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PRE-TEST
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intensification?

1. True or false: Type 1 diabetes is due to complete beta cell deficiency versus type 2
diabetes is due to progressive loss of beta cell insulin secretion.

2. Which medication would be preferred in a patient who is 78 years old with PMH of
type 2 diabetes, chronic kidney disease Stage 3a, hypertension, vitamin B-12
deficiency, and hypothyroidism with no known drug allergies.

3. Atwhat stage should a pharmacist utilize A1c and glucose data to make treatment
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A1c/HgbAac: glycated hemoglobin Axc
ACE-I: angiotensin converting enzyme
inhibitor

ALT: alanine aminotransferase

ARB: angiotensin receptor blocker
ASCVD: atherosclerotic cardiovascular disease
AST: aspartate aminotransferase

BMI: Body mass index

BP: Blood pressure

CGM: Continuous glucose monitor
CHF: Chronic heart failure

CKD: Chronic kidney disease

CV: Cardiovascular

CVD: Cardiovascular disease

ABBREVIATIONS

DKA: diabetic ketoacidosis

DSMES: diabetes self-management education
and support

eGFR: estimate glomerular filtration rate

GIP: dual glucose-dependent insulinotropic
polypeptide

GLP1-RA: glucagon-like peptide 1 receptor
agonist

HCC: hepatocellular carcinoma

HFpEF: Heart failure preserved ejection

fraction

HFrEF: Heart failure reduced ejection fraction «

HHS: hyperosmolar hyperglycemic state

MACE: major adverse cardiovascular event
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MASH: metabolic dysfunction — associated
steatohepatitis

MASLD: metabolic dysfunction — associated
steatotic liver disease

MRA: mineralocorticoid receptor antagonist
NAFLD: nonalcoholic fatty liver disease
NASH: nonalcoholic steatohepatitis
SLGT2i: sodium-glucose cotransporter 2
inhibitor

TBR: time below range

TIR: time in range

UACR: urine albumin creatine ratio

UTls: urinary tract infections
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ADA EVIDENCE GRADING SYSTEM FOR "STANDARDS OF CARE IN DIABETES” (TABLE 1)

Level of Description
Evidence

A Clear evidence from well-conducted, generalizable randomized controlled trials that are adequately powered, including:
* Evidence from a well-conducted multicenter trial
* Evidence from a meta-analysis that incorporated quality ratings in the analysis
Supportive evidence from well-conducted randomized controlled trials that are adequately powered, including:
* Evidence from a well-conducted trial at one or more institutions
* Evidence from a meta-analysis that incorporated quality ratings in the analysis

B Supportive evidence from well-conducted cohort studies, including:
*  Evidence from a well-conducted prospective cohort study or registry
* Evidence from a well-conducted meta-analysis of cohort studies
Supportive evidence from a well-conducted case-control study

C Supportive evidence from poorly controlled or uncontrolled studies, including:
*  Evidence from randomized clinical trials with one or more major or three or more minor methodological flaws that could
invalidate the results
* Evidence from observational studies with high potential for bias (such as case series with comparison with historical
controls)
* Evidence from case series or case reports
Conflicting evidence with the weight of evidence supporting the recommendation

E Expert consensus or clinical experience

American Diabetes Association Professional Practice Committee; Introduction and Methodology: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): S1-Ss.
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WHAT IS DIABETES
MELLITUS?

* Diabetes mellitus is a group of metabolic disorders of carbohydrate
metabolism in which glucose is both underutilized as an energy
sources and overproduced due to inappropriate gluconeogenesis

and glycogenolysis, resulting in hyperglycemia.

American Diabetes Association Professional Practice Committee. 2. Diagnosis and classification of diabetes: Standards of Care in Diabetes—2025. Diabetes Care 2025;48(Suppl.1): S27-S49
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Table 2. 1—Criteria for the diagnosis of diabetes in nonpregnant individuals

ALC =6.5% (=48 mmol/mol]. The test should be performed in a laboratory using a method
that is NGSP certified and standardized to the DCCT assay®

OR
FPG =126 mg/fdL (=7.0 mmol/L): Fasting is defined as no caloric intake for at least 8 h.*
OR

2-h PG =200 mg/dL (=11.1 mmol/L) during OGTT. The test should be performed as
described by the WHO, using a glucose load containing the equivalent of 75 g anhydrows
plucose dissolved in water®

OR

In an individual with classic symptoms of hyperglycemia or hyperghycemic crisis, 2 random
plasma glucose =200 mg/dL (=111 mmol/L}. Random is any time of the day without
regard to time since previous meal.

DCCT, Diabetes Control and Complications Trial; FPG, fasting plasma glucose; OGTT, oral giu-
cose tolerance test; NGSP, Mational Glycohemoglobin Standardization Program; WHO, World
Health Organization; 2-h PG, 2-h plasma glucose. ®In the absence of unequivocal hypergly-
cemia, diagnosis requires two abnormal results from different tests which may be obtained
at the same time (e.g., A1C and FPG), or the same test at two different time points.
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DIAGNOSTIC
CRITERIA

Preferred Plasma Glucose Testing:
¢ Pregnancy

*  Glucose-6-phosphate dehydrogenase deficiency

* Humanimmunodeficiency virus (HIV)

¢ Recent blood loss/transfusion

* Hemolysis

* Erythropoietin therapy

9
American Diabetes Association Professional Practice Committee. 2. Diagnosis and classification of diabetes: Standards of Care in Diabetes—2025. Diabetes Care 2025;48(Suppl. 1): S27-S49
9
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- autoimmune beta-cell destruction leading to insulin
Type 1 diabetes deficiency, including latent autoimmune diabetes in adults.
Tvpe 2 diabetes progressive loss of beta-cell function due to insulin
YP resistance.
* monogenic diabetes syndrome, exocrine pancreas, drug- or
Other causes chemical-induced diabetes
Gestational diabetes diagnosed in the 2" or 3" trimester of pregnancy
10

American Diabetes Association Professional Practice Committee. 2. Diagnosis and classification of diabetes: Standards of Care in Diabetes—2025. Diabetes Care 2025;48(Suppl. 1): S27-S49
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SCREENING PATIENTS WITH RISK FACTORS

Recommendations:

e Use avalidated risk calculator for asymptomatic adults

*  Should be considered for all adults with overweight or obesity and one or

more risk factor

*  All others should be screened at age 35 years

¢ Risk-based screening should be considered after the onset of puberty or after

age 10 years, whichever is first with overweight (BMI >85t percentile) or

obesity (BMI >95t" percentile) and have one or more risk factor

*  Certain medication use: glucocorticoids, statin, thiazide diuretics, some

HIV medications, and 2" generation antipsychotics

J 2"d generation antipsychotics: Screen at baseline then repeat 12-16 weeks after

initiation or sooner, and annually thereafter

. HIV medications: baseline and 3

-6 months after and if switching therapy

Table 2.5—Criteria for

for diabetes in

adults.

1

2

noa oW

Testing shouid be considered in adults with overweight or obesity (BMI =25 kg/m” or
=23 kg/m” in individuals of Asian ancestry) who have ane or more of the following risk
factors:

+ First-degree relative with diabetes

High-risk race, ethnicity, and ancestry {e.g., African American, Lating, Native American,
Asian American)

History of cardiovascular disease

Hypertension (=130/80 mmHg or on therapy for hypertension)

« HDL cholesteral level <35 mg/dL {<0.9 mmal/L] and/or triglyceride level 250 mg/dL
(>2.8 mmalfL)

Individuals with polycystic ovary syndrome

Physical inactivity.

Other clinical conditions associated with insulin resistance (e.g., severe obesity,
zcanthasis nigricans, metabolic dysfunction-associated steatatic liver disease]

Penple with prediabetes (ALC =5.7% [=39 mmol/mol], IGT, or IFG) should be tested yearly.

.

..

e

Peaple who were diagnosed with GDM should have testing at least every 1-3 years.
For all ather people, testing should begin at age 35 years.

1f results are normal, testing should be repezted at a minimum of 3-year intervals, with
consideration of more frequent testing depending on initial results and risk status.

Individuals in other high-risk groups (2.8, people with HIV, exposure to high-risk medicines,
evidence of periodontal disease, history of pancreatitis) should also be closely monitored

GDM, gestational diahetes melitus; IFG, impaired fasting glucose; IGT, impaired glucose tolerance

lal,
American Diabetes Association Professional Practice Committee. 2. Diagnosis and classification of diabetes: Standards of Care in Diabetes—2025. Diabetes Care 2025;48(Suppl. 1): S27-S49
American
Diabetes
Association.
Connected for Lifes
. .
Are you at risk fortype 2 diabetes?
Diabetes Risk Test Height Weight {ibs.)
1. How old are you? . a0 |meaaz iase e
Less than 40 years (0 points) mt | 1z2a-47  1a8-187  198e
n 500 | 128152 153-203 2085
60 years or alder (3 paints) L RS S0 2T
sz |1seaee e zms
2. Are you a man or a woman?... s'x | wies esz2a 225
Man {1 point) Woman [0 pe 54 | 14573 17423 232+
3. 1f you are a woman, have you ever been 2 i i e
with gestational diabetes? ............. 56 [1ssoms wmes 27
Yes (1 point) No (0 paints) 57 [1seie0 tease  asse
s& |weies ioram ez
4.Do you have a mother, father, sister or brother ) =grin .
it 5w [tesa0z z3zes 2.
s | azoe zeerr  zms
Yes (1 point} Ma (0 paints)
s | vems nsoss  ases
5. Have you ever been diagnosed with high oo [teeam zaroey s
blood pressure?.... TR a1 |tesaz a0t s0ze
YYes (1 point) Mo (0 points] 8° |184232 233310 s
6. Are you physically active?.. L o
o4 05245 zasamr sz,
Yes (0 points) Na (1 point)
“poin_| zpoints | 3 poiets
7. Whatis your weight category?. .. ..........
See chart at right
If you scored 5 or higher:
You are at increased risk for having type 2 diabetes_
However, only your doctor can tell for sure if you da
have type 2 diabetes or prediabetes, a condition in
which blood glucese leveis are higher than normal but
nat yet high enough to be disgnosed as diabates. Talk 3
to your doctor to see if additional testing is nesded. i
Type 2 diabetes is more comman in African Americans,
Hispanic/Latino individuals, Native Americans, Asian H
Americans, and Native Hawaiians and Pacific Islanders. =
Higher bady weight increases diabetes risk for |
everyone. Asian Americans are at increased giabetes
risk at lower body weight than th rest of the general
public {about 15 pounds lower) 3 12

American Diabetes Association Professional Practice Committee. 2.

E]ﬂﬂ,ﬂ‘?lﬁﬂ‘éﬂ,&fﬁﬂf‘,&ﬁﬁLPH,?.LQEBE%{,%EQQ“"S of Care in Diabetes—2025. Diabetes Care 2025,;48(Suppl.1): S27-S49
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Decision Cycle for Person-Centered Glycemic
Management in Type 2 Diabetes

REVIEW AND AGREE ON MANAGEMENT PLAN

ASSESS KEY PERSON CHARACTERISTICS

» Theindwidusts prorities

Carrent lIfestyle and health behaviors

Comorbidities (e, CVD, CKD, and HF]

Cinical charscteritics (e , age, A1C, and weight)
Easves such as motivation, depression, and cognitian
‘Social daterminants of heath

%

Ensuse agreed mociicatn of theragy ks Implemented in
& timely fashion 1o #vaid thesapeutic et

Undertake decision cycle requlerly (st lesst once of twice.
ayesr)

+ Operate i an integrated system of care

CONSIDER SPECIFIC FACTORS THAT
IMPACT CHOICE OF TREATMEN'

PROVIDE ONGOING SUPPORT GOALS + Individuslized giyceric snd m?gmgm
AND MONITORING OF * et v pgyeeni, i caicsiae
OF CARE

+ Emoional well-being Unﬂeﬂ)mg wmhg
T s ; G s,
+ Bioleedbeck including BGM sad CGM, « Compiexity of trestment pla {i.e, liequancy, and
weight, step count, ATC, BP, end lipids mode of administration)
+ Treatment chaice to optimize medication use and

reduce trestment discontinuation
Access, cost, austabity of medication, snd Hestyle
cheices

IMPLEMENT

MANAGEMENT PLAN

a Ensure there 4 regulsr ievew; USE SHARED DECISION-MAKING TO
mare Frequent contact initlally i CREATE A MANAGEMENT PLAN
@flen desirable lor DSMES Enstne accass bo DSMES.

liswalye an educated and informed

fand the individuals Fermily o7 Caegive]

AGREE ON MANAGEMENT PLAN
+ Specily SMART goals:
- Spaciic
- Messurable
- Achievable

Explore pessonal preferences

o Language matters finclude pesson-fist,
strengths-based, smpowering langusne)

o Include matvational inter vewing, goal
setting, snd shaved decision-making

- Resicic
- Time limiled

Figure 4.1—Decision cycle for person-centered glycemic management in type 2 diabetes. BGM, blood glucase manitaring; BP, biood pressure;

CGM, conti glucose xo, disease; CVD, car disease; DSMES, disbetes self-management education and
suppart, HF, heart failure. Adapted from Davies et al. (324},

14
American Diabetes iati i Practice C i 4. C ive Medical i d of C iditi i

2025. Diabetes Care 2025;48(Suppl. 1): S59-585
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Pharmacists’ Patient Care Process
Pharmacists use a patient-cantared approach in collabo-
ration with other providers on the haalth care team to
optimize patient health snd medication outcomes.

% Using principles of evidence-based practice,
Collect b :
Collest
The i51 @ssUres the ion of the ¥

subjective end objective information about the:
patient in order to understand the relevant medicall
Follow-up: i medication history and clinical status of the patient.

Monitor and Patient- hssass
Evaluate The pharmiacist assasses tha Infarmation collected and
centered mmmw affects of the patlents therapy in the
contest of the patient’s ovarall health goals in order to
Idenrify snd prioritize problems and echigve optimal care.

Plan

The develops an patient-cen-
tered care plan. in coltaboration with other health care
professionals and the patient or careglver that is
evidence-based and cost-effective.

_'fh@ mu% Fum.-mf:u Q

 Follow-up: Menitor snd Evaluate
The pharmacist monitors and evaluates the affectiveness
:::n mu'ﬂ:\“?m modifies m:si:nz ‘;-:Iabnrat!m
. " . ol i tor
Figure 1: Pharmacists” patient care process EAREGE Sismene mm 2 Biie

45

Joint Commission of Pharmacy Practitioners. Pharmacists’ Patient Care Process. May 29, 2014. Available at: https://icpp..
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IMMUNIZATION UPDATES

Table 4.3
1. COVID-19
Hepatitis B

b

Influenza
Pneumococcal pneumonia
Respiratory syncytial virus

Tetanus, diphtheria, pertussis

N o oW

Zoster

16

American Diabetes Association ional Practice Committee; 4. Compi ive Medical and of Comorbidities - 2025. Diabetes Care 2025;48(Suppl. 2): S56-585
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DENTAL CARE

* Recommendation 4.15: People with diabetes should be referred
for a dental exam at least once per year E

* Recommendation 4.16: Efforts between medical and dental
teams should be coordinated so that glucose-lowering
medications can be appropriately adjusted prior to and in the

post—dental procedure period as needed B

17

American Diabetes Association ional Practice Committee; 4. Comprehensive Medical Evaluation and of Comorbidities - 2025. Diabetes Care 2025;48(Suppl. 2): S56-585
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ADDRESSING SEXUAL DYSFUNCTION

Erectile Dysfunction Female Sexual Dysfunction

Recommendation 4.19: men with Recommendation 4.20: screening for desire

diabetes or prediabetes should be (libido), arousal, and orgasm difficulties

particularly those with depression and/or

screened for ED, particularly those with e D FeRuaT U

high CV risk, retinopathy, CVD, CKD, Recommendation 4.21: Screen for

neuropathy, depression, or symptoms/sign of genitourinary syndrome of
menopause, including vaginal

hypogonadism B

dryness/dyspareunia B

18

American Diabetes Associati i Practice C i 4. Comprehensive Medical Evaluatit d of C bidities — 2025. Diabetes Care 2025;48(Suppl. 1): S59-585
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Metabolic Dysfunction — Associated Metabolic Dysfunction — Associated

Steatotic Liver Disease (MASLD) Steatohepatitis (MASH)

* Formally known as NAFLD e Formally known as NASH

» Definition change to identify steatotic liver disease ~ * Diabetes is a major risk factor for MASH

* Includes presence of steatotic liver disease with least one * Affects >50% of people with type 2 diabetes and
cardiometabolic marker associated with insulin resistance ~20% with type 1 diabetes (driven by obesity)
(e.g. prediabetes, diabetes, atherogenic dyslipidemia, or *  MASH increases risk for cirrhosis, HCC, and liver
hypertension) transplantation

* Thisis in the absence of ongoing amounts of alcohol
» Estimated >70% of people with MASLD also have type 2
diabetes

* Removes potential stigma from the term “fatty”

19
American Diabetes Associatit ional Practice C i 4. Comprehensive Medical Evaluati d of C

2025. Diabetes Care 2025;48(Suppl. 1): S59-585
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Diagnostic Algorithm for the Prevention of Cirrhosis in People With
Metabolic Dysfunction-Associated Steatotic Liver Disease (MASLD)

Lower risk of
future cirrhosis

* New algorithm for

Managed by primary care
(and interprofessional team)

prevention of cirrhosis

+ Repeal FIB-4 every 1-2 years. . .

" iz st and remars in people with MASLD

Groups with the highest risik of
future cirrhosis

e Prior recommendation

of >1.3 with additional

with =1 CV factors

Type 2 diabetes . .
= included just -
. — :
Frediabetes i testing now threshold
causes of
iith

Managed by liver specialist recommendations

(and interprofessional team)

+  Additional imaging and biomarker
risk stratification

«  Treament + long-term follaw-up

Higher risk of rovecinnnnenee o
future cirrhosis

I FIB-4
»267

*Consider ELF if LSM not available. Refer to
liver specialist if ELF 9.8

liver disease (MASLD). CV, cardiovascular; ELF, enhanced liver fibrosis test; FIB-4, fibrosis-4 index; LSM, liver stiffness measurement, as measured
by vibration-controlled transient elastography. *In the absence of LSM, consider ELF a diagnostic alternative. If ELF >9.8, an individual is at high

Figure 4.2—Diagnostic algorithm for risk stratification and the prevention of cirrhosis in individuals with metabolic dysfunction-associated steatotic
risk of metabelic dysfunction-associated steatohepatitis with advanced fiver fibrosis (=F3-F4) and should be referred to a liver specialist.

20

American Diabetes Associati ional Practice C i 4. Comprehensive Medical Evaluati d of C 2025. Diabetes Care 2025;48(Suppl. 1): 559-585
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MASLD/MASH CONTINUED...

Medication Recommendations:

* Adults with type 2 diabetes, MASLD, and overweight/obesity consider use with GLP1-RA or GLP1-
RA/GIP for treatment of obesity with potential MASH adjunct to lifestyle modifications

» Adults with type 2 diabetes and biopsy-proven MASH or high risk for liver fibrosis, pioglitazone,
GLP1-RA, or dual GLP1-RA/GIP is preferred for glycemic management

* Insulin therapy is preferred treatment for hyperglycemic in patients with decompensated cirrhosis

» Statin therapy is safe in adults with type 2 diabetes and compensated cirrhosis from MASLD and

should be used in caution with decompensated cirrhosis (limited safety/efficacy)

21
American Diabetes Associati i Practice C i 4. Comprehensive Medical Evaluati d of C idities — 2025. Diabetes Care 2025;48(Suppl. 1): 559-585
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Metabolic Dysfunction-Associated Steatotic Liver Disease (MASLD) Treatment Algorithm
Obesity Diabetes
MASLD —
Prefer GLP-1RA
AR s S o GLpt (UGB ARG GLE-TRA, | hat inicatea
| ploglitazons. SGLTEI

individualize Q : -
care, targeting Obesity Diabetes
the following: | l 3
«+ Adoption of a == i ] i

healthy lifestyl Prefer GLD-1RA, Eretes

D dusl OIF end GLF-18a | ISP ERGLP-TRA, Resmethom
+ Weight loss (if indicated) pogiitazans
«+ Optimal diabetes

management =
+ Cardiovascular

risk raduction
+ Mead for metabolic s with F2-73

surgery (as recommended with cauticn

by guidelines)

Obesity
*Individuaiized care and close monitoring neaded in compensated cirrhosls given limited safety data available
Figure 4.3—Metabolic dysfunction-associated steatotic liver disease (MASLD) treatment algorithm. FO-F1, no to minimal fibrosis; F2-F3, moderate
fibrosis; F4, cirrhosis; GIP, glucose-dependent insulinotropic polypeptide; GLP-1 RA, glucagon-like peptide 1 receptor agonist; MASH, metabolic
dysfunction—associated steatohepatitis; SGLT2i, sodium—glucose cotransporter 2 inhibitor.
22

American Diabetes Associati ional Practice C i 4.C hensive Medical Evaluati d of C idities — 2025. Diabetes Care 2025;48(Suppl. 1): S59-585

22




Kansas Pharmacists Association // 2025 Annual Meeting & Trade ShowAUgust 22-24, /] Lawrence, KS

SYNGERY-NASH TRIAL

Phase 2 Trial of Tirzepatide in Metabolic Dysfunction—Associated
Steatohepatitis with Liver Fibrosis

* 190 adults with biopsy-defined MASH and fibrosis stage 2 or 3 randomly
assigned to receive once-weekly subcutaneous tirzepatide (5 mg, 10 mg, or 15
mg) or placebo for 52 weeks (assigned 1:1:1:1)

* Primary endpoint: Resolution of MASH without worsening of fibrosis at 52
weeks. A key secondary end point was an improvement (decrease) of at least
one fibrosis stage without worsening of MASH.

* Patient demographics: Age 54.4+ 11.3, Female 57%, White 86%, Black <1%,
Asian 12%, American Indian/Alaska Native 2%, body weight (kg) 99.8+ 21.5, BMI
36.1+ 6.1, type 2 diabetes 58%, A1c 6.5 + 1.1, F2 43%, F3 57%, ALT 61.8 + 33.2
U/liter, AST 50.6 + 23.7 U/liter

A Resolution of MASH and No Wersening of Fibrosis

Risk difference,
34 (95% CI, 17-50)
P0.001

Rick difference,
46 (95% C, 29-62)
P<0.001

Risk difference,
53 (35% C1, 37-69)
P<0.001

2
&
i
3
&
5
H
£
H
¢
-4
o
Tirzepatide, Tirzepatide, Tirzepatide,  Placebo
5mg 10mg 15 mg (N=43)
(N=47) (N=47) (N=48)

B Decrease of =1 Fibrosis Stage and No Worsening of MASH

Risk difference,
25 (5% CI, 5-48)

Risk difference,
22 (95% C1,1-42)

Risk difference,
21 (95% €1, 1-43)
L —

38

g

Percentage of Participants
s @
&5

30
204
10
O irsspatide, Timepitide, Tiranpatide,  Placebo
5mg 10 mg 15mg (N=48)
(N=47) (N=47) (N=48)
Loomba R, Hartman ML, Lawitz EJ, et al. Tirzepatide for N bolic Dysfunction-A: | Steatohepatitis with Liver Fibrosis. N EnglJ Med. 2024;391(4):299-310. =
23
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A ion of itis with No ing of
Liver Fibrosis
Estimated difference,
ESSENSE TRIAL
70
Phase 3 Trial of Semaglutide in Metabolic Dysfunction-Associated t o« 2
Steatohepatitis £
F) 40 343
s 30
* 1197 adults with biopsy-defined MASH and fibrosis stage 2 or 3 randomly i
assigned to receive once-weekly subcutaneous semaglutide at a dose of 2.4 mg 10
0
or placebo for 240 weeks (2:1) Sema s e vl

* Primary endpoint: resolution of steatohepatitis with no worsening of liver
fibrosis and a reduction in liver fibrosis with no worsening of steatohepatitis

» Patient demographics: Age 56.3+ 11.4, Female 58.6%, Asian 27.8%, White
67.6%, Black 0.8%, Other 3.8%, body weight 97.6 + 24.6, BMI 35.0 + 7.1, type 2
diabetes 55.4%, ALT 67.8 + 42.3 U/liter, AST 53.2 + 28.6 U/liter, medium fibrosis-
4 index 1.58, F2 30.5%, F3 69.3%

Sanyal A, Newsome PN, Kliers |, et al. Phase 3 Trial of Semaglutide in Metabolic Dysfunction-Associated Steatohepatitis. N Eng/J Med. 2025;392(21):2089-2099.

B Reduction in Liver Fibrosis with No Worsening of

Steatohepatitis
100
70
2 Estimated difference,
5 14.4 (95% Cl, 7.5-21.3)
F s P<0.001
&
s
e
&
£
H
H
&

Placebo
(N=266)

Semaglutide, 2.4 mg
(N=534)

24
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GLYCEMICASSESSMENT BY CONTINUOUS
GLUCOSE MONITORING

Removes Recommendations:

* 6.3 Standardized, single-page glucose reports from CGM devices with visual cues, such as the
ambulatory glucose profile, should be considered as a standard summary for all CGM
devices. E

* 6.4 Time in range (TIR) is associated with the risk of microvascular complications and can be
used for assessment of glycemic status. Additionally, time below range and time above range

are useful parameters for the evaluation of the treatment plan (Table 6.2). C

UPDATE citation

26
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CGM GLYCEMIC GOALS

2025 Recommendation 6.3¢

2024 Recommendation 6.5b

Goal for nonpregnant adults is

TIR >70%
TBR <4% and time <54 mg/dL <1%
Goal for those with frailty or at high risk of
hypoglycemia
e >50%TIR

* <1% time below range is recommended

Practice C 6. Glycemic Goals and Hypoalycemia:

f Care in Diabet:

Goal percent TBR <70 mg/dL

* <4% (or <a% for older adults)

* <1% <54 mg/dL

Digbetes Carea January:

e ICan D aDetes ASs0Ciaton ProTessiona Practice Commitiee, b ¢ lycemic Toarsand Hypog lycemia: Danaards o’!am T Dldbetes 2024, Dlabetes Care 1 January 2024; 47 (Suppl. 2): S112-S125.

.48(Suppl.2): 51285345
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(2025)

jation Practice C 6.Glycemic Goals and Hvpoglvcemia:

f Carein Diabets

Digbetes Care 3 January:

Approach to Individualization of Glycemic Targets Gooed health and Most Older adults Older adults with
function, low adults with complex/ very complex/
Person / Disease Features More stringent dmes A1C 79 ~wep Less stringent treatmant risks Healthy intermediate poor health
and burdens health
Risks potentially associated J—— — clder Any adults
with hypoglycemia and e | adults with limited life
other drug adverse effects T Figh expectancy
o]
Disease duratien - ——s E,ﬁ':,
newly diagnosed long-standing | & Mg,
——=yEd 0 : X
JE—— F
Life expectancy = _— .
ng s % TS e
Important comorbidities <6.5% <7.0% <7.5% <8.0% Mo AIC goal
absent few / mild severs Madifying Factors
Established vascular ‘_4 Favor mere stringent goal Favor less stringent goal
complications. | : 7 ; :
4 absent few/ mild savord. | Short diabetes duration Long diabetes duration |
. | Low hypoglycemia risk High hypoalycemia risk |
Individual needs and preferences ‘4 § | Low treatment risks and burdens High treatment risks and burdens |
Hbhyomiribeated ) xoefinnt proferonce focfess | B apy with cardi ular, kidney, weight, | Pharmacotherapy without nanglycemic benefit
| ot Bl ; Y, weight, a By nglyce enefits
self-care capabilities. burdensome therapy § | ar other banafits
Resaurces and support £ | Nocardiovascular complications I ication: |
system g I - {
readily available limited_| | Few or minar camorbidities Severe, life-limiting comarbidities ]
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RECOMMENDATION 6.12

* Screen individuals at high risk for hypoglycemia or with
severe and/or frequent hypoglycemia for fear of
hypoglycemia at least annually and when clinically
appropriate. E

* Referto a trained health care professional for evidence-

based intervention. A

American Diabetes Association Professional Practice Committee; 6. Glycemic Goals and Hypoglycemia: Standards of Care in Diabetes—2025. Diabetes Care 1. January;2025;48(Suppl. 1): 5128-5145
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HYPERGLYCEMIC CRISES: DIAGNOSIS,
MANAGEMENT, AND PREVENTION

* Recommendation 6.20: Review history of hyperglycemic crises (i.e., diabetic ketoacidosis
and hyperglycemic hyperosmolar state) at every clinical encounter for all individuals with
diabetes at risk for these events. C

* Recommendation 6.21: Provide structured education on the recognition, prevention, and
management of hyperglycemic crisis to all individuals with type 1 diabetes, those with type

2 diabetes who have experienced these events, and people at high risk for these events. B

‘American Diabetes Association Professional Practice Committee; 6. Glycemic Goals and Hypoglycemia: Standards of Care in Diabetes—2025. Diabetes Care 1 January;2025;48(Suppl. 1): S128-S145
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TABLE 6.8

Table 6.8—Diagnostic criteria for DKA and HHS

DKA

Diabetes/hyperglycemia Glucose =200 mg/dL (11.1 mmaol/L) or prior history of
diabetes

Ketosis B-Hydroxybutyrate concentration =3.0 mmol/L or urine
ketone strip 2+ or greater

Metabolic acidosis pH <7.3 and/or bicarbonate concentration <18 mmol/L

HHS

Hyperglycemia Plasma glucose =600 mg/dL (33.3 mmol/L)

Hyperosmolarity Calculated effective serum osmolality >300 mOsm/kg

(calculated as [2xNa™ (mmol/L) + glucose (mmol/L)]
or total serum osmolality >320 mOsm/kg [2xNa ™
(mmol/L) + glucose (mmol/L) + urea (mmol/L)]

Absence of significant ketonemia  B-Hydroxybutyrate concentration <3.0 mmol/L OR
urine ketone strip less than 2+

Absence of acidosis pH =7.3 and bicarbonate concentration =15 mmol/L

Adapted from Umpierrez et al. (151).

American Diabetes Association Professional Practice Committee; 6. Glycemic Goals and Hypoglycemia: Standards of Care in Diabetes—2025. Diabetes Care 1 January;2025;48(Suppl. 1): 5128-5145
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TABLE 6.9

Table 6.9—Risk factors for hyperglycemic crises

Type 1 diabetes/absolute insulin deficiency

Younger age

Prior history of hyperglycemic crises

Prior history of hypoglycemic crises

Presence of other diabetes complications

Presence of other chronic health conditions (particularly in people with type 2 diabetes)

Presence of behavioral health conditions (e.g., depression, bipolar disorder, and eating
disorders)

Alcohol and/or substance use
High A1C level

Social determinants of health

Data are from McCoy et al. (184), Gibb et al. (185), Randall et al. (186), and Thomas et al.
(187).

American Diabetes Association Professional Practice Committee; 6. Glycemic Goals and Hypoglycemia: Standards of Care in Diabetes—2025. Diabetes Care 1 January;2025;48(Suppl. 1): 5128-5145
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TABLE 6.10

Table 6.10—Clinical presentation in people with diabetes with DKA and HHS

DKA HHS
Develops over hours to days Develops over days to a week
Usually alert Change in cognitive state common

Polyuria, polydipsia, weight loss, and dehydration
Nausea, vomiting, and abdominal pain Often copresenting with other acute illness
Kussmaul respiration

One-third of hyperglycemic emergencies have a hybrid DKA-HHS presentation

Adapted from Umpierrez et al. (151).

American Diabetes Association Professional Practice Committee; 6. Glycemic Goals and Hypoglycemia: Standards of Care in Diabetes—2025. Diabetes Care 1 January;2025;48(Suppl. 1): 5128-5145
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HYPERGLYCEMIC CRISES
SUMMARY

* Provides risk factors and criteria for diagnosis of DKA/HHS

* Following episode of DKA/HHS patient should be
evaluated for social determinants of health that could be
contributing factors

* Patients at risk for DKA should be counseled on the early

signs and symptoms of DKA

American Diabetes Association Professional Practice Committee; 6. Glycemic Goals and Hypoglycemia: Standards of Care in Diabetes—2025. Diabetes Care 1 January;2025;48(Suppl. 1): 5128-5145
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TABLE 7.2

Substance or condition Effects on glucose values measured by blood glucose meters
Y Mattose® Falsely higher blaod glucase valuss
Galactosa Falsaly higher blood glucose values
* Added: Maltose, Xylose Falsely higher blood glucose valuss
N-Acetylcysteinet Falsely higher blood glucose values
Dopamine, Acetaminophen Falsely higer biaod glucnse values at low bload glucose levels
Y Dopamine ke i B vkl b o e A
Furosemide and y Falsely lower blood glucase values
. Vitamin € Falsely lower or higher biood glucose values
hematocrit —— i e T N
Hematocrit {high) Falsely lower blood glucase values
" Hematocrit {low) Falsely higher blood glucase values
*Unmodified ghicose dehydrogenase method only. 1Glucose dehydrogenase manitars using
‘American Diabetes Associatit i Practice C 7. Diabetes Technol, f Care in Diabete . Diabetes Care 1 January 2025; 48 (Suppl.1): S146-5166.
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Type of CGM

devices

Description

CGM options prem

is0GM with and without alarms

Professional CGM

Over-tha-counter CGM

CEM systems that measure and display glucase levels cantinuously

CGM systems that measure glucose levels continuously but require scanning for visualization and
storage of glucose values

CGM devices that are placed on the person with diabetes in the health care professional's office
and wom for a discrete period of time (generally 7-14 days). Data may be blinded or visible to
the person wezring the device. The data are used to assess glycemic patterns and trends. Unfike
rtCGM and isCGM devices, these devices are clinic-based and not owned by the person with
diabetes.

CGM devices called hiosansors, which measure ghicose continuously and display the levels at
warious times, have insights rather than alarms and are indicated for people with prediabetes or
with diabetes not on insulin.

CGM, conti glucose

isCGM, i i scanned CGM; rtCGM, real-time CGM.

American Diabetes Association Professional Practice Committee; 7. Diabetes Technology: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl.1): 5146-5166. &
37
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e Consider the use of rtCGM or is CGM in adults with

type 2 diabetes on glucose lowering agents other

than insulin to achieve and maintain individualized

glycemic goals. B

38

American Diabetes Association Professional Practice Committee; 7. Diabetes Technology: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl.2): S146-5166.
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RECOMMENDATION 7.15

* Modified to support the use of real-time CGM (rtCGM) A
and intermittently scanned CGM (isCGM) for youth C and
adults B with diabetes (type 1 or type 2) on any type of

insulin therapy based on the most recent literature.

American Diabetes Associati ional Practice Ce i 7- Diabetes Technol f Care in Diabet . Diabetes Care 1 January 2025; 48 (Suppl.1): 5146-5166.
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RECOMMENDATION 8.2B

* Monitor obesity-related anthropometric measurements at
least annually to inform treatment considerations. During
active weight management treatment, increase monitoring

to at least every 3 months. E

41

American Diabetes Association Professional Practice Committee; 8. Obesity and Weight Management for the Prevention and Treatment of Type 2 Diabetes: Standards of Care in Diabetes-2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): 5167-S180
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WEIGHT STIGMA

* Health care professionals are encouraged to be aware of biases
associated with people living in larger bodies
* E.g. weight stigma, fat-bias, anti-fat-bias
* Increase empathy
* Try to understand the complexity of weight management to

reduce bias

42

American Diabetes Association Professional Practice Committee; 8. Obesity and Weight Management for the Prevention and Treatment of Type 2 Diabetes: Standards of Care in Diabetes-2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): 5167-5180
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RECOMMENDATION 8.18

* Screen people with diabetes and obesity who have lost
significant weight for malnutrition, especially those who have
undergone metabolic surgery A and those treated with weight

management pharmacologic therapy. B

43

American Diabetes Association Professional Practice Committee; 8. Obesity and Weight Management for the Prevention and Treatment of Type 2 Diabetes: Standards of Care in Diabetes-2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): 5167-S180
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RECOMMENDATION 8.19

* Weight management pharmacotherapy indicated for chronic
therapy should be continued beyond reaching weight loss
goals to maintain the health benefits. Sudden
discontinuation of weight management pharmacotherapy
often results in weight gain and worsening of cardiometabolic

risk factors. A

A

American Diabetes Association Professional Practice Committee; 8. Obesity and Weight Management for the Prevention and Treatment of Type 2 Diabetes: Standards of Care in Diabetes-2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): 5167-5180
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RECOMMENDATION 8.25

* If post-metabolic surgery hypoglycemia is suspected, clinical
hypoglycemia, and management should include education,

experienced in post-metabolic surgery hypoglycemia, and
medication treatment, as needed. A In individuals with post—
metabolic surgery hypoglycemia, use continuous glucose

monitoring to improve safety. C

evaluation should exclude other potential disorders contributing tg

medical nutrition therapy with a registered dietitian nutritionist

45
American Diabetes Association Professional Practice Committee; 8. Obesity and Weight for the Prevention and Treatment of Type 2 Diabetes: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): 5167-S180.
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Table &
Time frame
Tratment arm; welght boss  for welght loss
Medication name from baselne (weeks)* Common side effects Possible safety concerns and considerations
Sympathomimetic amine anorectic
approved for short-term use only
Phentermine (160,161)* * 15 mg qd.; 7.4% 28 Dry mouth, insomnia, * Contraindicated for use in combination with monoamine oxidase
* 7.5mg q.d; 6.6% dizziness, Irritabiity, inhibitors
A P h t . 1 * Placebo; 2.3% Increased blod presiure,  « Caution with cardiovascular disease
devated heart rate * Do not use If at high risk for glaucoma due to risk of acute angle-
entermine's Do
Upase inhibitor
. Orlistat (4,162)% * 120 mg t.id.; 9.6% 52 Abdominal pain, flatulence, « Potential malabsorption of fat-soluble vitamins (A, D, E, K) and of
ht | f o Placeho; 5.6% facal urgency certain medications (e.g, cyclosporine, thyroid hormone,
weig oss Trom antconaisants)
* Rare cases of severe liver injury reported
= Cholelithiasis
. * Nephrolthiasis
baseline has been spmpabominec s et
antiepleptic combination
Phentermine/topiramate ER (49,163)5 + 15 mg/92 mg q.d.; 9.8% 56 Constipation, paresthesia, * Contraindicated for use in combination with monoamine oxidase
* 7.5 mg/a6 mg q.d.; 7.8% nsomnia, inhibitors
* Placebo; 1.2% nasopharyngtis, * Birth defeas
Update emotoris ersesed |+ Copite apament
blood pressure, = Caution with cardiovascular disease
nephrolithiass. = Do not use If at high risk for glaucoma due to risk of acute angle-
dosure glaucoma
Opleid antagonist/antid ep ressant
combination
Naltrexone/bupropion ER (13,164) + 16 mg/180 mg bid; 5% 56 Constipation, nausea, * Contraindicated in people with unmanaged hypertension and for
* Placebo; 1.8% headache, xemstomis, seizure disorders
insomnia, elevated heart = Contraindicated for use with chronic opioid therapy
rate and blood prossure = Acute angle-closure glaucoma
Black box waming:
* Risk of suicidal behavior/ideation in people younger than 24 years.
old who have depression
‘Glucagon-lke peptide 1 receptor agenist
Uraghutide (14,51,165)] * 30 mg .d; 6% 56 Gastrointestinal side effects  » Hypoghemia (with concomitant use of Insulin or sufonylurea)
* 18 mgqd; 4TH% (nausea, vomiting, = Pancreatitis has been reported in clinical triak, but causality has not
* Placebo; 2% diarrhea, esophageal been established; discontinue I pancreatitis is suspected.
reflu) * Use caution In people wih kidney disease when Initiating or increas-
ing dose due to increased risk of gastrointestinal side effects and
potential risk of acute kidney injury from dehydration 6
- = 4
American Diabetes Association Professional Practice Committee; 8. Obesity and Weight for the Prevention and Treatment of Type 2 Diabetes: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): S167-S180.
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Table 8.2—Median monthly (30-day) AWP and NADAC of mai or mai dose of weight it
pharmacotherapies
Typical adult AWP (median and range NADAC (median and
Medication name maintenance dose for 30-day supply) range for 30-day supply)
Sympathomimetic amine anorectic: approved
° for short-term use only
N ew ta b | & t h at Phentermine 8-375 mgqd. $43 ($9-598)" $3 ($3, $79)*
Lipase inhibitor
1 1 Orlistat 60 mg t.id. (OTC) $58 ($41-582) NA
highlights cost T20m . (0 sagmison  semisemsna
Sympathomimetic amine anorectic/
antiepleptic combination
Phentermine/topiramate ER 7.5 mg/46 mg q.d. $237 NA
Oploid b
Naltrexone/bupropion ER 16 mg/180 mg b.i.d. $750 NA
Glucagon-like peptide 1 receptor agonist
Liraglutides Imgad $1,619 $1,296
Semaglutide 2.4 mg once weekly 51,619 $1,296

Dual glucose-dependent insulinotropic
polypeptide and glucagon-like peptide 1
receptor agonist
Tirzepatide 5, 10, or 15 mg once weekly $1,272 $1,017

The costs listed in this table are representative of costs at a national level. These costs may not be representative of an individual’s cost and do not
account for medication coverage or available discounts. AWP, average wholesale price; b.id, twice dally; ER, extended release; NA, data not avail-
able; NADAC, National Average Drug Acquisition Cost; OTC, over the counter; qd., every day; Rx presaiption; t.id, three times daily. AWP and NA-
IDAC prices are for a 30-day supply of maximum or maintenance dose as of 1 July 2024 (167,168). *Data are for 37.5 mg q.d. dose. tNew generic
liraglutide pridng was not available on 1 July 2024.
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COST AND ACCESS BARRIERS

* Choice of medication should be guided by many factors
* Particularly cost or accessibility
* Healthcare professionals should be knowledgeable about
coverage requirements to reduce financial hardship in patients

receiving expensive medications

48
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Updates to Pharmacologic Therapy Recommendations
for Adults with Type 2 Diabetes

Recommendation 9.9: Combination therapy can be considered at treatment initiation to shorten time to attainment of
individualized treatment goals. A

Recommendation g.10: In adults with type 2 diabetes and established ASCVD or high-risk ASCVD, the treatment plan
should include medications with demonstrated benefits to reduce CV event (e.g. GLP1-RA and/or SGLT2i) for glycemic
management and CV risk reduction (irrespective of A1c). A

Recommendation g.12: In adults with type 2 diabetes and HFrEF or HFpEF and obesity, a GLP1-RA with demonstrated
benefits for both glycemic management and reduction of HF-related symptoms (irrespective of Aic) is recommended. A
Recommendation g9.13: In adults with type 2 diabetes and CKD (eGFR 20-60 ml/min/1.73 m?) an SLGT2i or GLP1-RA with
demonstrated benefit in this population should be used for both glycemic management (irrespective of Aic) and for

slowing progression of CKD and reduction in CV event. Glycemic benefit are reduced at eGFR < 45 ml/min /1.73 m2. A

5o

American Diabetes iati i Practice C i 9. Phar i glycemic f Care in Diabett 5. Diabetes Care 2025;48 (Suppl. 1):5181-5206
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Updates to Pharmacologic Therapy Recommendations
for Adults with Type 2 Diabetes

Recommendation 9.9: Combination therapy can be considered at treatment initiation to shorten time to attainment of
individualized treatment goals. A

Recommendation g.10: In adults with type 2 diabetes and established ASCVD or high-risk ASCVD, the treatment plan
should include medications with demonstrated benefits to reduce CV event (e.g. GLP1-RA and/or SGLT2i) for glycemic
management and CV risk reduction (irrespective of Aic). A

Recommendation g.12: In adults with type 2 diabetes and HFrEF or HFpEF and obesity, a GLP1-RA with demonstrated
benefits for both glycemic management and reduction of HF-related symptoms (irrespective of A1c) is recommended. A
Recommendation 9.13: In adults with type 2 diabetes and CKD (eGFR 20-60 ml/min/1.73 m?)an SLGT2i or GLP1-RA with
demonstrated benefit in this population should be used for both glycemic management (irrespective of Axc) and for

slowing progression of CKD and reduction in CV event. Glycemic benefit are reduced at eGFR < 45 ml/min /1.73 m2. A
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Updates to Pharmacologic Therapy Recommendations
for Adults with Type 2 Diabetes

Recommendation g.15: In adults with type 2 diabetes, metabolic dysfunction—associated steatotic liver disease
(MASLD), and overweight or obesity, consider using a GLP-1 RA or a GIP/GLP-1 RA with potential benefits in metabolic
dysfunction—-associated steatohepatitis (MASH) for glycemic management and as an adjunctive to healthy interventions
for weight loss. B

Recommendation 9.16a: In adults with type 2 diabetes and biopsy-proven MASH or those at high risk for liver fibrosis
(based on noninvasive tests), pioglitazone, a GLP-1 RA, or a dual GIP and GLP-1 RA is preferred for glycemic management
due to potential beneficial effects on MASH. B

Recommendation 9.16b: Combination therapy with pioglitazone plus a GLP-1 RA can be considered for the treatment of
hyperglycemia in adults with type 2 diabetes with biopsy-proven MASH or those at high risk of liver fibrosis (identified

with noninvasive tests) due to potential beneficial effects on MASH. B

52
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interventions for weight loss. B

management due to potential beneficial effects on MASH. B
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Updates to Pharmacologic Therapy Recommendations
for Adults with Type 2 Diabetes

Recommendation g.15: In adults with type 2 diabetes, metabolic dysfunction-associated steatotic liver disease

(MASLD), and overweight or obesity, consider using a GLP-1 RA or a GIP/GLP-1 RA with potential benefits in

(based on noninvasive tests), pioglitazone, a GLP-1 RA, or a dual GIP and GLP-1 RA is preferred for glycemic

of hyperglycemia in adults with type 2 diabetes with biopsy-proven MASH or those at high risk of liver fibrosis

(identified with noninvasive tests) due to potential beneficial effects on MASH. B

metabolic dysfunction—associated steatohepatitis (MASH) for glycemic management and as an adjunctive to healthy

Recommendation g.16a: In adults with type 2 diabetes and biopsy-proven MASH or those at high risk for liver fibrosis

Recommendation 9.16b: Combination therapy with pioglitazone plus a GLP-1 RA can be considered for the treatment

American Diabetes Association Professional Practice Committee. 9. Pharmacologic approac| glycemic f Care in Diabet 25. Diabetes Care 202548 (Suppl. 1):5181-5206
To avold
therapoutic
HEALTHY LIFESTYLE BEHAVIORS; DIABETES SELF-MANAGEMENT ""i’::""':";;“
EDUCATION AND SUPPORT; SOCIAL DETERMINANTS OF HEALTH w':;;mm
y
(3-8 months)
Goal: Cardiovascular and Kidney Risk Reduction in Goal: Achievement and Maintenance
High-Risk Individuals with Type 2 Diabetes* of Weight and Glycemic Goals
+Indicators of +HF +CKD [ l
+ASCVD' +Weight +Achievement and maintenance
high CVD risk Curentor prcr CGFR <60 mLmin/173 m# OR o bl
symptoms of HF ( |
(30 mg/a)
HFEF o HFpEF is equired to confirm CKD l
+ASCVD/indicators of high CVD risk*
Efficacy Metformin or ather agent (inciuding
GLP-1RA® LT with i ‘combination therapy) that provides
with proven proven CVD SGLT2it +CKD (on maximally tolerated adequate EFFICACY to achieve and
VD benefit benefit R sirrans dose of ACEi or ARB) ‘maintain glyceic treatment goals
in this popuiation Priortize avoidance of hypogiycemia
SGLT2: with primary in high-risk individuals
of reducing CKD progression
+ SGLTican be started with
€GFR 220 mL/min/1.73 m*
W A1Cis above goal + Continue unti intiation of
dialysis or ransplantation Efficacy for glucose lowering
+ Glucose-lowering efficacy is reduced
With eGFR <45 mlmin/173 m?
+ Forndividuals on a GLP-1 RA, consider adding
SGLT2i with proven CVD benefit or vice versa
+ Piogitazone®
(GLP-1RA with proven CKD benefit
HAIG is above goal, for individuals
on SGLT2i, consider incorporating
2 GLP-1 RA or vice versa
f additional cardiovascular and kidney risk reduction, management of other 1t ATC is above goal or significant hypoglycemia or
metabolic comorbidities, and/or glycemic lowering is needed hyperglycemia or barriers to care are identified
1 i
v |
i
[ +Mitigating risk of MASLD or MASH ] ¥ Refer to DSMES to support self-efficacy in achievement of
American Diabetes Association 1 1|+ Consider technology (.9, dagnostc o personal CoM) to
Professional Practice Committee. 9. 8 i identify therapeutic gaps and tailor theray
Pharmacologic approachesto glycemic + |+ identiy and address SDOH that impact achievement of
9 dpp = gly Agents with potential benefit in MASLD or MASH H treatment goals
treatment: Standards of Carein GLP-1 RA, dual GIP and GLP-1 RA, piogitazone, or combination of GLP-1 RA with piogitazone - 54
Diabetes—2025. Diabetes Care 202548 Use insull in the setting of decompensated cihosis
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American Diabetes Association Professional Practice Committee. 9. Pharmacologic approaches
to glycemic treatment: Standards of Care in Diabetes—2025. Diabetes Care 2025;48 (Suppl.
1):5181-5206
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Table 9.2 Features of medications for... | American Diabetes Association

55

A1c >10% or blood
glucoses > 300 mg/dL

e Insulin should be

features are present

considered as any part
medication plan when
hyperglycemia is severe,

especially if catabolic

Kansas Pharmacists Association // 2025 Annual Meeting & Trade Show

and/or CKD

MACE:

CHF:

SGLT2i: canagliflozin, empagliflozin
GLP1-RA: dulaglutide, liraglutide,

semaglutide

SGLT2i: canagliflozin, dapagliflozin,

August 22-24 [/ Lawrence, KS

PHARMACOLOGIC APPROACHES

Est. or high risk of ASCVD, CHF,

Weight Management

* Dual GIP/GLP-1RA: very high

*  GLP1-RA: intermediate to very
high

*  SGLT2i: intermediate

empagliflozin, ertugliflozin * Metformin: potential for modest
Progression of CKD:

SGLT2i: Canagliflozin, dapagliflozin, L2
empagliflozin
GLP-1RA: semaglutide (SQ)
56
f Care in Diabet 25. Diabetes Care 2025;48 (Suppl. 1):5181-5206

American Diabetes Association Professional Practice Committee. 9. Pharmacologic approachesto glycemic
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PREVENTING THERAPEUTIC INERTIA

What is therapeutic inertia?

* Delay in starting or adjusting treatment with objective targets are not met

Pharmacotherapy should be started at the time type 2 diabetes is
diagnosed, without delay, unless there are contraindications. Medication
plans should have adequate efficacy to achieve and maintain
individualized treatment goals with respect to glucose lowering,
reduction of cardiovascular and kidney disease risks, weight management,
and impacts on other health conditions and treatment burden.

American Diabetes A

57
Practice Committee. 9. Pharmacologic approachesto glycemic dards of Care in Diabetes—2025. Diabetes Care 202548 (Suppl. 1):5181-5206
OVERCOMING THERAPEUTIC INERTIA
Kansas Pharmacists Associatiol
Be a barrier buster—Act now
Share difficulties with The nature of type 2 diabetes
managing your diabetes. Your is to change over time.
heaith care team can help.
Conversation tips:

Conversation tips: = Diabetes is serious. The more

+ | take your diabetes seriously. sariously you take it, the better

you will do over the long-term.

« Tell me the things that are getting Create Personalized
in the way of managing your Diabetes Care Plans = Your actions can make a big
diabetes. difference in how well you do.

« l am on your side and will support = Meeting glycemic goals means
you in whatever way you need to fewer symptoms, better guality of
manage your diabetes well. life, and keeping complications at

bay.
= Because your diabetes changes,
doesn't mean you have done
something wrong.
Use a team-based
appreach
P Set shared A1C goals
& timeframes
You can't do this alone. Your treatment plan
will change over time.
Conversation tips: 3
« Work with your care team, family, Conversation tips:
and friends. + Adding medications may be
necessary.
+ Use your diabetes care support
team and community resources to + We have meds to help at each stage
helpyou. along your journey with diabetes.
Screen for social and i e
+ Diabetes self e 1 i L ing medications, including
education and support (DSMES) & barriers and insulin, does NOT equal failure.
W provide support « Adding medications could help
other aspects of your health
besides diabeles (lower weight,
prevent heart and Kidney
disease, etc.)
« We will work together to find a 58
diabets /OT_Critical-C -Framework_FNL.pdf treatment pian that works for you
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REALITY OF DIABETES MEDICATIONS

GLP1-RA, GLP1-RA/GIP, SGLT2i Insulin*, sulfonylureas, TZD

* Costly » Affordable*
* Accessibility difficult * Accessible
* Tolerability * Without secondary benefits

* Secondary benefits

59
59
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ADJUnct Semaglutide Treatment in Type 1 Type 1 Diabetes Impacts of Semaglutide
Diabetes (ADJUST-Ta1D) on Cardiovascular Outcomes (T1-DISCO)
* P: patients with T2 DM * P:patients with T1 DM
* |:assess the use of once weekly semaglutide * I:learn more about the effects of a
injection in inadequately controlled obese medication, semaglutide, on cardiovascular
adults with type 1 diabetes (T1D) using FDA- function, kidney function, and insulin
approved hybrid closed-loop therapies sensitivity in adults with type 1 diabetes
* C:placebo * C:placebo
* O:completed 8/6/2024 * O:expected 12/1/2027
https://clinicaltrials.gov/study/NCTo553723
https://clinicaltrials.gov/study/NCT05819138 G
0

60
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INTHE PIPELINE CONTINUED...

A Study of Tirzepatide Versus Dulaglutide on Major A Heart Disease Study of Semaglutide in
Cardiovascular Events in Patients with Type 2 Diabetes Patients with Type 2 Diabetes (SOUL)
(SURPASS-CVOT)

* P:patients with T2 DM * P: patients with T2 DM in patients with

* |: assess efficacy and safety of tirzepatide to heart disease
dulaglutide in participants with type 2 diabetes * |: oral semaglutide tablets once daily
and increased cardiovascular risk e C:placebo

* C:Dulaglutide * O:completed 6/29/2024

* 0O:completed 6/12/25

https://clinicaltrials.gov/study/NCTo4255433
https://clinicaltrials.gov/study/NCT03914326

61

61

August 22-24 /[ Lawrence, KS




Kansas Pharmacists Association // 2025 Annual Meeting & Trade ShowAUgust 22-24, [ Lawrence, KS

Recommendations for the Treatment of Confirmed
Hypertension in Nonpregnant People With Diabetes

=4
[ Initial BP >136/80 and <150/90 mmHg ] [ Initial 8P 2150/80 mmHg ]

FIGURE R R [ RS
10 L] 2

- >3 (=3
Y 3

~

CCBt or diuretict ACEi or ARB, CCBY or diuratict CCBt or diuretict

l Start ACEi or ARB or ’ ’ Start ACE| or ARE | ‘ Start twa drugs from | [ Start ACEi or ARB and |

Assess BF management and adverse effects

oot rom ‘

Treatment tolerated
and goal achieved

Consider change to

alternative medication:

= ACEi or ARE
coat

» Diureticy

BN

¥ drug
+ ACEior AR
+ cCBt

+ Diuretict

Not mesting goal
ontwo agents

Assess BP management and adverse ffects

adrug from each of three classes

Treatment tolarated
‘and goal achieved
: Cansider adeition of mineralocorticoid receptor antaganist:
oW theragy referto specialist with expertise In BP management 63

American Diahets jati jonalPractice C ittes: 20 Cardi JlarDiceace and Rick, Carein Diahet: s-Dighetes Care 3 lanuan, £:48.(Suppl 2\

[ Not mesting goal or adverse effects using ]

=S228
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HYPERTENSION:

* Recommendation 10.13 (added): ACE inhibitors, angiotensin
receptor blockers, MRAs, direct renin inhibitors, and
neprilysin inhibitors should be avoided in sexually active
individuals of childbearing potential who are not using
reliable contraception and are contraindicated in

pregnancy. A

64

American Diabetes Association Professional Practice Committee; 10. Cardiovascular Disease and Risk Management: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): $207-5238.
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lowering agents should be stopped prior to conception and

August 22-24 /| Lawrence, KS

HYPERLIPIDEMIA:

* Recommendation 10.26 (added): In most circumstances, lipid

avoided in sexually active individuals of childbearing potential

who are not using reliable contraception. B In some

circumstances (e.g., for individuals with familial

hypercholesterolemia or prior ASCVD event), statin therapy

may be continued when the benefits outweigh risks. E

65
American Diabetes Association Professional Practice Committee; 10. Cardiovascular Disease and Risk Management: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): $207-5238.
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pi for Primary o vents in Peopl iabetes in ion to Heal
Lipid Pri f ASCVD Events in People With Diabetes in Addition to Health
Behavior Modification
In people 20-39 Consider statin therapy if there
are additional ASCVD risk factors.
years of age
Use moderate-intensity statin
A Use bempedoic acid for those
therapy in those without
ASCVD risk factors who are statin intolerant.
HYPERLIPIDEMIA: v L
. years of age
F. d Use a high-intensity statin in It may be reasonable to add
those with 21 ASCVD risk factor, ezetimibe or PCSKS inhibitor to
Ig U res 10 3 a n 10 * 4 with an LOL cholesterol goal of maximum tolerated statin therapy
d d d <70 mg/dL (<1.8 mmol/L). if LDL goal is not achieved.
were adade
Continue current statin
In people >75 therapy or consider initiating a
moderate-intensity statin after
it of age weighing benefits and risks.
Lipid for yF f ASCVD Events in People With Diabetes
Add ezetimibe or a PCSKS- Use an altemative lipid-fowering treatment for those
Use lifestyle and high-intensity directed therapy with who are statin intolerant:
Zﬂ::;;f: ':,; ‘:5’3,‘;“,5;’;“" > demonstrated benefitif LDL p| - PesKa inhibitor with monocional
baseline 10 a goal of <55 mg/dL c""t’““’"" goai i """'"d antibody treatment
(<1.4 mmol/L). met on maximum tolera Bempedoic acid
statin therapy. PCSK inhibitor with SIRNA inclisiran
66

American Diabetes Association Primary Care Advisory Group. 10. Cardiovascular disease and risk management: Standards of Care in Diabetes—2025 Abridged for Primary Care. Clin Diabetes 2025;43:212-214
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RECOMMENDATIONS:

* 10.312: In adults with hypertriglyceridemia (fasting triglycerides
>150 mg/dL [>1.7 mmol/L] or nonfasting triglycerides >175 mg/dL
[>2.0 mmol/L]), clinicians should address and treat lifestyle factors
(obesity and metabolic syndrome), secondary factors (diabetes,
chronic liver or kidney disease and/or nephrotic syndrome, and
hypothyroidism), and medications that raise triglycerides. C

* 10.32: In individuals with ASCVD or other cardiovascular risk
factors on a statin with managed LDL cholesterol but elevated
triglycerides (150-499 mg/dL [1.7-5.6 mmol/L]), the addition of

icosapent ethyl can be considered to reduce cardiovascular risk. B
67

American Diabetes Association Professional Practice Committee; 10. Cardiovascular Disease and Risk Management: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): $207-5238.
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RECOMMENDATIONS:

* 10.41: In asymptomatic individuals with diabetes and age >65 years,
microvascular disease in any location, or foot complications or any end-
organ damage from diabetes, screening for PAD with ankle-brachial index
testing is recommended if a PAD diagnosis would change management. B
In individuals with diabetes duration >10 years and high cardiovascular
risk, screening for PAD should be considered. E

* 10.46d: In individuals with type 2 diabetes, obesity, and symptomatic
heart failure with preserved ejection fraction, therapy with a GLP-1 RA
with demonstrated benefit for reduction of heart failure-related
symptoms, physical limitations, and exercise function is recommended. A

68

American Diabetes Association Professional Practice Committee; 10. Cardiovascular Disease and Risk Management: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): $207-5238.
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Coronary Artery Peripheral Artery

Disease

Disease

[m]cqn}
000 , it £65 yoars, any microvasculor Gisease, oot
~rAva : compéications, or end-stage organ damage
Whoto
Serean? (noe €t anyone wih a Gabates durstion =10 years.
1 signs er symptoms of e
4 cardiac o assoclated

LF"" o —— o N-tarminal pro-BNP.

&) - recommonded for those

O iy \::-u with abnormal BNP levels,

routine methods.
8NP, B-type natrurotic peptide.
HF in People With Diabetes

|

ACE of ARB and -blocker for hypertension, ormmwynlwmul ]

SGLT2 o SGLT12 Ineranone.
[ s ] I ] I " I

 LVEF, ion traction;

ACE), ACE Inhibitor; AR,
SGLT2, sodium-glucese cotransporter 2.

disease and risk f Care in Diabetes—2025 Abridged for Primary Care. Clin Diabetes 2025;43:12-214
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RECOMMENDATION
CHANGES:

* Recommendation 11.4a was revised

* Recommendation 11.4b was modified

* Recommendation 11.5b was updated

* Recommendation 11.6 was added

* Recommendation 11.7 and 11.8 were updated

* Table 11.1 and 11.3 were added
71

American Diabetes Association Professional Practice Committee; 2. Chronic Kidney Disease and Risk : Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 2): S239-S251.
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RECOMMENDATION 11.4A

* Nonpregnant patients with DM and hypertension
o Goal: prevent kidney disease progression and reduce CV

events

Kidney Function Recommendation

UACR 30-299 mg/qg creatinine ACE-| or ARB is recommended

UACR > 300 mg/g creatinine and/or eGFR maximally tolerated dose of ACE-I or
<60 mL/min/1.73m? ARB is strongly recommended

72

American Diabetes Association Professional Practice Committee; 2. Chronic Kidney Disease and Risk Management: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): S239-S251.
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TABLE 11.3

Table 11.3—Interventions that lower albuminuria

* Blood glucose management

+ Blood pressure management

» Treatment with ACE inhibitors or ARBs

* Smoking cessation

= Weight loss

= Changes in eating patterns (decreased salt intake and/or protein intake)
» Treatment with 5GLT2 inhibitors, MRAs, or GLP-1 RAs

ARB, angiotensin receptor blocker; GLP-1 RA, glucagon-like peptide 1 receptor agonist; MRA,
mineralocorticoid receptor antagonist.

American Diabetes Association Professional Practice Committee; 22. Chronic Kidney Disease and Risk Management: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): S239-S251. E
73
Kansas Pharmacists Association // 2025 Annual Meeting & Trade ShOWAUgust 22-24, /] Lawrence, KS
* When and ACE-I, ARB or MRA is used monitor for:
o Increase in serum creatinine or potassium
* When diuretics are used monitor for:
o Hypokalemia
* Monitor: 7-14 days after initiation or titration
74

American Diabetes Association Professional Practice Committee; 1. Chronic Kidney Disease and Risk Management: Standards of Care in Diabetes—2025, Diabetes Care 1 January 2025; 48 (Suppl. 1): S239-S251.
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RECOMMENDATION 11.5B

* GLP-1 RA with benefit in T2DM and CKD should be
initiated to reduce CV risk and progression of kidney

disease A

75

American Diabetes Association Professional Practice Committee; 2. Chronic Kidney Disease and Risk : Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 2): S239-S251.
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FLOW TRIAL

Effects of Semaglutide on Chronic Kidney Disease in Patients with Type 2 Diabetes

August 22-24 [/ Lawrence, KS

e 3,533 adults with T2 DM and CKD (eGFR 50-75 ml/min/1.73? and UACR 300-4,999 or eGFR 25-49 ml/min/1.732 and UACR
100-4,999 received once weekly semaglutide (SQ) 1 mg (n=1767) or placebo (n=1,766) for median follow-up 3.4 years
(trial finished early).

* Primary outcome: major kidney disease events, a composite of the onset of kidney failure (dialysis, transplantation, or
an eGFR of <15 ml per minute per 1.73 m2), at least a 50% reduction in the eGFR from baseline, or death from kidney-
related or cardiovascular causes.

» Patient demographics: Age 66.6+9.0, Female 30.3%, White 65.8%, Asian 23.9%, Black 4.5%, Hispanic or Latinx 15.7%,

a1c 7.8%:+1.3, CHF 19.2%, eGFR 47+15.2 (38.4% 31-44 ml/min/1.732), median UACR 567.6

76

Perkovic V, Tuttle KR, Rossing P, et al. Effects of Semaglutide on Chronic Kidney Disease in Patients with Type 2 Diabetes. N EnglJ Med. 2024;391(2):109-121.
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* Potentially harmful antihypertensive medications in
pregnancy should be avoided in sexually active
individuals of childbearing potential not using reliable
contraception and to switch to options considered
safer prior to Conceptlon and dUl'lng pregnancy B
78
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RECOMMENDATION 11.7
AND 11.8

* Patients with CKD and albuminuria > 300 mg/g
o Goal: reduce urinary albumin by > 30% to slow CKD
progression B
* Non-dialysis-dependent stage G3 or higher CKD
o Goal protein intake: 0.8 g/kg body weight per day A
* Dialysis-dependent

o Goal protein intake: 1-1.2 g/kg/day B

American Diabetes Association Professional Practice Committee; 11. Chronic Kidney Disease and Risk : Standards of Care in Diabett

2025, Diabetes Care 1 January 2025; 48 (Suppl. 1): S239-S251.
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TABLE 11.1

Table 11.1—Reasons to consider nondiabetic kidney diseases in a person with
chronic kidney disease and diabetes

* Type 1 diabetes duration <5 years

Active urine sediment (e.g., containing red blood cells or cellular casts)
Chronically well-managed blood glucose

Rapidly declining eGFR

Rapidly increasing or very high UACR or urine protein/creatinine level
» No retinopathy in a person with type 1 diabetes

UACR, urine albumin-to-creatinine ratio.

American Diabetes Association Professional Practice Committee; 2. Chronic Kidney Disease and Risk Management: Standards of Care in Diabetes—2025. Diabetes Care 1 January 2025; 48 (Suppl. 1): S239-S251.

Information adapted from Liang et al. (129). eGFR, estimated glomerular filtration rate;
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SUMMARY: FIGURE 11.2
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DIABETIC
RETINOPATHY
(12.5 UPDATE)

August 22-24 /[ Lawrence, KS

Diabetic Retinopathy (DR)

Screening

Recommended DR screenings with an ophthalmologist or optometrist can allow for timely treatment to prevent or

reverse vision loss.

How? When? Follow-Up Eye Exam Schedule

any level of retinopathy
®

For people with type 1 diabetes: within 5
Dilated and years after the onset of diabetes

« At least annually for people with

« Every 1-2 years for those with
no retinopathy for one or more
annual exams and well-managed

A lycemia
comprehensive eye exam X
r — T’ = More freguemly lfor those with
progressing or sight-threatening|
retinopathy ﬁ
A / NOW N
Retinal photography* For people wim. type 2 diabetes: at the time G %
of diabetes diagnosis —_ g )
*Retinal photography with remote reading or use of an authorized artificial intelligence tool can
expand access to screening where qualified eye care professionals are not avallable. When \ 1/ |
abnormalities are detected, in-person exams will be needed. )l

Treatment
Promptly refer to an ophthalmologist who is knowledgeable and experienced in
managing DR any individuals with:

« Any level of diabetic macular edema
« Moderate or worse nonproliferative DR (a precursor of proliferative DR)
« Any proliferative DR

American Diabetes Association Primary Care Advisory Group. 22. Retinopathy, neuropathy, and foot care: Standards of Care in Diabetes—2025 Abridged for Primary Care. Clin Diabetes 2025;43:217-218
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12.19 UPDATE: ASSESS FOR SIGNS
AND SYMPTOMS OF AUTONOMIC

NEUROPATHY
B ]

’/ 5 years after diagnosis of TiIDM —\
’/ At least annually after intial assessment —\
Evidence of microvascular complications |

¢ Kidney Disease
e Diabetic peripheral neuropathy

American Diabetes Association Primary Care Advisory Group. 22. Retinopathy, neuropathy, and foot care: Standards of Carein Diabetes—2025 Abridged for Primary Care. Clin Diabetes 2025;43:217-218
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TREATMENT
OF
NEUROPATHIC
PAIN
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Treatment Options for DPN and Autonomic Neuropathy

Pain Relief: Drug and
nondrug strategies can
ease symptoms.

Evidence-Based Medications:

» Gabapentinoids

« Serotonin-norepinephrine reuptake inhibitors
s Tricyclic antidepressants

« Sodium channel blockers

Combination therapy may be more effective
than monotherapy for pain from DPN.

* Opioids should NOT be used

o l.e. Tramadol or tapentadol
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Foot Care
Initial treatment recommendations should include:
@ Daily foot inspection

@ Use of moisturizers for dry, scaly skin and avoidance of self-care of ingrown nails
and calluses

@ Well-fitted athletic or walking shoes with customized pressure-relieving orthoses
for people with increased plantar pressures (e.g., with plantar calluses).

© Specialized therapeutic footwear for people at high risk for ulceration

@ Smoking cessation for individuals who smoke and referral to a foot care specialist for those who smoke and I
have a history of diabetes-related foot complications

Perform a comprehensive foot evaluation at least annually to identify risk factors for ulcers and amputations; more
frequent examinations are needed for those with loss of protective sensation, peripheral artery disease, or other
serious complications.

 Addition: Ipswich touch test

o Additional neurological assessment option
86

American Diabetes Association Primary Care Advisory Group. 22. Retinopathy, neuropathy, and foot care: Standards of Carein Diabetes—2025 Abridged for Primary Care. Clin Diabetes 2025;43:217-218

86




August 22-24 /| Lawrence, KS

Kansas Pharmacists Association // 2025 Annual Meeting & Trade ShowAugust 22-24, ] Lawrence, KS

FIGURE 13.2

Using the 4Ms Framework of Age-Friendly Health Systems to Address Person-
Specific Issues That Can Affect Diabetes Management

MENTATION MEDICATIONS

MOBILITY WHAT MATTERS MOST

| Figure 13.1—Using the 4Ms framework of age-friendly health systems to address person-specific issues that can affect diabetes management.
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ividualization of Ti Goals and ication Plans for Older Adults With Diabetes
CHARACTERISTICS/HEALTH STATUS
Healthy (few cossisting chronic iinesses
and intact cognitive and functional status)
Reasonable treatment goal:
AIC <7.0-75% (<53-58 mmolimol)
MEDICATION: CGM TIR ~70% and TER <4%* MEDIGATION:
Stay the course if o akmplfy
ers ¥
the persost the plan if the person:
- Complex/intermediate hoalth 22 ADL
@ 13 able o manago/ impairments or mild to moderate cognitive
e impairment © Has nad severe
required i ot el or recurrent
easonable treatment goal: rypogiycomia
© Has nfroquent acuts Prioritize hypoglycemia avoidance; (lisas
Hresses AIC <8.0% (<64 mmol/mol) [
© Has support available, COM TIR ~50% and TBR <1%* A deterioration in
Winedad : health, cagnitive, or
- functional status.
@ Has infrequent
hypoglycemia - @ Has had recent
Receiving care in a skilled nursing facility or freqUent acuts
E for short-term rehabilitation inesses or
Reasonable treatment goal: hosphekzaion
- Avaid rellance on A1C; glucose goal of @ 15 experiencing wide
N 100-200 mg/eL (5.6-111 mmol/LIT giycomic axcursions
Additional A @ Has had significant
4 - changes in social

Considerations:
| circumstances

Very complex/poor health (iong-term care

@ Consider using - or and-stage chronic linesses or moderate @ is dealing with
contintous ghucose to severe cognitive impairment or 22 ADL
manitoring and other impairments)
technology dovices to Reasonable treatment goal.
reduce hypoglycemia. Avoid reliance on A1C; avoid hypoglycemia
@ iiciude medications and symptomatic hyperglycemia r
to reduce - -
cardiovascular and -
Kids isease risk i -
Waerak o, et S q
imespective of Reasonable treatment goal: p—
glycemia, Avoid hypoglycemia and symptomatic :
@ Consider costs of care hwergly::':;:?;::r[;:x :rl\scom!w(. Xg/
and coverage when
developing treatment i
plans to reduce cost-
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RECOMMENDATION 13.8A
CHARACTERISTICS/HEALTH STATUS
Healthy (few coexisting chronic illnesses
and intact cognitive and functional status)
Reasonable treatment goal:
AIC <7.0-7.5% (<53-58 mmol/mol)
CGM TIR ~70% and TBR <4%*
90
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RECOMMENDATION 13.8B

Complex/intermediate health =2 ADL

impairments or mild to moderate cognitive

impairment

Reasonable treatment goal:

Prioritize hypoglycemia avoidance;

A1C <8.0% (<64 mmol/mol)
CGM TIR ~50% and TBR <1%*
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[ABLE 13.12

Table 131 for g goals for glycemia, blood pressure, and dyslipidemia in older adults with diabetes

Characteristics and health Fasting or

status of person with AlC wem prepr. Blood

diabetes Rationale goal® goals glucose Bedtime glucose pressure Lipids

Healthy (few coexisting Longer remsining life <7.0-7.5% TIR 70-180 mg/dL | 80-130 mg/dL 80-180 me/dL <130/80 mmHg  Statin, unless
chronic ilinesses, intact expectancy (<53-58 (3.9-10.0 mmol) (4.4-7.2 mmol/L) (4.4-100 contraindicated
cognitive and functional mmol/mol) of ~70%, and mmol/L) of not tolerated
status) TBR <70 mg/dL

(3.9 mmoljL) of
<d%)

Complex/intermediate Variable life expectancy. <8.0% TIR 70-180 mg/dL 90-150 mg/dL 100-180 mg/dL. <130/80 mmHg  Statin, unless
(multiple coexisting Individualize goals, (<64 mmol/mo) (3.9-10.0 mmol) (5.0-83 mmal/t) (5.6-10.0 contraindicated
chronic illnessest or two considering: of ~50% and mmol/) or not tolerated
or more ADL « Severity of TBR <70 mg/dL
or mild to moderate « Cognitive and functional (3.9 mmol/L) of
cognitive impairment) limitations <1%

« Frailty

© Risk-to-benefit ratio of
diabetes medications

o Individual preference

Very complex/poor health Limited remaining life Avoid reliance on 100-180 mg/dL. 110-200 mg/dL «<140/90 mmHg Consider likelihood
(LTC or end-stage chronic expectancy makes ALC; glucase (56-100 mmol/L) (6.1-111 of benefit with
ilinessest or maderate to benefit minimal management mmol/L) statin
severe cognitive decisions should
impairment or two or be based on
more ADL impairments) avoiding

hypoglycemia and
symptomatic
hyperglycemia
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SGLT2 INHIBITORS: PMH
CONSIDERATIONS

Frail/Prone to orthostasis

Genital mycotic infections

Urinary tract infections

Urinary inconticnence

Euglycemia diabetic ketoacidosis (rare)

isk
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2025 ADA STANDARDS OF CARE
TAKEAWAYS

Optimize therapy based
Use person first language on additional co-
to prevent stigma morbidities with
additional indications

Whole care of patient
matters

Use of technology in New emerging data and
managing diabetes ongoing data

94
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Pertinent Labs

SCr: 1.67 mg/dL
eGFR: 41 ml/min/1.732
A1c 8.7%

UACR: 35 mg/dL

TSH: 3.87 mcu/mL
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POST-TEST

1. True or false: Type 1 diabetes is due to
complete beta cell deficiency versus type 2
diabetes is due to progressive loss of beta
cell insulin secretion.

* True

* False
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POST-TEST

Which medication would be preferred in a patient who is 78
years old with PMH of type 2 diabetes, chronic kidney
disease Stage 3a, hypertension, vitamin B-12 deficiency, and
hypothyroidism with no known drug allergies. Current
therapy is Jardiance 10 mg by mouth daily.

. Metformin ER 1,000 mg by mouth daily with meals

Glipizide IR 5 mg by mouth twice daily with meals

Ozempic 0.25 mg subcutaneously weekly

. Farxiga 10 mg by mouth once daily
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POST-TEST

At what stage should a pharmacist utilize A1c and glucose
data to make treatment intensification?

A. Be a Barrier Buster

B. Act Now

C. Improve Decision Making
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THANKYQOU!

Questions?
You can reach us at

gust 22-24 [/ Lawrence, KS

Name: Michelle Koverman
Email: mkoverman@kumc.edu

Name: Kristen Thompson
Email: kthompson31@kumc.edu

CollectYour CE

The Lecture Panda
code for this session is:

All course credits from this
conference must be submitted by
Oct. 15, 2025.
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