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LTC Clinician Network Recent Presentations

The Virginia Long-Term Care Clinician Network (LTC-CN):

A partnership between VDH and VCU

Kristin MacDonald, MS, RD'; Laura Finch, MS. GNP, RN'; Kimberly lvey, MS'; Jenni Mathews, BS'; Christian Bergman, MD, CMD?; Leland Bert Waters, PhD'
" VCU Center on Aging, College of Health Professions. Virginia Commonwealth University, Richmond, VA

“ Division of Geriatnc Medicine, Department of Internal Medicine, School of Madicine, Virginia Comr

The Virginia LTC-CN brings together
medicsl directors and advanced practice
clinicians working across the state in nursing
homes, assisted living facilities and other
congregste care settings. It provides s central
mode of communication for providers,
access to a monthly newsletter and forum,
and free LTC resources.

Recruitment

Steering committee of MDs and NPs
recruited from each VA health district
Assume VDH COVID task force newsletter
and distribution list for Feb-May 2023 with
“optin" thereafter

1,200 postcards sent to facilities and
providers, emails, business cards, flyers

Recent Forum Topics

2023 AMA CPT coding changes
Appropriate antipsychotic use in LTC
Enhanced bsrrier precautions

Antibiotic stewardship

Deprescribing and medication
management in LTC

Properly completing the death certificate

University, Ri

l/ VIRGINIA
DEPARTMENT
OF HEALTH

d, VA

Growing from the need to problem solve quickly during the COVID-18 pandemic, this

peer provi network facilitat:

Network Growth

Virginia LTC Clinician Network
Year 2 Expansion

Marketing & Communications.
[ VoofyFoum |
Climical Education
e TE—

of vital inf;
discussion on timely topics saffecting LTC clinicians throughout the commonwesalth.

and robust

The network currently
consists of 205
interdisciplinary
members. including 50
NPs, 4 PAs, and 32
MD/DOs representing
the 5 VDH heaslth
planning regions of the
Commonweslth.

Network Membership by

Region

| tecneen
[

Soatmes

» Recruitment

= Clinician time constraints

- Zoom engagement strategies
- Attendance motivation

- Content management

= Demonstrating value

Beyond 2024 Vision — a real-time learning
collaboration connecting heslth system
independent providers in PALTC.

We would like o Scan to vigt the website
Wiebsite: toon veu edu
Emal:  MocndDveu edu

U Division of
Genatric
Medicine

* VCU Department

VDH LTC Cross
Collaboration

Assembly Richmond,
VA, Sept 12, 2023

VAMDA - Virginia
Society for Post Acute
and LTC Medicine VA
Beach, Sept 16, 2023

ltccn.vecu.edu



Introducing the Network - Share w/ Peers

About the Network: The Virginia Long-Term Care Clinician Network (LTC-CN) brings together medical

directors and clinicians practicing in nursing homes, assisted living facilities, and other congregate care
settings, such as Program of All-inclusive Care for the Elderly (PACE).

Member Benefits:

e Free peer network fostering open discussion and collaboration
e Monthly newsletter

e Monthly forum (third Wednesday of each month from 4:00-5:00 pm)

o Each registered Network member receives a unique Zoom invite link. Please do not forward your

link as this may lead to problems joining the Forum. Encourage your colleagues to register
instead!

ltccn.vecu.edu



Where to find us, slides, monthly newsletter?

@ VIRGINIA COMMONWEALTH UNIVERSITY WE ARE THE /1 /\COMMON. .{.“.Y‘é.,

A partnership between VDH and VCU.
A

SCAN ME

OFiD
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https://ltccn.vcu.edu/

Who are we?

Staff

Christian Bergman, MD -
Principal Investigator

Bert Waters, PhD - Project
Director

Laura Finch, MS, GNP, RN -
Clinical Coordinator

Kim Ivey, MS - Communications /
Administration

Jenni Mathews - Survey Data &
Evaluations Specialist

Kristin MacDonald, MS, RD -
Newsletter & Content Editor

Virginia Health Districts and Regions

Health Region
:l Easterm

| ] Northwest
Central 5 uncron
- Northern o
- Southwest
l:’ Health District

uuuuuuu
;;;;;

Steering Committee

Eastern Region: Rob Walters, MD & Mary Mallory, NP
Northwestern Region: Jonathan Winter, MD

Central Region: William Reed, MD & Tangela
Crawley-Hardy, NP

Southwest Region: Katherine Coffey-Vega, MD & Jamie
Smith, NP

Northern Region: Noelle Pierson, NP

Statewide: Shawlawn Freeman-Hicks, NP

Members: All of you who have registered
for the LTC Clinician Network

ltccn.vecu.edu



Monthly Forum - Every 3rd Wednesday, 4-5 PM

Forum topics will be in areas of interest to clinicians working in long term care. We will
continue to integrate COVID-19 topics in our discussion. Share the membership QR code
with your work colleagues so they can get a unique link.

Upcoming Forums
e October 18 Medical Updates
e November 15 Vaccination Updates
e December 13 **** Change in Date
e January 17,2024 Trauma Informed Care

ltccn.vecu.edu



Monthly Forum Structure

Introduction - 2 minutes

Open Discussion - 10 minutes

Featured Monthly Topic - 15-20 minutes with discussion
Updates - 3 minutes

Feedback - 3 minutes verbal and evaluation at end of meeting

ltccn.vecu.edu



Pandemic Plannina/Preparedness Poll

In preparing for the next pandemic, what is the priority in your experience?

A. Preparedness (PPE, communication networks, emergency preparedness
plans, vaccination delivery systems, equipment, cleaning)

Addressing challenges and burdens such as regulation, information flow
Sustainability (funding, testing, screening, burnout of staff)
Collaboration (partnerships, guidance, continuum of care)

Staff Education (infection prevention, QAPI)

All of above

Mmoo O W

ltccn.vecu.edu



As you join, please turn on cameras and mic or unmute your phone and say
hello to your Virginia colleagues. We all have a common bond: the choice
to serve in a unique area of health care. During the presentation we can
mute ourselves until it is time for more interaction.

ltccn.vecu.edu



Share with your peers on the Virginia LTC-CN

Please use the Chat box to share:

- Name

- Role

- Location in Virginia (city or region)
- Favorite fall activity in Virginia

Thank You for taking care of Virginia's residents of PACE, assisted living and
nursing homes!

ltccn.vecu.edu



Diabetes Update

Dr. Christian Bergman




Diabetes Update 2023

Based on American Diabetes Association
Standards of Care in Diabetes 2023 Update C Suppiement
released Jan 2023

, Standards of Care
Volume 46 Issue Supplement_1 | Diabetes Care in Diabetes—2023

https://diabetesjournals.org/care/issue/46/Supplement_T1

ltccn.vecu.edu


https://diabetesjournals.org/care/issue/46/Supplement_1

Diabetes Update 2023

Some Figures from American
Academy of Clinical Endocrinologists
(AACE), May 2023

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII

AACE COMPREHENSIVE

TYPE 2 DIABETES
MANAGEMENT ALGORITHM

https://www.endocrinepractice.orqg/ar
ticle/S1530-891X(23)00034-4/fulltext

ltccn.vecu.edu
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Diabetes Update 2023

What's new?

s1
S5

S10

Different Sections

s19

Standards of Medical Care in Diabetes—2023

Introduction and Methodology
Summary of Revisions

1. Improving Care and Promoting Heaith in
Populations
Diabetes and Population Health
Tailoring Treatment for Social Context

2. Classification and Diagnosis of Diabetes
Classification
Diagnostic Tests for Diabetes
Type 1 Diabetes
Prediabetes and Type 2 Diabetes
Cystic Fibrosis—Related Diabetes
Posttransplantation Diabetes Mellitus
Monogenic Diabetes Syndromes
Pancreatic Diabetes or Diabetes in the

Context of Disease of the Exocrine Pancreas

Gestational Diabetes Mellitus

3. Prevention or Delay of Type 2 Diabetes and
Associated Comorbidities
Lifestyle Behavior Change for Diabetes Prevention
Pharmacologic Interventions
Prevention of Vascular Disease and Mortality
Person-Centered Care Goals

$140

|::>10.

—

$191

9.

11.

Pharmacologic Approaches to Glycemic Treatment

Pharmacologic Therapy for Adults With Type 1 Diabetes

Surgical Treatment for Type 1 Diabetes

Pharmacologic Therapy for Adults With Type 2
Diabetes

Cardiovascular Disease and Risk Management
The Risk Calculator

Hypertension/8lood Pressure Control

Lipid Management

Statin Treatment

Antiplatelet Agents

Cardiovascular Disease

Chronic Kidney Disease and Risk Management

Chronic Kidney Disease

Epidemiology of Diabetes and Chronic Kidney Disease

Assessment of Albuminuria and Estimated Glomerular
Filtration Rate

Diagnosis of Diabetic Kidney Disease

Staging of Chronic Kidney Disease

Acute Kidney Injury

Surveillance

Interventions

Referral to a Nephrologist

ltccn.vecu.edu



Diabetes Updates 2023

$68 5. Facilitating Positive Heaith Behaviors and Well-being
t0 Improve Health Outcomes
Diabetes Self-management Education and Support
Medical Nutrition Therapy
Physical Activity
Smoking Cessation: Tobacco and e-Cigarettes
Supporting Positive Health Behaviors
Psychosocial Care

ITEATMENT LO3IS

Lifestyle Management

Pharmacologic Therapy

Special Considerations for Older Adults With Type 1
Diabetes

Treatment in Skilled Nursing Facilities and
Nursing Homes

End-of-Llife Care

$230 14, Children and Adolescents

597 6. Glycemic Targets
Assessment of Glycemic Control
Glycemic Goals

Hypoglycemsa
Intercurrent lliness

si11 7. Diabetes Technology

General Device Principles

8lood Glucose Monitoring

Continwous Glucose Monitoring Devices
Insulin Delivery

J

Type 1 Diabetes
Type 2 Diabetes
Transition From Pediatric to Adult Care

254  15. Management of Diabetes in Pregnancy

Diabetes in Pregnancy

Glycemic Targets in Pregnancy

Management of Gestational Diabetes Mellitus

Management of Preexisting Type 1 Diabetes
and Type 2 Diabetes in Pregnancy

Preeclampsia and Aspirin

Pregnancy and Drug Considerations

ltccn.vecu.edu



Diabetes Update 2023

Sections to Cover Today

6. Glycemic Targets

7. CGM Devices

9. Pharmacological Treatment, type 2 DM
10. Blood Pressure Control

13. Treatment in SNF/LTC

Chat in your questions as we go through the sections so we can pause and
discuss.

ltccn.vecu.edu



Glycemic Targets

Recommendations

6.1 Assess glycemic status (A1C or other glycemic measurement such as time
in range or glucose management indicator) at least two times a year in
patients who are meeting treatment goals (and who have stable glycemic
control). E

6.2 Assess glycemic status at least quarterly and as needed in patients whose
therapy has recently changed and/or who are not meeting glycemic
goals. E

Table 6.1—Estimated average glucose
(eAG)

A1C (%) mg/dL* mmol/L

5 97 (76-120) 5.4 (4.2-6.7)
6 126 (100-152) 7.0 (5.5-8.5)
7 154 (123-185) 8.6 (6.8-10.3)
8 183 (147-217) 10.2 (8.1-12.1)
9 212 (170-249) 11.8 (9.4-13.9)
10 240 (193-282) 13.4 (10.7-15.7)
11 269 (217-314) 14.9 (12.0-17.5)
12 298 (240-347) 16.5 (13.3-19.3)

ltccn.vecu.edu



Approach to Individualization of Glycemic Targets

Patient / Disease Features More stringent 4m== A1C 7% ~w=mp Less stringent

L]
m Risks potentially associated
C e I C a r . e S with hypoglycemia and

other drug adverse effects

\

Disease duration

° newly diagnosed long-standin g
Recommendations o g
6.7 Less stringent A1C goals e = -
(such as < 8.0%) may be :

l

Important comorbidities

appropriate for patients with
limited life expectancy or where e
the harms of treatment are S P
greater than the benefits.

absent few / mild severe

|

few / mild severe_ |

- R e et | €
6.8 Reassess glycemic targets = o
based on the individualized s R - ————— g

. . readily available limited
criteria. .
Figure 6.2—Patient and disease factors used to determine optimal glycemic targets. Character-
istics and predicaments toward the left justify more stringent efforts to lower A1C; those to-
ward the right suggest less stringent efforts. A1C 7% = 53 mmol/mol. Adapted with permission
from Inzucchi et al. (71).



Table 7.3—Continuous glucose monitoring devices

Type of CGM Description

rtCGM CGM systems that measure and display glucose levels continuously

isCGM with and without alarms CGM systems that measure glucose levels continuously but require scanning for visualization and storage of
glucose values

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

CGM, continuous glucose monitoring; isCGM, intermittently scanned CGM; rtCGM, real-time CGM.

Real-time CGMs

7.11 - Real-time continuous glucose
monitoring A or intermittently scanned
continuous glucose monitoring B should
be offered for diabetes management in
adults with diabetes on multiple daily
injections or continuous subcutaneous
insulin infusion who are capable of using
the devices safely (either by themselves
or with a Caregiver)- The choice of device combined glucose sensor/transmitter (inserted in your upper arm) and a separate touchscreen
should be made based on the individual's reader device. The sensor continuously samples and measures glucose levels, generates a new

circumstances, preferences, and needs. glucose value every minute, and records the reading every 15 minutes for 10 to 14 days of sensor
wear time, depending on the model.

These systems are made up of three components: the sensor (a small wire catheter that is inserted
under the skin on your arm or abdomen), a transmitter that attaches to the sensor, and a handheld

receiver and/or smartphone that displays your glucose data in real time.

Intermittently scanned CGMs

This system requires you to scan the device to get your glucose data. It uses two components: a



Continuous Glucose Monitoring

Real-time CGMs

See your current
glucose instantly

These systems are made up of three components: the sensor (a small wire catheter that is inserted BVt
markers

under the skin on your arm or abdomen), a transmitter that attaches to the sensor, and a handheld

receiver and/or smartphone that displays your glucose data in real time.

Your glucose
history

SR e
e Wireless rechargeable
transmitter

Medtronic Guardian CGM

FreeStyle
Libre 3
Sensor + App" Size: 21x2.9mm One piece applicator Kot tiond: gliecrite il st Intermlttently scanned CGMS
every minute to smartphone*
) This system requires you to scan the device to get your glucose data. It uses two components: a
Fregstyle . )/4 combined glucose sensor/transmitter (inserted in your upper arm) and a separate touchscreen
Libre 2 ’ 7. ‘ :
S~ 'f,/ reader device. The sensor continuously samples and measures glucose levels, generates a new
— |

glucose value every minute, and records the reading every 15 minutes for 10 to 14 days of sensor

Sensor + Reader Size:30 x5 mm Two piece applicator Scan to see glucose readings

wear time, depending on the model.



CGM in LTC - Complicated

B u.s. National Library of Medicine

ClinicalTrials.gov The investigators propose to conduct a
randomized controlled trial to determine whether
the use of Dexcom CGM with Glucose Telemetry
System (CGM-GTS) with hypoglycemia alarm
compared to standard of care using capillary POC
testing, will facilitate diabetes treatment and
reduce the risk of hypoglycemia in patients with
T2D in LTC facilities. Participants in the standard
of care group will also wear a CGM (blinded one).

Home > Search Results >  Study Record Detail

Dexcom CGM in Long-term Care

Sponsor:
Emory University

Collaborator:
DexCom, Inc.

Information provided by (Responsible Party):
Guillermo Umpierrez, MD, Emory University

https://classic.clinicaltrials.gov/ct2/show/NCT04818242 ltcen.veu.edu



https://classic.clinicaltrials.gov/ct2/show/NCT04818242

CGM in LTC - Medicare LCD

Local Coverage Determination (LCD)

Blood Glucose Monitoring in a Skilled Nursing Facility (SNF)

L34834
Repeated performance of finger-stick blood glucose tests to maintain standing orders for insulin injection or oral hypoglycemic
agents does not meet the criteria for Part B payment in a SNF. Payment for nursing care glucose monitoring is encompassed under
Medicare Part A and other payment methods. If the patient is in a skilled nursing facility, routine glucose monitoring (including any
tests which are not promptly reported) is a part of routine personal care and is not a separately billed procedure (PM AB-00-108,

December 2000).

The home glucose monitoring device is on the list of instruments that can be administered by providers registered under the
Clinical Laboratory Improvement Amendments of 1988 (CLIA), including providers registered with only a certificate of waiver.
However, Medicare Part B may only pay for a glucose monitoring device and related disposable supplies under the durable
medical equipment benefit if the equipment is used in the home or in an institution that is used as a home. A hospital or SNF is not
considered a home under the SSA, Sect. 1861 (h)

https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?LCDId=34834
https://www.cms.gov/medicare-coverage-database/view/lcd.aspx?lcdid=33822 -
Glucose Monitors - part B medicare, may be allowed in LTC pts

ltccn.vecu.edu
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Pharmacological Treat

LIFESTYLE THERAPY
(Including Medically Assisted Weight Loss)

gD EIIIms TR

MONOTHERAPY*

Metformin "

/ GLP-1RA

SGLT2i

1 not at goad in 3 months
proceed to Dual Therapy

* Ordar of modications represants a suggesied hierarchy of usage;
recommendation

length of Ine reflects strengt of

j, SUGLN s AGI
SUIGLN

1 nct at goal
in 3 monthe
proceed 1o
Triph Theeapy

T2

Basal msullvl_ Basal Insulin
Colesevetam DPP-4i o
Bromocriptine QR v Colesevelam

AGI .~ Bromocriptine OR

4
(

o ¥ nat at goal in

3 manths procoed
0 or intensky
insuln therapy

PROGRESSION OF DIS

SE

SYMPTOMS
NO

ADD OR INTENSIFY
INSULIN

Refer o Insulin Algorithm

LEGEND

Faw acverse evonts ancior
possibie benefts
b Use win caution

2017 AACE

ment in T2DM

efficacy to achieve goals:

[ Setindividualized weight management goals ]

COMBINATION therapy that provide

adequate EFIEAYto aciers General lfestyleadvics: | | Intensive evidence-

GLP-1 RA" with proven o
VD benefit s VD benefit

‘medical nutriten ‘based structured
physcal activity program
priority in high-risk individuals
— L} Consider medication | | Consider metabolic
PREFERABLY In general, higher efficacy approaches for weight loss: sagery
SGLT2I withprimary evidence of Bt P
‘educing OKD progression shoemicgeals ‘When chocsing glucose-towering therapies:
Eficacy i
Use S6LIZI ith an eGFR
20 mUinin ,:77‘}‘:«'..:.'..:“.- Very High: glucose and
o thry-- v—u--x ‘Semaglutide, Tirzepatide T
Insulin Efficacy for weight loss
iLPIIA'IlHIMMMIIHTII . g
% " Combination Ora, Combination Very High:
SGLT2inottoleraed orcontraindicated njctable (6L7-1 RWlnsulin) Semaglutde,Tizepatide

+ For patients on 2 6LP-1 RA,consider adeing SGLTZiwith
proven CYD benefit or vice versa

4

High: High:
6LP-1 RA (vt lsted above), Metformin, Dulaglutide, Linglutide
SGLI21, Sulfontarea, 72D Intermedite:
‘GLP-1 RA (not listed above), SGLT2I
DPP-4i

Neutral:
DPP-4i, Metformin
! g

— ATE above target
¥

=t o haology (e diagnastic CGM) to identity therapeutic gaps and tailor theragy
FFeP-IRA - nmmmmwmmmmuu;m
Figure 9.3—L type 2 dabetes. ACEi R, AR, blocker; ASCVD,
vasaular disease; CGM, onitoring; CXD, disease; CVOT, dipeptio/ peptid
larfilrationrate; GLP1 RA, glucagon ke peptide 1 receptor agonist; HF, heart falure; HEpEF, heart fracton; HEFE, hea heart failure; MACE,

najor

2023 ADA

2inhibitor; un type 2 diabetes; T2D, thiazolidinedione. Adapted from Davies et al. (45),

ltccn.vecu.edu



Pharmacological Treatment in T2DM

DPP-4 Inhibitor Thiazolidinedione
*Low potency *Weight gain
*Unresolved safety g *Heart fallure exacerbation
*Osteoporosis
*Many other possible side
- effects
GLP-1 Receptor Agonist *May be especially effective
Sulfonylurea *Weight Loss when insulin resistance is high
*Greater risk of *Abdominal pain/nausea
hypoglycemia *Unresolved safety questions
*Weight gain 7 SGLT-2 Inhibitor
*May not work if patient has

*Weight loss

*Urinary tract infections
*Improves blood pressure
*Dehydration/Loss of

consciousness in some patients

little endogenous insulin

Endogenous
(Natural)
Insulin

Long-Acting Insulin
*Greater risk of hypoglycemia

*Weight gain # Lower Blood Sugar
*Works even when patient cannot
make much endogenous insulin

lar Outcomes

ltccn.vecu.edu


https://www.researchgate.net/figure/Major-classes-of-drugs-to-treat-type-2-diabetes-and-primary-mechanisms-of-antidiabetic_fig1_309724923

Table 9.2—Medications for lowering gl y of ch istics
Hypogly- CV effects Renal effects
Efficacy’ o Weight change® Hiocton NACE " o Oralisa Cost | Clinical considerations
Metformin High o Neutral (potential | Potential Neutral Nautral «  Contraindicated with eGFR <30 mUimin ~ Oral Low +  Glside effects common; Yo mitigate 61 side effects,
for modest loss) | benefit per 13 releass formulaions, and aéminisiration with foed
«  Patential for vitamia B12 deficiency; menitor at reg
SGLTZ inhibitors Intermediate | No Loss Benefit: Benefit Benefit: +  See Labels for renal dose considerations | Oral High « DKArisk rare in T20M: discontinue, evaluate, and i
tohigh i iate) fiazi i i efindividual agests sredisposing risk factors and clinical presentation (
empagliflozin dapaghflozin, | dagaglifiozin, +  Glucose-lowering effect i lower for before scheduled surgery (e.g., 3-4 days), during ¢t
empagifiozin, | empaglifiezn SGLT2 imhibitors at lower eGFR mitigate patential sk
ertuglifiozin « Increased risk of genital mycotic infectisns
» Necrotizing fascitis of the perineum {Fournier gang
treatment if suspected
*  Atestion to volume stalus, blood pressure; affust ol
GLP-1 RAs Highto No Loss Benefit: Neutral Benefit for renal = See labels for renal dose considerations | S0; oral High «+ Riskof thyroid C-cell tumors in rodests; human reli
very high {intermedizte to | delaglutide, eadpoints in CV0Ts, of individual agents (semzglutide) dulaglutide, exenatide extended release, semagluti
very bigh} liraghutide, driven by albumiseria | «  No dose adjustiment for dulaglutide, «  Counsel patients on patential for 61 side effects asd
semzglutde outcomes: liragletide, semaglutide guidance on dietary modications to mitigate 61 sid
(50) dulaglutide, + Monitor renal function when initiating or ealing practioes [¢.g. step eating once fulll, decrea
Neutral: liraglutide, escalating doses in patients with renal consider slower dose titration for patients experien
enenatide semaghatide (SQ) impairment reporting savere adverse «  Pancrealifis has beea reporled in clinical trials but/
ence weekly, 6l reactions Discontinue if pancrealitis is suspected
Tixisenatide «  Evaluate for gallbladder disease # cholelithiasis or
GIP and 6LP-1 RA Yery bigh Xo Loss {very high) | Under Under Under investigation | «  See label for renal dese censiderations S High «  Risk of thyroid C-cell tumars in rodeats; human reli
investigation investigatien *  Nodose adfustment »  Counsel patients on potential for 61 side effects and
«  Monitor renal function whea initiating or guidance on dietary modifications fo mitigate 61 sid
estalating doses in patients with renal ealing practioes [¢.g. step eating once full], decrea:
impairment reporting severs adverse consider slower dose fitration for patients experien
6l reactions «  Pancreatifis has beea reported in clinical trials but
Discantinue if pancreatitis is suspected
«  Evaluate for gallbladder disease # cholelithiasis or
DPP-4 inhibitors Intermediate | No Neutral Neutral Neutral Neutral «  Renal dese adjesiment required Oral High «  Pancreatifis has beea reported in clinical trials but |
{poteatial risk, {sitagliptin, saxagliptin, alogliptin); can Discontinue if pancreatitis is suspected
saxagliplin) be used in renal impairment «  Jond pain
« Nodose adustmet regquired for . Bak ingl: di i
isagliptin
Thiazolidinediones | High No Gain Potential benefit: | Incroased risk | Neutral «  Nodose afjusiment roquired Oral Low « Congestive HF (pioglitazone, resiglitazone)
pioglitazone «  Generally not recommended in renal «  Fluid retention (edema; heart failure)
imgairment due b potential fer fluid «  Benefitin NASH
retentisn *  Riskof bone fractures
«  Weight gain: consider lower doses %o miligate weig|
Sulfonylureas High Yes Gain Neutral Neutral Neutral +  Glyburide: generally not recommended  Oral Low +  FDA Special Warning o increased risk of CV mortali
(2nd generation) in chronic kidney disease (tolbetamide); glimepiride shown to be CV safe (see
+  Glipzide and glimepiride: initiate «  Use with caution in persons 2t risk for hypaglycemi:
i to avoid
Insulin | Human High to Yes Gain Neutral Neutral Neutral «  Lower insulin deses required with a S0; inhaled Low (S0} | + Injection site reactions
Analogs very high decrease in eGFR; tilrate per clisical Py i « Higher risk of hypeglycemia with humzn insulin (N?
response

CV, cardiovascular; CVOT, cardiovascular outcomes trial; DKA, diabetic ketoacidosis; DKD, diabetic kidney disease; DPP-4, dipeptidyl p

idase 4; eGFR, esti

d glomeru

U.S. Food and Drug Administration; Gl, gastrointestinal; GIP, gastric inhibitory polypeptide; GLP-1 RA, glucagon-like peptide 1 receptor agonist; HF, heart failure; NASH, non:
MACE, major adverse cardiovascular events; SGLT2, sodium—glucose cotransporter 2; SQ, subcutaneous; T2DM, type 2 diabetes mellitus. *For agent-specific dosing recomr
to manufacturers’ prescribing information. *Tsapas et al. (62). *Tsapas et al. (114). Reprinted from Davies et al. (45).

Dosage strength/

Class Compound(s) product (if applicable)

Biguanides e Metformin 850 mg (IR)
1,000 mg (IR)
1,000 mg (ER)

Sulfonylureas (2nd » Glimepiride 4 mg

generation) o Glipizide 10 mg (IR)
10 mg (XL/ER)
e Glyburide 6 mg (micronized)

Thiazolidinedione

«a-Glucosidase inhibitors

Meglitinides

DPP-4 inhibitors

SGLT2 inhibitors

GLP-1 RAs

GLP-1/GIP dual agonist

Bile acid sequestrant

Dopamine-2 agonist

Amylin mimetic

e Pioglitazone

e Acarbose
* Miglitol

* Nateglinide
* Repaglinide
* Alogliptin

e Saxagliptin

e Linagliptin

* Sitagliptin

o Ertuglifiozin
o Dapaglifiozin
* Canaglifiozin
e Empaglifiozin

o Exenatide
(extended release)

» Exenatide

e Dulaglutide

e Semaglutide

e Liraglutide
e Lixisenatide

» Tirzepatide

o Colesevelam

e Bromocriptine

o Pramlintide

5 mg
45 mg

100 mg
100 mg
120 mg
2 mg
25 mg
5 mg
5 mg
100 mg
15 mg
10 mg
300 mg
25 mg

2 mg powder for
suspension or pen
10 pg pen
4.5 mg mL pen
1 mg pen
14 mg (tablet)
1.8 mg pen
20 pg pen
15 mg pen

625 mg tabs
3.75 g suspension

0.8 mg
120 pg pen




Glycemic Management: Choose Achievement and Maintenance of
approaches that provide the Weight Management Goals:
sfficacy 1o achieve goals: [ setindvigualied weight mangement goals |
Metformin OR Agent(s) including
COMBINATION therapy that provide 2 - i s
adequate EFFICACY to achieve  advics: "':::" "‘""’3'
and maintain treatment goals 5 " sV
Consider avoidance of hypoglycemia a program
priority in high-risk individuals

Consider medication Consider metabolic

In general, higher efficacy approaches for weight loss surgery
SBUT2P with pri evidence of have greater likelihood of 9

reducing CKD progression Slycemic goals When choosing glucose-lowering therapies:
Efficacy for glucose lowering

. Z Consider regimen with high-te-very-high dual
Use SGLT2i in people with an eGFR !
‘ 220 mUmin per 1.73 m'; once initiated Very High: glucose and weight efficacy
GLP-1 RA* with proven EULl  SGLY2iF with proven

should be continued until init Dulaglutide (high dose),
CYD benefit of dialysis or transplantation

CVD benefit

Semaglutide, Tirzepatide |

6LP-1 RAwith VD benefitf Insulin Efficacy for weight loss
.’ l i
S6l12 ottt o contrainicated PERS AR it S Sy Sy
Injectable (6LP-1 RA/Insulin) Semaglutide, Tirzepatide
g L
P — IF ATC above target, for patients on GLP-1RA (not listed above), Metformin, Dulaglutide, Liraglutide
: : 3 i 1 SGLTZi, consider incorporating a SGLY2i, Sulfonylurea, TZD Intermediate:
= For patients on a GLP-1 RA, consider adding SGLTZi with GLP-1 RA or vice versa et GLP-1 RA (not listed above), SGLTZi
proven CVD benefit or vice versa DPP-4i Neutral:
« TIDA

DPP-4i, Metformin
4 ¥ l 2
If additional cardiorenal risk reduction or glycemic Lowsring needed —_—

* In peaple with HF, X0, established CVD e meltiple risk facters for CVD, the decisien to ese a GLP-1 RA or SGLT2i with proven besefit should be independent of backgroend use of metformin; A strang Identify barriers to goals:

recommendation is warranted for peaple with CVD aad a weaker recommendation for thase with indicators of high CV risk. Mereover, a Nigher absslute risk reduction and thus lower numbers seeded fo treat « Consider DSMES referral to support self-efficacy in achievement of goals

are seen at higher levels of baseline risk and should be factored into the shared decision-making precess, See tex! for details; * Low-dose TZ0 may be bether tolerated aad similarly effective; § For SGLT2I, CV/ « Consider technology (e.g., diagnestic CGM) to identify therapeutic gaps and tailor therapy
renal outcomes trials demonstrate their efficacy in redecing the risk of composite MACE, CY death, all-cause martality, ML HHF, aad renal outcomes in individeals wih T20 with established/high risk of CVD; « Identify and address SDOH that impact achievement of goals

# Far 6LP-1RA, CVOTs their efficacy in reducing composite MACE, CV death, all-cause martality, ML stroke, and rznal endpsints in individuals with T2D with establishedhigh risk of CVD.

Figure 9.3—Use of glucose-lowering medications in the management of type 2 diabetes. ACEi, angiotensin-converting enzyme inhibitor; ACR, albumin-to-creatinine ratio; ARB, angiotensin receptor blocker; ASCVD, atherosderotic cardio-
vascular disease; CGM, continuous glucose monitoring; CKD, chronic kidney disease; CV, cardiovascular; CVD, cardiovascular disease; CVOT, cardiovascular outcomes trial; DPP-4i, dipeptidyl peptidase 4 inhibitor; eGFR, estimated glomeru-
lar filtration rate; GLP-1 RA, glucagonike peptide 1 receptor agonist; HF, heart failure; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced ejection fraction; HHF, hospitalization for heart failure; MACE,
major adverse cardiovascular events; MI, myocardial infarction; SDOH, social determinants of health; SGLT2i, sodium-glucose cotransporter 2 inhibitor; T2D, type 2 diabetes; TZD, thiazolidinedione. Adapted from Davies et al. (45).




AACE 2023 Algorithms

Let's look at a different way to display this
- Complication-Centric Algorithm for Glycemic Control
- Glucose-Centric Algorithm for Glycemic Control
- Algorithm for Adding/Intensifying Insulin

Lipid and HTN management

ltccn.vecu.edu



COMPLICATIONS-CENTRIC ALGORITHM FOR GLYCEMIC CONTROL

HER T2D THERAPIES

ASCVD or High
Risk! for ASCVD

Order of
medications
suggests hierarchy
forselection

GLP-1RA% or SGLT2i# GLP-1RA? or Pioglitazone SGLT2i or GLP-1RAS

AIC >7.5% start 2
agents, A1C >9.0%
or >1.5% above goal

Continue or start metformin if appropriate start 2-3 agents

If A1C >10% and/or
glucose >300 mg/dL
with symptomatic
hyperglycemia,
use basal insulin
+/-GLP-1RA

If not at glycemic target at <3 months, titrate to maximum tolerated dose or add agent not in use

SGLT2i% or GLP-1RA

GLP-1RA or SGLT2i®

TOYLNOD DJIWIDATO ¥O4 WHLINOOTY DI¥LN3ID-3SOONTO OL OO

IF NOT AT GOAL: CONTINUE TO GLUCOSE-CENTRIC ALGORITHM FOR GLYCEMIC CONTROL

OR ALGORITHM FOR ADDING/INTENSIFYING INSULIN

1High risk for ASCVD: albuminuria or proteinuria, hypertension and left ventricular (LV) hypertrophy, LV systolic or diastolic dysfunction, ankle-brachial index <0.9.
2TZDs are contraindicated in NYHA Class lI/IV HF. 3ASCVD: liraglutide/semaglutide/dulaglutide or Stroke: semaglutide/dulaglutide.
4canaglifiozin/empaglifiozin. SUse SGLT2i or GLP-1RA with proven benefit.

COPYRIGHT ®© 2023 AACE. May not be reproduced in any form without express written permission from Elsevier on behalf of AACE. \
Visit https2//doi.org/10.1016/j.eprac.2023.02.001 to request copyright permission, M‘ : E

Algorithm Figure 6-Complications-Centric Glycemic Control

Dosage strength/

Class Compound(s) product (if applicable)

Biguanides e Metformin 850 mg (IR)
1,000 mg (IR)
1,000 mg (ER)

Sulfonylureas (2nd e Glimepiride 4 mg

generation) ® Glipizide 10 mg (IR)
10 mg (XL/ER)
® Glyburide 6 mg (micronized)

Thiazolidinedione

a-Glucosidase inhibitors

Meglitinides

DPP-4 inhibitors

SGLT2 inhibitors

GLP-1 RAs

GLP-1/GIP dual agonist

Bile acid sequestrant

Dopamine-2 agonist

Amylin mimetic

e Pioglitazone

® Acarbose
* Miglitol

o Nateglinide
* Repaglinide
* Alogliptin

e Saxagliptin

e Linagliptin

« Sitagliptin

e Ertuglifiozin
o Dapaglifiozin
* Canaglifiozin
e Empaglifiozin
* Exenatide

(extended release)

* Exenatide

e Dulaglutide
o Semaglutide

e Liraglutide
e Lixisenatide

» Tirzepatide

o Colesevelam

e Bromocriptine

® Pramlintide

5mg
45 mg

100 mg
100 mg
120 mg
2 mg
25 mg
S mg
5mg
100 mg
15 mg
10 mg
300 mg
25 mg

2 mg powder for
suspension or pen
10 pg pen
4.5 mg mL pen
1 mg pen
14 mg (tablet)
1.8 mg pen
20 pg pen
15 mg pen
625 mg tabs
3.75 g suspension

0.8 mg
120 pg pen




GLUCOSE-CENTRIC ALGORITHM FOR GLYCEMIC CONTROL

Start or continue metformin if appropriate’

Patients may
present with >1
scenario

Overweight or Obesity2 Hypoglycemia Risk3 Access / Cost Severe Hyperglycemia®

Order of medications
suggests hierarchy
for selection’

AIC >7.5% start 2
agents, A1C >9.0%
or >1.5% above goal
start 2-3 agents

GLP-1RA | GIP/GLP-1RA |

SGLT2il COLSVL
BRC-QR

Other agents likely
ineffective in the setting
of glucotoxicity®

Concerns
or Not
Preferred

Avoid SU/GLN Avoid SU/GLN

Titrate to maximum tolerated dose. If not at glycemic target at <3 months, add best available agent not in use’
GLP-1RA | GIP/GLP-1RA | SGLT2i | TZD | DPP-4i | SU/GLN | COLSVL | BRC-QR | PRAML"

IF NOT AT GOAL: CONTINUE TO ALGORITHM FOR ADDING/INTENSIFYING INSULIN

TTake with food with dose titration for enhanced tolerance. 2See also COMPLICATIONS-CENTRIC MODEL FOR THE CARE OF PERSONS WITH OVERWEIGHT/OBESITY and PROFILES OF
WEIGHT-LOSS MEDICATIONS table. 3Evaluate for issues leading to hypoglycemia or hypoglycemia unawareness and manage with patient-centered strategies. 41f A1C >10% and/or BG
2300 with symptomatic hyperglycemia, reduce glucose/AIC as promptly and safely as possible. 5See also ALGORITHM FOR ADDING/INTENSIFYING INSULIN. 8GLP-1RA requires titration
phase which can delay glycemic control. After glucose toxicity is resolved,consider adding other agents. 7See also PROFILES OF ANTIHYPERGLYCEMIC MEDICATIONS table. 8 GLP-1RA
and DPP-4i should not be combined. 8 TZD can cause fluid retention but have benefit for NAFLD, CVD prevention, dyslipidemia. ' Access/Cost are dependent on location of the market. Insulin
costs vary widely with devices (e.g. pens versus vials) and formulations (e.g., analogues versus combinations such as 70/30). "PRAML is used as an adjunct with prandial insulin.

COPYRIGHT © 2023 AACE. May not be reproduced in any form without express written permission from Elsevier on behalf of AACE. { %
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Algorithm Figure 7-Glucose-Centric Glycemic Control

Dosage strength/

Class Compound(s) product (if applicable)

Biguanides e Metformin 850 mg (IR)
1,000 mg (IR)
1,000 mg (ER)

Sulfonylureas (2nd e Glimepiride 4 mg

generation) ® Glipizide 10 mg (IR)
10 mg (XL/ER)
® Glyburide 6 mg (micronized)

Thiazolidinedione

a-Glucosidase inhibitors

Meglitinides

DPP-4 inhibitors

SGLT2 inhibitors

GLP-1 RAs

GLP-1/GIP dual agonist

Bile acid sequestrant

Dopamine-2 agonist

Amylin mimetic

e Pioglitazone

® Acarbose

* Miglitol

o Nateglinide

* Repaglinide

* Alogliptin

e Saxagliptin

e Linagliptin

« Sitagliptin

e Ertuglifiozin

o Dapaglifiozin

* Canaglifiozin

e Empaglifiozin

* Exenatide
(extended release)

* Exenatide

e Dulaglutide

o Semaglutide

e Liraglutide
e Lixisenatide
» Tirzepatide

o Colesevelam

e Bromocriptine

® Pramlintide

5mg
45 mg

100 mg
100 mg
120 mg
2 mg
25 mg
S mg
5mg
100 mg
15 mg
10 mg
300 mg
25 mg

2 mg powder for
suspension or pen
10 pg pen
4.5 mg mL pen
1 mg pen
14 mg (tablet)
1.8 mg pen
20 pg pen
15 mg pen
625 mg tabs
3.75 g suspension

0.8 mg
120 pg pen




ALGORITHM FOR ADDING/INTENSIFYING INSULIN

SEVERE HYPERGLYCEMIA WITH SYMPTOMS?,
CONSIDER GLP-1RA IF NOT ALREADY IN USE START BASAL INSULIN +/- PRANDIAL INSULIN

IF NOT AT GOAL Consider fixed-dose basal insulin/GLP-1RA

START BASAL INSULIN IF NOT AT GOAL

ART PRANDIAL INSULIN

Stepwise addition to basal:
« Begin prandial insulin before
largest meal (10% of basal or 5 units)
« If not at goal, progress to
injections before 2 or 3 meals

AIC <8% AIC >8%
TDD 0.1-0.2 U/kg TDD 0.2-0.3 U/kg

Insulin titration every 2-5 days to reach glycemic goal’

« Rapid-acting analogs
preferred over regular
insulin

Simultaneous addition

to basal at all meals:

« TDD is 50% basal and 50%
prandial divided by 3 meals

[ n: Increase TDD by 2 units

J1 egimen: .Di .
+ FBG >180 mg/dL: add 20% of TDD z‘x::g;“ Cu
« FBG 140-180 mg/dL: add 10% of TDD
« FBG 110-139 mg/dL: add 1 unit « Basal analogs
If hypoglycemia, reduce TDD by: :vpe':ened over
« BG <70 mg/dL: 10%-20%
+ BG <40 mg/dL: 20%-40%

Insulin titration every 2-3 days to reach glycemic goal:

HYPERGLYCEMIA HYPOGLYCEMIA
(premeal BG >110-140 mg/dL) (premeal BG <70 mg/dL)?

« Increase premeal dose by « Decrease premeal dose by
10%-20% for the previous meal 10%~20% for the previous meal

Use of CGM is recommended to reach glycemic goals safely®

1Glycemic goals: AIC <6.5%-7% without hypoglycemia, fasting and premeal glucose <110 mg/dL, AIC should be individualized in people with comorbidities and at high adverse consequences
of hypoglycemia and/or limited life expectancy. Longer-acting basal insulins (e.g., glargine U300, degludec U100 or U200) require slower titration 23 days because of a longer time to steady
state. 2For symptomatic hyperglycemia with A1C >10% and/or BG 2300 mg/dL, reduce glucose/AlC as promptly and safely as possible. Consider testing for autoimmune diabetes. GLP-1RA
requires titration phase which can delay glycemic control. 30ral administration of rapidly absorbed source of glucose (tablet, fruit juice) if person can safely swallow. If unresponsive

Glycemic goals unmet
Basal doses >0.5 units/kg/day
BeAM score (bedtime-prebreakfast glucose) >50

ADD PRANDIAL INSULIN

orunable to I glucagon or glucag logue can be given by a trained ber of the h hold. 4See also Ameri

Association of Clinical Endocrinology Clinical Practice Guideline: The Use of Advanced Technology in the Management of Persons with Diabetes Mellitus. G
COPYRIGHT © 2023 AACE. May not be reproduced in any form without express written permission from Elsevier on behalf of AACE.
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Algorithm Figure 8-Adding/Intensifying Insulin



ASCVD RISK REDUCTION ALGORITHM: DYSLIPIDEMIA

LIFESTYLE INTERVENTION: increase T dietary fiber | T healthy fat | L saturated fat| . simple carbs | L added sugars | T physical activity | weight management

PREDIABETES OR T2D + RISK FACTORS: USE ASCVD 10-YEAR RISK CALCULATOR
Major ASCVD Risk Factors: Age >40 | HTN | CKD >3a | Smoking | Family History of Premature ASCVD | Low HDL-C | High Non-HDL-C

INITIATE STATIN THERAPY

HIGH RISK <10% EXTREME RISK >20% HYPERTRIGLYCERIDEMI MANAGEMENT
T2D & ASCVD

T2D <10 years
<2 other risk factors Severe target organ
damage: eGFR <45 mL/

No target organ damage
min/1.73 m2, UACR >300,
ABI <0.9, LV systolic/
diastolic dysfunction

fy Lifestyle & Achieve Glycemic Targets

Moderate-intensity statin High-intensity statin

3n of icosapent ethyl to statin if DM and CVD or 22 risk factors

LDL-C (mg/dL) <100 <55

Non-HDL-C
(mg/dL) =80 S50

TG (mg/dL) <150

or/and Rx Grade Omega-3

<150
<70

Apo B (mg/dL) <90

Monitor and titrate therapy every 3-6 months to achieve lipid targets according to risk?

1Baseline LDL-C >190 mg/dL, consider familial hypercholesterolemia. 2Statin intolerance: Use
alternative statin with lower incidence of myopathy (pitavastatin, extended-release fluvastatin)

or decrease dose/frequency, use non-statin Rx, check for Rx interactions, consider CoQ10. 3f TG >200
and HDL <40, add fibrate/omega-2 to achieve apo B and non-HDL goals. 4Elevated triglycerides

Intensify statin and lifestyle & optimize glycemic control
>500 mg/dL to >1000 mg/dL can cause acute pancreatitis. Urgent intervention with dietary
Add eze be management and fibrate/omega 3 therapy is needed. Suspect familial chylomicronemia
syndrome or lipodystrophy, refer to lipid specialist. 5For severe hypertriglyceridemia >1000 refractory
to previous interventions, consider niacin to reduce the risk of pancreatitis. Niacin may

lower TG and Lp(a) but does not reduce ASCVD and can promote hyperglycemia.

COPYRIGHT © 2023 AACE. May not be reproduced in any form without express written permission from Elsevier on behalf of AACE.
Visit https://doi.org/10.1016/j.eprac.2023.02.001 to request copyright permission. M‘ E

Algorithm Figure 4-Dyslipidemia

Consider additional therapy: bile acid sequestrant, bempedoic acid, PCSK9 inhibitor, inclisiran




ASCVD RISK REDUCTION ALGORITHM: HYPERTENSION

GOAL: <130 SYSTOLIC/<80 DIASTOLIC mmHg'
<120 Systolic/<70 Diastolic mmHg considered for Micro/Macroalbuminuria | Moderate-to-High Risk or Established ASCVD | PVD | Retinopathy
Goal BP may be higher for Autonomic Neuropathy | Orthostatic Hypotension | Acute Coronary Syndrome | Frailty | Medication Intolerance

LIFESTYLE INTERVENTION:
Decrease Sodium Intake | Diet (DASH, Mediterranean) | Physical Activity | Achieve Optimal Weight

ARB OR ACEi?
For initial blood pressure >150/100 mmHg, consider starting DUAL THERAPY combined with another agent below

TITRATE MEDICATION DOSE OR ADD ON THERAPY EVERY 2-3 MONTHS TO REACH GOAL

THIAZIDE? | CALCIUM CHANNEL BLOCKER?

ADDITIONAL ANTIHYPERTENSIVE AGENTS®: CENT a2 AGONIST | PERIPHERAL a1-BLOCKER | HYDRALAZINE

1Consider patient-specific characteristics DKD, retinopathy, ASCVD, post-MI, CHF, age. and race. 2 ACEi and ARB reduce progression of DKD. Use as first line for
UACR >30 mg/g. Thiazide or CCB may also be appropriate as first line in absence of albuminuria. ACEi and ARB should not be used concomitantly. Rule out pregnancy.
3Chlorthalidone, indapamide, hydrochlorothiazide. 4 Non-dihydropyridine amiodipine or nifedipine unless indication for dihydropyridine. S Carvedilol, labetalol, dilevalol.
SNebivolol, betaxolol. 7 Resistant hypertension with >140/90 mmHg if on 23 agents including maximum dose diuretic: laboratory evaluation for hyperaldosteronism is
indicated. Increase laboratory monitoring for combination of ACEi or ARB with MRA due to risk of hyperkalemia or AKI. Finerenone is recommended for persons with
CKD associated with diabetes and eGFR 225 mL/min/1.73m? and UACR 230 mg/g. ®Initiation of SGLT2i or GLP-1RA also may mildly lower BP.

COPYRIGHT ® 2023 AACE. May not be reproduced in any form without express written permission from Elsevier on behalf of AACE. @
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Algorithm Figure S5-Hypertension



Treatment in SNF/LTC: Gluc/BP/Lipids

Table 13.1—Framework for considering treatment goals for glycemia, blood pressure, and dyslipidemia in older adults with

diabetes
Fasting or

Patient characteristics/ preprandial Bedtime Blood

health status Rationale Reasonable A1C goal#* glucose glucose pressure Lipids

Healthy (few coexisting Longer remaining <7.0-7.5% (53-58 80-130 mg/dL 80-180 mg/dL  <130/80 Statin, unless
chronic illnesses, intact life expectancy mmol/mol) (4.4-7.2 (4.4-10.0 mmHg contraindicated
cognitive and functional mmol/L) mmol/L) or not tolerated
status)

Complex/intermediate Intermediate <8.0% (64 mmol/mol) 90-150 mg/dL 100-180 mg/dL <130/80 Statin, unless
(multiple coexisting remaining life (5.0-8.3 (5.6-10.0 mmHg contraindicated
chronic illnesses* or two expectancy, mmol/L) mmol/L) or not tolerated
or more instrumental high treatment
ADL impairments or burden,
mild-to-moderate hypoglycemia
cognitive impairment) vulnerability,

fall risk

Very complex/poor health Limited remaining Avoid reliance on 100-180 mg/dL 110-200 mg/dL <140/90 Consider likelihood
(LTC or end-stage chronic life expectancy A1C; glucose (5.6-10.0 (6.1-11.1 mmHg of benefit with
illnesses** or moderate- makes benefit control decisions mmol/L) mmol/L) statin
to-severe cognitive uncertain should be based on
impairment or two or avoiding

more ADL impairments)

hypoglycemia and
symptomatic
hyperglycemia

ltccn.vecu.edu



Treatment in SNF/LTC

Recommendations (E expert consensus or clinical experience)

13.20 Consider diabetes education for the staff of long-term care (LTC) and rehabilitation
facilities to improve the management of older adults with diabetes. E

13.21 People with diabetes residing in LTC facilities need careful assessment to establish
individualized glycemic goals and to make appropriate choices of glucose-lowering agents
based on their clinical and functional status. E

13.22 Consider use of CGM to assess risk for hypoglycemia in older adults treated with
sulfonylureas or insulin. E

Older adults in LTC may have irregular and unpredictable meal consumption, undernutrition,
anorexia, or impaired swallowing. Meals tailored to patients’ culture, preferences, and personal goals
may increase QolL, satisfaction with meals, and nutrition status. It may be helpful to give insulin after
meals to ensure that the dose is appropriate for the amount of carbohydrate consumed in the meal.

https://diabetesjournals.org/clinical/article/41/1/4/148029/Standards-of-Care-in-Diabetes-2023-Abridged-for ltcen.veu.edu



GLP-1

GLP-1
GLP-1

Diabetes: Injectable Hypoglycemics

Byetta®

Humalog Cartridge & Vial & Pen

Humalog Kwikpen 100 unit/ml

Humalog Junior Kwikpen

Humalog Mix 50/50 vial & Humalog Mix 75/25 vial
Humulin 500 U/M pen/vial

Humulin® 70/30 pen/vial (OTC)

Humulin® N pen/vial (OTC)

Humulin® R pen/vial

insulin lispro vial

insulin lispro protamine mix kwikpen
insulin lispro Jr. Kwikpen

insulin lispro Pen

insulin aspart cartridge pen/vial

insulin aspart/insulin aspart protamine insulin pen
insulin aspart/insulin aspart protamine vial
Lantus® Solostar® and vial
Levemir®pen/vial

Novolog® cartridge

Novolog® Flexpen/vial

Trulicity™

Victoza®

SGLT2

SGLT2

DPP4
SGLT2

DPP4

I
|Diabetes: Oral Hypoglycemics

acarbose

FaRxiga™

glimepiride

glipizide IR & ER
glyburide & micronized
glyburide/metformin
Invokamet

Invokamet XR

Invokana™

Janumet® & Janumet XR®
Januvia®

Jardiance®

Jentadueto™

metformin & metformin ER
nateglinide

pioglitazone

repaglinide

Synjardy®

Tradjenta™

Xigduo™ XR

Lt = St Ayt tear wams

Weight Management Agents

Contrave
orlistat
Qsymia
Saxenda SQ
Xenical
Wegovy SQ

Contrave - naltrexone/bupropion

Orlistat / Xenical - lipase inhibitor

Qsymia - phentermine/topiramate
Saxenda SQ - Victoza, liraglutide, GLP1
Wegovy SQ - Ozempic, semaglutide, GLP1

https://www.virginiamedicaidpharmacyservices.com/provider/external/medicaid/vamps/doc/en-us/VAme

d-PDLquick-20230101.pdf Jan 1 2023

ltccn.vecu.edu


https://www.virginiamedicaidpharmacyservices.com/provider/external/medicaid/vamps/doc/en-us/VAmed-PDLquick-20230101.pdf
https://www.virginiamedicaidpharmacyservices.com/provider/external/medicaid/vamps/doc/en-us/VAmed-PDLquick-20230101.pdf

Bergman Panel Review

Bergman Patients

Facility 1 Facility 2

29 pts 47 pts

20 pts SNF +9 pts LTC 7 pts SNF +40 pts LTC

insulin + metformin 4 insulin + metformin 2
insulin only 2 insulin only 1
DPP4 1 DPP4

GLP1 1 GLP1

SGLT2 1 SGLT2 1
metformin 1 metformin

What does your panel look like?

Shouldn't | update my treatment
approach?

Insulin only seems out of date, right?

What are YOU doing?

ltccn.vecu.edu



Open Forum

Share an idea. Anything
you need help with?
What's new in your

Virginia Health District?

Any announcements?




VA LTC-CN Share Resources or Announcements

1. Vaccination Resources
https://www.ahcancal.org/Quality/Pages/GetVaccinated.aspx

2. How was VAMDA?

3. Any conferences people have anything to share about?

ltccn.vecu.edu


https://www.ahcancal.org/Quality/Pages/GetVaccinated.aspx

Updates COVID-19

COVID-19:
Data, Treatment, Vaccines

No new therapeutics. New
vaccines are approved and out.

As announced September 12 the
new COVID vaccines (Moderna and
Pfizer) are recommended for those
over 6 months of age. They may be
given with RSV and Flu vaccines in
separate doses separated by an
inch or more. Don't forget the
pneumococcal vaccine also!

Hospital Admissions >60 yo
May1 - Sept. 16, 2023
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Hospital Bed Use for COVID-19 Up but still LOW

Hospital Beds In Use

This measure looks at the average number of inpatient beds in use for
COVID-19 for a given week. This can help determine how COVID-19 is
impacting total hospital capacity.

4 week trend in percent of
2.21 percent of inpatient beds in total inpatient beds used by

COVID-19 patients
use for COVID-19 for the week

ending 09/16/2023 /.___-—o

11.1% points higher than the

Y : : :
previous week ending 09/09/2023 % Beds Occupied by Patients with

COVID-19is



Va COVID-19 Outbreaks May-August 2023 (Note decrease from previous data)
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Virginia COVID-19 Outbreaks in a Long-term Care Setting
(n=172)

Facility Type
B Assisted Living
B Nursing Home
B Multicare

May 2023 June 2023 July 2023

August 2023

Facility Type
W Assisted Living
& Nursing Home
B Multicare



In the month of August, there were 105 COVID-19 outbreaks reported from Virginia
long-term care facilities:

e 28 from assisted living facilities
e 43 from nursing homes
e 20 from multicare facilities

Virginia Department of Health (VDH) COVID-19 Dashboards updated September 16

Vaccines are still free of charge to recipients (no charge or copay), but can seek reimbursement from
private insurance, Medicare or Medicaid. *** check with facility pharmacy for details

Vaccination Program Provider Agreement

ltccn.vecu.edu


https://urldefense.com/v3/__https:/vcu.us10.list-manage.com/track/click?u=d486b525fe3d8af3f2c9d900c&id=b1b6f1ed39&e=45c1196e94__;!!JqxBPMk!gjySNx_btgvPzWWv0OEuyBzUAipTN3Pd1wMnM-HGLfXJYC7N-RWfvVwEHKFMcJqJXaMwdzJRTBtU0kTA$
https://www.cdc.gov/vaccines/covid-19/vaccination-provider-support.html?utm_campaign=20230802_&utm_content=&utm_medium=email&utm_source=govdelivery#provider-agreement

Accreditation

In support of improving patient care, VCU Health Continuing Education is jointly accredited by the
Accreditation Council for Continuing Medical Education (ACCME), the Accreditation Council for
Pharmacy Education (ACPE), and the American Nurses Credentialing Center (ANCC), to provide
continuing education for the healthcare team.

VCU Health designates this live activity for a maximum of 1.00 AMA PRA Category 1 Credits™.
Physicians should claim only the credit commensurate with the extent of their participation in the activity.

VCU Health Continuing Education designates this activity for a maximum of 7.00 ANCC contact hours.
Nurses should claim only the credit commensurate with the extent of their participation in the activity.

VCU Health Continuing Education has been authorized by the American Academy of PAs (AAPA) to award
AAPA Category 1 CME credit for activities planned in accordance with AAPA CME Criteria. This activity is
designated for 1.00 AAPA Category 1 CME credits. PAs should only claim credit commensurate with the
extent of their participation.

ltccn.vecu.edu



Disclosure of Financial Relationships

Disclosure of Commercial Support:
We acknowledge that no commercial or in-kind support was provided for this
activity.
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Submit Attendance

1. If you have not participated in a VCU Health CE program in the past:

a. Go to vcu.cloud-cme.com to create an account — make sure to add your cell phone number
2.  Once you have registered or if you have participated before:

a. Textthe course code to (804) 625-4041.

b. The course code for today’s event is: #H#H#H# (please note this is only active for 5 days)

Complete Evaluation & Claim Credit, within 60 days of the event

1.Go to https://vcu.cloud-cme.com OR Open the CloudCME app on device
2.Sign in using email address used above Click “My Evaluations”
3.Click “My CE” Click the name of the activity to Click “Evaluations and

Certificates” complete evaluation

Need help? ceinfo@vcuhealth.org ltccn.veu.edu


mailto:ceinfo@vcuhealth.org

Thank you for joining! Evaluation will pop up-

Next Newsletter - coming to you October 11.

Next Monthly Forum - . Scroll down in the Zoom
registration confirmation email you received for a calendar link you can use to
update your calendar automatically with the Zoom link for future meetings.

On your way out of Zoom, kindly answer a 3-question feedback survey.

Stay in touch! Email us at [tccn@vcu.edu

Invite your colleagues! They can register at ltccn.vcu.edu

ltccn.vecu.edu
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https://ltccn.vcu.edu/join-the-network/

The speakers and presenters for today have no relevant financial conflicts of interest.

Funding Disclosure: This work is supported by the Virginia Department of Health, Office of Epidemiology, Division of
Healthcare-Associated Infections (HAI) and Antimicrobial Resistance (AR) Program and the Centers for Disease Control
and Prevention, Epidemiology and Laboratory Capacity (ELC) Program under federal award number NU50CK000555 and
state subrecipient number VCULTC603-GY23 in the amount of $820,002. The content presented is solely the responsibility
of the authors and does not necessarily represent the official views of the Centers for Disease Control, the Virginia
Department of Health, or Virginia Commonwealth University.

Virginia Long-Term Care Infrastructure Pilot Project (VLIPP) funding will be utilized in nursing homes and long-term
care facilities to assist with the ongoing COVID-19 response and to bolster preparedness for emerging infections. The
projects are based on identified needs that align with funding objectives

// VIRGINIA
DEPARTMENT
OF HEALTH
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https://www.vdh.virginia.gov/haiar/virginia-long-term-care-infrastructure-pilot-projects-vlipp/

