CE Credit Information

Credit provided by Corewell Health Southeast Michigan CME Department

This activity is approved for:

AMA PRA Category 1 Credit™
ANCC contact hours for nurses
ACPE continuing pharmacy education credit for
pharmacists
ASWB social work continuing education
CDR continuing professional education units for Registered
Dietitians and Dietetic Technicians

For full credit details, visit

https://corewellhealtheast.cloud-cme.com/94784

Disclosure of Relevant Financial Relationships

¢ Kara Mizokami Stout, MD: Speakers Bureau-Viatris (Relationship has ended).

e Lauren Oshman, MD (Planner): Stocks in publicly traded companies or stock options, excluding
diversified mutual funds-Abbott, AbbVie, Johnson & Johnson, Merck & Co., Organon.

All other individuals involved with this activity have no relevant financial relationships with
ineligible companies to disclose. Mechanisms were implemented to identify and mitigate
relevant financial relationships with ineligible companies for all individuals in a position to
control content of this activity.

CME/CE Questions?
CHEcme@corewellhealth.org

How to Receive CE
Credits/Contact Hours

1. Text CE code 94784 to
833-256-8390 by 1 PM on 7/20

(Scan to open a text message)

2. Complete the CE Evaluation
by August 2, 2026

Online at

Sign in > My CME > Evaluations and Certificates
Or via the free CloudCME mobile app - organization
code CorewellHealthEast

**Both steps must be completed to receive credit.**


https://corewellhealtheast.cloud-cme.com/94784
mailto:CHEcme@corewellhealth.org
https://corewellhealthheast.cloud-cme.com/

e

From Initiation to Optimization

Kara Mizokami-Stout, MD MSc

Assistant Professor | Division of Metabolism, Endocrinology and
Diabetes | University of Michigan




Disclosures

® | have no relevant disclosures related to this talk.

MCT2 MCT2D.org



Objectives

e Describe which patient populations benefit from insulin therapy.

e Discuss appropriate insulin regimens for different clinical scenarios:
o Insulin initiation
o Insulin titration

e |dentify pitfalls and pearls for successful insulin use.

e Review advanced insulin delivery modalities.
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Diabetes Classification

e Type 1 diabetes (90-95%) Diabetes
e Type 2 diabetes (5-10%) Type 1 Type 2
o Hybrid: Example proposed Example proposed subtypes:
o Latent Autoimmune Diabetes of suébtypef: | L . ;it_zt al (2?1|522[(1)<13]8) o
« Battaglia et * Stidsen et a
Adults (LADA) (2%2?3 Ei3e] - KPD « Ahlquist et al (2018) [12]
o Ketosis Prone Diabetes (KPD) * Udler et al (2018) [61]

* Wesolowska-Andersen et al (2022) [29]
e Due to other causes:

o Monogenic diabetes (MODY)
o Pancreatogenous diabetes

e Gestational diabetes : | Other
estationa ;
“« noq: e.g. Pancreatic,
[ ) Type5 diabetes Monogenic Drug-induced
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Type 2 Diabetes Heterogeneity

SIDD = Severe Insulin Deficient Diabetes
Low insulin secretion, poor metabolic control,
increased risk of retinopathy and neuropathy

SIRD = Severe Insulin Resistant Diabetes
Insulin resistance, obesity, late onset,
increased risk of nephropathy and fatty liver

MOD = Mild Obesity-Related Diabetes
Obesity, early onset

MARD = Mild Age-Related Diabetes
Late onset, low risk of complications

HOMA-B and HOMA-IR:
measures of insu“n Secretion and resistance Ah'qVISt E et al. Diabetes, 2020, 69(10)2086—2093
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Type 2 Diabetes (T2DM) Heterogeneity

SIDD = Severe Insulin Deficient Diabetes
Low insulin secretion, poor metabolic control,
increased risk of retinopathy and neuropathy

" HbAlc

SIRD = Severe Insulin Resistant Diabetes
HOMA-B Insulin resistance, obesity, late onset, increased risk
HOMA-IR of nephropathy and fatty liver
BMI MOD = Mild Obesity-Related Diabetes
Age Obesity, early onset

MARD = Mild Age-Related Diabetes
Late onset, low risk of complications

HOMA-B and HOMA-IR;:
measures of insulin secretion and resistance

Ahlqvist E et al. Diabetes, 2020; 69(10):2086—-2093.
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Use of Glucose-Lowering Medications in the Management of Type 2 Diabetes

American Diabetes
Association Algorithm e i

f. d Goal: Cardi I d Kid Risk Reduction i Goal: Achievement and Maintenance
e F[ocus first on cardiorenal e ey DK ool N e s M

iIndications and weight-reduction.
i e <6073 v on B | [ s

symptoms of HF albuminuria (ACR 23.0 mg/mmol
with documented (30 ma/g]). Repeat measurement
HFrEF or HFpEF is required to confirm CKD

. If fu rth e r g che m i C- I Owe ri n g iS +ASCVD/indicators of high CVD risk* . . .

GLP-1RA* SGLT2i* with for weight combination therapy) that provides

. .
needed. insulin can be s o prown VD soLr2i | [ +cko (on maximaly toleratea vl - e
) CVD benefit with proven HF benefit dose of ACEi or ARB) 5 maintain glycemic treatment goals
in this population Prioritize avoidance of hypoglycemia
SGLT2i* with primary evidence in high-risk individuals

.
.
CO n S I d e re d fo r n of reducing CKD progression
« SGLT2i can be started with

eGFR 220 mL/min/1.73 m?

[
m m f h r I m « Continue until initiation of Dulaglutide,
O y p O S O y p e g yce I a . dialysis or transplantation liraglutide Efficacy for glucose lowering
+ Glucose-lowering efficacy is reduced
with eGFR <45 mL/min/1.73 m? Intermediate:

GLP-1RA (not

— (0)
@) A1 C > / — 1 O 0. - Forindividuais on a GLP-1 RA, consider acding “ fsted above),
SGLT2i with proven CVD benefit or vice versa SGLT2i S
« Pioglitazone®
> f— GLP-1 RA" with proven CKD benefit Neutral: -
o Blood glucose >/=300 mg/dL ™y G
DPP-4i GLP-1RA (not listed above), metformin,

If A1C is above goal, for individuals ¥
on SGLTZI, consider incorporating piogiitazone, SGLT2, sulfonylurea
a GLP-1RA or vice versa Intermediate:
DPP-4i

If additional cardiovascular and kidney risk reduction, management of other If A1C is above goal or significant hypoglycemia or
metabolic comorbidities, and/or gly ! ring Is ded hyperglycemia or barriers to care are identified

Refer to DSMES 1o support self-efficacy in achievement of
treatment goals

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

Am e ri Ca n D i a b eteS ASS O Ci ati O n (A DA) - = . Identify and address SDOH that impact achievement of
Agents with potential benefit in MASLD or MASH treatment goals

Standards of Care in Diabetes, Diabetes Care, e
2026 Supblement 1.




Clinical Scenarios Where Insulin is Preferred

Table 2-Clinical scenarios in which starting basal insulin may be preferred in the era of the innovative
medications such GLP-1RA and SGLT2i

Preferred
Metabolic emergencies (hyperosmolality, ketoacidosis)
Acute or variable hyperglycemia (sick days, steroid therapy, trauma, major surgery, stress)
Patient preference
Comorbidities (kidney and liver failure, cancer, chemotherapy)
Autoimmune pathogenesis (type 1 diabetes, latent autoimmune diabetes in adults)
Pregnancy
Lean, predominantly insulin-deficient T2DM
e including some elderly onset
e with excessive weight loss on other therapies
New-onset T2DM with marked hyperglycemia
Elevated glycated hemoglobin (HbA1c) not at target with other management
Intolerance of noninsulin therapies

Adapted from Bolli GB et al, Diabetes Care, 2025; 48(5):671-681.

Q)
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Clinical Scenarios Where Insulin is Preferred

Table 2—Clinical scenarios in which starting BI may be preferred or not
preferred in the era of the innovative medications, GLP-1RA and SGLTZ2i

Preferred
Metabolic emergencies (hyperosmolality, ketoacidosis)
Acute or variable hyperglycemia (sick days, steroid therapy, trauma, major surgery, stress)
Patient preference
Comorbidities (kidney and liver failure, cancer, chemotherapy)
Autoimmune pathogenesis (LADA)
Pregnancy
Lean, predominantly insulin-deficient T2DM
e including some elderly onset
e with excessive weight loss on other therapies
New-onset T2DM with marked hyperglycemia
HbA;. not at target with other management
Intolerance of noninsulin therapies (including GLP-1RA, SGLT2i)
Possibility that patient may have T1IDM

Bolli GB et al, Diabetes Ce 2025: 48(5):671-681.

&
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Objectives

e Describe which patient populations benefit from insulin therapy.

e Discuss appropriate insulin regimens for different clinical scenarios:
o Insulin initiation
o Insulin titration

e |dentify pitfalls and pearls for successful insulin use.

e Review advanced insulin delivery modalities.
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Basal Insulin:

Insu"n ACtlonS * Insulin that is secreted overnight and between
meals.
Insulin action on multiple tissues « ltis secreted at low levels so it acts on more

$ Glucose uptake? insulin sensitive tissues (liver and adipose

Metabolic tissue) .
t substrates tGIucose uptake

'é and utilization
OS2
J 49) Appetite control,
"L =" Neuroprotection { Lipolysis Bolus Insulin:

Vagal med,,;x\‘ /  Insulin that is secreted in response to a meal.

insulin secretion / {
N encr Insulin g « |tis secreted at higher levels so it acts on all

/ tissues that uptake glucoses (liver, adipose,
and skeletal muscle)
Glucose O

output

f Lipogenesis

Glucose and
GLP-1-mediated
insulin secretion

Tyagi A and Pugazhenthi S. Mol Neurobiol, 2021; 58: 2672—-2691.
Bolli GB et al. Diabetes Care, 2025; 48(5):671-681.
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Activity Profiles of Different Types All insulin units are

of Insulin
o equal — what
EG 1 :' .-..-Insulin lispro aspart, glulisine ChangeS |S hOW faSt
o .
55 - Reqular and how long they
94t work!
S 3 4 T —NPH
S .
g_ 5 "~ _Insulin detemir
g o il = 0N {::/}:f-sulin glargine
o PR— e ey

0 3 6 9 12 15 18 21 24
Time (hours)
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Commercially Available Insulins

Duration Generic Name Brand Name(s)

Rapid-acting Lispro Humalog, Admelog
Aspart NovolLog, Fiasp, Lyumjey,
Glulisine Apidra

Short-acting Regular Insulin Humulin R, Novolin R

Intermediate-acting

NPH (Neutral Protamine
Hagedorn)

Humulin N, Novolin N

Long-acting Glargine Lantus, Basaglar, Toujeo
Degludec Tresiba
Ultra long-acting lcodec Awiqli

Bolus
Insulins

Basal
Insulins

MCT2D.org



Case 1:

e 54 year old woman with an 18 year history of T2DM,
chronic kidney disease (CKD) stage 3, and irritable bowel
syndrome.

e She is currently on metformin ER 1000 mg daily and
empagliflozin 25 mg daily.

e She has previously tried but not tolerated several incretin
mimetics, sulphonylureas, and pioglitazone.

e Her hemoglobin A1c was previously in the 6-7% range , =
for many years with her medications and following a low [
carb diet. More recently, she has had difficulty following
carb restriction and reports higher blood sugars.

Image generated using ChatGPT
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GLUCOSE STATISTICS AND TARGETS TIME IN RANGES

28 Days
Time CGM Active: 98% — Very High >250 mgiaL 22% (5h 17min)
Ranges And Targets For Type 1 or Type 2 Diabetes
Glucose Ranges Targets % of Readings (Time/Day) 250
Target Range 70-180 mgidL Greater than 70% (16h 48min)
Below 70 mgidL Less than 4% (58min) & )
54 moiL Lons Bian 19 (14ubd High 181- 250 mgial 48% (11h 31min)
Above 180 mg/dL Less than 25% (6h)
Above 250 mgldlL Less than 5% (1h 12min) 180
Each 5% increase m time in range (70-180 mgidL) is chmically benelcia Tafg.t Rang. 70 - 180 mg/dL 30% (7h 12min)
Average Glucose 212 wom , LOW 54 -89 mgidL 0% (Omin)
Glucose Management Indicator (GMI 8.4% -
9 (GMI) . Very Low <54 mgidL 0% (Omin)
Glucose Variability 25.5%

Defined as percent coefficient of varfation (%CV); target $36%,

AMBULATORY GLUCOSE PROFILE (AGP)

AGPF s a summary of glucose values from the report period. with median (S0%) and ather percenties shown as # occurring in & single dey

350mg/dl -

95%

e 75%

S L 50%

(— 150 I 25%

Target Range 5%

12am Janm Ban Sam 12pm Ipar Bpm dpm 12am
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American
Diabetes
Association
Insulin Initiation
Algorithm

American Diabetes Association (ADA) Standards of Care in Diabetes,
Diabetes Care, 2026; Supplement 1.

10 AVOI

Consider GLP-1 RA or dual GIP and GLP-1 RA in most individuals prior to insulin® If already on GLP-1 RA or dual GIP
INITIATION: Initiate appropriate starting dosa for agent selectad (varies within class) : and GLP-1 RA or if these are not
TITRATION: Titrate to maintenance dose (varies within class) ropriate OR insulin Is preferred

Add basal insulin®
Choice of basal insulin should be based on person-specific considerations, including cost,
Refer to Table 9.4 for insulin cost information. Consider prescription of glucagon for Corinnnnaniinniiniinn
emergent hypoglycemia.

Add basal analog or bedtime NPH insulin®
INITIATION: Start 10 units per day OR 0.1-0.2 units/kg per day
TITRATION:
= Set FPG target (see Section B, “Glycemic Goals and Hypoglycemia ")
= Choose evidence-based titration algorithm, .9., increase 2 units every 3 days to
reach FPG target without hypoglycemia
= For hypoglycemia determine cause, if no clear reason lower dose by 10-20%

Assess adequacy of basal insulin dose
Consider clinical signals to evaluate for overbasalization and need to consider
adjunctive therapies (e.g., basal dose more than ~0.5 units/kg/day, elevated
bedtime-to-morming and/or pastprandial-to-preprandial differential, hypoglycemia
[aware or unaware], high variability)

* If above A1C target and not already on a GLP-1 RA or dual GIP and GLP-1 RA,
consider these classes, either in free combination or fixed-ratio combination, with insulin.

= If A1C remains above targel:

If on bedtime NPH, consider converting
to twice-daily NPH regimen
Conversion based on individual needs and current
glycemic control. The following is one possible
{ approach:
? INITIATION:
= Total dose = B0% of current bedtime NPH dose

Add prandial insulin®
Usually one dose with the largest meal or meal with greatest PPG excursion; prandial
insulin can be dosed individually or mixed with NPH as appropriate
INITIATION: TITRATION:
= 4 units per day or 10% of basal = Increase dose by 1-2 units
insulin dose or 10-15% twice weekly g F
® If A1C <8% (<64 mmol/mol) consider = For hypoglycemia determine n 2;3 given ;; the l:'ommg
lowering the basal dose by 4 units per cause, if no clear reason lower * 1/3 given'at bectime
day or 10% of basal dose comresponding dose by 10-20% TITRATION:

= Titrate based on individualized need
If above A1C target

Stepwise additional Consider self-mixed/split insulin regimen Consider twice-daily

injeqiop A 0! Can adjust NPH and short/rapid-acting insulins premixed insulin regimen
prandial insulin separately INITIATION:
(i.e., two, then three
additional INITIATION: = Usually unit per unit
injections) = Total NPH dosa = 80% of current NPH dose at the same total
2/3 given before breakfast Inwllm d"."» but may
2 require adjustment to
1/3 given before dinner individual nesds
Proceed to full Add 4 units of short/rapid-acting insulin to TITRATION:

basal-bolus regi each injection or 10% of reduced NPH dose Tirate based
men = Titrate on
(i.e., basal insulin and TITRATION: individualized needs

W"::;’:::;) with = Titrate each component of the regimen
based on individualized needs




Basal Insulin Initiation and Titration

e Start with 0.1-0.2 units/kg/day or a flat 10 units.

e Adjust 2—4 units every 3—7 days based on
fasting glucose.

e Use of other agents (e.g. incretin
mimetics/GLP-1 receptor agonists and SGLT2
inhibitors) help provide coverage for meal related | B o
excursions. ‘ o

portant: See’
ep In Cold Plac®
Oid Freezing

ﬁ v-‘
= - i

- T s T—

Bt =
i i

NSULIN

American Diabetes Association (ADA) Standards of Care in Diabetes, Diabetes Care, 2026; Supplement 1.
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Case 2:

e 62 year old man with a 20 year history of
T2DM and coronary artery disease.

e He is currently on insulin glargine 24 units
a day, metformin 1000 mg twice daily,
empagliflozin 25 mg daily and tirzepatide
5 mg weekly (highest tolerated dose).

e His point of care HbA1c in clinic is 8.3%.

Image generated using ChatGPT

MCT2D.org



Overview
30 days

Glucose

Average Glucose

186..

Standard Deviation GMI

49 .y N/A

Top Pattems

This graph shows your data averaged over 30 days

180 = TR

Time in Range
i 9% Very High

43% High
48% In Range

0% Low
0% Very Low

Target Range:
70-180 mg/dL.

f‘f‘:-\,,.mw"lﬁiiuli;

pexcon
Bl OLARIT

Sensor Usage
Days with CGM data

60.

Avg. calibrations per day

0.1

12am 3

12pm 3

ABOVE HIGH
THRESMOLD
75T PERCENTRLE
he.) ¢
][ 1wl
i AVERAGE
15THPERCENTILE
mg/d BELOW LOW
THRESHOLD
12am
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Basal/Bolus Insulin and Titration

e Total daily dose: 0.4-0.5 units/kg/day.
e 50% basal, 50% divided among meals.
o Example:

m Total daily dose: 48 units

m Lantus 24 units

m Humalog 8 units TID with meals
e Alternatively, start a flat 4 units with meals, especially if already on basal insulin.
e Can start with the largest meal or all meals.
e Titrate 10-15% or 1-2 units up to twice weekly based on postprandial glucoses.

e Can continue other agents particularly if there are weight or cardiorenal benefits.

American Diabetes Association (ADA) Standards of Care in Diabetes, Diabetes Care, 2026; Supplement 1.

MCT2D.org



Fasting and Post-Prandial Glucose Targets for
Non-Pregnant Adults

Table 6.3 Summary of glycemic goals for many non pregnant adults with diabetes

A1C <7.0%
Fasting plasma glucose 80-130 mg/dL
Peak postprandial capillary plasma <180 mg/dL
glucose (1-2 hours)

American Diabetes Association (ADA) Standards of Care in Diabetes, Diabetes Care, 2026; Supplement 1.
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Combination Insulin + Non-Insulin Therapies

individual medications combinations

Bl GLP-1RA SGLT2i Bl + GLP-1RA Bl + SGLT2i

| 4

FPG

HbA,.

Abbreviations:

FPG = fasting plasma
glucose;
Postprandial PG =
postprandial plasma
glucose;

Bl = basal insulin

Weight

Postprandial PG \1
*

| & e
& & @
» &@EL
» @@ @4

Hypoglycemia '

Bolli GB et al, Diabetes Care, 2025; 48(5):671-681.
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MCT2D Insulin Initiation & Titration Tools

P sz etting Started with MCTZ‘ Cetting Started with F/C 2‘
Insulin for Type 2 Diabetes !"C 4 Long-Acting Insulin for Patients with Fast-Acting Insulin for Patients with iCT2m
Your care team i recommending insulin to help manage your blood sugar. Begineing insulin should be i i
shared decision. Make sure you understand all your options, ask questions, and feel confident that this is o Type 2 Diabetes Type 2 Diabetes
iy e e
g fast-acting Types of Fast-Acting Insulins
sugar, This isulin is dosed based on your fasting (morning) blood sugar reading,
Two Main Types of Insulin regardiess of what time of dey you take your insuln, :‘l:;lu;h\.g‘l:o lled mealtime, prandial or
-acting insulla) to help control yous Insulinaspart  Novolog, Fiasp, NovoRapid and Trurapi
SR " blood sugar after meals. This is a normal i
Long-Acting Insulin (Basal) Acting | Bolu Here's w What 10 00 if )¢ L
Hares next step when your long-acting insulin T S
Haos haep youx bicod veow - for blood suger. Sl g controls your morning (or fasting) blood el Bopre: e e
and overnight, even when you're not eating. Also Also called "bolus," ‘rapid-acting” ‘pre-meal o sugar well, but your blood sugar still rises too i i s
called "basal’ “fasting” or "background” insulin ‘prandial” insulin. Your Starting Insulin Dose A high after eating. gl P
ppicall and s Take long-acting insulin once a day: .
your moring (fasting) blood sugar level. on the food you eat and your blood sugar levels. mmkduw{mn-:mmm Toujeo, Basagler, or Semplee). or degludec (brand name Getting Started on Fast-Acting Insulin

H— 1) One meal approach wh
o T pproach where you start with | 2) All meal approach where you start with |
o ey (4] : D one meal and add more i needed, (@] ‘v ttecing navinatatnee meats. @)
+ When: Same time dally (within 2 hours). + When: 15-20 min before esting. Your Starting Dose m
* i you forget: Take dose within a few hours. Ir's okay to take # right when you start esting. One Meal Approach (Starting with one meal) All Meal Approach (Starting with all meals)

If later than that, skip and take your normal dose *+ W you forget: Take up to 30-60 min after meal

hoinint . Iffoter than 8hat, skip and wait for next meel ° Take it once daily st the same time each day (x. every evening) You start by taking a small dose before your You start by taking fast-acting insulin at all three
largest meal (typically the meal that causes your meals from the beginning. Your care team will
blood sugar to rise the most). Your care team tell you exactly how much to take.
i will tell you exactly how much to take.
- How to Adjust Your Dose This may be recommended if your blood sugar
- LEARN MORE Take your fast-acting insulin 15-20 minutes stays high throughout the day, or if your ATc

£oun How 53 Get Started wih Losg-Actng et michmed vp/AVG Check your fasting blood sugar once each morming for three days in & row. Fasting blood sugar is the Betce your meal. ° remy:msghlgh degplle using s Ptk dise

When you are starting insulin, long-acting insulin is typically prescribed first. This insulin is number you get first thing in the morming, before eating o drinking anything. of long-acting insulin or other medications that

based on your fasting blood sugar and is not related 1o your food intake. Adding a Second Meal and then a Third Meal target after-meal blood sugar.

8500 Uhe. OR 2030 0 olal the A 20 M8 100Hs. Blood sugar can vary from day to day, 50 focus on the overall pattem rather than a single number. After thvee (If needed)
Gays, use the instructions below 10 adjust your insulin based on where your blood sugars are mostly running.

if your blood sugar improves with insulin at one
meal but remains high at other times of the day,

Learn How to

Fast-acting insulin s usually started after long-acting insulin, Your doctor wil your care team may recommend adding fast-
recommend either: acting insulin at a second meal and then a third
% Example Dose Adjustment meal as needed.
Starting with One Meal ia All Meals at Once
This method adds fast-acting insulin | L@}T This method starts fast-acting Fasting Morming Blood Sugar (3 d Insulin Adjustment
slowly. You'l start with just one meal =1 insutin for all meals.

—usually the largest ane of the day, [Reakfast Total Daily

Scan the QR code or visit the kink o fear more. . Dose of
o Above 250 mp/k. Increase by 4 unkts In general, about half of your total daily dose of insulin is insulin
given as lona insulin, and the other half is
Where to Inject Your Insulin 151-250 ma/eL SRRRIERE diided between your three meals as fast-acting (prandial)
Many patients prefer 10 Inject insulln in the abdomen. Talk to your care team insulin.
about injecting into the fat in your arms, thighs or buttocks. L )
+ Stay about two inches away from your belly button v 90-150 mg/dL Stay on the same dose i
* Rotate your injection sites each time — imagine there are clocks on either side m How to Adjust Your Dose
of your belly button and choose a different “hour” for each dose Below 90 mg/dL. Decrease by 2 units Always check your blood sugar in the morning, before your meals, and at bedtime.
* Inject into fatty tissue, ot muscle ~ you should be able 1o gently “pinch an inch” Yoircareteam will relp you gradually aq1us: gg:;)msu:[n doses based on your
lood sugar of continuous glucose monitor readings. =
+ Regularly check your skin for scar tissue by feeling for firm of humpy areas and | Below70 with ‘
s e Loy mg/dL with symptoms Treat the low & contact care team réTz
www.MCT2D.0rg

Getting Started with Insulin for Getting Started with Long-Acting Getting Started with Fast-Acting
Patients with Type 2 Diabetes Insulin for Patients with Type 2 Insulin for Patients with Type 2
Diabetes Diabetes

Available in the MCT2D Resource Library!
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https://www.mct2d.org/resource-library/getting-started-with-insulin-for-patients-with-type-2-diabetes
https://www.mct2d.org/resource-library/getting-started-with-insulin-for-patients-with-type-2-diabetes
https://www.mct2d.org/resource-library/getting-started-with-long-acting-insulin-for-patients-with-type-2-diabetes
https://www.mct2d.org/resource-library/getting-started-with-long-acting-insulin-for-patients-with-type-2-diabetes
https://www.mct2d.org/resource-library/getting-started-with-long-acting-insulin-for-patients-with-type-2-diabetes
https://www.mct2d.org/resource-library/getting-started-with-fast-acting-insulin-for-patients-with-type-2-diabetes
https://www.mct2d.org/resource-library/getting-started-with-fast-acting-insulin-for-patients-with-type-2-diabetes
https://www.mct2d.org/resource-library/getting-started-with-fast-acting-insulin-for-patients-with-type-2-diabetes

Case 3:

e 44 year old man, HbA1c of 14%, BMI 30 kg/m2.

e Under his PCP's care, he was initiated on basal and bolus insulins. His PCP ordered a work-up
for latent autoimmune diabetes of adulthood (LADA) and referred him urgently to Endocrinology.
GAD-65 antibodies were noted to be negative. His initial C-peptide was low-normal at 0.8 ng/mL.

e He was evaluated in Endocrinology 3 months later. A point-of-care (POC) HbA1c was 6.2%. He
was using insulin consistently and his self-monitored blood glucoses ranged from 91-134
mg/dL.

e Arepeat C-peptide was checked and improved to 2.0 ng/mL (blood glucose 117 mg/dL) after
the initial visit. Bolus insulin was discontinued and switched to injectable semaglutide.

e In follow-up with Endocrinology 4 months later, his point-of-care A1c was 5.6%. A C—peptide was
rechecked and measured 4.6 ng/mL (blood glucose 123 mg/dL). Basal insulin was
discontinued.

e A follow-up POC HbAT1c measured 6.2% 6 months later.

MCT2D.org



Case 3:

e A 44-year-old man presented with an HbA1c of 14% and BMI of 29
kg/m?2.

e His PCP started basal-bolus insulin, ordered testing for latent
autoimmune diabetes in adults, and urgently referred him to
Endocrinology. GAD-65 antibodies were negative, and initial
C-peptide was low-normal at 0.8 ng/mL.

e Three months later, his POC HbA1c had improved to 6.2%. He was
using insulin consistently, with home glucose readings of 91-134
mg/dL. Repeat C-peptide increased to 2.0 ng/mL with glucose of
117 mg/dL. Bolus insulin was stopped, and injectable semaglutide

was started. Image generated using ChatGPT

e Four months later, his POC HbA1c was 5.6%, and C-peptide had
increased to 4.6 ng/mL with glucose of 123 mg/dL. Basal insulin
was discontinued. Six months later, his POC HbA1c remained
controlled at 6.2%.

MCT2D.org




Latent Autoimmune Diabetes in Adults (LADA)

What is Latent Autoimmune Diabetes Why It Matters:

in Adults: _ _
o Different prognosis and treatment

e Slowly progressive autoimmune diabetes in approach than Type 2 diabetes.

>2(0)-
adults (age >30-35 years). o Earlier insulin requirements.

e Shares features of both Type 1 and

Type 2 diabetes. o Better B-cell preservation with appropriate

therapy.
e Accounts for 2-12% of adult-onset diabetes.

e Has positive anti-GAD-65 antibodies (like
Type 1 diabetes).

MCT2D.org




When to Suspect LADA - Clinical Red Flags

Consider LADA testing in adults with diabetes who have:
Patient Characteristics: Clinical Course:

- Younger age at diagnosis (in 30s and 40s) - Rapid progression to insulin requirement (within 6

. Normal BMI or lean body habitus months of diagnosis)

- Poor response to non-insulin diabetes

- Absence of metabolic syndrome features medications

- Personal or family history of

autoimmune disease - Unexplained weight loss at diagnosis

- Difficulty achieving glycemic control despite
adherence

- History of DKA with or without SGLTZ2 inhibitor
use

MCT2D.org




Management Based on C-peptide Levels

Clinical Diabetes

Presentation Antibodies C-peptide Management

C-peptide units vary amongst different lab

il assays (i.e. pmol/L; nmol/L; ng/mL).

High (>600
pmol/L; >1.8
ng/mL)

Treat as Type 2
Diabetes

American Diabetes Association Professional Practice Committee for Diabetes; 2. Diagnosis and Classification of Diabetes: Standards of Care in
Diabetes—2026. Diabetes Care 1 January 2026; 49 (Supplement_1): S27-S49.

Adapted from Raffaella Buzzetti, Tiinamaija Tuomi, Didac Mauricio, Massimo Pietropaolo, Zhiguang Zhou, Paolo Pozzilli, Richard David Leslie; Management of Latent
Autoimmune Diabetes in Adults: A Consensus Statement From an International Expert Panel. Diabetes 1 October 2020; 69 (10): 2037-2047.



Objectives

e Describe which patient populations benefit from insulin therapy.

e Discuss appropriate insulin regimens for different clinical scenarios:
o Insulin initiation
o Insulin titration

e Identify pitfalls and pearls for successful insulin use.

e Review advanced insulin delivery modalities.
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Insulin Use Pitfalls: Patients

e High out-of-pocket costs

e Stigma: Feelings of embarrassment, shame,
and perceived judgement

e Fatalism: Insulin use means diabetes is
“worse” and complications are inevitable

e Fear:
o of needles and injections
o of hypoglycemia
o of weight gain

Galdoén Sanz-Pastor A et al. Front Endocrinol. 2024;15:1366368.

Management Strategies

Use “Older insulins,” biosimilars, coupons, and
patient assistance programs may reduce
out-of-pocket costs

In-Clinic Resources:

» Social work
Diabetes education
Diabetes psychologists
Peer support programs
Care navigators

Outside Resources:

« Community diabetes support groups
» Diabetes online communities
 Digital behavioral support programs
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Insulin Use Pitfalls: Clinicians

Management Strategies

e Bias (conscious or Don’t demonize people for using insulin — multifactorial reasons for
unconscious) insulin use and all are valid

e Clinical inertia Clinically-oriented diabetes CME:

, « MCT2D online resources

* Knowledge and confidence « Achieve Targets in Diabetes Care (ATDC; Keystone, CO; July
9aps 8-11, 2026)

e Limited time and clinic « ADCES (Columbus, OH; August 7-10, 2026)
resources » ADA Clinical Update Conference (Houston, TX; Feb 5-7, 2027)

Diabetes is multidisciplinary — divide and conquer!
* Primary care clinicians

Diabetes educators

Clinical pharmacists

Endocrinologists

Galdon Sanz-Pastor A et al. Front Endocrinol.
2024:15:1366368.
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Insulin Use Pearls

e Insulin use may be temporary to reduce glucose toxicity, always review need for de-escalation of
insulin doses.

e Avoid “overbasalization”:
o Basal insulin doses >0.5 units/kg
o Drop in blood sugar of = 50 mg/dL overnight or while fasting

e Don’t forget to prescribe administration tools: needles, syringes, lancets, alcohol pads, glucometer,
continuous glucose monitors, etc.

e All patients on insulin should be counseled on identifying and treating hypoglycemia.
e All patients on insulin should also have a glucagon to treat severe hypoglycemia.

e Be sure to counsel on injection site rotation and periodically check skin for lipohypertrophy.

American Diabetes Association (ADA) Standards of Care in Diabetes, Diabetes Care, 2026; Supplement 1.
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R ynizing and Treating =
Low Blood Sugar (Hypoglycemia) mMCT28¢

What is Low Blood Sugar (Hypoglycemia)?
Low blood sugar or 70 mg/dL 0 3 pes
dabetes

Common causes Inchude: Too much insulin, the wrong kind or dase of dlabetes medication, exercisng or
‘getting more than wsust activity. 100 ltke food, liness, and drisking alcohol without eating,

5‘9"“'“-“"“”5“9' Chack your blood sugar if you have
blood suga 8 100 kow, you ey exparience one of 3y of these symptoens.
M.M!M!Mcnwg
Everyone has a sighly dfferee reaction 10
have

Pypoghyc may

feelngs even f your blood sugar is not less

#han 70 mp/dL If your blood sugar has.

been high for a long time. Checking you

blood sugar Is the coly way 10 be sure that
you are experiencing hypoglycemia.

f exparsaecing ow Siood sugas sppesens o a8

alaresert e CGM vty with 8 Ghcomerer

How Do | Treat Low Blood Sugar?
Consming sugar as quickly as possible
10 bring your blood sugar back ¥p.

The Rule of 15 i & simgie way to
remermber how 10 eat low blood segart

) ?
ke
e e
M S

€115 grams of fast-acsng
cartohydrates (sew cptions ce
et page)

Wait 15 minutes and check blood
e agan

1 5t below 70 mg/dL repest
steps 2and 3.

Remembert Liquics work faster then
w0l f0od, and foods with fat and/or
protees ave even siower at bringing
Ootr oyrvtcs mey nchude shekg o st hewreet p blood ghucose.

aodacaa, bhssed dakr, Colaon,seies or 088

eorsomaness

Recognizing and Treating
Low Blood Sugar

(Hypoglycemia)

Managing Low Blood Sugar —Ya
with Glucagon MCTzl

What is Glucagon?

MCT2D Tools for Hypoglycemia Management

sugar by sugar

emponary. Snack after use.
. Who Should Have Glucagon Available?
wis sogar

avallable, 3 That peopie A0UNS them thoud Know how 30 use it

1 When Should it be Used? A
Ghucagon can be used in the following situstions:

drink, o g

Types of Glucagon
Ghucagon Nasal Speay (Bagquimi)

# Easy 10 use for peagle uncomfonable with injecions
¢ Roady 10 use - 00 Miking requived

=137

Ghacagon Auto-Injector {Gvoke HypoPen)

A pre-filled, auto-injecior simiar 1o an EpiPen.

# Simple ond fast 10 wse in an emergency
¥ Ready 10 use = 7o mixing requived

Traditsonal injectable Kit (Glucagon Emergency Kit)
Kncwm as the ‘red” or "orange” kit

/ Rouees mixing betore ijection
# inchades 3 viad of powdered GUCIQON and 3 ByTinge with sterile water

The she e of Chack at
feast overy 6 mon rriwl'f»fmaum epires

Toel dwvelecad by Arg L Lymager 1 T dommed by
Msshane-$0ns K (207%) Towng L Www.MCT2D .00y
VTS Cour sy of W GYORTRCRg0N O aww DaTSATY 8, T e GALCR 0N COm ot A 2

Managing Low Blood Sugar
with Glucagon

Available in the MCT2D Resource Library!

Search “insulin”
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https://www.mct2d.org/resource-library/recognizing-and-treating-low-blood-sugar-hypoglycemia
https://www.mct2d.org/resource-library/recognizing-and-treating-low-blood-sugar-hypoglycemia
https://www.mct2d.org/resource-library/recognizing-and-treating-low-blood-sugar-hypoglycemia
https://www.mct2d.org/resource-library/managing-low-blood-sugar-with-glucagon
https://www.mct2d.org/resource-library/managing-low-blood-sugar-with-glucagon

Objectives

e Describe which patient populations benefit from insulin therapy.

e Discuss appropriate insulin regimens for different clinical scenarios:
o Insulin initiation
o Insulin titration

e Identify pitfalls and pearls for successful insulin use.

e Review advanced insulin delivery modalities.
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Case 4.

e 70 year old woman with a 30 year history of type 2 diabetes,

retinopathy, peripheral neuropathy, stage 3 CKD, CAD, and
obesity.

e She is currently on: tirzepatide 5 mg weekly (max tolerated
dose), dapagliflozin 10 mg daily, and glargine 60 units twice
daily and lispro 30-34 units with meals (eats 3 meals per
day) plus a correction scale.

e She reports discomfort with injections due to her large
insulin doses but confirms she is using as prescribed.

Image generated using ChatGPT
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GLUCOSE STATISTICS AND TARGETS

Time CGM Active:

Ranges And Targets For

TIME IN RANGES

55% (13n 12min)

14 Days
81% —— Very High >250 mgiat

Type 1 or Type 2 Diabetes

Glucose Ranges Targets \ of Readngs (TemeDay)
Target Range 70-180 mgldl Groater than 70% (16h 48min)
Below 70 mpidL Less than 4% (58men)
Below 54 mgidL Less than 1% (14min) 350 = Al
Above 180 mghdL Less than 26% (6h) High 181. 250 mguiL 35% (8h 24min) Ll hrd ° /&
Above 250 mgldlL Less than 5% (1h 1 2min) 1 21g - 72.0 @
e o i i s T s bl Target Range 70- 180 mgiaL 10% (2h24miny 180 L 271 T — 0
Average Glucose 254 rye - Low 54-68 mghl 0% (Omin) ke m
Glucose Management Indicator (GMI) 9.4% i L Very Low «s«mgi 0% (Omn) 35:_ : :
Glucose Variability 20.6% . i 189 V\“’:/\ ;g
Defined as percent coefficient of variation (%CV); target $36% 40.0u 24g 360 q ~ - 1“0
180 — aou 4
‘ 317 78 0
, 2 f gl ) values # the report pe '] wdia 0% ) and cther perce . nash e a 7 T 350 :
3%0mg/d - ) % 29 20 255 (N 17.0 o
95% 36.0u
75% 0
\_————'
250 50%
D — - . a . 1 25%

I

Target Range

12am 3 6a \ 12pm f 12am
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Concentrated Insulins

When to consider using a concentrated insulin:

e When a single insulin injection exceeds the e When individuals reports discomfort with large
capacity of a single injection on an insulin pen. insulin volumes.
e When total daily doses exceed 200 units. e When significant insulin resistance is present

(insulin requirements > 2 units/kg/day.

Umpierrez et al, Endocrine Practice, 2020; 26(3):1-11.
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Concentrated Insulins

U-200 and U-300 insulins:

® Directly interchangeable with U-100 insulins.

® They deliver the correct unit dose (you don't
need to "dose adjust” for patients) — it's just
less fluid volume per injection.

® Only available as pens — no vials.

NDC 01659255013

TRESIBA—

FlexTouch®
(insulin degludec) injection
(For Single Pationt Use Only)

200 unit</mi L (U-200)

List: 255013

(=== Iy |

Toujeo® solostar®

insulin glargine injection

Theve creiied som, €30 oo Sl cach - Dinptrne i) B seuded Cadom

SANOFI G
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U-500 Insulin

e U-500 is DIFFERENT from other
concentrated insulins and cannot be
readily interchanged.

e Only available as pens — no vials.

e High risk for hypoglycemia — consider
referral to Endocrinology.

MCT2D.org



Case 5:

overview 'Il' D("x( 0‘“1
. . Glucose

e 58 year old man with a 13 year history of

T2DM Average glucose GMI Time in Range zztz:oc
' 207 .. 8.3 | il 14/14 s

e His current medications are: metformin, 38% In Range S
tirzepatide 10 mg weekly, insulin glargine !I::‘:m —
nightly, insulin lispro with meals based on a 79 . 383, et -
carb ratio, and correction factor. "

op Pattems

e He travels frequently for work. Meal times
vary and are often on-the-go. As a result, he
he frequently forgets his lunch boluses. e

e He is reluctant to wear diabetes devices. He | S
has reluctantly agreed to use a CoM device o [
after a severe hypoglycemic event a few il s | -
years ago. — S| smowon
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s use

maa)

muie
nits

W Fast-Acting
W Long Acting

12am

E] ;

1:21 AM

[Pen] Fast-Acting
2.5units

8:09 AM
Fall Rate

11:24 AM
High

4:24PM
Fall Rate

10:03 PM

[Pen] Long-Acting
9.0 units

 0BE00 G0 BE

& 71 AM

[Pen] Fast-Acting
3.5 units

e 951 AM

[Pen] Long-Acting
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8 1S5TPM
[Pen] Fast-Acting
3.5 units
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[Pen] Fast-Acting
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» 10:24PM
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7:34 AM
High

1044 AM
High

11:04 PM
High

7:52 AM

[Pen] Fast-Acting
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10:46 AM
[Pen] Fast-Acting
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[Pen] Fast-Acting
2 Sunits

11 PM
[Pen] Fast-Acting
4 Dunits

11:49PM
Fal Rate

000
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Smart Pens and Pen Caps

e Only bolus insulins (pre-filled insulin cartridge)
e Automatic dose logging
e Integrated bolus calculator

e Alerts for missed doses and need for correction doses

* Fits on standard basal AND bolus insulin pens
» Automatic dose logging

* Integrated bolus calculator

B|g Foot Pen Cap https://www.medtronicdiabetes.com https://www.bigfootbiomedical.com
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Case 6:

e 70 year old man with a 40 year history of T2DM.

e Currently on metformin, empagliflozin, injectable
semaglutide weekly, insulin degludec 26 units daily, and
insulin lispro 8 units with meals plus a correction scale.

e He also reports discomfort with the frequent injections.

e He was referred to Endocrinology and advanced insulin
modalities were discussed with him.

e After meeting with Diabetes Education, he elected to start
on a CeQur disposable patch pump.

Image generated using ChatGPT
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1 month after CeQur

Before CeQur started

Glucose
Average Glucose Time in Range Sensor Usage Average Glucose Time in Range Sensor Usage
2 1 5 - 25% Very High Days with CGM data 3% Very High Days with CGM data
mg/dL i o 93. 1 6 4 26% High 97.
31% In Range 28130 ol 70% In Range 29/30
0% L
- o~ v: i <1% Low
Standard Deviation GMI Target Range: Jivg:calbrations per day <1% Very Low
58 mg/dL 8.5 70790 oAl 0 0 Standard Deviation GMI Target Range: Avg. calibrations per day
* 42 7 2 70-180 mg/dL
mg/dL L 0. 0
Top Pattems J Patient had a pattem of nighttime highs
¢ Patient had a pattern of significant highs between 10:00 PM and 12:20 AM. To Pattems

I k
Patient had a pattern of significant highs between 1:20 PMand 8:50 PM SENEN MY WS 1 S DRYR rafgR ShOUL SR of e UAY

I Patient’s best glucose day was October 20, 2022

Patient's glucose data was in the target range about 63% of the day This graph shows your data averaged over 30 days
This graph shows your data averaged over 30 days <
o ABOVE HIGH
THRESHOLD
2 | ™ 75TH PERCENTILE
T aillatas
! T ,
Ik TR e — cerpPinesesemil ||| ] ] R s, a A
-‘..ow-ow.» PR 3 g T e L PWRSE RS Ly "'"“"'mvn..-..a-‘...‘.,..,.'-' 5y NEDA
15TH PERCENTILE
- 70
| I I 1 1 | 1 | 1 1 l 1 | I i BELOW LOW
12am 3 6 9 12pm

12am 3 6 9 12pm 3 6 9 12am
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Disposable Patch Pumps

Basal and bolus coverage

Fill with bolus insulin only and basal is provided as continuous infusion
Available in basal doses of 20, 30, and 40 units/day (holds up to 76 units)
“Click” the device for boluses (1 click = 2 units)

Replace device daily

Bolus coverage only (requires separate basal insulin injection)
Fill with bolus insulin

Holds up to 200 units of insulin

“Click” the device for boluses (1 click = 2 units)

Replace every 4 days (or sooner if needed based on insulin requirements)

https://www.go-vgo.com

https://myceqursimplicity.com
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Case 7/:

® 47 year old woman with a 14 year history of T2DM.

® She is currently on metformin, injectable semaglutide
weekly, insulin degludec, and insulin aspart with meals
(doses based on carb ratios).

® She has not tolerated other non-insulin antidiabetic agents
including SGLT?2 inhibitors, pioglitazone, or sulfonylureas.

® She has an active job and frequently forgets to bolus. She
also has lows with activity.

® She was referred to Endocrinology for evaluation of an
insulin pump.

A, P SRk Bl
. KR
/g y T

Image generated using ChatGPT
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Before insulin pump

4 months after insulin
pump start

Summary
Average Time In Range Coefficient Standard
Glucose of Deviation
Variation (SD)
(CV)
200 | L iomen 26.4. 52.8
mg/dL above 250 mgidl- 18%) mg/dL
88-116* 19-25* 10-26*
In Target Range
70-180 mg/dl
Below 70 mg/dL _ -0
(below 54 mgidL: 0%) 0
‘Reference ranges calculated from population without diabetes
Ambulatory Glucose Profile

Curves/plots represent glucose frequency distributions by time regardiess of date

350+

g'd
)

90%

75%
50%
(- 25%
10%

o i
12am Y . 12pm or 12am

Overview e
30 days
Glucose
Average Glucose Time in Range Sensor Usage
T «1% VeryHigh Days with CGM data

1 41 me/dL 12% High 50«

85% In Range 15/30
Standard GMI
Deviation ™ Low Avg. calibrations per day
35 my/aL N/A <1% Very Low 0.0

Target Range: 70-180 mg/dL

Top Pattems

This graph shows your data averaged over 30 doys

ABOVE WIGH
THRE SOLD

| TSTHPERCENTILE
- AVERAGE

15TH PERCENTILE

DELOW LOW
’ i THRLSMOLD
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Insulin Pumps: The Basics

* RAPID-ACTING insulin is contained in a ¢ ¢ ¢
cartridge or reservoir. . . .

I ]
| ]
Bolus | Bolus ! Bolus

* Insulin is delivered subcutaneously via an
“infusion site”.

* Delivers a continuous infusion of rapid acting
insulin 24 hours a day => basal dose.

Plasma Insulin

A

1 ] || | ]
18:00 22:00 2:00 6:00
Time of day

 Also delivers boluses of rapid acting insulin —
through certain times of the day (e.g. with 6:00 Im:oo
meals) = bolus insulin.

114:00

Breakfast Lunch Dinner

I Denotes time of bolus activation
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Insulin Pump Settings

Basal rate setting Bolus setting
Pump Profile settings - K1 ¢ Q Active at upload
Time Basal Rate (units/hr) Correction Factor (units:mg/dL) Carb Ratio (units:grams) Target BG (mg/dL)
12:00 AM 0.550 1:55 1:10.0 110
4:00 AM 0.500 1:55 1:9.0 110
8:00 AM 0.650 1:50 1:85 110
10:00 AM 0.550 1:50 1:8.5 110
2:00 PM 0.650 1:50 1:8.0 110
6:00 PM 0.525 1:50 1:8.0 110
9:00 PM 0.600 1:55 1:8.0 110
Total Daily Basal: 13.675 units Insulin Duration: 4 hr Carhohydrates:On

MCT2D.org




Automated Insulin Delivery (AID) Systems

Most Hybrid closed loop systems
required users to bolus for meals and
shacks.

» AID systems increase or decrease insulin
delivery based on continuous glucose
monitor (CGM) glucose levels to approximate
physiologic insulin delivery.

e 3 components:

* Insulin pump to delivers insulin based
on insulin pump settings

« CGM to monitor glucose levels e

« Algorithm to augment insulin delivery
above/below the pre-set insulin pump
settings
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Thursday - May 22, 2025 Time in Range: 84% Avg: 140mg/dL  SD: 35mg/dL  TDI: 55.7units  Carbs: 138g
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P u m p Friday - May 23, 2025 Time in Range: 81% Avg: 145mgidlL  SD: 35mg/dL  TDI: 52.9units  Carbs: 1389
a0(
183
= - 133 - 180
w;nn}:l:-if-mxzjzwo’»oﬂww:)*khm\&‘_"v‘ ) m" 114;&1!?‘@—‘7% e
s et . 70 8
S0 g
(]
8.43 (2 7.42 7.12
112 34302 14 .
042 a7 SIrMAutomated basal i
75 2 ]." 6.0 ﬁ
| K L
1[-500 = _1.200 1.300 1.500¢ : 20 &
i} il | @
10 12 PM 2 4 6 PM 8 10 11:59

CGM Alerts: 12:41 AM - CGM Out of Range; 1:21 AM - CGM Out of Range; 2:31 AM - CGM Out of Range; 3:06 AM - CGM Out of Range;
5.01 AM - CGM Out of Range, 7:06 PM - CGM Out of Range.




Commercially Available AID Systems

Tandem t-slim X2 Tandem Mobi dtronic 780G
(Control 1Q) (Control 1Q) =

-

s Beta Bionics

iLet Sequel Twiist
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* HbA1c
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]
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Time in
range TIR)

a N
AID System
Benefits

A\
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* Hypoglycemia

|

1 oo

Psychosocial
benefits

Brown SA et al: N Engl J Med 2019;381:1707-17

Kovatchev B et al: Diabetes Care 2020; 43:607-615

Barnard KD etal: BMJ Open Diabetes Res Care 2014; 2:e000025
Sherr JL et al: Diabetes Care 2013;36:2909-2914
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AID System Myths...and Reality

e AID systems “fix” diabetes... AID systems have many benefits but they only help if
they are used effectively.

MCT2 MCT2D.org



Setting up Realistic AID Expectations

e These are hybrid closed loop systems, meaning that patient input and engagement is a necessity
for all devices:

o Carb counting for most.

o Exercise/activity mode initiation.

o Placement of infusion sets every 2-7 days and CGM sensors every 7-15 days.*
o Response to alerts and alarms.

e AID initiation typically takes months with multiple referrals:
o Endocrinology: often books out 3+ months.
o Nutrition: carb counting can be challenging and complex.
o Diabetes education: pump setup and training, insurance approvals.

e Technology failures do happen:

o Patients still need at least a basic understanding of self-management with insulin injections if
the AID system fails or is not otherwise available.
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Questions?

What can
I do for

Image generated using ChatGPT
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