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Today’s Webinar Tﬁ

* Together 2 Goal® Updates
— Webinar Reminders %
— AMGA 2021 Annual Conference ‘
— National Day of Action Wrap Report ==

— Body Mass Index Provider Tool %

e ADA 2021 Standards of Care

— Robert A. Gabbay, M.D., Ph.D., FACP of
American Diabetes Association

* Q&A

— Use Q&A or chat feature




Webinar Reminders

 Webinar will be recorded today and
available the week of January 25t

— www.logether2Goal.org

e Participants are encouraged to ask
guestions using the “Chat” and
“Q&A” functions on the right side of
your screen
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AMGA 2021

VIRTUAL EVENT <€

April 20-22, 2021
AvMea Annual Conference S

> SHARED LEARNING

Real-world case studies and
insights from AMGA
members, including
Intermountain Medical
Group, Palo Alto Medical
Foundation/Sutter Health,
Lehigh Valley Physician
Group, and many others

> ENGAGING TOPICS > INSPRING KEYNOTES

Three days, three topics Hear from:

that address today’s most . Futurist Dr. Peter Diamandis

critical issues: . Google Health’s Dr. David

. Innovations in Health Feinberg
Care . Viral sensation ZDoggMD

. Patient Care and . Cityblock’s Dr. Toyin Ajayi,
Experience and more

Organizational Resiliency



National Day of Action Wrap Report
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Body Mass Index Provider Tool

h b b,
Body Mass Index (BMI): An Important Tool for Your

Patients with Diabetes
Janssen Pharmaceuticals Companies of Johnson &

Johnson



https://images.magnetmail.net/images/clients/AMGA/attach/BMI_Guide_for_Providers.pdf

Today’s Featured Presenter 133

Robert A. Gabbay M.D., Ph.D., FACP

Chief Science & Medical Officer

American Diabetes Association



ADA 2021 Standards of
Medical Care in Diabetes

Together 2 Goal

Robert Gabbay, MD, PhD
Chief Scientific & Medical Officer

American Diabetes Association

American
Diabetes
- Association.

Connected for Life



« Search of scientific diabetes
literature over past year
« Recommendations revised per new

EVIDENCE

evidence
PROCESS  Professional Practice Committee
 Reviewed by ADA’'s Board of
Directors

« Living Standards

FUNDING * Funded out of ADA’s general revenues

« Does not use industry support

American
Diabetes
- Association.

Connected for Life




3 Major Themes

1. Individualize Care

2. Glycemic Assessment and Technology

3. Social Determinants of Health

Connected for Life



For Medications In

Individualized Type 2 Diabetes
Care
Start with
COMORBIDITIES

American
Diabetes
- Association.

Connected for Life




Figure 9.1 - Glucose-
lowering medication in
type 2 diabetes: 2021 ADA
Professional Practice
Committee (PPC)
adaptation of Davies et al.
and Buse et al.

FIRST-LINE Therapy is Metformin and Comprehensive Lifestyle (including weight management and physical activity)

INDICATORS OF HIGH-RISK OR ESTABLISHED ASCVD, CKD, OR HF

CONSIDER INDEPENDENTLY OF BASELINE A1C,
INDIVIDUALIZED A1C TARGET, OR METFORMIN USE*

+ASCVD/Indicators
of High Risk

SGLT2I with proven
benefit in this

If further intensification
is required or patient is
unable to tolerate GLP-1

CV benefit and/or safety:

= For patients on a
GLP-1 RA, consider
adding SGLT2| with
proven CVD benefit
and vice versa'

- TZD?

DPP-4i if not on

GLP-1RA

Basal insulin®

= SU*

Proven CVD benefit means it has label indication of reducing CVD events
Low dose may be better tolerated though less well studied for CVD effects
Degludec or U-100 glargine have demonstrated CVD safety

Choose later generation SU to lower risk of hypoglycemia;
glimepiride has shown similar CV safety to DPP-4i

Be aware that SGLT2i labelling varies by region and individual agent
with regard to indicated level of #GFR for initiation and cortinued use
6.  Empagiifiozin, canagiifiozin, and depagiifiozin have shown reduction
in HF and to reduce CKD progression in CVOTs. Canaglifiozin and

Ppop

"

I Particularly HFrEF I
(LVEF <45%)

NO

TOAVOID
THERAPEUTIC
INERTIA REASSESS

AND MODIFY
TREATMENT

REGULARLY
(3-6 MONTHS)

IF A1C ABOVE INDIVIDUALIZED TARGET PROCEED AS BELOW

_ __ V¥ ¥ v
PELUNGNEEDTOMINIMIZE ~ COMPELLINGNEED TO COSTIS A MAJOR
PROMOTE WEIGHT LOSS g
DPP-4i GLP-1RA SGLT2i 12D
2
2 W v L2 GLP-1 RA with » = Lo
HAIC HAIC HAIC HAIC good efficacy
above above above above for weight seLT2 J A
target target target target Joss'®
R 2 X 2 2 R 2 If A1C above target
GLP-1 RA SGLT2i
SGLT2i SGLT2i OR OR [ If A1C above target ] ‘» ‘1/
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20 120 oR OR
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[ Continue with addition of other agents as outlined above ] [ 1 A1C above target ] [ I A1C above target
[ i A1C above target ] ";:mm;“m
or or 1 not
Insulin therapy basal insulin
e o 1 with lowest acquisition cost
Consider the addition of SU* OR basal insulin: FRGATIAN W kgt
weight gain OR
= Choose later generation SU with
lower risk of hypoglycemia PREFERARLY Consider other therapies
* Consider basal insulin with lower risk of hypoglycemia® DPP-4i (if not on GLP-1 RA) based on cost
based on weight neutrality |
7. Proven benefit means it has lsbel indication of <
g heart fajlure in this population
8. Refer to Section 11: P and Foot Care If DPP-4i not tolerated or
9. Degludec / glargine U-300 < glargine U-100 / detemir < NPH Insulin contraindicated or patient already
10. fide > i 5 > on GLP-1 RA, cautious addition of:
11. It no specific dities (Le., no CVD, low risk of « SU* « TZD? - Basal insulin
hypoglycemia, and lower priority to avoid weight gain
or no weight-related comorbidities)
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TO ANCHD

FIRST-LINE Therapy is Matformin and Comprehensive Lifestyle (including weight management and physical activity)
THERAPELTIC

N O I"'IE;HMI.;:cﬁ-EE

TREATMENT
REGULARLY
(3-8 MONTHS)
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INTENSIFICATION
TO INDJECTABLE
THERAPIES

Revised to include
assessment of adequacy
of insulin dose and
updates regarding the use
of glucagon-like peptide 1
receptor agonists.



PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Intensifying to injectable therapies (1 of 2)

4

[ Winjectaiie thorpy s noodec to oduce A1E" |

Tongder GLP-1 BA nomogt paterrts prior B insu iy’

IMITUATHOM: Indtisite spdrapriilin sbarting deii Fr agent abicing fuaike wilhin ccd)
TITRATION: Thration by mainmendncn 0oae fanes wihin cioss)
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[ H abowe ASC target |
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#dd bael insulin®

Crpsdzn ol bl sl shouhd e hassd on it e corendlanntans, nohelng oot {
Retor bo Takdo 8.3 for insuln cost imdormation

Add basal analog of bedtims NFH insulin
INITRATICHN: Seart 10 1L a day QR 0.9-0.2 kg o diy

TITRATICMN:
u Byt FAO tanpel e Saction B Ghyeamils Tasgels)

U ot apprepraln O imslin prefemss

u roose ssdence-besed hiration algonthm. e.g, neosase F urvs avery 3 days do
i FPO tasged withoinl Ingpoghveeatila

= For Py hpcamia delteomines cayss, | na cles reason loeer doss by 10-201%
L]

American
| | o AN BEE
Pharmacologic Approaches to Glycemic Management: Conheeted farlife
Standards of Medical Care in Diabetes - 2021. Diabetes Care 2021:44(Suppl. 1):S111-S124



Intensifying to injectable therapies (2 of 2)
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Patient case:
Maggie
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Patient case: Maggie

History of the present illness

v' Maggie is an obese (BMI 32
kg/m?)

v 60-year-old woman

v' 8 year history of poorly controlled
type 2 diabetes for which she
takes:

- Metformin 1000mg twice daily,
- Glipizide 10mg once daily,
- Sitagliptin 50mg once daily.

American
Diabetes
.Association.




Patient case: Maggie

v She did not tolerate canagliflozin due to
recurrent yeast infections.

v Her A1C is 8.8% (target < 7.5%).

v She occasionally has blurry vision, but
no other symptoms of hyperglycemia.

v" She has symptomatic hypoglycemia
about twice per month.

v" She has CKD with reduced renal
function (eGFR 40 mL/min/1.73m?) and
albuminuria (UACR 450 mg/qg).

v" She does not have ASCVD.

A

American
Diabetes
.Association.



How would you modify Maggie’s
treatment regimen for type 2
diabetes?



PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT
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Cardiovascular
Disease
and Risk

Management

ACC ENDORSEMENT.
This section is endorsed for the third

consecutive year by the American
College of Cardiology.

TYPE 1 DIABETES.

Revisions to acknowledge that few trials
have been specifically designed to
assess the impact of cardiovascular risk
reduction strategies in patients with type
1 diabetes.

CLINICAL TRIAL DATA
New clinical trial data included

American
Diabetes
- Association.
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Table 10.34A—Cardiovascular and cardiorenal outcomes trials of available antihyperglycemic medications completed after the
izzuanece of the FDA 2008 guidelines: DPP-4 nhikitors

CARMELINA CARDLINA
SAVOR-TIMI 53 {194) EXAMINE {200) TECOS {196) {197,201) 1173, 202)
{n = 16.4852) {n = 5380) {n = 146¥] fn = 6,979] in = 6,042]
Intervention Locaghptn fplaxbao Aloghptin fpkoeha Sreghptindplaaxbo Linaghptn/plaxzba Linagligtin/
glimepiride
Mainindusion oriteria Type 2 dishetes and Type 2 diabetes and ACS Type 2 diabetes and Type2 diabe e sand Type 2 diahetes and
history of ar within 1590 days precxistng OFD high €V and high OV risk
multiphe risk befom randomization renal risk
factors for CVD
A1C inchesion oriberia
) =65 65110 G580 65100 G585
Age |years) L] &10 ah4 658 520
Rz % Whits] 2 Ty &1 202 mnao
Sex % male] L] 574 mr 629 &0
Diabetes duration
fyears]tt 03 T 116 147 62
Median follow-up
fyears] 21 15 a0 22 a3
Ltatin use |%) e} a1 &0 718 521
Metformin use (%) i (=1 a2 548 e
Prior OVDCHF %] il 100,28 418 SnME MEME
Mean baseline A1C
] a0 a0 12 14 12
Mean differenae in
A1C hetwssen
groups at end of
treatment (%) -0y kN -0 —0.35" a
Yearstarted freported A010,/2013 20092013 20082015 20132018 2010/2019
Primary outmmes Jpaint MATE 1.00 3-point MACE 0.98 A-poimt MACTE 0.98 Jqpoimt MACE 102 3-point MACE 098
0.Es-1137) 5% UL =1.16) §0.E5-110M) {089-1.17] (0841 14)
Key secondary Expanded MACE 4-pmnt MACE 0.95% -point MAZE 0.9 Kidney compasite - point MACE 099
outmime§ 102 j9a-1.11) 1955 UL =1.14) §0.89-1.10) {ESRD, sustained (0B6—114)
= 40% deoexe
in =&GFR, or renal
death] 104
(089127
Cardiosae oular
deathd 103 (087-1.2%) 085 066110 103 §0.8%1.19) 0.96 (081-1.14) 100 §0.81-1.24)
M 095 {080-1.12) 108 (0881 33) 095 §0.81-1.11) 1.12 |0.90-1.40) 103 jpax-12)
Strokel 111 {0.88-1.39) 091 |0.55-1.50) 0497 j0.79-1.19) 041 |0.67-1.23) 086 0.6—112)
HF ho=pitalzation § 127 {107-1.51) 119 |0.90-1.58) 100 j0.83-1.30) 0.90 (074108 121 jpax-1%53)
Unstable angina
hospitalzatond 119 {0.85-1.60) 050 |0.60-1.37) 050 0. 70-1.18) 0.87 (0.57-1.31) 107 §0.74-154)
All-ause mortalitys 111 {08&-1.27) 088 §0.71-1.09) 101 §0.50-1.14) 048 (084-113) 091 0.78-1.06)
Worsening 108 {0881 37) = = Kidney compasite .
ne phropathys | {see above]

—, el msesed freparted; ALS, acute corgnary syrdrame; CHE, congsstive heart Tailure; OV, cardiovascular; OV D, candiovascuar diseass; DPP-4,
dipaptidyl peplidase 4; eGFR, estim ated g kemerular filtration rate; ESAD, end=tage renal dissase; GLP-1, gheagon-fike paptide 1; HF, heart failore;
MALE, majoradverse cardiac event; M1, ry ocandial infaretion; UL, upper limil. Data fram this tabl e was adapted from Cefaly =t al, | 203 )in the January
2018 i of Diabetes Grre, Hige was reparted a3 means in all trisk socep EXAMING, which reported medians; disbetes duration was raporied o
means in all trisls except SAVOR-TIMI 53 and EXAMINE, which reported medians. §0utcam e mported o hamrd ratio (95% C). | Wersening

nephropathyis defined o a5 doubling of creatinine bavel, initistion of dishysis, renaltr ansplantation, o creatinine =60 mg/dL| 530 mmelfL)in SAVOR-

TIMIS3. W

|P = 0.05).

pathywa aprasgaciiad mplratory sdjulicated sutesme in S AVOR-TIMI 53 Sigrificant diffars nes in A 10 batwesen groups

EMENT

Table 10.3A—Cardiovascular
outcomes trials of available
antihyperglycemic
medications completed after
the issuance of the FDA 2008
guidelines: DPP-4 inhibitors

Cardiovascular
Disease and Risk
Management:
Standards of Medical
Care in Diabetes -
2021. Diabetes Care
2021;44(Suppl.
1):S111-S150 o
merican
| 24 A@R?s%eg%?iono
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Table 10 36— Cardiovaseular and cardiorenal eutcomes trials of avalable antihyperglycemic medications completed after the ssuance of the FOA 2008 guidelines; GLP-1 receptor

agoTists
Harmany
ELDCA (133) LEADER |178] SUSTAIN-6 [179)* ENSCEL {184 Outeomes (181) REWIND {132) PIOMNE ER-6 | 180
{n = 6,068 {n = 9,340} n = 3,47 n = 14753 (n = 9.463] {n = 9501] fn = 3183
Interve iti on Lixigera tidey/ placebo Lirag butide fplacebo Semaghutide <c. Exenatide OW/ Al glutide fplacba Dl aghutidey Semaghutide oral
injedionplacba placebo placebo placeba
Wain inchusion criteria Type 1 disbetes and  Type 2 disbetes and  Type 2 diabetes Type 1 diabetes Type 2 dizbetes with Type 1 diabetes Type 2 diabetes
histary of ACS preexisting OVD, and préexsting with o without praedsting CVD and priae ASCVD and high CV rigk
(=180 days) CKD, or HF at =50 CVD, HE, or CiD preisting O/0 event of risk fage of =50
years of age or OV at =50 years of factars for years with
risk at =60 pears of age or CV risk at A50vD establishad CvD
e =60 years of age o CkD, or ageat
=il years with
O risk factors
any)
ALC inchusion
driteria ) 55110 270 210 6.5-10.0 270 595 None
Age |years]tt 03 43 46 62 4.1 6.2 6ih
Race (% White il 115 330 758 248 757 723
S (% male) 2K 643 607 62 4.4 5317 63.4
Diabetes duration
fpears |1t a3 128 134 12 138 105 143
Median ollow-up
fpeans) 11 i3 21 1l 15 54 13
Statin use {) - 1 73 74 4.0 L7 852 (Al Eipic-
lowering|
Metfarmin use (%) L] 76 73 n T8 a1 774
Prior CVD/CHF (%) 100,22 ayia 6024 711/162 100/20.2 s a43/122
Wean basesine ALC %) 7 a7 a7 a0 a7 74 a2
Mean difference in A1C
between groups at
end of treatment (%) =¥ =04 =07 of =10t =053 =057 =(L6T =07
Year started)r eported 2010/ 015 2010/ 2016 2013/ 016 2010/ 217 20152018 20112019 201720149
Primary outimed 4-paint MACE 102 3paint MACE 0.7 Jpoint MALCE 0.74 Jpoint MACE OS]  3-paint MACE 0.78 Jpoint MACE 088 3-pant MACED.79
(0.89-1.17) (0.78-0.97) |0.58-0.95] {0.83-1.00) 0.68-0490] {0.79-0.94) 057-111)
Continued on p. 5140

Table 10.3B—
Cardiovascular
outcomes trials of
available
antihyperglycemic
medications
completed after the
ISsuance

of the FDA 2008
guidelines: GLP-1

AEEbagonists (1
Minz()ement:

Standards of Medical
Care in Diabetes -
2021. Diabetes Care

2021;44(Suppl. American
1):5111-S150 | 25 A R?s%ectﬁ\?ion@
Connected for Life



CARDIOVASCULAR DISEASE AND RISK MANAGEMENT

|
Table 10 36—Cort irued
Harmany
ELDEA |183] LEADER (178] SUSTAIN-G [179]* ENSCEL {184 Dutcomes (181) REWIND {182) PIOMEER-6 (180]
{n = 6,068 {n = 9,340 {n = 3,497 {n = 14752 {n = 9,443 {n = 9,901 = 1183
Ky semndary Expanded MACE Expanded MACE 088  Expanded MACE Individual Expanded MACE {with Compesite Exparded MACE or
autcomes {0.90-1.11] {0.81-0.94] 0.74 (0.62-0.89) companents of urgent i govascular HF
MALE ina revascul arization for outcome|eye o hod pita liza tion
bt unstable angina) 0.78 renal gutoms) 082 |L61-1.10)
{0.63-040] A7 |075%-0.5)
CV death o HF
hosptaBeation 0.85
0.70-1.04]
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MALE jsee below|
Cardi ovasoular
deathg 098 (0.78-122) 0.78 [0.66-0.93) 098 |0.65-1.48) 0.8 (0.7%6-1.02) 093073119 091 |0.78-1.06) 0.49 [0.27-0337)
Mg 103 j0.87-1.27) (.86 {0.73-1.00] 0.74 |0.51-1.08) 0.97 (0.85-1.10) 0.75 |0.61-090) 0.96 |0.79-1.15) 1.18 0.7 3190
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— notaseised reported; ACS, scute conanary Syndrome; ASCVD, atherasche rati ccandiovascular disexie; CHF congestive heart falure; CXD, chronicladney disease; CV, cardiovascular; CVD, candiovas ollardisaxse;
GLP-1, gucagon-Boe peptide 1; HF, heart fallune; MACE, majior adverse cardiac event; M, myocandial infarction. Data from this tabe was adapted from Cafaluet al. | 203 in the Bnuary 2018 ksue of Diabetes Care,
*Powered to rulé out 2 hazand ratio of 1.8; supenodty hypathess nat prespedfied TAge was réported a8 maans in ll trials; disbetes duration wias reponted as means in al tialks except EXSCEL, which répar ted
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areatining ratia == 30 mg/ gereatining ara doublingof theserum o eatinine level and an estim ated glam erular i tratian rate of <45 mlfmin/ 173 m’, theneed for continuous renalreplace menttherapy, or death fram
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Warsening nephropathy was a préspecified expioratory adjudicated cutcome in LEADER, SUSTAIN-G, and REWIND. Significant difference in A 1C between grows (P < 0.05).
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Cardiovascular
Disease

and Risk
Management

(continued)

HYPERTENSION AND CORONARY
ARTERY DISEASE.

ACE inhibitors or angiotensin receptor
blockers as first line therapy for
hypertension in people with diabetes
and coronary artery disease has been
added with additional discussion.

American
Diabetes
- Association.
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Older Adults

TREATMENT GOALS.

The reasonable A1C goal for older
adults who are otherwise healthy with
few coexisting chronic illnesses and
intact cognitive function and functional
status has been modified to A1C
<7.0-7.5%

PHARMACOTHERAPY.

For very complex older patient in poor
health- avoiding reliance on A1C and
avoiding hypoglycemia and
symptomatic hyperglycemia

American
Diabetes
- Association.
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Older Adults

HYPOGLYCEMIA.

New recommendation on the use of
CGM for the reduction of hypoglycemia
added based on findings from the
Wireless Innovation in Seniors with
Diabetes Mellitus (WISDM) trial.

American
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Technology and
Glycemic
Assessment

 Beyond A1C: Time
In Range

* Importance of CGM



Glycemic Targets

GLYCEMIC ASSESSMENT.

The “A1C” subsection was retitled
“Glycemic Assessment” to include other
forms of glycemic measurement

GLYCEMIC GOALS

Includes other glycemic measures and
recommendation to include time-in-
range goals.

American
Diabetes
- Association.
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AGP Report

GLUCOSE STATISTICS AND TARGETS

Glucose Ranges

Target Range 70-180 mg/dL ...
Below 70mg/dL..........c.cccccovnnvueee.
Below 5S4 mg/dL................. .

Above 180 mg/dL ..........c.cccocecee..
Above 250 mgfdL .........coneoeeee....

Each 5% increase in time in range (70-180 mg/dL) is clinically beneficial.

Average Glucose

TIME IN RANGE

14 days

% Sensor Time

Targets [% of Readings (Time/Day)]

Greater than 70% (16h 48min)

.Less than 4% (58min)
..Less than 1% (14min)

..L.ess than 25% (6h)
.Less than 5% (1h 12min)

Glucose Management Indicator (GMI)

Glucose Variability

Defined as percent coefficient of variation (%CV); target £36%

Figure 6.1—Key points included in standard ambulatory glucose profile (AGP) report. Adapted from Battelino et al. (26).

Name

TIME IN RANGES

Type 1 & Type 2
TP Diabotes
>250 mgiol <5%
(13.9 mmailL)
>180 mgldl
(10.0 mmollL) %
Target Range:
70-180 mg'dL >70%
(3.9-10.0 mmald )

<70 mgidL. (3.9 mmoil) <4%
<54 mgfdL (3.0 mmollL) <1%

/merican
liabetes
.ssociation.

ted for Life



Time In Range

“Time in range (TIR) is associated
with the risk of microvascular
complications, should be an
acceptable end point for clinical trials
moving forward, and can be used for
assessment of glycemic control

If using ambulatory glucose
profile/glucose management
indicator to assess glycemia,:

A parallel goal is a time in range of
>70% with time below range <4%

American
Diabetes
- Association.
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Continuous
Glucose
Monitoring (CGM)

“Blinded” continuous glucose monitoring
(CGM) is now referred to as
“professional CGM,” which is clinic-
based and can include blinded or real-
time devices.

Recommend CGM as useful for people
with diabetes on multiple daily injections
and continuous subcutaneous insulin
infusions and other forms of insulin
therapy regardless of type of diabetes
or age.

Can be helpful in identifying and
correcting patterns of hyper- and
hypoglycemia and improving A1C
levels in people with diabetes on
noninsulin regimens.

American
Diabetes
- Association.
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Diabetes
Technology

SKIN REACTIONS.

Information on skin reactions with use
of CGM has been added and a new
discussion on education and training.

INSULIN PUMPS.
Insulin pump use in older adults

TECHNOLOGY + ONLINE
COACHING.

Noted the possible benefit of systems
that combine technology and online
coaching

American
Diabetes
- Association.
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Patient case: John

v’ 74-year-old man with type 2
diabetes

v On basal-bolus insulin

v Hypertension

v Hyperlipidemia,

v Chronic kidney disease Stage

3 (i.e. eGFR 30-44,
albuminuria 30-300 mg/qg)

v Comes into clinic for a routine
3-month follow-up visit.




Patient case: John

who Is concerned that her father
lives alone and has had two
severe hypoglycemia episodes
requiring glucagon use in the last
year.

 He is testing blood glucose o
4x/day with an average il
fingerstick glucose of 125 mg/dL
with 18% of values < 70 mg/dL
and an A1C of 6.1%.

L ««,MW WY,

» He presents with his daughter - :




Patient case: John

Which aspects of the patient’s
history would make you
consider CGM therapy?

A. Episodes of severe
hypoglycemia requiring
assistance from others

B. 8% of readings in
hypoglycemia range

. A1C 6.1%
. All of the above

O O




Patient case: John -

Answer: D, All of the above
 A1C Goal -- factors to consider: -
e Support system

« Vascular complications

« Comorbidities

 Life expectancy

« Diabetes duration

* Risks associated with hypoglycemia
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SOCIAL
DETERMINANTS
OF HEALTH.

SOCIAL DETERMINANTS OF
HEALTH.

Additional information has been
included on social determinants of
health in diabetes to reflect the
evidence presented in “Social
Determinants of Health in Diabetes: a
Scientific Review,”

COST-RELATED MEDICATION
NONADHERENCE.
Added this concept

American
Diabetes
- Association.
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Tailoring Treatment for Social Context

Assess food insecurity, housing insecurity/homelessness, financial
barriers, and social capital/social community support and
apply that information to treatment decisions.

Refer patients to local community resources when available.

Provide patients with self management support from lay health

coaches, navigators, or community health workers when
available.

American
Diabetes
. Association.
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Diabetes Self-
management
Education and

Support

DSMES

Based on :

“Diabetes Self-management Education and
Support in Adults With Type 2 Diabetes: A
Consensus Report of the American
Diabetes Association, the Association of
Diabetes Care & Education Specialists, the
Academy of Nutrition and Dietetics, the
American Academy of Family Physicians,
the American Academy of PAs, the
American Association of Nurse
Practitioners, and the American
Pharmacists Association,” published in June
2020.
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FACILITATING BEHAVIOR CHANGE AND WELL-BEING TO IMPROVE HEALTH OUTCOMES

Diabetes Self-management Education and
Support

Four critical time points have been defined when the need for DSMES

1. At diagnosis

2. Annually and/or when not meeting treatment targets

3. When complicating factors (health conditions, physical limitations,
emotional factors, or basic living needs) develop that influence self-
management

4, When transitions in life and care occur

American
47 Diabetes
| . Association.
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BRING IT ALL TOGETHER

Connected for Life



Section 1

Improving Care
and Promoting

Health In
Populations




1. Delivery system design (moving from
a reactive to a proactive care
delivery system where planned visits
are coordinated through a team-

Ch fon | C Car e based approach)
M O d el 2. Self-management support

3. Decision support (basing care on
evidence-based, effective care

guidelines)
The Chronic Care Model 4. Clinical information systems (using
Includes six core registries that can provide patient-
.. specific and population-based
elements to optimize the support to the care team)
care of patients with 5. Community resources and policies

(identifying or developing resources
to support healthy lifestyles)

chronic disease

6. Health systems (to create a quality-
oriented culture) A Dibetes.

. Association.
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Diabetes and Population Health.

1L

on

1.2
Care

goal

1.3
of

Ensure treatment decisions are timely, rely on evidence-based
guidelines, and are made collaboratively with patients based
Individual preferences, prognoses, and comorbidities. B

Align approaches to diabetes management with the Chronic
Model. This model emphasizes person-centered team care,
Integrated long-term treatment approaches to diabetes and
comorbidities, and ongoing collaborative communication and
setting between all team members. A

Care systems should faclilitate team-based care and utilization
patient registries, decision support tools, and communits\
Involvement to meet patient needs. B

American
Diabetes
. Association.
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3 Major Themes

1. Individualize Care
— High-risk or established ASCVD, CKD, or HF

2. Glycemic Assessment and Technology
— Time Iin Range, CGM

3. Social Determinants of Health
— Assess and Refer N
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* Full version available
* Abridged version for PCPs
Standards Of Care * Free app, with Interactive tools
* Pocket cards with key figures
Resources * Free webcast for continuing
education credit

Professional.Diabetes.org/SOC

American
Diabetes
- Association.

Connected for Life



February Webinar

* Date/Time: February 18, 2021 from
2-3 pm Eastern

* Topic: Together 2 Goal® Group
Success Stories

* Presenter: Kristine Mendez (Scripps
Health — Scripps Medical Foundation)
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