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Objectives: 
1. Using Diabetes Education

2. MASLD and MASH

3. CKD Updates

4. Rapid-Fire Updates 



Updated Algorithm 
for T2D Treatment
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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
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Diabetes Distress (5.48)

● Emotional distress from diabetes 
management burdens

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

● Prevalence: Over 60% experience 
distress

● DAWN2 Study: 45% reported distress, 
only 24% had provider support

● Screening: People with diabetes, 
caregivers, family

1. Fisher L, Polonsky WH, Perez-Nieves M, Desai U, Strycker L, Hessler D. A new perspective on diabetes distress using the type 2 diabetes distress assessment system (T2-DDAS): Prevalence and change over time. J Diabetes 
Complications. 2022 Aug;36(8):108256. doi: 10.1016/j.jdiacomp.2022.108256. Epub 2022 Jul 5. PMID: 35810147.

2. Nicolucci A, Kovacs Burns K, Holt RI, Comaschi M, Hermanns N, Ishii H, Kokoszka A, Pouwer F, Skovlund SE, Stuckey H, Tarkun I, Vallis M, Wens J, Peyrot M; DAWN2 Study Group. Diabetes Attitudes, Wishes and Needs second study 
(DAWN2™): cross-national benchmarking of diabetes-related psychosocial outcomes for people 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.
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Diabetes Distress Update

● Screen for diabetes distress at least annually 
in people with diabetes, caregivers, and family 
members, and repeat screening when 
treatment goals are not met, at transitional 
times, and/or in the presence of diabetes 
complications. (5.48)

● Tools for screening: PHQ9, GAD7, PAID Scale



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
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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)

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
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DSMES Implementation

When to offer DSMES (5.2)

○ At diabetes diagnosis

○ Annually for assessment of education needs

○ When new complicating factors arise (health 
status change)

○ During transitions of care

How to deliver DSMES

○ Tailored to individual needs, including language 
and cultural considerations

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

○ Leverage interprofessional teams
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After the Visit: Maria’s Labs
Lab Test Result Normal Range

A1C 6.8%
<5.7% (normal); 
<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/µL 150–400 x 10³/µL
Creatinine 0.9 mg/dL 0.6–1.1 mg/dL
eGFR 92 mL/min >90 mL/min

HGB 13.5 g/dL 12.0–15.5 g/dL 
(women)

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 µIU/mL 0.5–4.5 µIU/mL
Vitamin D 22 ng/mL >30 ng/mL
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When I see patients with T2D even with normal 
liver enzymes, I calculate a FIB4 

1. Never

2. Rarely

3. Sometimes

4. Always
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Maria’s FIB-4



Back to the 
Algorithm



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

○ Formally diagnosed with imaging (> 5% of hepatocytes with hepatic steatosis)

○ 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

○ Gold Standard: Liver Biopsy
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Screening for Fibrosis (4.22, 4.23)
Who to Screen:
• Adults with T2D or prediabetes

How to Screen:
• FIB-4 (ALT, AST, Age, platelets)
• Screen even if liver enzymes are 

normal

Next steps: 
• FIB-4 > 1.3 Perform additional liver 

risk stratification
• FIBROSCAN - Transient 

Elastography (preferred) 
• Enhanced Liver Fibrosis Test 

(ELF) if elastography not 
available
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Elastography results
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● 4.25 – recommend lifestyle 
changes with interprofessional 
team approach that promotes 
weight loss
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Pioglitazone (TZD)
Class: Thiazolidinedione (TZD)

Pros Cons

Improves Insulin sensitivity 
in liver, muscle and adipose 
tissue

Weight gain (fluid retention 
and adiposity)

Reduces hepatic steatosis 
and inflammation

Incidence of heart failure 
(OR 1.47)

Slows fibrosis progression Increase odds of bone 
fractures in women (OR 
2.05)

Reduced stroke risk 
(especially recurrent stroke)

Potential increased bladder 
cancer risk (conflicting data) 

Cost ($10-15 per month)



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? 



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)
Medications: Metformin 1000 mg bid, HCTZ 25 mg, 
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

Lab Test Result Normal 
Range

A1C 7.5% <7.0% (goal 
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

Platelets 170 x 10³/µL 150–400 x 
10³/µL

LDL 110 mg/dL <100 mg/dL

HDL 45 mg/dL >40 mg/dL 
(men)

Triglycerides 180 mg/dL <150 mg/dL

TSH 2.1 µIU/mL 0.5–4.5 
µIU/mL

Urinary 
Albumin/Cr 45 mg/g <30 mg/g
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Treatment for People with Diabetes and CKD
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Classification of Chronic Kidney Disease (CKD)
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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

Population: Patients with T2D, established CKD 
(eGFR 50-75 mL/min/1.73m2  and elevated urinary 
albumin-to-creatinine ratio)

Intervention: Weekly Semaglutide 1 mg vs Placebo

Primary Outcome: Delayed progression of CKD with 
reduced incidence of sustained decline in eGFR, 
end-stage kidney disease or renal death

Results: 24% reduction in risk of major kidney 
disease events
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Critique of FLOW trial
1. Inability to do subgroup analyses 

2. Limited use of SGLT2 inhibitors and MRAs
3. Lack of population diversity
4. Generalizability
5. Discontinuation rate in treatment arm (13% of people on semaglutide discontinued their 

medication)
6. Potential confounding factors



Aspect Canagliflozin Empagliflozin Dapagliflozin Semaglutide

Key Trials
CREDENCE, 
CANVAS

EMPA-REG 
OUTCOME, 
EMPA-KIDNEY

DAPA-CKD, 
DECLARE-TIMI 58 FLOW, SUSTAIN-6

Primary 
Outcome

Reduction in CKD 
progression and CV 
events

Reduction in CKD 
progression and CV 
events

Reduction in CKD 
progression and CV 
events

Reduction in major kidney 
disease events and CV death

CKD 
Progression

30% reduction in risk 
of kidney disease 
progression

39% reduction in risk of 
incident or worsening 
nephropathy

39% reduction in risk of 
kidney disease 
progression

24% reduction in risk of major 
kidney disease events

Cardiovascular 
Outcomes

20% reduction in risk 
of CV death, MI, or 
stroke

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

17% reduction in risk of 
CV death, MI, or stroke

29% reduction in risk of CV 
death

eGFR Impact

Effective in patients 
with eGFR > 30 
mL/min/1.73 m²

Effective in patients 
with eGFR > 20 
mL/min/1.73 m²

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

Effective in patients with eGFR 
50-75 mL/min/1.73 m²

Albuminuria
Reduces albuminuria 
progression by 27%

Reduces albuminuria 
progression by 39%

Reduces albuminuria 
progression by 29%

Reduces albuminuria 
progression by 36%

Table created by Open Evidence
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When is Semaglutide appropriate for CKD? 



CKD and Blood pressure Management (11.3-11.7)

Blood Pressure Management (11.3)
○ Optimize BP to reduce risk of CKD progression and cardiovascular risk
○ Target BP < 130/80 (GRADE A Recommendation)

ACE/ARB therapy (11.4)
○ Titrate to maximally tolerated doses for CKD and CV event prevention
○ Monitor BMP 7-14 days after starting or adjusting therapy

Special Considerations in Pregnancy (11.6)
○ Avoid harmful antihypertensive medication in reproductive age women 

without reliable contraception
○ Switch to safer alternatives like nifedipine or labetaolol

Urinary Albumin Goals (11.7)
○ Aim to reduce urinary albumin by > 30% to slow CKD progression 
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CKD and Nutrition – Updated Protein Goals (11.8)
● Evidence for lower protein intake in people with CKD 

has been published only for those without diabetes1

● Non Dialysis CKD (Stage G3 or higher) 
○ Recommended protein intake 0.8g/kg body weight/day 

(Grade A)
○ Aligns with the general population to reduce CKD 

progression 

● Dialysis Dependent CKD
○ Recommend protein intake 1.0-1.2 g/kg body 

weight/day (Grade B)
○ Rationale: Addresses protein energy wasting, a major 

concern in dialysis patients



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)
Medications: Metformin 1000 mg bid, HCTZ 25 mg, 
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
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Peripheral Artery Disease (PAD) Screening

● 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

● Vascular screening was associated with:

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

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

○ Reduced mortality
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Enhancing PAD Screening in Diabetes (10.41-B)
● Who to screen:

○ Individuals > 65 years old with diabetes
○ Individuals < 65 with additional risk factors (smoking, HTN, dyslipidemia, retinopathy, neuropathy, 

nephropathy)
○  Individuals with diabetes-related foot complications or organ damage

● Screening method Ankle-Brachial Index
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Cardiovascular Risk Screening
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Rapid Fire Updates
1. CGM

2. Weight Management

3. Heart Failure with preserved Ejection Fraction (HFpEF)

4. Sleep

5. Bleeding Gums

6. FSD

7. Men’s sexual dysfunction
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Updates on CGM for T2D 
7.16 - Consider using CGM in adults with T2D treated with 
glucose-lowering medications other than insulin to 
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/day2

• 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 BGM1
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Weight Management
● 8.2B was revised to recommend monitoring of 

obesity-related anthropometric measurements at least 
every 3 months during active weight management 
treatment

● 5.12 Provide weight management treatment based on 
nutrition, physical activity, and behavioral therapy for all 
people with overweight or obesity, aiming for at least 
3–7% weight loss (A) 
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Heart Failure with Preserved Ejection Fraction
Approximately 45% of people admitted for HFpEF have diabetes2

10.46d In T2D, obesity, and symptomatic HFpEF, therapy with a GLP-1 
RA with demonstrated benefit for reduction of heart failure–related 
symptoms, physical limitations, and exercise function is 
recommended. A

STEP-HFpEF1

● Population: Adults with BMI 30 or BMI > 27 with weight-related 
comorbidity AND symptomatic HFpEF

● Intervention: Weekly semaglutide 2.4 mg vs Placebo for 52 weeks
● Primary Outcome: Significant improvement in KCCQ-CSS – indicating 

better symptom relief and quality of life
● Secondary Outcome: Improved 6 minute walk distance
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Lifestyle Improvements: Sleep (Section 3)

< 6 hr and > 9 hr – 50% increase risk of T2D

40-84% increased risk of T2D

2.5x risk with late chronotype
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Lifestyle Improvements: Sleep (Section 3)
New Emphasis on Sleep
● Recognized as a key component of metabolic health (with 

nutrition and activity)

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

● Improved sleep quality correlates with better glycemic 
control and mental health outcomes
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Sleep: Recommendations for Providers
● Assess sleep patterns and quality during routine diabetes care 

visits
● Use validated tools to evaluate for sleep disorders:

○ Obstructive Sleep Apnea (OSA)

○ Insomnia

○ Restless Leg Syndrome

● Encourage sleep hygiene practices

● Refer for sleep study if OSA or other disorders are suspected
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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
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Screening and Assessment for FSD
Routine Screening
● Dialogue about sexual health during diabetes visits

Barriers to Care
● Patient hesitancy to discuss sexual health
● Limited clinician training

Targeted Recommendations:
● Explore sexual health concerns during perimenopause/ 

menopause 
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Men’s Sexual Health in Diabetes or Prediabetes
Key Facts:

● 52.5% of men with diabetes have ED.
● 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.
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Dental Care and Diabetes (4.15, 4.16)
● Poor oral health, particularly periodontal disease 

is linked to: 
○ Worsened glycemic control1

○ Increased risk of diabetes-related complications1

● Diabetes increases the risk of periodontal 
disease and delays healing

● Treating periodontal disease can improve A1c by 
0.4 - 0.6% over 3 - 6 months2
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Provider Recommendations for Dental Care
● Assess dental health

○ Are they seeing a dentist?
○ Ask about symptoms (gum bleeding, loose 

teeth, oral discomfort)

● Coordination with Dentists
○ Glycemic goals

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

○ Hypoglycemia risk



Questions? 


