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TYPES OF DIABETES

TYPE1

GESTATIONAL
DIABETES

TYPE 2




PHYSIOLOGY OVERVIEW

Diabetes type 2 is a condition where your body has
trouble using sugar (or glucose) properly.

Normally, when you eat food, your body breaks it
down into sugar, and insulin—a hormone made by
your pancreas— helps move that sugar from your
blood into your cells where it can be used for energy.

Think of Insulin like a key that the sugar needs to
get out of the blood stream and into your cells.

In type 2 diabetes, either your body doesn't make
enough of those keys (insulin), or it doesn't respond
the way it should despite having those keys. This
means the sugar stays in your blood instead of
moving into your cells.
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FEET

Microvascular
neuropathy primarily
affects the nerves in the
feet, potentially leading
to loss of sensation or
pain in the extremities.



Microvascular retinopathy
refers to damage to the small
blood vessels in the retina,
which can affect vision and
lead to serious eye issues.




KIDNEYS

Microvascular nephropathy
involves damage to the small
blood vessels in the kidneys,
potentially leading to chronic
kidney disease.



HEART

Macrovascular issues in the
heart arise from conditions
like ischemic heart disease,
which affects the coronary
arteries and can lead to heart
attacks.



UK STATISTICS ON
DIABETES RISKS

- 4.9 million people in the UK live with diabetes,

with 90% of cases being Type 2.

- 1in 10 adults is affected, and many remain

undiagnosed.

- The overall diabetes prevalence in the UK

stands at 7%, with Leicester reporting rates
exceeding 9%.

- Diabetes accounts for a significant number of

hospital visits, totaling 1.3 million in the
2020-2021 period.

- The NHS allocates £10 billion annually,

primarily addressing complications.
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PATIENT DIAGNOSIS AND
MONITORING
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If asymptomatic - X2 HbA1C, 2 weeks
DIAGN USIS apart, 48+ mmol/mol.

If symptomatic, only X1 HbA1C above
48+ mmol/mol required.

CU N FI R M ATI 0 N Most patients tend to be asymptomatic,

however typical symptoms include:

- Increased urination

- Thirst

(mmol/L) - Tiredness

- Unexplained weight loss

- Itchiness around the genital area,
or regular bouts of thrush (a yeast
infection)

- Cuts or wounds that heal slowly

- Blurred vision — caused by the lens
of the eye becoming dry.

mmol/mol (%) (mmol/L)

[ HbAle | FPG 2 hour Glucose




DURATION OF DIABETES

Understanding the duration of
diabetes is crucial for assessing
risk for complications and
guiding treatment decisions.

Documentation of the exact
diagnosis date facilitates effective
management and quality of care.




ANNUAL BLOOD
TEST MONITORING
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HBA1C



Key

Blood Pressure
& Pulse

Observations
* s

BMI MEASUREMENT
Updated Height & Weight



HOME BLOOD SUGAR MONITORING

Home blood sugar monitoring is crucial
for patients on insulin or sulfonylureas,
allowing them to maintain glucose
levels within target ranges.

It empowers patients to make informed
decisions about their dietary and
insulin management.

Finger prick test VS. continous glucose
monitor.
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Importance of
Mental Health

Diabetic
Retinal
Screening




1. Visual check
2. Sensation/vibration on feet

3. Pulse check

4. Education on foot care/importance




Diabetic
Retinal
Screening

Retinal screening helps to identify diabetic
retinopathy, a leading cause of blindness
among people with diabetes.

Screening should occur annually to monitor
for changes that could impact vision and
overall quality of life.







Importance of
Mental Health

Mental health is integral to diabetes
management; conditions like depression and
anxiety can impair self-efficacy in managing
diabetes.

Regular assessments can provide support and
improve adherence to treatment plans.
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Vaccine MEDICATION REVIEW

Status

CHECK UNDERSTANDING
AND QUESTIONS
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Vaccine
Status

Patients with diabetes should ensure

vaccinations are up-to-date, including

the annual Flu vaccine, Covid and

Pneumococcal vaccine, to prevent ! .
infections which can complicate & 1 | Coonavirus U 0?,;‘;2(31“@
diabetes management. Tne (N Vo U




MEDICATION REVIEW

Compliance

Tolerance

Side effects

MHRA Red Flags

Mode of action
Administration advice
Safe disposal

Sick Day Rules
Medicine Optimisation



HbA1C Management

20900 O0OOPOSOSORDNS

Initial Drug Treatment Triple Therapy:
If Hbaic >58 mmol/mol or

individually agreed target.

Dual Therapy:

Monotherapy: Target HbA1c 53 mmol/mol.

Target HbA1c 48 mmol/
mol.



INDIVIDUALISATION OF HBA1C

<65

Duration > 10 years

65-70

>70

Severe
frailty or
Residential
care

Latest HbAlc > 64-75
Complications: CVD, N Y N Y N Y Y

CKD, retinal, foot
Hx of Hypoglycaemia
On SU / Insulin

Target HbAlc

Adapted from Khunti and Davies 2010

Refer to:
Diabetes UK
End of Life
Diabetes Care
Clinical
Recommendations
for advice on
targets and
potential
deprescribing




. i e National Institute f
How to choose first-line medicines NI CE D o o e efonce

[Rescue therapy ]

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

First-line treatment Assess HbA1c, cardiovascular risk and kidney function

B _N N N N N N & N &N _§ N N &N N N §N | * ]
1 For information on using SGLT2 'lv Chronic heart i .

e ' : . ) : High risk of CVD
: L?hl')b'tors fo(; pﬁc’p".e ":.';h typ; : : Not at high CVD rlsk] failure or established [ Rl Sngh £ 10% or higher
 diabetes and chronic kidney disease | athenisslanaiie CA/0 Q 0 o or higher
I see the section on diabetic kidney I
L aichs ' _ _
e S
i !
!| % DPP-4 inhibitor (gliptin)  or | ] CHENIN or if Gl disturbance or if Gl disturbance
' | | cyvm— prpaeie
1| % Pioglitazone or ° Metformin MR alone to assess o Metformin MR
: N Shioovaes : and as soon as metfomin t;‘gﬁg'gt:s%eﬁ? and as soon as metfomin
I 1 tolerability is confirmed, offer inhibitor tolerability is confirmed, consider
| An SGLT2 inhibitor (‘flozin’) :
1| for some people: : 0 SGLT2 inhibitor (‘flozin") } % SGLT2 inhibitor (‘flozin’)
: Carcehtiozin : ) | | with proven cardiovascular benefit | with proven cardiovascular benefit
: borissidcated

con .

: Dapagliflozin < Offer If metformin Consider If metformin
" €Y Vo) contraindicated contraindicated
1| @D Empaglifiozin ) : Q) SGLT2 inhibitor alone ®) ™ SGLT2 inhibitoralone |, o2y
| Ertuglifiozin = | Y
: NICE technology appraisals recommend SGLT2 inhibitors as @ Person's HbA1c not controlled below individually agreed
1 monotherapy options in people: : threshold, or the person develops CVD or a high risk of CVD
: ¢ who cannot have metformin i Y

________ S | B R e Al L el e AL D el B RO RS Ry S



Treatment options if further interventions are needed

| At any point | | At any point I
HBA1c not controlled Iow individually agreed threshold Cardiovascular risk or status change

Switching or adding treatments

l

Y

Y
If the person has or

If the person has or develops

Consider: [chronic heart failure or ] develops a high risk of CVD

% DPP-4 inhibitor = or % Pioglitazone established atherosclerotic CVD (QRISK2 of 10% or higher)

or) & S Switching or adding treatments Switching or adding treatments
SGLT2 inhibitors may also be an option in dual
therapy: Consider

g ~—y An SGLT2 inhibitor An SGLT2 inhibitor

@D Canagliflozin Qoo oz (if not already prescribed) (if not already prescribed)
Empagliflozin T [572 iflozin . ]

Or in triple therapy: S P S S S S e S R PSS L
Canagliflozin Da ozin )|s  Established atherosclerotic CVD includes coronary heart disease, acute coronary syndrome, previous

~, | ¥myocardial infarction, stable angina, prior coronary or other revascularisation, cerebrovascular disease i

bl Ertuglifiozin ! { (ischaemic stroke and transient ischaemic attack) and peripheral arterial disease. _:
............................................................................... a

I Tt each point follow the prescribing guidance.

1 Switch or add treatments from different drug classes up to triple therapy (dual therapy if metformin is contraindicated).

’ In February 2022, using ertugliflozin to reduce cardiovascular risk when blood glucose is well controlled was off label. See NICE’s information on prescribing medicines. 3

When dual therapy has not continued

to control HbA1c to below the person's
individually agreed threshold, also consider
insulin-based therapy (with or without other
drugs).

(@D Dapaglifiozin ) (XD Empaglifiozin )

associated with obesity or
¢ have a BMI lower than 35 kg/m? and:

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

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

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

- for whom insulin theranv wotild have sienificant occunational imolications or




[

[

GLUCOSE-LOWERING MEDICATION IN TYPE 2 DIABETES: OVERALL APPROACH

FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)

J

IF HbA, ABOVE TARGET PROCEED AS BELOW

ESTABLISHED ASCVD OR CKD
PREDOMINATES
i) HF OR CKD PREDDMINATES
EITHER \
o0 PREFERABLY
SGLT2i with evidence of reducing
SGLT2i with HF andfor CKD progression in
GLP-1RA proven CVD CVOTs if eGFR adequate’
with proven benefit’, bm——————— OR ~——mmm——e
CVD benefit if 8GFR If SGLT2i nol toleraled or
adequate’ contraindicaled or if eGFR less
than adequate’ add GLP-1 RA
with proven CVD benefit
\ > L v LS S
R 2
If HbA,_ above target If HbA, above target \

. 2

N

patient is now unable to tolerate

GLP-1 RA and/er SG6LT2i, choose

agenls demonstraling CV safety

= Consider adding the other class
{GLP-1 RA or SGLT2i) with proven
CVD benefit

= DPP-4i if not on GLP-1 RA

+ Basal insulin®

- TI0°

« SU*

If further intensification is required or

Proven CVD benelit means it has label indication of reducing CVD events. Fo

Chaose agents demonstrating CV safety

Avoid TZD in the selling of HF

Consider adding the other class
with proven CVD benefit’

DPP-4i (not saxagliptin] in the selting
of HF (if not on GLP-1 RA)

Basal insulin*

s

GLP-1 RA stronges!

evidence for Lraglutide » semaglutide » exenatide extended release. For SGUTZI evidence

modestly sironger for empagliflazie » canaglifiozin

Be aware that SGLT2i vary by region and indidual agent with regard to indicaled level of eGFR

for imitiation and continued use

Both empaglifiozin and canagliftorin have shown reduction in HF and reduction in CKD

progression in CVOTs

Degludec or U100 glargine have demonsirated CVD safety

-5 86 w4 O Wn

J
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COMPELLING NEED TO MINIMISE HYPOGLYCAEMIA

DPP-4i GLP-1RA SGLIZ¢ 120
If HbA, If HbA,, If HBA, It HBA,
| above target | above target | above target above target |
GLP-1RA SGLT2¢
SGLT2¢ SGLTZF OR OR
OR OR DPP-4i DPP-Gi
120 T OR OR
170 GLP-1RA

¥ ¥ ¥

If HbA, above target

J

Continue with addition of other agents as outlined above

4
I‘I’HM,'_almetaryt!

¥

Considar the addition of SU* OR basal insulin:

+ Choose later generation SU with lower risk of hypoglycaemia
+ Consider basal insulin with lower risk of hypoglycaemia’

Low dose may be better lolerated though less well studied for CVD effects

Choose later generation SU with lower risk of hypoglycaemia

Degludec | glargine U300 < glargine UT00 / detemir < NPH insulin

Semaglutide » liraglutide > dulaglutide > exenatide > lousenatide

If no specific comerbidities (ie. no established CVD, low risk of hypoglycaemia and lower
priority to avoid weighl gain or no weight-related comorbidities)

10 Consider country- and region-specific cast of drugs. In some countries TZ0s relatively more

expensive and DPP-4i relalively cheaper

COMPELLING NEED TO MINIMISE WEIGHT
GAIN OR PROMOTE WEIGHT LOSS COST IS A MAJOR ISSUE™"
EITHER/
GLP-1 RA with "
good efficacy | sz sut =
for weight loss* |

-ﬁl'lhgialmomm.

¥ ¥ I

GLP-1 RA with
SCLT2¢ | good efficacy
| for weight loss'

v 2
If HbA, above target

N ¥

If triple therapy required or S6L12i

If HbA,, sbove target

¥

" su
¥ ¥
If HbA,, above target

¥ N 2

* Insulin therapy basal insulin with

and/or GLP-1 RA nol lolerated or lowest acquisition cost
conlraindicaled use regimen with OR
lowest risk of weight gain + Consider DPP-4i OR SGLT2i with
PREFERABLY lowest acquisition cost™

DPP-4i (if not on GLP-1 RA)
based on weight neutrality

¥

It DPP-4i not tolerated or
contraindicated or patient already on
GLP-1 RA, cautious addition of;

« SU* « TZD* + Basalinsulin




Coventry and Warwickshire APC Type 2 Diabetes Algorithm for Glucose-lowering Treatment in Adults
(excluding patients who are pregnant)

-

Lifestyle optimisation: Offer patient education including diet & activity advice. Weight loss can lead to remission if overweight, discuss Type 2 path to Offer Offer
remission programme referral DESMOND e IAPT
Agree individualised target HbAlc. )

Comprehensive CVD risk reduction must be a major focus of therapy including BP and lipid management, smoking cessation, limit alcohol intake.

Y

Metformin 500mg once daily, increasing gra y to 1g bd.
Allow at least one week between dose increases, advise patients that Gl effects are usually transient.
If persistent Gl side effects, offer metformin MR. If higher doses not tolerated, reduce to last tolerated dose.

Very high HbA1c at diagnosis (>85mmol/mol) and/or osmotic
symptoms, consider adding short-term sulfonylurea.
Or
nsider early insulin: if significant symptoms, weight loss,
hyperglycaemia > 13 -15 mmol/L or blood ketones > 0.6 mmol/L
See Appendix 1 - insulin

New diagnosis

At every review reinforce lifestyle advice and check medication adherence.
Consider referral to diabetes specialist dietitian. Community pharmacy NMS can support adherence.

Subsequent additions to therapy should be individualised, taking into account patient preference, co-morbidities, CV risk, recent weight change, frailty, HbAlc, employment, driving, eGFR and medication adverse effect profile.
Additional treatment should be added in a stepwise manner if HbAlc remains above 53 mmol/L (or individualised target), except in patients with CVD/high CV risk/CKD where early addition of SGLT2i may be indicated.

o z 1 ' P ] ¢ H
3 Heart Failure High CV Risk Frail/ Elderly Obesity Review therapy and lifestyle
- f HbA1 der add If HbA1L b 5:' dividualised target) add every 3-6 months until stable
& Irrespective of HbA 1c, consider adding: t remains above 53 (or individualised target) a
Q - — control achieved
§ E z g . Glycaemic effect : - ‘
s E SGLT2i SGLT2i SGLT2i  couces LT2i DPP4i GLP1-RA
ﬁ é Empaglifiozin 10-25mg od Dapaglifiozin10mg od Dapaglifiozin 10mg odt Canaglifiozin 100-300mg od Sitaghiptin 25-100mg od, Semaglutide 0.5-1mg ow sc Other options:
Empaglifiozin 10mg od Empaglifiozin 10mg odtt Dapaglifiozin 10mg od depending on eGFR Liraglutide 1.2mg od sc
- Canaglifiozin 100mg odttt Empaglifiozin 10-25mg od Dulaglutide 154 5Smgowsc | Sulfonylurea: (gliclazide, glimepiride)
3 if rapid glucose lowering needed and
g H HbAlc remains above 53 |or individualised target) add Or SGLT2i hypos are not a concern
(%] e
t ) s . e . Choice based on CV risk Pioglitazone: can improve lipids, useful
=
; kS GLP1-RA GLP1-RA GLP1-RA GLP1-RA for insulin resistance if no C/is
> a Semaglutide 0.5-1mg ow sc Semaglutide 0.5-1mg ow sc Semaglutide 0.5-1mg ow s Dulagiutide 1.5-4.5mg ow sc
TGN Oulaglutide 1.5-4.5mg ow sc Liraglutide 1.2mg od sc Dulaglutide 1.5-4Smgowsc| | Semaglutide0.5-1mgowsc If HbA1c above target, Repaglinide: can be useful in shift
ﬁ Liraglutide 1.2mg od sc Liragiutide 1.2mg od sc add SGLT2i to GLP1-RA/ workers/ irregular meal patterns
GLP1-RA to SGLT2i
t V X A Insulin: see Appendix 1
-  HbAlc remains above 53 (or individualised target) consider other options
- - Consider referral to Specialist
Avoid Ploglitazone, saxagliptin Caution with SGLT2i, GLP1-RA. Sulfonylureas,
Sulfonylureas Caution with SUs . pioglitazone | ' i injectable GLP1-RAs are not
— —=_ available, consider first choice oral
od once doiy, ow once weekly, 3¢ subcutonecus, CrCl creatinine ciearance, SU sulforylurea, C/1 contraindicotion "Maintenance dose range shown; for initiation doses/dose titration information see individual SPCS semaglutide or as second choice

*Patients with a diagnosis of atherosclerotic cardiovascular disease ** Particularly heart failure with reduced ejection fraction <45% tdo not initiate if eGFR<15ml/min/1.73m? ttdo not initiate if eGFR<20 mi/min/1.73m?*
tttdo not initiate if eGFR <30 mi/min/1.73m?* "Patients with LVH or retinopathy, or patients with diabetes for more than 10 years with one or more cardiovascular risk factor (age, smoking, hyperlipidaemia, obesity)
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CHECK UNDERSTANDING
AND QUESTIONS

To ensure effective management,
checking patient understanding of
their condition, treatment plan, and
encouraging questions can
significantly enhance compliance and
engagement in their care.

+0"



Any Questions?




