturhed , — Poorer glycaemic control
(e.g. nocturia, painful neuropathy) sleep in type 2
e ! diabetes  — Impaired decision-making
m— Sub-optimal self-
. ub-optimal self-care
OSA, i i
(eg. , insomnia) = |ncreased risk of anxiety and depression ¢

REVIEW ARTICLE

Sleep, circadian rhythms, and type 2 diabetes mellitus

Gokul Parameswaran®? | David W. Ray'?

* Sleep deprivation and circadian misalignment
interact

* Average 1 hour less sleep/night — 7-8 hrs optimal

» Sleep deprivation I calories (385kcals) and carb
snacks evenings

* ‘Living against the clock’ - social jet lag 70% people

e 20% workforce work shifts

* Circadian misalignment I insulin resistance

Open access revi¢ Clinical Endocrinology. 2022:96:12-20.

Do we ask about sleep?
Do we know who works shifts?
Do we identify sleep disorders?



What’'s new in remission?



The Reversal of Type 2 diabetes upon normalisation
of energy intake in the Non-Obese — The ReTUNE study

* ReTUNE: Average BMI 24.8; average age 59 years
e Aim 10-15% loss — average 7.7kg, 10.7%; stable 6-12 months
 Up to 3 weight loss cycles:
» 2-4 weeks low calorie 800kcal/day meal replacement
* 4-6 weeks weight maintenance — 5% aim each cycle
e 20 people with T2DM and 20 controls; 12 month
* Remission 10 after cycle 1, 3 after cycle 2, 1 after cycle 3 -
14/20, 70% achieved remission
 BMI decreased from 24.8 to 22.4

* Imaging:
* Liver fat 4.1% and decreased to 1.4%; baseline 3x liver fat
v controls

* Pancreas fat decreased from 5.8% to 4.3%
* Supports Personal Fat Threshold - exceed and develop T2DM;
same mechanism for remission as in heavier people with T2DM

Do we remember to discuss remission as an option?
Do we discuss weight loss with people with T2DM?

Diabetologia

hitps/dol.org/10.1007/5001 25-022-05803-5

ARTICLE

Liver, visceral and subcutaneous fat in men and women of South
Asian and white European descent: a systematic review
and meta-analysis of new and published data

Stamatina lliodromiti '

- James McLaren?

- Nazim Ghouri® - Melissa R. Miller® - Olof Dahlgvist Leinhard

Jennifer Linge® - Stuart Ballantyne” « Jonathan Platt” - John Foster® - Scott Hanvey® - Unjali P. Gujral ' -

Alka Kanaya'' « Naveed Sattar®

» Mary Ann Lumsden? « Jason M. R. Gill*

(" \

xR

White European
adults

x X

South Asian
adults

South Asians have
a 2- to 5-fold
higher type 2

diabetes risk than

4 I

Subcutaneous fat
(SAT)

Visceral fat

. (VAT)
Liver fat

Does greater
visceral and liver
fat accumulation

in South Asians
contribute to this
higher risk?

white Europeans.

- /

N=2891 N=2271

x R

N=1156 N=697

Meta-analysis of
11 (eight
published + three
new) studies
comparing SAT,
VAT and liver fat in
South Asian and

white European
adults.

- )

&) VAT

* "‘ Liver fat

South Asians store
more ectopic fat in
the liver than
white Europeans
at comparable BM|
levels. This may
contribute to their

higher diabetes

\ risk. /



What’s new in dementia?



biobank

Improving the health of future generations

JAMA Neurology | Brief Report
Association of Daily Step Count and Intensity With Incident
Dementiain 78 430 Adults Living in the UK

Baorja del Pozo Cruz, PhD: Matthew Ahmadi, PhD: Sharon L. Maismith, PhD; Emmanuel Stamatakis, PhD

JAMA Newol. 2022;79010):1059-1063. doi: 101001 jamaneurol. 2022 2672
Published online September &, 2022. Comected on September 9, 2022,

* N=78,430 median follow up 6.9 years

* Incidental and purposeful steps based on
cadence

e Optimal risk reduction all cause dementia HR
0.49 - 9,826 steps

* Minimum dose 25% reduction with 3,826 steps

* Higher intensity stepping stronger associations

* Limitations — observational data; age/lack of
formal assessment may have limited cases

* 4400 steps associated with | mortality
previously !

1. Saint-Maurice et al JAMA 2022: 323; 151-160

Does health-related lifestyle modify association between

T2DM and dementia. UK Biobank

Boonpor, Glasgow

 N=445,364 mean age 55.6; median 9 years (after
excluding years 1-2)

TV time, sleep duration, PA, alcohol, smoking,
processed/red meat, fruit, egg and oily fish

 T2DM associated with 33% increase dementia

* Healthy lifestyle almost halves dementia risk in T2DM

Abstract 319 EASD

All-cause Dementia

-
“d EventmamT
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How should we manage
GLP-1RA shortages?




Proactive approach — write to warn
PCDS consensus statement: A strategy for managing the people of potential shortages OR

supply shortage of the GLP-1 RAs Ozempic and Trulicity Reactive approach — deal with supply
problems as they occur

Hannah Beba Clair Ranns Clare Hambling Jane Diggle Pam Brown e o . .
Consultant Pharmacist, Senior Pharmacist, GP. Norfolk, Specialist Diabetes Murse P Swansea Close Ilalson W’th Iocal pharmac,es
Dhiabetes Leeds Health Diazbetes Leeds Health and and Chair of PCDS Practitioner. West Yorkshire, ?

and Care Partnership Care Partnership and co-Vice Chair of PCDS N ew de mo pe NnS:

* Based on guidance from Department Health and Social Care re supply shortages

* DO NOT INITIATE new people on dulaglutide or semaglutide

* Dose increases dulaglutide can continue; semaglutide intermittent shortages 0.5/1mg
e DO NOT RECOMMEND DOUBLE DOSES OF SEMAGLUTIDE ie 2 x 0.5mg instead of 1mg

Alternative GLP-1 RAs until shortages resolve

Table 1. Options for initiating GLP-1 receptor agonists or switching from Ozempic (subcutaneous semaglutide) to an alternative GLP-1 receptor agonist owing to supply issues.

Option 1: Rybelsus (oral semaglutide) Option 2: Victoza (liraglutide) Option 3: Byetta or Bydureon (exenatide)

Drug description Once daily oral tablet Once daily subcutaneous injection Byetta: Twice daily subcutaneous injection
Mvailable in three doses: 3 mg (starter dose], 7 mg and Prefilled, multi-use, disposable pen containing Prefilled, multi-use disposable pens (available in 5 pg and 10 pg doses)
14 mg (maintenance doses) 18 mg liraglutide, allowing delivery of three

Bydureon: Once weekly subcutaneous injection

dose strengths: 0.6 mg, 1.2 mg and 1.8 mg Prefilled, single-use, disposable pen: dose 2 mg

How to initiate if naive to Start at a dose of 3 mg once daily for 1 month, then increase Start at (L6 mg once daily and increase to Byetta: Initiate at 5 pg twice daily for at least 1 month. Dose can then
GLP-1 RA therapy or switch to 7 mg once daily for at least 1 month if tolerated. Based on 1.2 mg once daily after 1 week be increased to 10 pg twice daily
if on Ozempic 0.25 mg individual need, dose may be increased to 14 mg once daily Bydureon: 2 mg once weekly (no dose titration needed)
How to if already on Start af a dose of 7 mg once daily, titrating up to 14 mg once Start at a dose of 1.2 mg once daily for at least Byetta: Start at 10 pg twice daily, to be taken within 1 hour before two
Orempic 0.5 mg or 1.0 mg daily after 1 month if tolerated. To cut down on general 1 week (note the 1.8 mg dose is not usually main meals (at least 6 hours apart)

practice workload, consider issuing an acute prescription for recommended due to cost)

Bydureon: start at 2 mg once weekly
the 7 mg tablets and a repeat prescription for the 14 mg (14 mg

is equivalent in HbA, -lowering efficacy to Ozempic 0.5 mgl. . ‘.’ 1l D BYOUREDN' BCise™ |
Some people may wish to start on 14 mg straight away. ﬂu‘ e S e A -

S = - b
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