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Two Steps to Receive CME/CE Credit

. Scan me to open a text message!
STEP 1: @%@
O E‘_ "

Text in CE Code 83257 to 833-256-8390
by 1:00 PM on February 28"

This activates your online evaluation in the CE portal (new users follow prompts after texting to set up account).

Complete the required online evaluation
by March 13, 2025

In the Cloud CME portal at https://beaumont.cloud-cme.com [Sign In > select My CME > select
Evaluations & Certificates] — or — via the free CloudCME mobile app (organization code Beaumont)

Refer to full CE document for additional CE information. For assistance, email CHEcme@corewellhealth.org



https://beaumont.cloud-cme.com/
mailto:CHEcme@corewellhealth.org
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In support of improving patient care, this activity has been planned and implemented by Corewell Health Southeast Michigan and Michigan Collaborative for Type 2
Diabetes. Corewell Health Southeast Michigan 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.

This activity was planned by and for the healthcare team, and learners will receive 1.0 Interprofessional Continuing Education (IPCE) credit for learning and change.

Medicine CME: Corewell Health Southeast Michigan designates this live activity for a maximum of 1.0 AMA PRA Category 1 Credit™. Physicians should claim only the
credit commensurate with the extent of their participation in the activity.

Nursing CE: Corewell Health Southeast Michigan designates this activity for a maximum of 1.0 ANCC contact hour. Nurses should claim only the credit commensurate
with the extent of their participation in the activity.

Pharmacy CE: Corewell Health Southeast Michigan designates this activity for 1.0 ACPE contact hour. ACPE Universal Activity Number (UAN):
JA4008259-9999-25-050-L01-P. Learners should claim only the credit commensurate with the extent of their participation in the activity. Credit will be uploaded to the
NABP CPE Monitor within 30 days after activity completion. Per ACPE rules Corewell Health Southeast Michigan does not have access nor the ability to upload credits
requested after 60 days. It is the individual learner’s responsibility to provide the correct NABP ID and DOB (MMDD) to receive credit.

Dietetic CPEU:

Completion of this RDV/OTR profetsion-1peciic o IPCE activity awards CFEUS (One IPCE crecit = One CPEL)

Commission on If the activity is dicteticsrelated but not taegeted to RDs or DTRs, CPEUs may be diaimed which are

Dietetic Reg istration commensurate with participation in contact howrs [0ne S0 minuse howr = 1 CPEL)
— wmoyww gy 9 AN Y T
Academyof Nutrition and Dietetics RD's and DTRs are to select activity type 102 in thair Activity Log. Sphere and Competoncy selection is o8

the leamer’s checreton



Sign In Procedure

Please use the link that will be sent to your email to sign in!

This Sign-In Sheet is used to track your attendance. This only applies to physicians within
MCT2D who want to earn learning community credit for their attendance. If you are not a

physician, you do not need to sign in. Correctly signing in on the Sign-In Sheet will make it easier for you
and the MCT2D Coordinating Center to make sure you get the credit for attendance.

To Sign In:

1)  We will send a link to everyone who attended following the meeting.

2)  After typing in your first and last name, your PO and practice will automatically populate in the fields
below.
a) PO employees not associated with a specific practice don’t need to select a practice.
b) If you are associated with multiple practices, please select any from the options.

3) When entering your Zoom name, please make sure to spell it exactly as it appears on your Zoom
screen. If your Zoom name does not match between Zoom and this Sign-In Sheet, there may be a
delay in receiving your VBR credit.



ADA Primary Care
Updates 2025

2/27/25

Jonathan Gabison, MD




Objectives:

B w N~

Using Diabetes Education
MASLD and MASH

CKD Updates

Rapid-Fire Updates

MCT2D.org



Use of Glucose-Lowering Medications in the Management of Type 2 Diabetes

To avoid
therapeutic

HEALTHY LIFESTYLE BEHAVIORS; DIABETES SELF-MANAGEMENT '“eg'n':-::::;;ss
EDUCATION AND SUPPORT; SOCIAL DETERMINANTS OF HEALTH treatment

regularly
(3-6 months)

Goal: Cardiovascular and Kidney Risk Reduction in Goal: Achievement and Maintenance
High-Risk Individuals with Type 2 Diabetes* of Weight and Glycemic Goals

+ + £ %
& HE 5 SE2ED) SKD“ v +Weight +Achievement and maintenance
urrent or prior eGFR <60 mL/min/1.73 m’ management f
symptoms of HF albuminuria (ACR 23.0 mg/mmol 9 of glycemic goals
with documented [30 mg/g]). Repeat measurement
HFrEF or HFpEF is required to confirm CKD

+ASCVD/indicators of high CVD risk*
Efficacy Metformin or other agent (including
GLP-1RA* SGLT2i with for weight combination therapy) that provides
with proven proven CVD SGLT2it +CKD (on maximally tolerated loss adequate EFFICACY to achieve and
CVD benefit benefit with proven HF benefit dose of ACEi or ARB) maintain glycemic treatment goals
in this population Prioritize avoidance of hypoglycemia
SGLT2i* with primary evidence in high-risk individuals
of reducing CKD progression
« SGLT2ican be started with High:
€GFR 220 mL/min/1.73 m* .
If A1Cis above goal « Continue until initiation of

o
dialysis or transplantation liraglutide Efficacy for glucose lowe
« Glucose-lowering efficacy is reduced
with eGFR <45 mL/min/1.73 m? Intermediate:
GLP-1RA (not

« Forindividuals on a GLP-1 RA, consider adding listed above),
SGLT2i with proven CVD benefit or vice versa SGLT2i
« Pioglitazone®
GLP-1 RA* with proven CKD benefit Neutral:
Metformin, High:
. g DPP-4i GLP-1RA (not listed above), metformin,
If A1C is above goal, for individuals ploglitazone, SGLT2],suffonylurea

Dulaglutide,

on SGLT2i, consider incorporating
a GLP-1RA or vice versa

If additional cardiovascular and kidney risk reduction, management of other If A1C is above goal or significant hypoglycemia or
metabolic comorbidities, and/or glycemic lowering is needed hyperglycemia or barriers to care are identified

Refer to DSMES to support self-efficacy in achievement of
treatment goals

Consider technology (e.g., diagnostic or personal CGM) to
identify therapeutic gaps and tailor therapy

Identify and address SDOH that impact achievement of

Agents with potential benefit in MASLD or MASH treatment goals
GLP-1RA, dual GIP and GLP-1 RA, pioglitazone, or combination of GLP-1 RA with pioglitazone
Use insulin in the setting of decompensated cirrhosis

* In people with HF, CKD, established CVD, or multiple risk factors for CVD, the decision to use a GLP-1 RA or SGLT2i with proven benefit should be made irrespective of background use of metformin or A1C.

1t ASCVD: Defined differently across CVOTs but all included individuals with established CVD (e.g., Ml, stroke, and arterial revascularization procedure) and variably included conditions such as transient ischemic
attack, unstable angina, amputation, and symptomatic or asymptomatic coronary artery disease. Indicators of high risk: While definitions vary, most comprise =55 years of age with two or more additional risk
factors (including obesity, hypertension, smoking, dyslipidemia, or albuminuria).

~ A strong recommendation is warranted for people with CVD and a weaker recommendation for those with indicators of high-risk CVD. Moreover, a higher absolute risk reduction and thus lower numbers needed
to treat are seen at higher levels of baseline risk and should be factored into the shared decision-making process. See text for details.

# For GLP-1RAs, CVOTs demonstrate their efficacy in reducing composite MACE, CV death, all-cause mortality, Ml, stroke, and kidney end points in individuals with T2D with established or high risk of CV!
kidney outcome trial demonstrated benefit in reducing persistent eGFR reduction and CV death for a GLP-1 RA in individuals with CKD and T2D.

1 For SGLT2is, CV and kidney outcomes trials demonstrate their efficacy in reducing the risks of composite MACE, CV death, all-cause mortality, MI, HHF, and kidney outcomes in individuals with T2D
established or high risk of CVD.

~ Low-dose pioglitazone may be better tolerated and similarly effective as higher doses.




Case: Maria 52 years old

CC: Diabetes return visit

PMH: T2D for 12 years, BMI 31, HTN

Meds: Metformin, Semaglutide SQ, Empagliflozin,
Losartan, Atorvastatin

VS: BP 124/72, HR 68

Reports decreased energy levels

MCT2D.org



Diabetes Distress (5.48)

e Emotional distress from diabetes
management burdens

e Triggers: Blood glucose struggles,
complication fears, self-care challenges

e Prevalence: Over 60% experience
distress

e DAWNZ2 Study: 45% reported distress,
only 24% had provider support

e Screening: People with diabetes,
caregivers, family

ai U, Stry rspective on diabetes distress using the type 2 diabetes distre: ent system (T2-DDAS): Prevalence and change over time. J Diabetes

H s N, IshuH Kokoszka er F, Skovlund SE, Stuckey H, Tarkun I, Vallis M, Wens J, Peyrot M; DAWN2 Study Group. Diabetes Attitudes, Wishes and Needs second study
S-T tdp ych outcome: f p pl with diabetes. Diabet Med. 2013 Jul;30(7):767-77. doi: 10.1111/dme.12245. Erratum in: Diabet Med. 2013 Oct;30(10):1266. PMID: 23711019.

isher L, Polonsky WH, Perez-Nieves M, W pel .
licati 22 Aug;36(8):108256. doi 0 o1 G/Hd p o 08 56 p b 2052 0l 5. PMID: 38810147 MC 2D or
S
ional benchmarking of



Problem Areas In Diabetes (PAID) Scale

Instructions: Which of the following diabetes issues are currently a problem for you? Tick the box that gives the best
answer for you. Please provide an answer for each question.

Diabetes Distress Update e o, e v e

1 Not having clear and concrete goals for your
diabetes care? Oo 1 2 Os Oa

2 E;enli’?g discouraged with your diabetes treatment 0o 01 2 03 4

e Screen for diabetes distress at least annually i B B2 Ds O
. . . . . ncomfortable social situations related to your

in people with diabetes, caregivers, and family s evica pooi i ys s ewe. 00 DL B 8

. 5 Feelings of deprivation regarding foed and meals? Oo 1 C2 Os Oa

members, and repeat screening when e e

P diabetes?
treatment goals are not met, at transitional T Notloownailr mosdar e este 00 01 02 03 04

times, and/or in the presence of diabetes R e e R el
Complications. (5.48) 9 Worrying about low blood glucose reactions? Oo 0O1 2 as 4

10 Feeling angry when you think about living
with diabetes? Oo 0Ot Oz Os O4

e Tools for screening: PHQ9, GAD7, PAID Scale 31 Fooiog oonstmriy concemed sl oot

and eating? Oo 0O 0O 0s 04
12 Worrying about the future and the possibiity of

serious complications? 0o 01 02 0s 04
13 Feelings of guilt or anxiety when you get off track

with your diabetes management? Oo 01 02 Os 04
14 Not accepting your diabetes? Oo [O1 O2 as O4
15 Feeling unsatisfied with your diabetes physician? o O1 O2 s O4
16 Feeling that diabetes is taking up too much of your

mental and physical energy every day? ao 01 02 as 04
17 Feeling alone with your diabetes? Odo 1 2 s O4
18 Feeling that your friends and family are not

supportive of your diabetes management efforts? 0o 01 02 0Os 04
19 Coping with complications of diabetes? o [O1 I as 04
20 Fesling burned out by the constant effort needed to

manage diabetes? Oo 01 02 03 04

MCT2D.org




What Should We Do?

Support

Use diabetes self-management education
and support (DSMES) tailored to emotional
and practical needs

Referrals

Engage mental health professions for high
levels of distress or anxiety disorders

Goal: Achievement and Maintenance
of Weight and Glycemic Goals

+Weight +Achievement and maintenance

management of glycemic goals
Efficacy Matformin or other agent (nciuding
for weight combination therapy) that provices
loss adequate EFFICACY to achleve and

maintain glycemic treatment goals

Prioritize avoldance of hypogycamia
In high-risk indviduais

|

Efficacy for glucose lowering
Very high:
Dusagiutde (high dose), semagiutide,

Combination oral, combination
Injectabie (GLP-1 RA and insulin)

T2i, sulfonylures

. I AIC is above goal or significant hypoglycemia or

hyperglycomia or barriers to care are identified

+ Refer 1o DSMES to support seif-efficacy In achievemsant of
treatment goals

« Consider technology (e.g., diagnostic of personal CGM) to
Identify therapeutic gaps and tallor therapy

« Identify and address SDOH that impact achievemant of

treatment goaks

MCT2D.org



Diabetes Self-Management Education and
Support (DSMES)

Key Update: All individuals with diabetes should
be advised to participate in DSMES at diagnosis
and throughout their care journey (5.1)

Diabetes Self
Management
Education and

Why it matters?

® DSMES improves diabetes knowledge,
glycemic control and weight, reduces all-cause
mortality, lowers healthcare costs, reduces
hospitalizations, improves quality of life

® Focuses on empowering patients to self
manage their conditions effectively

MCT2D.org



DSMES Implementation

When to offer DSMES (5.2) O
O At diabetes diagnosis

O Annually for assessment of education needs

O When new complicating factors arise (health
status change)

O During transitions of care
How to deliver DSMES

O Tailored to individual needs, including language
and cultural considerations

O Incorporate technology: virtual DSMES and
app-based education tools

O Leverage interprofessional teams

MCT2D.org




After the Visit: Maria’s Labs

MCT2

Lab Test Result Normal Range
<5.7% (normal);

A1C 6.8% <7.0% (goal for
diabetes)

ALT 38 U/L 7-35 U/L

AST 33 U/L 8-30 U/L

Platelets 160 x 103/uL 150—400 x 10%/pL

Creatinine 0.9 mg/dL 0.6-1.1 mg/dL

eGFR 92 mL/min >90 mL/min

HGB 13.5 g/dL (1\50?;;?)5 g/dL

Lipids:

- Total Cholesterol | 190 mg/dL <200 mg/dL

- LDL 110 mg/dL <100 mg/dL

- HDL 48 mg/dL >50 mg/dL (women)

- Triglycerides 160 mg/dL <150 mg/dL

TSH 1.8 plU/mL 0.5-4.5 plu/mL

Vitamin D 22 ng/mL >30 ng/mL

MCT2D.org



When | see patients with T2D even with normal
liver enzymes, | calculate a FIB4

1. Never
2. Rarely
3. Sometimes

4. Always

MCT2D.org




Maria's FIB-4

Fibrosis-4 (FIB-4) Index for Liver Fibrosis

Noninvasive estimate of liver scarring in HCV and HBV patients, to assess need for biopsy.

When to Use v Pearls/Pitfalls v Why Use v

Age

Use with caution in patients <35 or >65 years 52 years
old, as the score has been shown to be less

reliable in these patients

AST

Aspartate aminotransferase 33| u/L
ALT
Alanine aminotransferase 38 u/L

Platelet count
160 x10°/uL S

1o7h points

Further investigation needed
Approximate fibrosis stage: Ishak 2-3 (Sterling et al 2006)

MCT2D.org



Back to the
Algorithm

Goal: Cardiovascular and Kidney Risk Reduction in
High-Risk Individuals with Type 2 Diabetes*

v v
+
9 S Current or prior eGFR <60 mL/min/1.73 m? OR
symptoms of HF albuminuria (ACR 23,0 mg/mmol
with documented (30 mg/g)). Repeat measurement
W W HFrEF or HFpEF is required to confirm CKD
+ASCVD/indicators of high CVD risk* l l
) ( i
GLP-1RAY SGLT2it with
with prove; proven ﬁvo SGLT2it +CKD (on maximally tolerated
XD o ) { kstsh with proven HF benefit dose of ACEi or ARB)
In this population
SGLT2I with primary evidence
of reducing CKD progression
» SGLT2i can be started with
eGFR 220 mL/min/1.73 m?
If A1C Is above goal « Continue until initiation of
dialysis or transplantation
« Glucose-lowering efficacy is reduced
W W with @GFR <45 mL/min/1.73 m?

« Forindividuals on a GLP-1RA, consider adding
SGLT2i with proven CVD benefit or vice versa
« Ploglitazone®

— —_—
P —— e

GLP-1 RAY with proven CKD benefit

If AIC is above goal, for individuals
on SGLT2I, consider incorporating
a GLP-1RA or vice versa

If additional cardiovascular and kidney risk reduction, management of other
metabolic comorbidities, and/or glycemic lowering is needed

\ 4

+Mitigating risk of MASLD or MASH

\ 4

Agents with potential benefit in MASLD or MASH
GLP-1RA, dual GIP and GLP-1 RA, pioglitazone, or combination of GLP-1 RA with pioglitazone

Use insulin In the setting of decompensated cirrhosis




Metabolic Associated Steatosis Liver Disease (MASLD) or
Metabolic Associated Steatohepatitis (MASH)

NAFLD ;950 > MAFLD 450 > MASLD 5,5

Genetics Ep’;
Metabolic factors Researchers .
Viruses Steatotic Pathologists s A
Alcohol Liver Disease . o
Environment Clinicians \ F‘
Family Doctors Sl
Healthy Hepatologists 1 &* s :
liver Dlabetc:::atgl:‘tisst s Ph.armace_utical
e industries
Pediatricians
Gastroenterologists
Surgeons o

Nutritionists ‘
Patients 1)
g s

Inflammation MASH cirrhosis Hepatocellular
Fibrosis Decompensated cirrhosis carcinoma
(MASH) (HCC)

Liver Liver-related Liver-unrelated

transplantation death Cardio-metabolic
morbidity, mortality

death




Metabolic Associated Steatosis Liver Disease (MASLD) or Metabolic
Associated Steatohepatitis (MASH)

® No longer use MAFLD or MASH
® Estimated > 70% of people with T2D have MASLD
® Diabetes is a major risk factor for development of MASH

® People with T2D have increased risk of cirrhosis and hepatocellular carcinoma

® MASLD: presence of steatotic liver disease and at least one cardiometabolic risk factor
associated with insulin resistance without other identifiable cause for steatosis.
O Formally diagnosed with imaging (> 5% of hepatocytes with hepatic steatosis)

O Mild elevations in ALT and AST, with ALT > AST is suggestive

® MASH: > 5% hepatic steatosis with inflammation and hepatocyte injury with or without evidence

of liver fibrosis
o Gold Standard: Liver Biopsy

MCT2D.org




Screening for Fibrosis (4.22, 4.23)

Who to Screen:

« Adults with T2D or prediabetes Diagnostic Algorithm for the Prevention of Cirrhosis in People With
Metabolic Dysfunction-Associated Steatotic Liver Disease (MASLD)

How to Screen: Managed by primary care
{and int fessional team)
* FIB-4 (ALT, AST, Age, platelets) e e T o
« Screen even if liver enzymes are 2 e b s
normal o -
No
ext steps. ” : Is FIB-4 o isism
* FIB-4 > 1.3 Perform additional liver e e T 7| esokpate
risk stratification pminyi v
. oo N
« FIBROSCAN - Transient o Slesity aia v |
Elastography (preferred) :
. . . Managed by liver specialist
 Enhanced Liver Fibrosis Test ar ol o] (S0 InSerprOfessionel team)
(ELF) if elastography not T S, e il ciiconct SN sl o
I bI >2 87 « Treatment + long-term follow-up
available

MCT2D.org




Elastography results

Non-alcoholic 2to7kPa FO to FI Is normal.
Fatty Liver
Disease (NAFLD 7.5to 10 kPa F2 Has moderate scarring.
or NASH)
10 to 14 kPa F3 Has severe scarring.
14 kPa or higher F4 Has cirrhosis.

MCT2D.org




Diagnostic Algorithm for the Prevention of Cirrhosis in People With
Metabolic Dysfunction-Associated Steatotic Liver Disease (MASLD)

Groups with the highest risk of
future cirrhosis

Type 2 diabetes

Prediabetes

Obesity
with 21CV factors

*Consider ELF if LSM not avallable. Refor 1o
Wvor specialist 1 ELF 208

causaes of

or * AT

Managed by primary care
{and interprofessional team)

Lower nisk of
future cirthosss + Repeat Fil-4 every 1-2 yoors
» Optimize Wfestyle and treatment
of Comorbicinios
No
> Is LSM
=B.0kPa*?
Yos
h 4
m:'od byllvonpo.chlst
and interprofessional team
Higher risk of { )
future Grrhosis * Additional imaging and biomarker
PB4 risk stratification
>2 87 « Treatment « long-term follow-up

MCT2D.org




Metabolic Dysfunction—Associated Steatotic Liver Disease (MASLD) Treatment Algorithm

® 4.25 - recommend lifestyle
changes with interprofessional
team approach that promotes
weight loss

7~
Individualize O
care, targeting
the following: |
S

e Adoption of a
healthy lifestyle

» Weight loss (if indicated)

¢ Optimal diabetes
management

e Cardiovascular
risk reduction

« Need for metabolic
surgery (as recommended
by guidelines)

on

Obesity
pharmacotherapy

Prefer GLP-1 RA,

dual GIP and GLP-1RA Not indicated

Obesity
pharmacotherapy

Prefer GLP-1 RA,
dual GIP and GLP-1 RA

Obesity
pharmacotherapy

Compensated ’
cirrhosis

As with F2-F3
with caution*

Decompensated

cirrhosis

Obesity
pharmacotherapy

*Individualized care and close monitoring needed in compensated cirrhosis given limited safety data available.



Pioglitazone (TZD)

Class: Thiazolidinedione (TZ D) Improves Insulin sensitivity ~Weight gain (fluid retention
in liver, muscle and adipose  and adiposity)
tissue
YT
i Reduces hepatic steatosis Incidence of heart failure
I 'Hl and inflammation (OR 1.47)

T—
Slows fibrosis progression  Increase odds of bone

W‘ 255: fractures in women (OR
| S 2.05)
Pioglitazone - = '

T o . —

ahlets USP :Lfg% Reduced stroke risk Potential increased bladder
PP 5 . . .

% et (especially recurrent stroke) cancer risk (conflicting data)

Rty ";‘.’z > Cost ($10-15 per month)

MCT2D.org




We will have another talk on liver disease and retinopathy
(if you want more information come back on June 13th)

Any questions before starting next case?

DIABETES
COMPLICATIONS:

6/13/25

Liver Disease: Elliott Tapper, MD
Eye Care: Tom Gardner, MD

M CT2 D




Case: John 58 years old

PMH: T2DM for 10 years, HTN, HLD, OSA (on CPAP), BMI 34
New diagnosis of CKD stage 3a (eGFR 58 mL/min)

7 g Medications: Metformin 1000 mg bid, HCTZ 25 mg,
i atorvastatin 40 mg

CC: Diabetes return visit

1. Reports reduced energy and stamina
2. No chest pain, but notes calf discomfort when walking
long distances, which resolves with rest



After the Visit: John's Labs

Normal

Lab Test Result

Range

o <7.0% (goal

AU L for diabetes)
Creatinine 1.3 mg/dL 0.6—-1.1 mg/dL
eGFR 58 mL/min >90 mL/min
ALT 30 U/L 7-35 U/L
AST 28 U/L 8-30 U/L

150—-400 x

3

Platelets 170 x 10%/puL 109/l
LDL 110 mg/dL <100 mg/dL
HDL 45 mg/dL =l g el

(men)
Triglycerides | 180 mg/dL <150 mg/dL

0.5-4.5
TSH 2.1 plu/mL U
Ul 45 mg/g <30 mg/g

Albumin/Cr




Treatment for People with Diabetes and CKD

Goal: Cardiovascular and Kidney Risk Reduction in
High-Risk Individuals with Type 2 Diabetes*

+ASCVD'

+Indicators of
high CVD risk

l

|

GLP-1RAY
with proven
CVD benefit )

+ASCVD/indicators of high CVD risk*

(—

SGLT2i* with
proven CVD

+HF

Current or prior
symptoms of HF
with documented

+CKD

eGFR <60 mL/min/1.73 m* OR
albuminuria (ACR 3.0 mg/mmol
[30 ma/g]). Repeat measurement

benefit
(

HFrEF or HFpEF is required to confirm CKD
SGLT2i* +CKD (on maximally tolerated
with proven HF benefit dose of ACEi or ARB)
in this population

v

v

« Pioglitazone®

« For individuals on a GLP-1 RA, consider adding
SGLT2i with proven CVD benefit or vice versa

SGLT2i* with primary evidence
of reducing CKD progression

« SGLT2i can be started with
eGFR 220 mL/min/1.73 m?

« Continue until initiation of
dialysis or transplantation

« Glucose-lowering efficacy Is reduced
with @eGFR <45 mL/min/1.73 m?

GLP-1 RA* with proven CKD benefit

If A1C Is above goal, for individuals
on SGLT2i, consider incorporating
a GLP-1RA or vice versa

MCT2D.org




Classification of Chronic Kidney Disease (CKD)

GFR categories (mL/min/1.73 m?)
Description and range

Albuminuria categories
Description and range

Al A2 A3

. . ) Normal to mildly Moderately Severely
CKD is classified based on: increased increased increased
« GFR(G)
« Albuminuria (A) <30 mg/g 30-299 mg/g 2300 mg/g
<3 mg/mmol 3-29 mg/mmol =230 mg/mmol
G Normal or high =90 Scr;aen Trﬁ:at Treat agd refer
G2 Mildly decreased 60-89 Scr1een Trﬁat Treat ar21d refer
G3a Mildly to moderately decreased 45-59 Trt;zat Rt e a:r;d il
G3b Moderately to severely decreased 30-44 Trgat
. . Treat and refer Treat and refer Treat and refer
G5 Kidney failure <15 i i 4+
[ Low risk (if no other markers of kidney disease, no CKD) O High risk

Moderately increased risk

l E Very high risk

MCT2D.org




Chronic Kidney Disease Updates

11.5b To reduce cardiovascular risk and kidney disease progression in people with type 2 diabetes and CKD, a glucagon-like peptide 1 agonist
with demonstrated benefit in this population is recommended. A

The NEW ENGLAND JOURNAL ¢f MEDICINE

Population: Patients with T2D, established CKD | r ey Dt

(eGFR 50-75 mL/min/1.73m? and elevated urinary “};vl?,"""fd’i‘m.,l“dhiﬂd" — o
' ini ' s mdsaiascd -y B o o2
albumln_tO'Creatlnlne ratIO) Ec:::?v:‘\rl‘:m 1o a 24% lnwcrltiskivililscr:agllgulidi: H H
Intervention: Weekly Semaglutide 1 mg vs Placebo S e S e e
B 4
Primary Outcome: Delayed progression of CKD with  Simmisiingm, o« =
reduced incidence of sustained decline in eGFR, £
end-stage kidney disease or renal death % ;
KIDNEY OUTCOMES 2°POOP|0

Prevent
1
major kidney
disease event

ReSUItS: 24% red UCtion in riSk Of major kid ney Twenty people would need to be treated with sema-
d isease eve ntS glutide over a 3-year period to prevent one major

kidney disease event

MCT2D.org




Critique of FLOW trial

a0 =

o

Inability to do subgroup analyses

Limited use of SGLT2 inhibitors and MRAs
Lack of population diversity
Generalizability

Discontinuation rate in treatment arm (13% of people on semaglutide discontinued their

medication)
Potential confounding factors
Semagiutide
Outcome (N=1767)
Primary outcome: major kidney disease events — no. (%) 331 (18.7)

Components of primary outcome — no. (%)

Persistent =50% reduction from baseline in eGFR 165 (9.3)
Persistent eGFR <15 ml/min/1.73 m? 92 (5.2)
Initiation of kidney-replacement therapy 87 (4.9)
Death from kidney-related causes 5(0.3)
Death from cardiovascular causes 123 (7.0)

riacebo
(N=1766)

410 (23.2)

213 (12.1)
110 (6.2)
100 (5.7)
5 (0.3)
169 (9.6)

Hazard Ratio
(95% Cl)

0.76 (0.66 to 0.88)

0.73 (0.59 to 0.89)
0.80 (0.61 to 1.06)
0.84 (0.63 to 1.12)
0.97 (0.27 to 3.49)
0.71 (0.56 to 0.89)

MCT2D.org




Key Trials

Primary
Outcome

CKD
Progression

Cardiovascular
Outcomes

eGFR Impact

Albuminuria

Canagliflozin Empagliflozin

EMPA-REG
CREDENCE, OUTCOME,
CANVAS EMPA-KIDNEY

Reduction in CKD  Reduction in CKD
progression and CV progression and CV
events events

DAPA-CKD,
DECLARE-TIMI 58

Reduction in CKD
progression and CV
events

30% reduction in risk 39% reduction in risk 0f39% reduction in risk of
of kidney disease  incident or worsening kidney disease

progression nephropathy

20% reduction in risk

progression

of CV death, MI, or 14% reduction in risk of17% reduction in risk of
stroke CV death, Ml, or stroke CV death, MI, or stroke

Effective in patients Effective in patients
with eGFR > 30 with eGFR > 20
mL/min/1.73 m? mL/min/1.73 m?

Reduces albuminuriaReduces albuminuria
progression by 27% progression by 39%

Effective in patients with
eGFR >25 mL/min/1.73
m2

Reduces albuminuria
progression by 29%

Semaglutide

FLOW, SUSTAIN-6

Reduction in major kidney
disease events and CV death

24% reduction in risk of major
kidney disease events

29% reduction in risk of CV
death

Effective in patients with eGFR
50-75 mL/min/1.73 m?

Reduces albuminuria
progression by 36%

Table created by Open Evidence



When is Semaglutide appropriate for CKD?
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CKD and Blood pressure Management (11.3-11.7)

Blood Pressure Management (11.3)
\j@ o Optimize BP to reduce risk of CKD progression and cardiovascular risk

o Target BP < 130/80 (GRADE A Recommendation)

ACE/ARB therapy (11.4)
9 o Titrate to maximally tolerated doses for CKD and CV event prevention

o Monitor BMP 7-14 days after starting or adjusting therapy

Special Considerations in Pregnancy (11.6)

o Avoid harmful antihypertensive medication in reproductive age women
without reliable contraception

o Switch to safer alternatives like nifedipine or labetaolol

Urinary Albumin Goals (11.7)
o Aim to reduce urinary albumin by > 30% to slow CKD progression

o/



CKD and Nutrition — Updated Protein Goals (11.8)

e Evidence for lower protein intake in people with CKD
has been published only for those without diabetes’

e Non Dialysis CKD (Stage G3 or higher)

O Recommended protein intake 0.8g/kg body weight/day >
(Grade A)

O Aligns with the general population to reduce CKD
progression

e Dialysis Dependent CKD

O Recommend protein intake 1.0-1.2 g/kg body
weight/day (Grade B)

O Rationale: Addresses protein energy wasting, a major
concern in dialysis patients

MCT2D.org



Case: John 58 years old

PMH: T2DM for 10 years, HTN, HLD, OSA (on CPAP), BMI 34
New diagnosis of CKD stage 3a (eGFR 58 mL/min)

7 g Medications: Metformin 1000 mg bid, HCTZ 25 mg,
i atorvastatin 40 mg

CC:

1. Reports reduced energy and stamina
2. No chest pain, but notes calf discomfort when walking
long distances, which resolves with rest



PAD Artery

Peripheral Artery Disease (PAD) Screening

Decreased
blood floow

Plaque

® 26% of people with diabetes have been shown
to have PAD

® Diabetes increases odds of having PAD by 85%

® 50% of newly diagnosed PAD are
asymptomatic at time of diagnosis

O ©

Cross section of Cross section of
plaque reduces plaque blocked
blood flow blood flow

® Vascular screening was associated with:

O Increased pharmacologic therapy
(antiplatelet, lipid-lowering, and
antihypertensive therapy)

O Reduced in-hospital time for PAD and
coronary artery disease

O  Reduced mortality

@f& MCTzn.ﬂ
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Enhancing PAD Screening in Diabetes (10.41-B)

® Who to screen:
O Individuals > 65 years old with diabetes

O Individuals < 65 with additional risk factors (smoking, HTN, dyslipidemia, retinopathy, neuropathy,
nephropathy)

O Individuals with diabetes-related foot complications or organ damage

® Screening method Ankle-Brachial Index

MCT2D.org



Cardiovascular Risk Screening

Screening for Undiagnosed Cardiovascular Disease

OO

000
NN

Who to

Coronary Artery

Disease

Heart Failure

Routine screening is

Screen all adults with
diabetes, which increases

Screen individuals with diabetes and age
£65 years, any microvascular disease, foot
complications, or end-stage organ damage

not recommended for risks for asymptomatic :
asymptomatic individuals, (stage B) and symptomatic c::::;:bw”' fa P:g dla_gno&slsc :vould
(st29¢ C) HF. anyone with a giabetes duration =10 years.
If signs or symploms of

Measure BNP

c:;:z?: di::::::?t:cd or N-terminal pro-BNP.

y Echocardiography Is 7 g
o:::cuoc:lr:‘i:?r:: rec ommended for those Screen with ankle-brachial index testing.
present, screen using WIRE) IR, S M.
routine methods,

MCT2D.org




Rapid Fire Updates

CGM

Weight Management

Heart Failure with preserved Ejection Fraction (HFpEF)
Sleep

Bleeding Gums

FSD

Men's sexual dysfunction

No s 0N~
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Updates on CGM for T2D

7.16 - using CGM in adults with T2D treated with
glucose-lowering medications (0
achieve and maintain individualized glycemic goals.

Supporting Evidence
1. Improved Glycemic Control

« Studies show greater A1C reduction with CGM vs. BGM (Blood Glucose Monitoring)

* Intermittent CGM use (1- 2x over 6 mo) improved A1C, with more significant effects in
those checking BGM at least 1.5 times/day?

« CGM users saw more time in range (TIR) and less time above range (TAR)
2. Enhanced Patient Satisfaction

« CGM use led to better self-management, reduced stress, and higher treatment
satisfaction compared to BGM'

@ MCT2D.org



Weight Management

(@ J ® 8.2B was revised to recommend monitoring of
obesity-related anthropometric measurements at least
every 3 months during active weight management

U-[]- {_J treatment

a—
/
/7

® 5.12 Provide weight management treatment based on
i nutrition, physical activity, and behavioral therapy for all
@ NP0 people with overweight or obesity, aiming for at least
3-7% weight loss (A)

MCT2D.org



Heart Failure with Preserved Ejection Fraction

Approximately 45% of people admitted for HFpEF have diabetes?
Change in KCCQ-CSS at 52 Wk

10.46d In T2D, obesity, and symptomatic HFpEF, therapy with a GLP-1 , S 99

RA with demonstrated benefit for reduction of heart failure-related £ s '

symptoms, physical limitations, and exercise function is : )

recommended. A

/’/“‘
= .// Z :"'.J-' 7-

STEP-HFpEF’ -
e Population: Adults with BMI 30 or BMI > 27 with weight-related e

comorbidity AND symptomatic HFpEF ORI ..o i i
e Intervention: Weekly semaglutide 2.4 mg vs Placebo for 52 weeks s \‘x‘\ " Place
e Primary Outcome: Significant improvement in KCCQ-CSS - indicating 7 \‘\

better symptom relief and quality of life el

e Secondary Outcome: Improved 6 minute walk distance

MCT2D.org




Lifestyle Improvements: Sleep (Section 3)

0 Quantity » < 6 hr and > 9 hr — 50% increase risk of T2D

@ Quality » 40-84% increased risk of T2D

@ Chr0n0type » 2.5x risk with late chronotype

MCT2D.org



Lifestyle Improvements: Sleep (Section 3)

New Emphasis on Sleep
e Recognized as a key component of metabolic health (with @
r 4
4

nutrition and activity)

e Poor sleep is linked to increased insulin resistance, higher
A1c levels, and elevated cardiovascular risks

e Improved sleep quality correlates with better glycemic
control and mental health outcomes

MCT2D.org




Sleep: Recommendations for Providers

® Assess sleep patterns and quality during routine diabetes care
visits
® Use validated tools to evaluate for sleep disorders:

O Obstructive Sleep Apnea (OSA) ~ | g
O  Insomnia )]
O  Restless Leg Syndrome

® Encourage sleep hygiene practices

® Refer for sleep study if OSA or other disorders are suspected

MCT2D.org




Female Sexual Dysfunction (FSD)

Key Facts

® Women with diabetes are at increased risk of sexual dysfunction and
less likely to be sexually active

® Women are as likely as men to have sexual dysfunction, but are less
likely to discuss with clinician

® Common issues: reduced libido, arousal difficulties, vaginal dryness,
and dyspareunia

Why it Matters

® Sexual health concerns significantly impact quality of life

® Often underdiagnosed and untreated due to stigma and lack of
clinician training

MCT2D.org




Screening and Assessment for FSD

Routine Screening
e Dialogue about sexual health during diabetes visits

Barriers to Care

e Patient hesitancy to discuss sexual health
e Limited clinician training

Targeted Recommendations:

e Explore sexual health concerns during perimenopause/
menopause

MCT2D.org



Men's Sexual Health in Diabetes or Prediabetes
Key Facts:

e 52.5% of men with diabetes have ED.
e Testosterone levels are lower in men with diabetes.

Screening (Recommendation 4.18):

Men with diabetes and hypogonadal symptoms (low libido, ED, depression) should be screened for
cardiovascular and endocrine factors, including morning total testosterone.

Treatment:

Consider testosterone replacement for men with low or borderline-low testosterone. In older men with
hypogonadism, testosterone therapy increases coronary artery plaque volume, but no clear link to
increased cardiovascular risk is established.

MCT2D.org



Dental Care and Diabetes (4.15, 4.16)

e Poor oral health, particularly periodontal disease '
is linked to:
© Worsened glycemic control’

O Increased risk of diabetes-related complications’ Heal’(hg

Period.ontal
_ Disease

e Diabetes increases the risk of periodontal
disease and delays healing

e Treating periodontal disease can improve A1lc by
0.4-0.6% over 3 - 6 months?

MCT2D.org



Provider Recommendations for Dental Care

® Assess dental health
o Are they seeing a dentist?
o Ask about symptoms (gum bleeding, loose
teeth, oral discomfort)

® Coordination with Dentists
o  Glycemic goals

o Comorbidities that would impact dental care or
antibiotic use (kidney, liver, pulmonary
conditions)

o Hypoglycemia risk

S
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Questions?
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