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Agenda

* Evidence supporting the use of SGLT-2i and GLP1-RAs in
patients with (or at risk for) CV disease.

* Guidelines supporting the use of SGLT-2i and GLP1-RAs
 Rates of SGLT2i and GLP1-RA use in practice

* Practical tips on prescribing these medications

« Questions
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Moving from Evidence to
Implementation

Present Goal

No knowledge Aware of CV Recommends SGLT-2if Regularly adds on Makes room for
benefits GLP-1RA to PCP SGLT-21/GLP-1RA SGLT-2i/GLP-1RA

S

%) BMcz Reduction: Call for Action to the Cardiology Community, Volume: 144, Issue: 1, Pages: 74-84, DOI: BMC2.org
(10.1161/CIRCULATIONAHA.121.053766)




Expanding our armamentarium

Thrombo-prevention

Lipid lowering I'_ ﬂ.dvan:nd.n'inu_a:h' tharapie | |
BPF lowering PCl, AIKCD, CRT . Agents to L OV risk:

SGLT-2i f
GLP-1RA

Reduction: Call for Action to the Cardiology Community, Volume: 144, Issue: 1, Pages: 74-84, DOI: BMCZ.org
(10.1161/CIRCULATIONAHA.121.053766)




v) BMcz M ‘ UNIVERSITY OF MICHIGAN

Definitions

Atherosclerotic CV disease (ASCVD):
History of ACS/MI, stable/unstable angina,
coronary heart disease with or withou
revascularization, other arterial
revascularization, stroke, or PAD.

CV disease: ASCVD, HF, and CV-related
death.

Heart Failure: Symptoms of heart failure
(inability to effectively pump bloodor
eletva’ggd filling pressures required to maintain
output).

High risk for ASCVD: patients with end
organ dama?e such as LVH, retinopathy, or
multiple risk Tactors (age, HTN, smoking,
obesity, dyslipidemia).

2022;145(18):6895-1032.

Table 4. Classification of HF by LVEF

Type of HF According to
LVEF

Criteria

HFrEF (HF with reduced EF)

LVEF =40%

HFimpEF (HF with improved
EF)

Previous LVEF =40% and a follow-up
measurement of LWVEF Z>400%

HFmrEF (HF with mildly re-
duced EF)

LVEF 41%—49%

Evidence of spontaneous or provokable
increased LV filling pressures (eg, elevated
natriuretic peptide, noninvasive and invasive
hemodynamic measurement)

HFpEF (HF with preserved
EF)

LVEF =50%

Evidence of spontaneous or provokable
increased LV filling pressures (eg, elevated
natriuretic peptide, noninvasive and invasive
hemodynamic measurement)

BMC2.org




Latest guidelines and expert

consensus

2020 ACC Expert
Consensus Decision
Pathway on Novel
Therapies for
Cardiovascular Risk
Reduction in Patients with

¥ A
J CC ‘ All Journals v | Enter Search Terms

Journals

Journals v Topics v Guidelines v Author Center v CME/MOC ~ Events v JACC Patiel

Journal of the American College of Cardiology

Type 2 Diabetes

JACC Journals » JACC » Archives > Vol. 76 No. 9 Previous | Next

2020 Expert Consensus Decision Pathway on Novel Therapies for Cardiovascular Risk
Reduction in Patients With Type 2 Diabetes: A Report of the American College of
Cardiology Solution Set Oversight Committee

Expert Consensus Decision Pathway

Sandeeb R. Das. Brendan M. Everett. Kim K. Birtcher. Jenifer M. Brown. James L. Januzzi. Rita R. Kalvani. Mikhail Kosiborod
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Sodium-glucose cotransporter 2
inhibitors (SGLT2i)




Pleiotropic benefits of SGLT2i
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SGLT2i in ASCVD

The “=Flozins”: 4 FDA-Approved SGLT2i

Dapagliflozin Empaglifiozin Ertugliflozin

Canagliflozin i
(Farxiga) (Jardiance) (Steglatro)

(Invokana)

Mar ‘13 Jan “14 Aug ‘14 Dec ‘17

« Initial Labels for Glycemic Control in T2DM -
Additional Labels for CV Risk Reduction in T2DM

| MACE | HF Hospitalization | CV Death

Additional Labels for CKD or HF

Albuminuric Diabetic - HFrEF with or without T2DM
Kidney Disease - CKD with or without T2DM Slide courtesy of M. Vaduganathan
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m Summary of the Published SGLT2 Inhibitor CV and Renal Outcomes Trials

E—)

EMPA-REG OUTCOME CANVAS/CANVAS-R DECLARE-TIMI 58 CREDENCE DAPA-HF*
(12) (15) (7 19} (a7}
Patients enrolled, n 7,020 10,142 17,160 4.4mM 4,744
Drug Empagliflozin Canagliflozin Dapagliflozin Canagliflozin Dapagliflozin
Dose 10 or 25 mg PO daily 100 or 200 mg PO daily 10 mg PO daily 100 mg PO daily 10 mg PO daily
Median duration of follow-up (years) 31 24 42 2h 1.5
Mean baseline HbATe (%) B 82 83 83 *
Mean duration of diabetes (years) MiA| 135 1.0 158 x
Baseline statin use (%) £ o F=1 69 ITE]
Baseline prevalence of CV disease/HF (%) a9 iz 41 50 Mot reported
Baseline prevalence of HF (%) 10 14 10 1% 100=
— MACE outcome, HR (95% CI) 0.86 {0./4-0.99) 0.86 (0./5-0.90 0.93 {0.84-1.03) ﬂﬁg ;D_}E..r Not reported
.95
— Hospitalization for HF or CV death, HR (95% CI)& 0.66 (0.55-0./9) 0./8 (0.67-0.91) 0.83 (0./3-0.95) 0.69 (057 0.5 (0.65
0.83) 0.85)
0.62 (0.49-0.77) 0.87 {0.72-1.06) 0.98 (0.82-1.00 0.78 (0.61 0.82 (0.69
1.00) 0.98)
Fatal or nonfatal MI, HR (95% CI) 087 (D./0-1.09) 089 (0./3-1.09) 0,88 (0.77-1.01) Mot reported Mot reported
Fatal or nonfatal stroke, HR (95% CI) 1.18 (0.B9-1.56) 0.87 (0.69-1.09) 1.01 (0.84-1.21) Mot reported Mot reported
All-cause mortality, HR (95% C1) 0.68 (057-0.82) 087 (0./4-1.01) 093 (0D.821.04) 0_813 égiﬁa 083 {0.N-097
— HF hospitalization, HR (95% C1) 0.65 (0.50-0.85) 0.67 (0.52-0.87) 0.73 (0.61-0.88) 0.61 (0.47 0.70 (059
0.80) 0.83)
Renal composite endpoint, 0.54 (0.40-0.75) 0.60 (0.47-0.00 0.53 (0.43-0.66) 0./0 (059 0.1 (0.44-1.16)
HR (95% CI) 0.82)

<)BMC2 M
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Das et al.

JACC 2020:76(9):1117-45.
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SGLT2i and HF trials

DAPA-HF (n-4744)

DELIVER (n=6263)

EMPEROR-Reduced (n=3730)

EMPEROR-Preserved (n-5988)

SOLOIST-WHF (n-1222)

Investigational drug
Enrollment period
Sites

Key indusion criteria

Key exclusion criternia

Median follow-up time

Primary cutcome

Placebo-group event rates
Heart failure
hospitalisation
Cardiovascular death

All-cavse death

Dapagliflozin
2017-18
410 sites in 20 countries

LVEF <40%;
elevated NT-proBNF;
MNYHA functional class [HV

HFrEF

eGFR =30mL/min/1-73m?;
SBP =95 mm Hg

18.2 months

Time to first cardiovascular

death or heart failure
hospitalisation or urgent

wisit

9-8/100 person-years

7-3/100 person-years
9-5/100 person-years

Dapaglifiozin
2018-21
350 sites in 20 countries

LVEF =40% and evidence
of structural heart
discase;

elevated NT-proBNF;
NYHA functional

dass IHV;

ambulatory or
hospitalised patients

HFrEF

eGFR
=25 mbL/minf1-73 m*
SBP <95 mm Hg

28-1 months
Time to first
aardiovascular death or
heart failure
hospitalisation or urgent
visit

6-5/100 person-years

3-8/100 person-years
7-6/100 person-years

Empagliflozin
2017-19
520 sites in 20 countries

LVEF <40%;
elevated NT-proBNP;
MNYHA functional dass IHV

HFrEF

eGFR <20 mL/minf1.73 m*;
SBP <100 mm Hg

16 months

Time to first cardiovascular
death or heart failure
hospitalisation

15-5/100 person-years

8-1/100 person-years
10-7/100 person-years

Empagliflozin
2017-20
622 sites in 23 countries
LVEF = 40%;
evidence of structural heart
disease or history of heart failure
hospitalisation within
12 months;

elevated NT-proBMP; NYHA
functional dass -V

HFmrEF
HFpEF

eGFR <20 mLfmin/1-73 m*;
SBP <100 mm Hg

26-2 months

Time to first cardiovascular
death or heart failure
hospitalisation

8.7/100 person-years

3-8/100 person-years
6-7/100 person-years

Sotagliflozin
2018-20
306 sites in 32 countries

Type 2 diabetes;

admitted to the hospital, or
urgent heart failure visit for
worsening heart failure;

previous treatment with loop
diuretic for =30 days;

previcus diagnosis of heart failure
(-3 months);

elevated BNP or NT-proBNP;
randomised when
haemodynamically stable, before
hospital discharge or within 3 days
of discharge

eGFR <30 mL/min/1.73 m*

9.0 months

Total number of cardiovascular
death and heart failure
hospitalisations and urgent visits

12.5/100 person-years
16-3/100 person-years
(Table 1 continues on next page)

All EFs




Cardiovascular death or heart failure hospitalisation

MNumber with eventf Hazard ratic
number of patients (%) {95% CI)
SGLT2 inhibitors Flacebo
HFmrEF/HFpEF i
DELIVER 4753131 (152%) 5773132 (18-4%) o om 0-80 (0-71-0-91)
EMPERCR-Presarved 415/7997 (13-8%)  511/2991 (17-1%) — - 0-79 (0-69-0-90)
Subtotal <> 0-80 (0-73-0-87)
Test for overall treatment effect p<0-0001
Test for heterogeneity of effect p=0-89 i
HFrEF ;
DAPA-HF 382/2373 (16-1%)  495/2371 (20-9%) —— 0-75 (0-65-0-85)
EMPEROR-Reduced 3I61/1863 (19-4%) 46271867 (24-7%) — - 075 (0-65-0-B6)
Subtotal < 0.75 (D-68-0.83)
Test for overall treatment effect p<0-0001 :
Test for heterogeneity of effect p=1-00
AllLVEF (hospitalised patients) ;
SOLOIST-WHF . 071 {0-55-0-89)
Owerall f-Ci} 077 (0-72-0-82)
Test for overall treatment effect p<0-0001 '
Test for heterogeneity of effect p=0-87 r T 1
Cardiovascular death
HFmrEF/HFpEF :
DELIVER 23 (7-4%) 261/3132 (8-3%) = 0-B8 (0-74-105)
EMFEROR-Freserved 1B6/2997 (6-2%) 21372991 (7-1%) $— 0-B8 (0-73-1-07)
Subtotal § 0-B8 (0-77-1-000
Test for overall treatment effect p=0-052 '
Test for heterogeneity of effect p=1.00 !
HFrEF ;
DAPA-HF 22712373 (9-6%) 2732371 (11-5%) —_— 0-82 (0-63-0-98)
EMPEROR-Reduced 18711863 (10-0%)  202/1867 (10-8%) —— 092(075-112)
Subtotal -::‘i'_‘::- 0-86 (0-76-0-98)
Test for overall treatment effect p=0-027 :
Test for heterogeneity of effect p=0-40
All LVEF (hospitalised patients) :
SOLOIST-WHF L1608 (B.4%) 5E/614 (9.4%) I: 0-84 (0-58-1-27)
Oreerall {::__":3 0-87 (0-79-0-95)
Test for overall treatment effect p=0-0022 :
Test for heterogeneity of effect p=0-94 r T ‘ 1
) aduganatng Doche aggett B el S
0
ancet 20 400(10354 0



SGLT2i for HF: A game-changer

At Risk for HF (Stage A)

Patients with
hypertension

Patients with type 2
diabetes and CVD or
high risk for CVD

Patients with CVD

DBMC2 M MGHEANMEDCNE BMC2.0rg




SGLT2i for HF: A game-changer
HFrEF HFmrEF HFpEF

Treatment of HFpEF
Treatment of HFmrEF
-
SGLT2i
; SGLT2i > 2a)
(2a)
Symptomatic HF with - ARNi*
Symptomatic HF with | | ACEi, ARB, ARNi LVEF 250% (2b)
LVEF 41%-49% (2b)
MRA*
-
. MRA (2b)
(2b)
ARB*
Evidence-based beta — @2b)
— blockers for HFrEF
(2b)
Figure 12. Recommendations for Patients With Preserved
LVEF (=50%).

< BMC2 M|
UNIVERSITY OF MICHIGAN

BMC2.org

2022:145(18):895-1032.



All 4 drugs should be started, but how to do it
Is less certain...

Step 1 medications may be started simultaneously at initial
(low) doses recommended for HFrEF.

Alternatively, these medications may be started
sequentially, with sequence guided by clinical or other
factors, without need to

achieve target dosing before initiating next medication.

BMC2.org




All 4 drugs should be started, but how to do it
Is less certain...

Option 1: Sequential

Conventional sequencing

Step 1 ACEi/ARB
:
Step 2 B-blocker

I

Step 3

Step 4

Step 5

Uptitration to target doses at each step
Typically requires 6 months or more

& MICHIGAN MEDICINE : :
JBMC2 M MIGHIGANME WNE - MeMurray, JUV. Circulation, 2020 BMC2.0rg



All 4 drugs should be started, but how to do it
Is less certain...

Option 2: Modified sequential process

Conventional sequencing Proposed new sequencing
Step 1 ACEi/ARB SOSW  B-blocker k4  SGLT2i

g

L

Step 2 B-blocker Step 2 ARNI
Step 3 Step 3 MRA
Step 4
Step 5
Uptitration to target doses at each step All 3 steps achieved within 4 weeks
Typically requires 6 months or more Uptitration to target doses thereafter

<) BMC2 IML  MICHIGAN MEDICINE  McMurray, JJV. Circulation, 2020 BMC2.org




A summary of SGLTI

TABLE 1 Spectrum of FDA Approved Benefits Afforded by Individual SGLT2 Inhibitor Medications

I

Condition

Drug

Empagliflozin

Canagliflozin

Dapagliftozin

Ertuglifiozin

Iype 2 diabetes

Iype 2 diabetes with multiple
cardiovascular risk factors”

Type 2 diabetes with known
atherosclerotic
cardiovascular disease

Type 2 diabetes with diabetic
kidney disease
(nephropathy)

Lowers blood glucose along
with diet and exerase

Reduces nsk of death from
a cardiovascular cause

Lowers blood glucose along with
diet and exercise

Reduces the nsk of MACE
(MI, stroke, and CV death)

Reduces the nsk of end-stage kidney
disease, worsening of kidney
function, CV death, and HF

Lowers blood glucose along with
diet and exercise

Reduces risk of HF hospitalization

Reduces risk of HF hospitalization

Lowers blood glucose along
with diet and exercise

hosptalization
Chronic kidney disease Reduces the risk of end-stage
(nephropathy) kidney disease, worsening of
kidney function, CV death, and
HF hospitalization
Chronic heart failure with Reduces nsk of CV death 1 Reduces risk of CV death + HF
reduced ejection fraction HF hospitalization hospitalization
Chronic heart failure with Reduces risk of CV death
preserved ejection fraction HF hospitalization
Immediately after or within Mot studied Mot studied Mot studied Mot studied
months of an acute MI
ardiovascular risk factors: age =55 years in men or =60 years in women plus =1 of dysbipidemia, hypertension, or current tobacoo use.
OV = cardiovascular; HF = heart Tailure; MACE = major adverse cardiovascular events; Ml = myocardial infarction.
A i dell Jacob A., Jone ar.. Petrie Ma et g
A 0 ardiol 20 (20 J)00—03G



Do you think the benefits of SGLT2i will be
extended to other populations (i.e. Ml)?

FIGURE 1 Potential Cardiorenal Protective Mechanisms for SGLT2 Inhibition in Myocardial Infarction

Mechanistic Data for SGLT2 Inhibitors in Animal Models of Ml

Recent results in diabetic and Recent results in nondiabetic
nondiabetic experimental experimental chronic kidney
acute MI disease models disease models
Sodium-glucose cotransporter-2 (SGLT2) inhibitors - | Oxidative stress
4 Fibrosis induction
4 Local inflammation
J Tubular senescence
1 Glomerular damage
i
Possible 1
: Blood pressure  Tubulo-glomerular Amelioration of Glycemic  Weight direct kidney |
! direct cardiac lowering feedback volume overioad control* loss protection !
1 protection '
i i
Y *CV benefits independent \j

of glucose control

=ty 1 Erythropoietin -

u
Cardiovascular protection Kidney protection

There are multiple mechanisms postulated to improve cardiac and renal function with SGLT2 inhibition demonstrated in experimental acute M1 and CKD disease models
in addition to the well-established clinical metabolic effects. *Cardiovascular benefits independent of glucose control. Adapted with permission from Zelniker and
Braunwald "' Ca2+ = calcium ion; CKD = chronic kidney disease; LV = left ventricular; MI = myocardial infarction; NHE = sodium-hydrogen exchanger; SGLT2 = sodium
glucose cotransporter 2.

- - - -- - ~ -
A ) d acob A., Jo trie Ma ot S




TAEBLE 2 Description of Ongoing SGLT2 Inhibitor Trials in Patients With Acute Myocardial Infarction

EMPACT-MI

DAPA-MI

EMMY
Imitiation 2017
Intervention
placebo
Study population Acute MI
liming of therapy initiation Within 3 d

High-risk features CK =800 WL and

troponin =10= ULN
With and without T20M  With and without T2DM

Inclusion of patients with

T20M
Primary cutcome
& months
Secondary outcomes Changes in:

« Echocardiographic

parameters

« ketone body levels

« Hbalc levels
s Body weight

Estimated duration of follow-up & mo
Estimated sample size 476
Estimated completion 2022

2020

Empagliflozin 10 mg vs  Emipagliflozin 10 mg vs placebo

Acute MI
Within 14 d

Mew LVEF =45% or signs/symptoms of
congestion reguiring treatment

Change in NT-proBNP at  Time to first HF hospitalization or all-cause

death

« Total HF hospitalizations or death

Total non-elective CV hospitalizations or
death

Total non-elective all-cause
hospitalizations or death

« Total MI hospitalizations or death

« Time to CV death

~Ey
5,000
2023

2020
Dapagliflozin 10 mg vs placebo

Acute Ml
Within 710 d

New impaired regional or global LV systolic
function or Q-wave MI on ECG

No, but patients with hyperglycemia without a pricr
diagnosis of T20M are eligible

lime to first HF hospitalization or cardiovascular
death

= Time to first MI, stroke, or CV death
= Time to first fatal and nonfatal MI

= Time to CV death

= Time to all-cause death

= Time to new-onset type 2 diabetes
~ ¥

6,400

2023

(K — creatine kinase; OV — cardiovascular; DAPA-MI — Trial to Evaluate the Effect of Dapagliflozin on the Incidence of Heart Failure or Cardiovascular Death in Patients Without Diabetes With
Impact of EMpaglifiozin on Cardiac Function and Biomarkers of Heart Failure in Patients With Acute MYocardial Infarction;
EMPACT-MI — Trial to Evaluate the Effect of EMPAgliflozin on Hospitalisation for Heart Failure and Mortality in Patients With aCuTe Myocardial Infarction; HbAdc — hemoglobin A1C;
HF — heart failure; LVEF — left ventricular efection fraction; MI — myocardial infarction; NT-proBNP — N-terminal pro brain natriuretic peptide; T20M — type 2 diabetes mellitus;

Acute Myocardial infarction; ECG — echocardiogram; EMMY

SGLT2 — sodium glucose cotransporter 2.

Do you think the benefits of SGLT2i will be
extended to other populations (i.e. MI)?

or Pétiie Mark C.'é




Practical

considerations

Potential Adverse Effect

TAELE 1 Practical Considerations With Use of SGLT2 inhibitors

Practical Considerations

Adverse drug-drug
interaction

Genital and urinary
infections

Hypoglycemia
Diabetic ketoacidosis

Renal injury

Volume depletion

Pharmacokinetic drug-drug interactions are minimal
Canagliflozin is a P-glycoprotein substrate {(modest inhibition); co-administration with digoxin may increase plasma levels of digoxin;
monitor digoxin levels and for signs and symptoms of toxicity when both are used together

Mycotic infections more common among females and in uncircumcised males
Reinforce importance of adequate hygiene

Counsel patients to urgently report genital/perineal tenderness, redness, or swelling
No significant increase in risk of urinary tract infections

Uncommon; risk increased with concomitant use of sulfonylureas and insulin

Avoid pre-emptive substantial reductions in insulin dose

Hold dose if acutely ill with limited oral intake, and 3 days before major surgery

Use caution with low carbohydrate diets to minimize excessive ketosis

Discourage excessive alcohol intake

Asymptomatic elevations in beta-hydroxybutyrate are frequent with SGLT2 inhibitors, but only a fraction lead to overt diabetic
ketoacidosis

Counsel patients regarding potential symptoms of diabetic ketoacidosis (fruity odor on breath, thirst, polyuria, nausea, vomiting,
abdominal pain, confusion, and fever)

Baseline and periodic monitoring of renal function is recommended, especially if used in chronic kidney disease
Modest decrease in eGFR (3 to 4 ml/min/1.73 m?) is expected with initiation

Currently being investigated in eGFR <30 ml/min/1.73 m*

Cases of acute kidney injury are rare, except in concert with volume depletion

Increased risk with concomitant diuretic use; consider diuretic dose adjustment

Educate patient about potential for orthostatic hypotension and necessity to monitor daily weights and blood pressure, particularly in the
first week of therapy

Anticipatory guidance to call healthcare provider if home weight decreases by 3 or more pounds over 24 h, or 5 or more pounds in a week,
or in the setting of symptomatic hypotension

) adl U e . A ors C C A CcC c




Glucagon-like peptide 1 receptor
agonists (GLP-1RAs)




GLP-1 receptor agonists

Intestine

Tl.'irnwﬂ:
] Lipeprotein Secretion

Immune Cells Cardiovascular

‘rGlu:nsn Utilization
1 Fatty Acid Metabolism

T Cardic Function

] Inflammation

T:‘.‘.nrdiapmlecljaﬂ

T‘H’auupmtecliun
L inflammation

o-Cell
T Somatostatin Secretion

Kidney <

THa+ Excretion

T Insulin Secretion
T Insulin Biosyntesis
T Proliferation

1 Apoptosis

] Food intake
T Heuroprotection
T Meurogenesis

Campbell JE., Drucker DJ. Cell Metab 2013;17(6):819-37. BMC2.org




m Summary of the GLP-1RA CV Outcomes Trials

ELIXA LEADER SUSTAIN-6* PIONEER-6
n 14) (15) EXSCEL (78) REWIND (15) (79)
Patients enrolled 6,068 9,340 3,29/ 14,752 9,90 3183
Drug Lixisenatide Liraglutide semaglutide 50 Exenatide QW Dulaglutide Semaglutide oral
Dose 10 meg or 20 mog 1.8 mg or max tolerated 0.5 mg or 1 mg 2 mg 1.5 mog 14 mg or max tolerated
per day dose per day per week per week per week dose per day
Median follow-up (years) 21 38 21 32 5.4 13
Baseline HbA1c 7 a.7 a.7 8.0 i2 8.2
Mean duration of diabetes (years) 9.3 128 13.9 12.0 9.5 14.9
Baseline statin use (%) 93 i2 /3 4 66 85
Baseline prevalence of 100 21 Fr i3 3 B4
ASCVDi/HF (%)
Baseline prevalence of HF (%a) 22 18 24 16 9 MR
Primary outcome, d-point MACE 3-point MACE 3-point MACE 3-point MACE  3-point MACE 3-point MACE
HR (95% O+ 1.02 (0.891.17) 0.8/ (0.78-0.97) 0./4 (0.58-0.95) 0.91 0.88 0./9 (0.5/-11)
(0.83-1.00) (0.79-0.99)
CV death, HR (95% CI) 0.98 (0.78-1.22) 0./8 (0.66-0.93) 0.98 (0.65-1.48) 0.88 0.9 0.49 (0.2/7-0.92)
(0.7/6-1.02) (0.78-1.08)
Fatal or nonfatal Mi, 1.03 (0.87-1.22) 0.86 (0./31.00) 0.74 (0.51-1.08) 0.9y 0.96 1.18 (0.73-1.90)
HR (95% CI)& (0.85-1.10) (0./9-1.15)
Fatal or nonfatal stroke, 112 (0./9-1.58) 0.86 (0./1-1.06) 0.61 (0.38-0.99) 0.85 0./6 0.74 (0.35-1.57)
HR (95% CI)5 (0.70-1.03) (0.62-0.94)
All-cause mortality, 0.94 (0.78-113) 0.85 (0./4-0.97) 1.05 (0.74-1.50) 0.86 0.490 0.51 (0.31-0.84)
HR (95% C1) (0.77-0.97) (0.80-1.07)
HF haspitalization, 0.96 (0./5-1.23) 0.87 (0./3-1.05) 0.86 (0.48-1.55) 0.94 0.93 1.1 (0.7/-161)
HR (95% CI)| (0.78-113) (0.7/1.12)
Renal composite outcome’| 0.84 (0.68-1.02) 0./8 (0.6/-092) 0.64 (0.46-0.88) 0.88 0.85 0.64 (0.46-0.88)
(0./6-1.01) (0.77-0.93)

Das et al. JACC 2020;76(9):1117-45.
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GLP-1RA Meta-Analysis across 8 Large-Scale Trials of
60K+ Participants with Type 2 Diabetes

| 14% in MACE

| 12% in Mortality

| 11% in HF Hospitalization
| 21% in Kidney Outcome

no increase in risk of severe
hypoglycaemia, retinopathy,
or pancreatic adverse effects

Slide Courtesy of M. Vaduganathan

GLP-1 receptor Placebo Hazard ratio Prnseraction
agonist nf/M (%) n/M (%) {95% 1)
Established cardiovascular disease 0-24
Yes 243121253 (11%) 2755/21202 {13%) e 0-86 (0-80-0-93)
Mo 480/6428 (7%) 518/6555 (B%) —_— 0-04 (0-83-1.07)
Baseline Hba, ™ 022
High 1645/14 507 (11%) 1865/14298 (13%) —— 0-85 {0-78-0-91)
Loww 1300/13407 (10%) 1442/13661 (11%) —— 0-91 (0-84-0-98)
Median duration of follow-up 053
<3 years g07/11004 (8%) 1042/11 007 (9%, ———— 0-B4 (0-71-1-00)
=3 years 2041/16973 (12%) 2262/17020(13%) —— D-89 (D-84-0-04)
Drug dosing 034
Daily 1069/9293 (12%) 1162/9298 (12%) — 0-92 {0-80-1-05)
Weekly 1879/18 684 (10%) 2142/18729 (11%) —— 0-85 {0-78-0-93)
Human GLP-1 homology 006
Yes 1709/17 587 (10%) 2007117 597 (11%) —— 0-84 {0-79-0.90)
M 123910300 (12%) 1297/10430(12%) — 0-95 (0-85-1-08)
BMI, kg/m* 1.00
=30F 1254/11752 (11%) 1403/11904 (12%) —_—— 087 (0-78-0-98)
=30t 1679/16116 (10%)  1892/16011 (12%) —— 0-87 (0-81-0-92)
Age, Years 074
<G5} 1249/14195 {9%) 1346/13948 (10%) R . SR 0-85 (0-72-0-99)
=054 170513782 (13%) 1965/14079 (14%) —— 0-87 (0-81-0-93)
Baseline eGFR, ml/min per m* 072
=G0 7715341 (14%) BG5/5432 (16%) —— 0-88 (0-76-1.03)
=60 157617653 (9%) 177317598 (10%) —— 0-85 (0-76-0-96)
05 15
Fawaurs GLP-1 Favaurs
receptor agonist  placebo

Sattar N et al. Lancet DE 2021
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Contraindications =

| |
| |
| |

Cautions u
| |
| |
| |

Adverse effects

to monitor

History of serious hypersensitivity reaction to drug

Pregnancy or breast feeding

Severe renal impairment or end-stage renal failure (exenatide, ixisenatide)
Personal or family history of medullary thyroid cancer

Personal or family history of MEN2

Hypoglycemia nsk increased with insulin, sulfonylureas, or glimdes.

May delay gastric emptying; not recommended in patients with clinically meaningful gastroparesis. This effect i1s usoally transient with
longer-acting GLP-1Ras.

Care should be taken in patients with prior gastric surgery, including bariatric surgery.

abetic retinopathy complications were reported with semaglutide (imjectable), although it is unclear if this is a direct effect of the drug
or due to other factors such as rapid improvement in blood glucose control.

Mausea, vomiting, diarrhea, headache, weakness, or dizziness
Hypoglycemia when given with insulin, sulfonylureas, or glimides.
Weight loss

Injection site reactions

CV = cardiovascular; CVA = cerebrovascular accident; eGFR = estimated glomerular filtration rate: GLP-1RA = glucagon-like peptide-1 receptor agonist; MACE = major adverse
cardiovascular events: MENZ = multiple endocrine neoplasia, type 2: Ml = myocardial infarction: PO = “per os," by mouth: OW = once weekly: 5C = subcutaneous; T2D = type 2

diabetes.

9000000000000 000000NRRR0RRNNRRRRERIRRY
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m Opportunities to Initiate an SGLT2 inhibitor or a GLP-1RA With Demonstrated CV or Renal Benefit in Patients With T2D*

In a patient with T2D and ASCVD (5GLT2 inhibitor or GLP-1RA)

At the time of diagnosis of climcal ASCVD (SGLT2 inhibitor or GLP-1RA), DKD, and/or HF (SGLT2 inhibitor)}t in a patient with 12D on a drug reqimen that does
not include an SGLT2 inhibitor or GLP-1RA with CV benefit

At the time of diagnosis of 12D in a patient with climical ASCVD (5GLT2 inhibitor or GLP-1RA), DKD, and/or HF {(5GLT2 inhibitor)t+

At hospital discharge (with close outpatient follow-up) after admission for an ASCVD (5GLT2 imhibitor or GLP-1RA) or HF (5GLT2 inhibitor) events
In a patient with T2D and diabetic kidney disease (SGLT2 inhibitor, alternatively GLP-1RA for eGFR =30 ml/min/1.73 m*)+

In patients determined to be at ligh nisk of ASCVD/|| (SGLT2 inhibitor or GLP-1RA) or HF (SGL12 inhibitor)t++

Das et al. JACC 2020;76(9):1117-45. BMC2.o0rg




TABLE &

Preference or Priority

Patient and Clinician Preferences and Priorities for Considering SGLT2 Inhibitors With Demonstrated CV Benefit Versus
GLP-1RAs With Demonstrated CV Benefit

Consider Using an SGLT2 Inhibitor First When Patient and Clinician Consider Using a GLP-1RA First When Patient

Priorities Include:

and Clinician Priorities Include:

MACE prevention
HF prevention
Weight loss

Renal disease progression
prevention

Mode of adrmmstration

Considerations that may prompt
use of an alternative class

Oral

Severely reduced kidney function®, t

History of prior amputation, severe peripheral arterial disease, or
active diabetic foot ulcers (caution with canagliflozin)

History of recurrent genital candidiasis

History of diabetic ketoacidosis

History of fracture (caution with canagliflozin)

The patient is considering pregnancy

I'he patient is breast feeding

44

Suboutaneous

Persistent nausea, despite appropriate di-
etary education and low doses

History of gastroparesis

Active gallbladder disease

History of MENZ or medullary thyroid cancer
History of proliferative retinopathy (caution
with semaglutide or dulaglutide)

Ihe patient is considering pregnancy

[he patient is breast feeding

*oGFR <45 ml/min/1.73 m? is currently a caution due to a decrease in glycemic efficacy (not due to safety), but ongoing studies are testing whether SGLT2 inhibitors offer renal benefits
in these patients. The FOA label for canagliflozin allows use of canagliflozin to an eGFR of 30 ml/min/1.73m” specifically for patients with DKD.
fUse clinical judgement when initiating an SGLT2 inhibitor in a patient who will be starting or up-titrating an ACE inhibitor or ARB it the patient’s renal function is impaired

ACE = angiotensin-converting enzyme; ARE — angiotensin reception blocker; CV = cardiovascular; DED = diabetic kidney disease; eGFR = estimated glomerular filtration rate;
FDA — Food and Drug Administration; GLP-1RA — glucagon-like peptide-1 receptor agonist; HF = heart failure; MACE — major adverse cardiovascular event; MEN2 — multiple
endocrine neoplasia type 2: 5GLT2 = sodium-glucose cotransporter-2.

BMC2.org




These medications have been incorporated
into the newest Diabetes Guidelines

FIRST-LINE Therapy is Metformin and Comprehensive

Hestyle (including weight management and physical activity)

NO

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

CONSIDER INDEPENDENTLY OF BASELINE
A1C OR INDIVIDUALIZED A1C TARGET

IF A1C ABOVE INDIVIDUALIZED TARGET PROCEED AS BELOW

| HF OR CKD ]
ASCVD PREDOMINATES . ‘I/ l l

_ * Farticularly HFrEF COMPELLING NEED TO
* Established ASCYD ILVEF <45%) PELLING NEED TO MINIMIZE MINIMIZE WEIGHT GAIN OR  COST IS A MAJOR ISSUE™"®
» Indicaters of high ASCVD risk = CKD: Spacificaly aGFR 30-60 HYPOGLYCEMIA PROMOTE WEIGHT LOSS
Iage =55 years with carenary, mlfmini1 73 m® or UACR
carotid or lower axtremity =3 mg/a, particularly
artary stenosis >50%, or LVH) UACH =30 mgig
GLP-1RA SGLTZi 0 GLP-1 R Wi A T
good efficacy anToR
PREFERABLY for g T
PREFERABLY SGLTZ with evidance of recucing l it A1c I I 1 A1C ‘ l a1c ] l a0 I e ‘
GLP-1 Ak wilh proven HFa"d*“d“D progresssion in muqn T
. Srmisuay T p— ¥
______________ . GLP-1 RA SGLTZF
SGLT2i with proven CVD benefit! i SGLT2i not tolarated or 2F sGLT2F oR oR ¥ 2
if 6GFR adequate’ contraindicated or if 2GFA logs
L then adequeted add GLP-1 RA with OR DPP-ai DFP-4 GLP-1 A with TZO0" g8
rowen CWD benedit!
\lf o i o OR OR SEUTeE good efficacy
o TZD GLP-1AA for weight
If A1C above target | loss"
| If A1C above target ] 'vl’ 'lr' \Ir'
¥ J I A above target J AR < [ I A1C above target J
I further intengification is required ar » Auvcic TZD in the satting of HF [ 1 A1C above target | ¥ J
patient ie now unable to lolerate o P "
GLP-1 RA aredior SGLTS, eheass G\;:::t:w' 5 dernenstaling [ & with addition of ather agents &s outlined above ] \lr W+
aens demansiring CV sifety: « For palients on a SGLTZ AN f quadruple therapy requined, = Insulin tharapy basal insulin
» For patients on a GLP-1 Ré, consider aoding GLP-1 RA or S5LT2 andfor GLP-1 RA ot with lowest acquisition cost
conaider adding SGLT2 with proven GV benefit” I I A1C above target J tolerated or contrandicated, use OR
with proven CVD benafit! » DPP-4i {not saxagliptin) W e wim| ||0'M7‘51 ket » Consider DPF-4i OR SGLT2I
* OPP-4i if not on GLP-1 R in thv swMting of HF GF weight gain with lovest accuisition cost™
American Diabetes Association. « Basal i’ roton GLE-1 iy prider e adscn of SU* OR sl el PREFERABLY
. ) . TEDF » Basal insulin® » Cheose luteflieneration SU with lawer sk of hypoglyeemia DPP-4 ff nat on GLP-1 RA)
Standards Of Medlcal Ca rein . sl (=g insulin with lower rigk of hypoghcenia’ based on waight neutrafity
Dlabetes_zozo Abrldged for Prlmary . Proven CVD benelit meare it has label indication of moucing CVD events. 3 B tion 50U o lower risk of hypoglysemia,
C P d C| D b t 2. Be avware that SOLT2 labelling varies by region and indhichial agen with fram simitar € safety to DFP-dl |t DPE-di nat tolaratad or
el 10 indicatad laval of GFR tor initiation and continued use 7. L1300 = glaging LMOO / datemir < NPH insulin . N .
are roviaers. N labetes roga confraindicated or patient aleacy
4B in and in have shoawn reduction in HF and to a e limi e on GLP-1 RA, cautious addifion of;
. . mduemnnmgrmunm OO Caragifiosin has primary renal cutcome dala from a ol D0, o s of
2020,38(1 )1 0—38 CREDENCE. Dapagiflszan has prinsry heset flun cucomse data frm DAPA-HF con]ll i woight ain or i whight:olatod comartaciios) « 8L « TZLF + Basal msulin

4. Deghudec or U104 glarging have demansinated CVD satety
5. Low case may be better toleeated ough kess well studied for GV eflects.

ol recponr APl Goal of dnags. I sore cunlres
o expansin and DFP-Ai ralstiely chesger LWH = Left Vientricular Hypertraphy; HFrEF = Heart Faiure redused Ejection Fraction
UAGR = Urine Albumin-to-Craatining Ratic: LVEF = Lef Ventriculer Ejection Fraction

h. For appropriate context, see Figure 4.1. CREDENCE, Evaluation of the Effects of Canagliflozin on Renal
and Cardlouascular‘ Outcomesin PartlmpantsW:th Dlabetlc Nephropalhy CVOTs, CV outcomes trials; DPP-4i, dipeptidyl peptidase 4 inhibitor; GLP-1 RA, GLP-1 receptor agonist; SGLTZ2i,
SGLT2 inhibitor; SU, sulfonylurea; TZD, thiazolidinedione. Adapted from Davies MJ, D'Alessio DA, Fradkin J, et al. Diabetes Care 2018;41:2669-2701 and Buse JB, Wexler DJ, Tsapas A,
et al. Diabetes Care 19 December 2019 [Epub ahead of print]. DOI: 10.2337/dei19-0066.

BMC2.org
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FIRST-LINE Therapy is Metformin and Comprehensive

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

CONSIDER INDEPENDENTLY OF BASELINE
A1C OR INDIVIDUALIZED A1C TARGET

HF OR CKD
PREDOMINATES

= Particularty HFrEF
[LVEF =45%) {

ASCVD PREDOMINATES

= Establishad ASCVD

» Indicators of high ASCVD risk
[age =55 years with coronary,
caratid or kowar axiremity

artary stenosts =50%, or LVH)

= GKD: Spacifically eGFR 30-60
mLmin/1 .73 m® or LACH

=3 mgig, particularty
UACR =30 mag'g

SGLT2i with Proven

PREFERABLY :l: -

S bieell | CVD Benefit
| CvonedeGrRadenute B N . .
1§ SGLT2i not tokarated or SGLT2F b Canag I Ifl OZI n

contraindicated or if sGFA less

PREFERABLY

GLP-1 RA with Proven
CVD Benefit e
* Dulaglutide e e—

. Liraglutide —— st | - Dapagliflozin
= ool || I A1C above tanget ] = =
* Injectable ! == = |+ Empagliflozin

- patient is now unable bo tolerate - I i
e m a u I e GLP-1 RA andvor SGLTZ, of Shoose agents demonstrating Cart
GV safieby: S

agents demonstrating GV safety:

) = For patients on a SGLT2),
= For patients on a GLP-1 RA, consicer adding GLP-1 RA
consider adding SGLT2i with proven CVD benefit’

ith OV benafit
Wit [pronen sne = DPP-3i {rot saxagliptin)

= DPP-4i if not on GLP-1 RA in the sefting of HF (if
= Basal insulir? not on GLP-1 RA)
= TZD¢ = Bazal ingulind n Chooss late . . . .
.5 .5 » Gonsiter be American Diabetes Association.
1. Froven CVD benolit means it has label indication of reducing CVD cvents. . Chooso lator ger Standards Of Medlcal Care n .
2. B s that SGLTE lbling vavses by region anvdindiichual ageet with Cllmmpirice h Diabetes-2020 Abridged for Primary
rogand 1o indicatee! lval ol o0FR for initiation and cantinued use 7. Deghadec olarg . . .
3. Empagificein, camagifiozin and dapagifiazin have shown reducsion in W and ta 8. Semaglutice = i Care Providers. Clin Diabetes
GREDENCE. Daseciosen s iy et b ocone ca fom DAPKCHE 70 Speotc e 2020;38(1):10-38.

4. Dagludec or U100 glagine have demanstrated CVD safoty
5, Lorw chose may be betier iokrated though s well shadied Tor CVD effects.

10, Corsicker Gounk
TZ0s mlatively

1 Acticned whenever these bscome new clinical considerations regardless of background glcose-lowering

BMC2.org



How are we currently doing? SGLT2i
after PCI

SGLT2i RX at discharge after PCI
among patients discharged alive, excludes comfort care

25

W All patients

O DM patients
20 19.0

17.5
18 7 14.0
124
10.2
10 — 100 9.5
8.4 B4 86
6.6
53 5.6
5~ 4.5 4.6
3.6 3.8
2.4

{] 4

202003 202004 2021Cn 202102 202103 202104 2022 202202 202203

000000000000 0000000000000000080800O0CKCRCORRTY
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How are we currently doing? GLP-1 RA
after PCI

GLP-1 agonist RX at discharge after PCI
among patients discharged alive, excludes comfort care

25
B All patients
O DM patients

20 —

15 —

13.5
12.5
11.1
10 9.4
8.3
75 8.0
6.9
6.0 5 6 6.0
] 48 '
5 4.1
3.6 T34
2.4 25 24
{] —1

20200C3 202004 2021 202142 202103 202104 202201 202202 202203

secessnsse
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Practical considerations: Coordination
of Care between PCPs + Specialists

Poll and Discussion

1. How would you prefer a patient’s cardiologist to handle SGLT2is/GLP-1Ras among patients with

type 2 diabetes mellitus?
1. I would prefer the cardiologist to prescribe the medication first
2. | would prefer the cardiologist to make recommendations about prescribing

2. If the cardiologist does prescribe the SGLT2i/GLP-1 RA, would you prefer the cardiologist to
continue to prescribe the medication or transition follow-up to primary care?
1. Continue prescribing
2. Transition follow up to primary care

BMC2.org




Practical considerations: Education
and Copays

point-of-care tools like our insurance coverage checker for CGMs and medications and dosing info for T2D

Admin Portal Data Dashboard

I 'CTZD RESOURCESv NEWS EVENTS FORMEMBERSv VBRv FORPATIENTS QUALITY INITIATIVESv ABOUTv

MICHIGAN COLLABORATIVE
FOR TYPE 2 DIABETES

Resource Library

-
Filter by tags WHAT CAN WE HELP YOU FIND? £
Abbott @
Apps <Q search... )
Billing CGM Resources Lower Carb Eating Medication FOR PATIENTS FOR PROVIDERS

Book

https://www.mct2d.org/resource-library
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The Benefits of

Dulaglutide (Trulicity) Semaglutide (Rybelsus)
Liraglutide (Victoza) Exenatide (Byetta)

Semaglutide (Ozempic)  Exenatide ¥R (Bydureon BCise) * All GLP-1 RA's can help reduce your weight.
= Many GLP-1 RA's lower risk of heart attack and stroke.
Rybelsus does not reduce these risks.

Side effects are usually mild and may improve er go

away in time. These include:

Mild stomach or intestinal side effects are the mast When should | call my heaIEES_—

cammon and improve or go away in a few weeks. If you experience:
* Mausea or vomiting = Blurred vision
+ Worsening acid reflux = Severe stomach pain
+ Diarrhea or constipation = Upper stomach pain, that moves to your back, with or
« Stemach discomfart/eramping without fever
- Skin reaction at site of injection * Low biood sugars (less than 70)
How is the medication taken? How can | lessen or avoid side effects?
Most are injected (weekly or daily) under the skin an your « Listen to your body for signs of being full {this might
stomach - for some you do NOT even see the needle! surprise youl)

+ Eat smaller meals

Se How-To Video Seri 0
€ our Fow- 1o VICeo Series - Avoid eating within 1-2 hours of going to bed

k.' I.a.ar.rl. GI.'P.-II R{‘ ||_1]ac'tmn. o « Avoid fatty, greasy, or spicy foods
S O = « Drink plenty of water daily
Rybelsus is an oral medication that must be taken with 4 oz of * Manitor your blood sugar if on insulin or glipizide, glyburide,
water 30 minutes before eating the first meal of the day. It must or glimepiride
be taken prior to other medications, including thyroid medication. « Your health care team may adjust these medications if your

blood sugar is too low

Affording these medications:

Far patients with:

- Commercial insurance: GLP1-RAs are generally covered, but insurance may not cover all medications. Check with your
insurance to see which are covered and tell your health care team. MCT2D Coverage guide: michmed.org/jmKmn You may
have a copay. Use the link below to find a copay savings card that may lower your out-of-pocket cost.

If you have a high deductible plan, you will have to pay the full cost of the medication until your deductible is met.

- Medicare Part D: You may have a copay. Copay savings cards cannot be used with Medicare insurance. Talk to your doctor
about Patient Assistance Programs. Patients with an annual income of less than 550,000 may be able to get the medication
for free.

- Michigan Medicaid: A least one of these medications will be covered by your insurance. These medications do not have a generic
version. Check with your insurance o see which medications is preferred. This will have the lowest out—of-pocket cost to you.

Medication Copay Savings Card s 7 --J‘;M. =

Programs Reference Guide

Patient Assistance Program
(PAP) Guide

%9 BMC2 https://www.mct2d.org/resource-library/patient-handout-on-glp-1-ra BMC2.org




The Benefits of

Dapagliflozin (Farxiga) Empagliflozin (Jardiance)
Canaglifiozin (Irvokana)  Ertugliflozin (Steglatra)

+ Protect kidney function and prevent - Lower blood pressure

the need for dialysis. « Mild weight loss
Side effects are usually mild and may improve or go + Lower risk of having or dying from a
away in time. These include: heart attack, stroke, or heart failure
- Increased urination - Dehydration How can | lessen or avoid side effects?
» Yeast infection + Low blood pressure
» Urinary tract infection +* Drink & to B glasses of water daily

+ Awoid drinking water too close 1o bedtime
How is the medication taken? +* Practice good genital hygiene (ensure you wipe yourself dry
after urinating) and shower daily (in hot sumimer months,
These are oral medications that should be taken once a day. consider showering multiple times per day)

Because they make you urinate more, you should take them - Use cotton underwear
in the moming.

* Manitor your blood pressure at home

* Manitor your blood sugar at home if on insulin, glipizide,
When should | call my health care team? glyburide, or glimepiride

. . ) + Natify your doctor if another doctor/specialist starts you on
Llnexplalngd fatig ug. lozs of appetlte.r. or shortness of breath a blaod pressure medication
« Intense pain of genitals or rectum with a fever and/ar
feeling unwell
+ Unexplained falls What should | expect after starting an SGLT2i?
+ Being unable to eat
+ Unexplained, frequent low blood sugars (less than 70)

After starting this medicine, you may see a small decrease in
your kidney function (slight increase in your

* If you are started on a new blood pressure medication creatinine/decrease in your eGFR.) This is an expected
» If you are scheduled for surgery and need to stop short-term effect of the medicine, and kidney function will
your medications be better overall in the long-term
» If you decide to start following a Im-_.' carb diet (less than You can also expect to see a decrease in protein leakage in
100 grams of total carbohydrate daily) your urine (decrease in uACR).
Affording these medications:
For patients with:

» Commercial ingurance: GLP1-RAs are generally covered, but insurance may not cover all medications. Check with your
insurance 1o see which are covered and tell your health care team. MCT2D Coverage guide: michmed.org/imKmn You may
have a copay. Use the link below to find a copay savings card that may lower your out-of-pocket cost.

If wou have a high deductible plan, you will have to pay the full cost of the medication until your deductible is met.

- Medicare Part D You may have a copay. Copay savings cards cannot be used with Medicare insurance. Talk to your doctor
about Patient Assistance Programs. Patients with an annual income of less than 550,000 may be able to get the medication
for free.

» Michigan Medicaid: A least one of these medications will be covered by your insurance. These medications do not have a generic
version. Check with your insurance to see which medications is preferred. This will have the lowest out—of-pocket cost to you.

Medication Copay Savings Card
Programs Reference Guide

Patient Assistance Program
(PAP) Guide

JBMC2 https://www.mct2d.org/resou Ce-library/patie.rﬁ-h.andc.mlt-sgIt2i. BMC2.0rg




Admin Portal Data Dashboard

I ICT2 D RESOURCESv NEWS EVENTS FORMEMBERSv VBRv FORPATIENTS QUALITY INITIATIVESv ABOUTv
MICHIGAN COLLABORATIVE

FOR TYPE 2 DIABETES

Medication Copay Savings Card Programs Reference Guide Add bookmark

MEDICATION COPAY SAVINGS CARDS SGLT2 and GLP1 copay savings program information

For Private/Commercial Insurance ONLY

compiled in one handy reference guide. Last updated

TIRZEPATIDE March 10, 2023.

MOUNJARO SAVINGS CARD - /savi
1-866-255-8661

Drug makers sometimes offer discount cards,

MAXIMUM SAVINGS NOTES
MONTHLY COPAY 4150 per month For a 1-month (4 pens) or 3-month (12 R . .
AS LITTLE AS pens) prescription of Mounjaro sometimes called copay savings coupons, that provide
CARD EXPIRATION
12/31/2023
a discount on your copy for select drugs. If you are a
D d.orqg/resc e-libra 0 erclal-copa avings-cards-o




Admin Portal Data Dashboard

MCT2D

RESOURCESv NEWS EVENTS FORMEMBERSv VBRv FORPATIENTS QUALITY INITIATIVESvy ABOUTv
MICHIGAN COLLABORATIVE

FOR TYPE 2 DIABETES

Patient Assistance Program (PAP) Guide for Patients with Medicare .,
Part D and Uninsured e

e SGLT2i & GLP-1 RA Your patient may qualify for free medications as part of
‘ PATIENT ASSISTANCE PROGRAMS

each drug manufacturer’s patient assistance program

BYDUREON BCISE 2 BYETTA B2 ¢ UL T . T ey v = (PAP). Use this guide for patients who have Medicare
AZ & ME PRESCRIPTION SAVINGS PROGRAM : o mﬂﬂm@nﬂml
1°800-292-6363 - T Aopicaton sanbe ompletedoine Part D or who are uninsured to find the right PAP and
Must have no prescription coverage for needed medication Rx mailed to home
. U - . .
T ED) howis  soroen [ overview of the program'’s qualifications and
s snmm Under $59,160 MBI number on frant income :}'g'gg:z?m g
Guidelines' 300% of FPL e gere card s verified?  girn

application process.

FX5 TN pApAGLIFLOZIN | astrazeneca  AZME

a‘

.JBMcz https://www.mct2d.org/resource-library/pap-for-meds-medicare-part-d BMC2.org




Clinician Decision Aid
SGLT2 Inhibitor /GLP-1 RA for T2D

Why this aid?

SGLTZ inhibitors and GLP-1 receptor agonists are two newer classes of medications for diabetes that reduce
hyperglycemia, reduce endogenous insulin production, and improve cardiovascular and renal outcomes,
weight loss, and mortality in Type 2 Diabetes.

This aid is meant to be used alongside your own clinical judgment and prescribing information to guide
individualization of diabetes treatment.

- Recommend lifestyle change with weight loss,
lifestyle change, low carb diet (if appropriate)

v

Metformin if tolerated (500 mg XR, titrate
weekly to 2 tabs BID, for eGFR =30 mL/min/1.73 m?)

v

Use Your Clinical Judgment to Select Predominating Condition

ASCVD=

CKD and Or high risk for ASCVD? BMI_E 27
Heart Failure® albuminuria® including CKD w/o or Eﬂmpell!ng nee_d to
albuminuria avoid weight gain®

v v v v

Shared Decision Making:

e i i GLP-1 RAS
Dapaglllfloz[n'; Canagliflozin** g;niglll.:zzzl.:: preferred aver
Empaglifiozin Dapaglifiozin®** P SGLT-2i
Canaglliﬂoz:in Empaglifiozin Dul.nlaglutlide+ Avaid RX with

Ertuglifiozin Liraglutide+ weight gain
Semaglutide SO+

* FDA approved HF indication ** FDA approved DD + albuminuria + FOA approved for CWD benefit
*ok FOA approved CKD indication
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Thank you!

Devraj Sukul, MD MSc
Assistant Professor, Division of Cardiovascular Medicine
Cardiac Cath Lab Clinical Quality and Outcomes
Associate Director, BMC2 PCI
Michigan Medicine

Email: dsukul@med.umich.edu
Phone: 734-647-9682

BMC2.org


mailto:mthomps@med.umich.edu

	SGLT-2 Inhibitors and GLP-1 Receptor Agonists: A Cardiovascular Perspective��Devraj Sukul, MD MSc�Clinical Assistant Professor�Director of Interventional Cardiology Quality and Outcomes�Associate Director of BMC2-PCI�Division of Cardiovascular Medicine�Michigan Medicine
	Slide Number 2
	Continuing Education Credits
	Disclosure
	Disclosures
	Agenda
	Moving from Evidence to Implementation
	Expanding our armamentarium
	Definitions
	Latest guidelines and expert consensus
	Sodium-glucose cotransporter 2 inhibitors (SGLT2i)
	Pleiotropic benefits of SGLT2i
	SGLT2i in ASCVD
	Slide Number 14
	SGLT2i and HF trials
	Slide Number 16
	SGLT2i for HF: A game-changer
	SGLT2i for HF: A game-changer
	Slide Number 19
	Slide Number 20
	Slide Number 21
	A summary of SGLTi
	Do you think the benefits of SGLT2i will be extended to other populations (i.e. MI)?
	Do you think the benefits of SGLT2i will be extended to other populations (i.e. MI)?
	Practical considerations
	Glucagon-like peptide 1 receptor agonists (GLP-1RAs)
	GLP-1 receptor agonists
	Slide Number 28
	GLP-1RA Meta-Analysis across 8 Large-Scale Trials of 60K+ Participants with Type 2 Diabetes
	Slide Number 30
	Slide Number 31
	Slide Number 32
	These medications have been incorporated into the newest Diabetes Guidelines
	Slide Number 34
	How are we currently doing? SGLT2i after PCI
	How are we currently doing? GLP-1 RA after PCI
	Practical considerations: Coordination of Care between PCPs + Specialists 
	Practical considerations: Education and Copays
	Slide Number 39
	Slide Number 40
	Slide Number 41
	Slide Number 42
	Slide Number 43
	Thank you!

