Diabetes, what | wish | had
known when | started
working in diabetes!

Dr Julia Hempenstall

GP (who does some diabetes)




Learning outcomes

To improve your confidence in primary care management of type 2
diabetes

Tips on how to manage your consultations, coding and templates
Hopefully a better understanding of some treatments available

O appreciate diabetes as a cardiovascular condition
A better understanding of our role in QOF and process attainment
Quick fips to help you in diabetes care

BOLD AND THIS SCRIPT ARE TIPS TO TRY AND REMEMBER



“One In 15 people in the UK
ve diabetes, including one
Illlon people who have type 2,
but haven't been diagnosed.”




Prediabetes is
“non-digbetic hyperglycaemiq”

» HDOAITC 42-47

= CODE IT CORRECTLY

» |nvite fo NDPP
nched in 2016

»/ By 2018 1.1Tm were on it, around 20k per month pre-covid

» |

» |t cuts the risk of developing type 2 diabetes by more than a thirds in those who complete the
programme

Do a Qrisk assessment on all new diagnoses
» Added to QoF registers so will be offered annual HbATC
» |mportant conversation opportunity — LIFESTYLE MEDICINE INTERVENTION OPPORTUNITY

» What is the process in your practice, who informs the patient of the results



Bath and North East Somerset, Swindon and Wiltshire | Xyla

oz NHS Diabetes Prevention Programme Referral

Please email completed forms to sowesu.banes@nhs.net

HbAle resuls betwesn 42-47 9mmolmoed (8.0-8.4% ), or Fasting Plasma Glucass [FPG] resul betassn £.5-8.9
MpGes dated within the last 12 manths. IF patient has a history of Gestational Dishetes (GDM) then patient is
elgible with HbAlc = 42 mmalimol or FPG < 5.5mmeall

Whaere applicable, 3 previous hiztery of GDM shauld be indicated under the ‘Referal Infarmation’ section,
regardless of whether current glycaemie stabis s GROOIRETE of nan-disbetic hypemlycasrmia,

Patiant doss nat have Type 2 Diabetes - if a reading i in the diabatic range (HEA1e 248 or FPG =7) the
inddividual is not eligible. f two blood test redings are provided an the refeeral, and one is in the disbetic range,
you will be asked to condirm that the patient is not being reated as dishetic

Fatient is regisiered with a GP Practice within B3W STP, i not pregnant and aged 18 years ar over. [f aged
over 80, you must confirm that you cansider that the banefits of this programme are likely 2 sutweigh the
paianlial rsks,

There is no medical reason why this patient shauld not take part in & programme that inchkides ight-mode rate
phy=ical activity.

Title Tethaphore number

First rame Telephone: Can we lesne a voicemail 7
Sumame Idcrbiler number
Suidress Mobile: Can we lesve 2 voicemail?

Wit s e patients first langUage?
Does: the gatient spesic Engish?
Date of birth

Ethricty

Prstoadie Besrhar

RS nurrbsar |5 the partiert an the Savere Menkl

e, Regpreher?

Errasil acdedrass I the pertiet on She Lesening Disabiliy
Rageter?

Diceers the patierst Frassess o vissual imgsaierren?

Dies thee peiert: hawes & hrsaring inguamens?

ireqquired, whaat s the pestient's preferred method of contac?

Referral information

Height messuremeant ()

Wisight measuremant (k)

Dt of wiight maasunesrent

Hiat 1 resading (menakimel)

Date of HeATE reading

Fasling Plasire Clucoss [FPG] reading (mmalL)

Date of FPG reading

Wiz the patient refered Saloving an NHS Healh Check? |

Dices this patient huve a hissory of GOM? |

info@preventing-diabetes.co.uk | 0333 577 3010 | preventing-diabetes.co.uk

Patient’s GP' details

OF's sungery nane [ Practics coce |
Surgery address

Referrer details
Referer's ongansation |
Referner's name | | Referral date
‘Consent - confirm the indvidual understands that
®  Thsir persoral and mesdical information is being shared with Nyla Health & Wellbeing so they
can rarScipabe in the progranmime
= Curcoene ks will be shared secorely with their GP
®  Thesir it wil be treated as confidential and held, shanesd and disposed of in ine with all
Il resty iremments (incuding $hie Data Protection Act) and NHS guidance: (which indudes the
Cakdicos Guidelines)

MUST BE COMPLETED IF PERS0N REFERRED 15 AGED CVER B0 YEARS.

Wikesicgr! bass iy s or escerhate saroperia even i there i co-sdstent abesity, lesding 1o
functional decline and risk of falls, and this ik i leyabed in ader peopls or those with frailty. This
programme is likely to resull inweight loss,

Do you consider that the berefis of this programme ane kely 0 outweigh the palential dsks for this
il 7

Please email completed forms to scwesu banes{@nhs.net

END CF REFERRAL FORM *

Xvyla


mailto:info@preventing-diabetes.co.uk
http://www.preventing-diabetes.co.uk/

Gestational diabetes

Diagnosed with oral glucose tolerance test generally between 24-28 weeks

Approximately 1 in 2 women with gestational diabetes will go on to develop Type 2
diabetes within 5-10 years

Counsel and support women

omen with GDM can self refer to Xyla = https://preventing-
diabetes.co.uk/gestational-diabetes/#regqister

Course specifically tailored to meet this population’s needs

PLEASE CODE CORRECTLY SO PATIENTS ARE INVITED FOR AN ANNUAL
HbA1C AT THE PRACTICE



https://preventing-diabetes.co.uk/gestational-diabetes/#register
https://preventing-diabetes.co.uk/gestational-diabetes/#register

Types of diabetes

» Type 1 — autoimmune, makes up about 8%
» Type 2 - increasing steadily but about 90%

® |ncreasing dramatically in younger patients & the phenotype of the younger
patient is of a much more aggressive disease

®» Other types — make up the rest

» Gestational diabetes

» Type 3c - secondary to tfrauma/Whipples/cancer/alcoholism/steroids/CF etc
» | afent Autoimmune Diabetes in Adults (LADA)
=» MODY genefic forms




Diagnosis of Type 2 Diabetes

» Opportunistic screening
= High BMI
» Family History

» Ethnicity
» Fasting plasma glucose > 7mmol/l on 2 separate occasions
1c > 48 on 2 separate occasions

ymptomatic patients
= Weight loss

» Polydipsia

» Polyuria

» Tiredness

» When not fo use HbAlc:

® |n children, in pregnancy, in some haemoglobinopathies, in severe anaemia, in suspected
type 1, acute infection/trauma, recent transfusion



Home | Diagnosis | Feview: Assessment | Feview: Plan | Hypo/Hyper | Key Care | T2DM 18-39y | online | Education | Remis...s “| "l

Diabetes - Diagnosis +{:};rdens

help & feedback

Type 1 DM Criteria Random glucose »=11 O @ Random blood glucose
Associated with & =
Diagnosis Type | diabetes melitus O @
Same day referral to diabetic clinic [:] @
R =80y + new-onset DM 7 @ ? Pancreatic Cancer
% Education v 7 Education
Type 2DM  Criteria Symptomatic + Hb&1c ==48 HbATC

or Symptomatic + fasting glucose »=7 Fasting glucose

or Asymptomatic + intial + repeat HpA1c ==48 Fasting glucose
or Asymptomatic + initial + repeat fasting glucose ==7 Fasting glucose

LNQ CAIone INtake 1or =Gnra perore

O o0oo000o
A A A

Diagnosis Type Il diabetes melitus
R =80y + new-onset DM 7 ﬁ ? Pancreatic Cancer
% Education > @7 Education
Other Secondary diabstes v @7 MWay need more frequent review (6m)
MO A 4 @ Moo calculator

Consider genetic testing in patients diagnosed <35 y.o (<30 if high risk ethnic group) who meet criteria:
https./fwww diabetezgenes. orgitestz-for-diabetes-subtypes/guidelines-for-genetic-testing-in-mody/

Hb Wariant 7 ﬁ HbA1c Conversion /‘F‘hlehutum:.r

Do NOT use HbA1c for diagnosis if:

Child, pregnant or 2 monthe post partum, suspected DM Type 1, diabetic symptoms <2months, high risk or DM and acutely ill, taking
medications like corticosteroids or antipsychtoics, acute pancreatic damage/surgery, kidney failure, HIW

Use HbA1c with CAUTION if:

Abnormal haemoglobin, anaemia (any cause), altered red cell ifespan (eg post-splenectomy), recent blood transfusion.

Information Print Suspend m Cancel Show Incomplete Fields




Options at diagnosis of Type 2 diabetes

®» Remember your language and how this might feel
» |ifestyle discussions — Metabolic clinic interventions

» Education is key, please spend time explaining options - https.//www.healthyliving.nhs.uk/

= Support and ongoing management of chronic disease is our responsibility

fetary advice confusing, one option is low carb https.//lowcarbfreshwell.com/

The NHS Type 2 Diabetes Path to Remission

» ]8-65 yrs, recent diagnosis in last 6 years & BMI over 27 if White or 25 if Black, Asian and other
ethnic groups

» Based on the Diabetes UK funded “DIRECT” trial where almost 50% who went on LCD achieved
remission and 25% achieved = 15kg weight loss & 86% put their diabetes into remission

» Fully funded

» Medications and prevention

= PLEASE BE PATIENT FOCUSED IN YOUR TARGET SETTING


https://www.healthyliving.nhs.uk/
https://lowcarbfreshwell.com/

Referrals can be made by health care professionals including GPs, nurses, pharmacists, dietitians and other approved
individuals. Clinical responsibility remains with the patient’s GP and medications adjustment guidance must be signed
off by an appropriate professional.

Actions required by referring practitioner BEFORE referral into the programme:
1. Review the patient in a telephone appointment or in person, to support completion of the referral and medication
adjustment forms below for all patients. If no medications need adjusting simply select ‘Mo’ in the first row.
2. Discuss medication changes with the patient. Instruct them NOT to make changes immediately and to adjust their
medications only on the day they start the meal replacements (TDR products)
3. Give or send a copy of the Medication Adjustment Form to the patient whether medications need adjusting or not
even if the patient is NOT taking any relevant medications
a. Flease note that SGLT2 inhibitors, Meglitinides and sulfonylureas MUST be stopped on the first day of
TDR products
4. Submit the completed Referral and Medication Adjustment Form to the provider (Momenta) by email fo
momenta t2dr-bswi@nhs.net

Patient Name*: Miss Golden Phoenix test- Date of Birth*: 01 Feb 2003
LesiPatient

Declaration® Byr entering my name pelgw | confirm that this patient:

Meets the inclusion criteria and does not meet the exclusion criteria for this programme (see
below);

- Understands the context and meaning of Type 2 diabetes ‘remission’;

- Understands that the NHS T2DR programme is one year long, with 21 coached in-person or
digital sessions;

- Understands that this programme involves an initial 12 weeks of consuming formula diet with a
fibre supplement where appropriate instead of their normal food;

- Has discussed and agreed their medication changes to be undertaken on the first day of TDR and
has been given a written copy of this;

- Agrees that, if they proceed on the NHS T2DR Programme, they will: Continue attending yearly
diabetes review appointments at their GP practice, regardless of whether remission is achieved;
notify their GP practice of any unexpected or concerning symptoms considered urgent; and notify
their GP practice if they disengage or drop out before the end of their intervention; and

- Understands and consents to their data being shared as outlined in ‘Consent’ below.

Referrer's | Name of GP practice: The Old School Surgery
organisation

Registered Practice Code: J§3615

GP practice email address — this must be monifored regulary for patient safefy purposes:

Referrer's | Dr Julia Hempenstall Referral date® | 02 June 2025
name”




Diabetes iIn Remission

This refers to maintenance of non-diabetic glycaemic levels off all glucose-lowering
medication.

» [or type 2 diabetes, this may be achieved through lifestyle interventions or bariatric
surgery.

Howeyver, people with remission of diabetes may still experience the macrovascular
tCrovascular complications of diabetes & therefore need continued monitoring.

» DO NOT USE “diabetes resolved”




The Glycaemic Index helps predict how these breakfasts might affect blood
glucose, important information if you have type 2 diabetes

Glycaemic Serve How does each cereal affect blood glucose

Cereal Index size compared to 4g teaspoons of table sugar?
ICoco Pops 77 30g

Cornflakes 93 30g

Mini Wheats 59 30g

Shredded Wheat 67 30g

Special K 54 30g

Bran Flakes 74 30g

Oat porridge 63 150ml

As per calculations to be found in: It is the glycaemic response to, not the carbohydrate content of food that matters in diabetes and obesity:
The glycaemic index revisited | Unwin | Journal of Insulin Resistance 2016 @lowcarbGP




A healthy breakfast: cereals, toast, fruit juice?

Serving |How does each food affect blood glucose

Food item size compared with one 4g teaspoon
in g/ml |of table sugar?

Bran flakes 30

Milk 125

Brown toast, 1 slice |30

Pure Apple juice 200

Useful information for those with T2Diabetes making dietary choices

*As per calculations derived from the glycaemicindex. To be found in: It's the glycaemic response to, not the
carbohydrate content of food that matters in diabetes and obesity Journal of Insulin Resistance 2016. Unwin et al

hitps://phcuk.org/sugar/



What tools do we havee

» We are expert communicators

» Use the relationship you have built up with the individual

= Don't forget Diabetes Distress Scale

why not just do it?

< Change is hard

* Someone else is nagging You

* Diffloult to find the time and energy
** Gets too complicated thew give up

nereasing Motivation

> Choosing small behaviours that challenge these
> Al for small steps not perfection

What would make things 1% better? Motivational tnterviewing technioues

USE DIABETES UK PATIENT INFORMATION PRESCRIPTIONS




https://www.diabetes.org.uk/for-professionals/supporting-your-patients/information-

rescriptions/information-prescriptions-ga for explaining the 3 freatment targets

Diabetes UK |

For further information, see:
wwow diahetes. org.ukfinfo-p-ga

Diabetes UK Information Prescriptions

Please use the box below to record which Diabetes UK Information
Prescription(s) have been issued to the patient.

*Information Prescription given [[] Provision of written information about diabetes and high BP (Xac26)

[:l Provision written information abt diabetes & high HbA1c levl (Xac2T)
[] provan written information about diabetes & high cholesterol (XacSK)

Please use the quick action buttons below to launch which Diabetes UK
Information Prescription(s) you wish to issue to the patient.

Diabetic & High BP

Information Prescription "= New Diabetes and high blood pressure: Inform...

Diabetic & High Cholesterol _
Information Prescription *= New Diabetes and high cholesterol: Informatio...

Diabetic & High HbA1c -
Information Prescription = New Diabetes and high HbA1c: Information Pre...

CARE. CONNECT. CAMPAIGN.

Information Print Suspend m Cancel

*Information Prescription given
Date v Selection

Show recordings from other templates

[[] show empty recordings

Show Incomplete Fields


https://www.diabetes.org.uk/for-professionals/supporting-your-patients/information-prescriptions/information-prescriptions-qa
https://www.diabetes.org.uk/for-professionals/supporting-your-patients/information-prescriptions/information-prescriptions-qa

Treatment target: HoOATC.... MCE puidebives (NG28) have now boen spdated
lo /a/ﬁae ;/ﬁeateﬁ em/éa&/k on the /f(a/(aaq/e/f(e/(&‘ af cardiovascalar risk ix those with %ae 2 diabeles

National Institute for

Heclth and Care Excdlence

]

NIC

How to choose first-line medicines

Rescue therapy
For symptomatic hyperglycaemia, consider insulin or a sulfonylurea and review when blood glucose control has been achieved.

Assess HbAlc, cardiovascular risk and kidney function

First-line treatment

¥

r-------—--_-- ------- ‘

¢ For Information on usKg SGLT2 * Chronic heart High risk of CVD

¢ Iohibitocs for people with type 2 Not at high CVD risk failure or established ke

; diabetes and chronic kidney disease atherosclerotic CVD QRISK2 of 10% or higher

1 see the section on diabetic kidney
Lcﬁsease in the guideline.

e —

P S
fconier :
: % DPP-4inhibitor (ghiptin)  or : or if Gl disturbance or if Gl disturbance
!l ‘% Piogiitazone - Orif Gl d'“'ba”ce ) Metformin MR Start mettormin | S
: = - O Metformin MR and as soon as metfomin t%iig‘g:\ysb&‘%f and as soon as metfomin
i Sulfonylurea ) tolerability is confirmed, offer inhibitor | tolerability is confirmed, consider
: An SGLT2 inhibitor (‘'flozin’) : ‘
1| for some people: ) Q) SGLT2 inhibitor (flozin) } % SGLT2 inhibitor (flozin)
HIG~ o1 in ; :, with proven cardiovascular beneft with proven cardiovascular benefit
l '
._ ]
: @ Dapaglifiozin ) Offer ¥ mecformin Consider If metformin
i ; - U—* contraindicated . . contraindicated
: zZin 0 SGLT2 inhibitor alone o % SGLT2 inhibitor alone (,:)
: TA 572 iflozin : ¥




SGLT-2i

Sulfonylurea | Resources |

Type 2 Diabetes Guidance 'bﬂxrdens

help & feedback

Home | Guidance | DPP-4i | GLP-1 RA | Metformin | Fioglitazone

If Hb&1 ¢ = individualized target, go to next line. If metformin contra-indicated, start from next line.

Not at high CWD risk

1=t line: Metformin
2nd line: +- up to dualtriple DPP4i or Pioglitazone or Sulfonylurea or SGLTZ
3rd line: Switch / add Q In=ulin

Switch 1 of 3 GLP-1 RA
CHF, CVD or high risk of CVD ' CWD Prevention
1st line: Metformin When tolerated, add SGLTZi
When metformin tolerated, + SGLTZ SGLTZ with proven CV benefit; Offer if CHF or CVD. Consider if QRISK=10% or high
(or if contraindicated) risk CWD (<40y + HTN, dyslipidemia, smoking, obesity, FHx)
2nd line: +- up to dualtriple DPP4i or Pioglitazone or Sulfonylurea
3rd line: Switch / add Q In=ulin

Switch 1 of 3 GLP-1 RA
Rescue therapy: Q In=zulin or Sulfonylurea At any point for symptomatic hyperghscaemia

Treatment ~ 47 Shared decision with patient aid O ¢ Decision aid Show recordings from other templates

On maximal tolerated therapy [:] ﬁ Prescription exemption advice [:] ﬁ E‘ Prescription [:] Show emply recondings

Information Print Suspend m Cancel Show Incomplete Fields




Mettormin nuggets

Slow release a useful alternative if Gl side effects

e Review the dose of metformin if the serum creatinine >130 or
eGFR is <45

e Stop metformin if the serum creatinine > 150 or e GFR <30

In 2022 MHRA suggested checking vit B12 as possibly 1 in 10 may
have deficiency

If symptoms — macrocytic anaemia, exireme pallor, new
oTnsTe’r neuropathy/gait problems, glossitis, alfered mental
state

» “Periodic monitoring” in others — previous lowish B12, vegans
and those with reduced absorption (PPl & colchicine)




SGLT2 not suvitable where:
History of DKA

Ketogenic or very low carbohydrate diet

Curfently unwell (acute iliness, surgery or
anned procedure)

History of persistent or complicated UTI
Pregnancy or risk of pregnancy
Frail and elderly

Type 1 diabetes

SGLT2Zs: Cautions and Counselling

Counselling:

Potential side effects and when to seek
review, send a AccuRx/letter

e Thrush
e UTl

e Fourniere's gangrene

Sick day guidance (stop SGLT2 if
diarrhoea/vomiting or symptoms of DKA)

Staying hydrated

Interrupt if hospitalised for major surgery



TYPE 2
DIABETES:

\WHAT TODO '
WHEN YOLU
AREILL =

< gp—

2 WHY IS THIS LEAFLET FOR YOU?

Everyone has days when they are not well If you have diabetes, being unwell can affect
your blood glucose control so it is important that you know how to manage this. This




Produced from proglucagon gene in L cells of small G I_ P_ ] R/ \

intestine

18;::’2 intake Heart and vessels
GLP1 R are expressed in various fissues, including s Ry | hiphoncton 1GWooseuaton
pancreatic beta cells, pancreatic ducts, gastric i P | fCardocouut
mucosa, kidney, lung, heart, skin, immmune cells, and G o TN
the hypothalamus Fanchte > L 5 T

Tinsulin secretion/
biosynthesis
TSomatostatin secretion
T-cell proliferation
{Glucagon secretion
{p-cell apoptosis

| 4

: - : Kidney
V. GLP-1 N \ TDiuresis
<« TNatriuresis
A

F' @ Immune system
'.‘~ JInflammation

. G ! ;,:‘; ﬁ.’:_j k‘
GLP1 are down regulated by DDP4 (half life 2 I(;Irtowth \
. Motili .
manTeS) “s-;gc‘t:g{ygt:in Py Skeletal muscle
12?:&2" uptake
Liver "g =
i 2 -~ Brown
\\ / t\slt.eglt.o(sA:omom tviv;::;adipm GG ad?pose tissue
{Glucose production tPertusion T Thermogenesis
TLipolysis
TGlucose uptake
’YQ Synthetic GLP1 are resistant to DPP4 and has very
(L) long half life.




Incretin GLP-1 - Initiation for Diabetes '}ﬂrdens

From age 12 onwards

help & feedback

Incretin treatment started [ ¢ § Diabetes Formulary "= GLP1 Letter "= Tirzepatide Letter - DM2

Indicationg |ndicated as on insulin + recommended by specialist
Or |ndicated as on triple therapy ineffective, not tolerated or contraindicated
+ Black / Asian / minority ethnic group + associated psychologicallmedical problems
or BM|==35 + associated psychologicalmedical problems

or BMI <35 + insulin has significant werk implicaticns

OO00000

PHIH BHIHIH/DH

or BMI =35 + weight loss would benefit comorbidities

Advice -all  Advice - about Gl side effects, dehydration + to increase fluid intake
Advice - diet, micronutrient deficiency + maintenance of muscle mass
Advice - on signs + symptoms of hypoghycaemia and DEA

Advice - Advice - oral HRT absorption may be affected + appropriate endometrial protection considered
hormones

&7 BMS
& FZRH
tirzepatide only

.' Leaflet

O0000

Advice - to use non-oral contraception for 4 wks after initiation + each dose increase




Clinical information

If necessary to initiate or switch a patient to Rybelsus® (refer to actions 2 & 3), prescribers should counsel
their patient on the following dose titration schedule and administration instructions for Rybelsus®:

Rybelsus® dose: Initially 3mg once daily for 1 month, then increased to 7mg once daily for at least 1 month,

then increased if necessary to 14mg once daily. The maintenance dose is 7mg or 14mg once daily, where

the 14mg dose of Rybelsus® is advised, this should be achieved by prescribing one 14mg tablet. Do not use

two 7mg tablets to achieve the 14mg dose. i _i

How to take Rybelsus® tablets: =

. Take Rybelsus® tablets on an empty stomach at any time of the day. e
. Swallow Rybelsus® tablets whole with no more than half a glass of water (up to 120 ml). Do not split,

crush, or chew the tablet, as it is not known if it affects absorption of semaglutide.

. After taking Rybelsus® tablets wait at least 30 minutes before having the first meal or drink of the day or

taking other oral medicines. Waiting less than 30 minutes lowers the absorption of semaglutide.

ttps://www.rybelsus.info/content/dam/UK/AFFILIATE/www-rybelsus-
i“o/b{co/resources/u K20RYB00224.podf

4/ / www.rybelsus.info/content/dam/UK/AFFILIATE/www-rybelsus-
hcp/resources/Rybelsus%20Patient%20Leaflet.pdf
//www.medicines.org.uk/emc/product/11507



https://www.rybelsus.info/content/dam/UK/AFFILIATE/www-rybelsus-info/hcp/resources/UK20RYB00224.pdf
https://www.rybelsus.info/content/dam/UK/AFFILIATE/www-rybelsus-info/hcp/resources/UK20RYB00224.pdf
https://www.rybelsus.info/content/dam/UK/AFFILIATE/www-rybelsus-info/hcp/resources/Rybelsus%20Patient%20Leaflet.pdf
https://www.rybelsus.info/content/dam/UK/AFFILIATE/www-rybelsus-info/hcp/resources/Rybelsus%20Patient%20Leaflet.pdf
https://www.medicines.org.uk/emc/product/11507

mounjaro°v

tirzepatiae

« First and only licensed GIP and GLP-1 receptor
agonist

INDICATION

Mounjaro is indicated for the treatment of adults with insufficiently controlled
type 2 diabetes mellitus as an adjunct to diet and exercise:

» as monotherapy when metformin is considered inappropriate due to
intolerance or contraindications

« in addition to other medicinal products for the treatment of diabetes.’

National Institute for
Health and Care Excellence

NIC

Tirzepatide is recommended for treating type 2 diabetes alongside diet and exercise in adults
when it is insufficiently controlled only if:

triple therapy with metformin and 2 other oral antidiabetic drugs is ineffective, not tolerated or
contraindicated, and

they have a body mass index (BMI) of 35 kg/m? or more, and specific psychological or other
medical problems associated with obesity, or

they have a BMI of less than 35 kg/m?, and:
o insulin therapy would have significant occupational implications, or

o weight loss would benefit other significant obesity-related complications.

Use lower BMI thresholds (usually reduced by 2.5 kg/m?) for people from South Asian,
Chinese, other Asian, Middle Eastern, Black African or African-Caribbean family backgrounds.

https://www.nice.org.uk/qguidance/ta%224
/resources/tirzepatide-for-treating-type-
2-digbetes-pdf-82615547603653



https://www.nice.org.uk/guidance/ta924/resources/tirzepatide-for-treating-type-2-diabetes-pdf-82615547603653
https://www.nice.org.uk/guidance/ta924/resources/tirzepatide-for-treating-type-2-diabetes-pdf-82615547603653
https://www.nice.org.uk/guidance/ta924/resources/tirzepatide-for-treating-type-2-diabetes-pdf-82615547603653

How Mounjaro works in the body'

Mounjaro: a single molecule that
activates both GIP and GLP-1 &
receptors L 'S

Decreases food and Improves
calorie intake insulin sensitivity

T

r'“"“"'),

GIP and GLP-1 are incretin
hormones. Together they account & &
for the incretip effect

Delays | Enhances
gastric emptying* ' insulin secretion

GIP is responsible for approx. 2/3 of
the incretin effect in healthy
humans without Type 2 diabetes

Modulation of fat

Reduces
glucagon levels

In geople with Type 2 diabetes, the
in re'Hn effeCT iS diminiShed * Mounjaro-induced delay in gastric emptying diminishes over time.

GlIP=glucose-dependent insulinotropic polypeptide; GLP-1=glucagon-like peptide-1; T2D=type 2 dicbetes

References: 1. Mounjare® Summary of Product Characternstics. 2. Nauck MA, Meier JJ. The incretin effect in healthy individuals and those with type 2 diabetes:
physiology, pathophysiology, and response to therapeutic interventions, Lancet Diabetes Endocrinol 2016; 4(6): 525-536. 3. Nauck MA, Meier JJ. GIP and GLP-1
Stepsiblings rather than monozygotic twins within the incretin family. Diobetes 2019; 68(5). 897-200.

\\

Reference: 1. Mounjaro® Summary of Product Characteristics A



Once-weekly dosing'

LS

2.

MG/
WEEK

o

(For & weeks)

Once-weekly starting dose

-
MG/
WEEK

L

v

Once weakly, for
&4 weeks or longer

Start Mounjaro with 2 steps:'

o Initiate with the 2.5 mg once-weekly starting dose

o After & weeks, escalate to the 5 mg once-weekly dose

When Mounjaro is added to existing metformin and/or SGLT2i therapy, the current dose
of metformin and/or SGLT2i can be continued.’

When Mounjaro is added to existing theraopy of o sulphonylurea and/or insulin, o
reduction in the dose of sulphonylurea or insulin may be considered to reduce the risk

of hypoglycaemio. Blood glucose self-monitoring is necessary to adjust the dose of
sulphonylurea and insulin, A stepwise approoch to insulin reduction is recommended.’




INDIVIDUALISE
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Once weekly, for

4 weeks or longer

Maximum,
once-weekly dose

Tailored dosing for patients' individual needs'
Available in 4 additional, once-weekly doses: 7.5 mg, 10 mg, 12.5 mg and 15 mg’

If needed to achieve individual treatment goals
for your patients:’

- After at least 4 weeks at the current dose
- You can continue to increase the dose by 2.5 mg

Recommended maintenance doses are 5 mg, 10 mg and 15 mg
(maximum dose) once weekly'



"How Mounjaro should be administered

» Scheduling a dosing day

Patients should take Mounjaro once weekly, on the same day
each week '

The day of weekly administration can be changed, if necessary,
as long as the time between two doses is at least 3 days *

The dose can be administered at any time of the day, with
or without meals.’
Choosing an injection site

Mounjaro is to be injected subcutaneously in the abdomen,
thigh or upper arm.’

The patient may need help from someone else to inject
Mounjaro in the upper arm.’

Injection sites should be rotated with each dose. If a patient
also injects insulin, they should inject Mounjaro into @
different injection site.”

Please note: Patients should be advised to read the
instructions for use included with the package leaflet
carefully before administering the medicinal product.?

.




* Once-weekly dosing with a prefilled KwikPen'™*

You can use Mounjaro at any time of the day, with or without meals. You should use it on
e the same day each week if you can.?

4 N
Please note: Patients

should be advised to
read the instructions
for use and the
package leaflet for
the pre-filled KwikPen
carefully before
administering the

medicinal product’

*Please see Instructions for Use included with the pen

To get to the prime position, slowly turn the

dose knob until you hear 2 clicks and the

extended line is shown in the dose window.

Store unused pens in refrigerator

between 2°C and 8°C; used pens may This is th it Primi .
be stored at room temperature up to f e the pr'ngpos' %n. r;(mmg rertr;‘ovtes o
30°C and thrown away 30 days after el bodrasfoliv ool il mond cob ot deeid

KwikPen is working correctly.

your first injection.

—_

—
—
—

The dial starts at O and goes up to 1.
Dial the pen to the 1to deliver a full dose
(there are no numbers other than O and 7).

Do not freeze or use a KwikPen that has been frozen

22141 Diabetes UK Kwikpen Patient brochure 01 11

(lilydiabetes.co.uk)



https://www.lillydiabetes.co.uk/assets/pdf/pt-brochure/ukie-mounjaro-patient-booklet.pdf
https://www.lillydiabetes.co.uk/assets/pdf/pt-brochure/ukie-mounjaro-patient-booklet.pdf

O SURPASS 2 Overview ‘ HbA1c Reduction Weight Reduction ‘ Safety Summary

* Proportion of patients achieving HbA1c of <53 mmol/mol (7%) with
Mounjaro 5 mg, 10 mg and 15 mg vs semaglutide 1 mg at week 40"

Key secondary endpoint

- = 85.5%° 88.9%" 92.2% HbATc

o/

4 [
Significantly more patients
treated with Mounjaro

5 mg, 10 mg and 15 mg
achieved the HbA1c target
of <53 mmol/mol (7%)

vs semaglutide 1 mg at
\week 402

©
(=]

>
o

HbA1c <53 mmol/mol (7%)
o
)

Percentage of patients reaching
N
o

o Semaglutide 1mg Mounjaro 5 mg Mounjaro 10 mg Mounjaro 1S mg Vs ~N

(n=470) (n=4469) (n=469)
. ' 9 out of 10 patients
:?’:}ak‘l'l\.:(:’i’ﬁlll'r:::l:?ﬁti: 67.0 mmol/mol (8.28%). "p<0.05 (for superiority, adjusted for multiplicity). "p<0.001 (for superiority, achieved HbA1C tQ rget Of
<53 mmol/mol (7%)
with Mounjaro 15 mg at
week 402




®

Change from baseline in HbA1c with Mounjaro 5 mg, 10 mg
and 15 mg and semaglutide 1 mg over time to week 40"

- Semaglutide 1mg ol

== Mounjaro 5 mg (n=470)

== Mounjaro 10 mg (n=449) Hb'A1C
== Mounjaro 15 mg (n=449) S’

\
J

0 40 7 mmol/mol

—© 44.2 mmol/mol (6.19%)

Mean HbA1c, mmol/mol (%)
J
S

0.0 0 - 8 12 16 20 24

Time (weeks)

Mean baseline HbA1c: 67.0 mmol/mol (8.28%).

:@ 411 'YHH~:)|‘,/"'~,;‘ (59‘]0/0)
401 mmol/mol (5.82%)




o SURPASS 2 Overview I HbA1c Reduction HbA1c Targets

Weight Reduction

Safety

Summary

* Mean change from baseline in body weight with Mounjaro 5 mg,
10 mg and 15 mg vs semaglutide 1 mg at week 40"

Key secondary endpoint

2
~~
o
é 0
-]
£
§ 2 o weexs |
0
E
g '
&
c 6
+]
£ —o
- -8
W
o
[
3 10
c
H
s -12

14 0 4 8 12 1% 20 24 32 40

Time (weeks)

Mean baseline weight: 93.8 kg. 'p<0.001 vs baseline (not adjusted for multiplicity). *p<0.001 vs semaglutide 1mg

(for superiority, adjusted for multiplicity),
Difference in body weight vs Mounjaro 5 mg
semaglutide 1mg, kg (95% CI) 1.7 kg (-2.6, -0.7)"

Mounjaro 10 mg
-41kg (-5.0, -3.2)°

== Semaglutide 1 mg
== Mounjaro 5 mg (n
== Mounjaro 10 mg (n=469)
== Mounjareo 15 mg (n=449)

470)

Mounjaro 15 mg
-6.2 kg (-71,-5.3)®

Efficacy estimand. MMRM analysis, mITT population (efficacy analysis set). Data presented are LS means

Cl=confidence interval; LS=least squares; mITT=modified intent-to-treat; MMRM=mixed model for repeated measures

ey

p
Mounjaro 5 mg, 10 mg and

15 mg demonstrated
superior mean weight
reductions vs semaglutide
\1 mg at week 40'?

~

-
Mounjaro 15 mg delivered
double the mean weight
reduction vs semaglutide

1mg at week 40'?
%

In SURPASS clinical trials,
weight change was a
secondary endpoint.

SEE BAR CHART >

References: 1. Mounjaro® Summary of Product Characteristics, 2. Frias JP, et al. Tirzepatide versus semaglutide once weekly in patients with type 2 diabetes

N Engl J Med 2021; 385(6): S03-515 + supplementary appendix




Superior HbAl¢ reduction with Mounjaro S mg, 10 mg
and 15 mg vs semaglutide 1 mg ot week 40*"?

Superior weight reduction with Mounjaro S mg, 10 mg
and 15 mg vs semaglutide 1 mg ot week 404

The most common adverse events with both Mounjaro
and semaglutide 1 mg were Gl in nature and were
mostly mild to moderate in severity”

N



: Summary of key safety information for Mounjaro

Contraindications’
°

Mouijaro is contraindicated in patients with hypersensitivity to the active substance or to any of the excipients listed in the Summary of Product Characteristics.

Special warnings and precautions for use

Acute pancreatitis

Mounjaro has not been studied in patients with a history of pancreatitis, and
should be used with caution in these patients

Acute pancreatitis has been reported in patients treated with Mounjaro.

Patients should be informed of the symptoms of acute pancreatitis.

If pancreatitis is suspected, Mounjaro should be discontinued. If the

diagnosis of pancreatitis is confirmed, Mounjaro should not be restarted. In the
absence of other signs and symptoms of acute pancreatitis, elevations in
pancreatic enzymes alone are not predictive of acute pancreatitis.

H | mia

Hypoglycaemia is coommon when Mounjaro is added to existing metformin and/
or sodium-glucose co-transporter 2 inhibitor (SGLT2i) therapy. Patients' current
dose of metformin and/or SGLT2i can be continued when they use Mounjaro.

Hypoglycaemia is very common when Mounjaro is used with medicines that
contain a sulphonylurea and/or insulin. If a patient is using a sulphonylurea or
insulin, a reduction in the dose of sulphonylurea or insulin may be considered to
reduce the risk of hypoglycaemia. Blood glucose self-monitoring is necessary
to adjust the dose of sulphonylurea and insulin. A stepwise approach to insulin
reduction is recommended

Clinically significant hypoglycaemia (blood glucose <3.0 mmol/L [S4 mg/dL]) or
severe hypoglycaemia (requiring the assistance of another person) occurred in
10-14% (0.14-0.16 events/patient year) of patients when Mounjaro was added
to sulphonylurea and in 14-19% (0.43-0.64 events/patient year) of patients
when Mounjaro was added to basal insulin.

The rate of clinically significant hypoglycaemia when Mounjaro was used as
monotherapy or when added to other oral antidiabetic medicinal products was
up to 0.04 events/patient year.

G : inl eff
Mounjaro has been associated with gastrointestinal adverse reactions, which
include nausea, vomiting, and diarrhoea. These adverse reactions may lead

to dehydration, which could lead to a deterioration in renal function including
acute renal falure. Patients treated with Mounjaro should be advised of the
potential risk of dehydration, due to the gastrointestinal adverse reactions

and take precautions to avoid fluid depletion and electrolyte disturbances. This
should particularly be considered in the elderly, who may be more susceptible to
such complications.

Severe gastrointestinal disease

Mounjaro has not been studied in patients with severe gastrointestinal disease,
including severe gastroparesis, and should be used with caution in these
patients.

Mounjaro has not been studied in patients with non-proliferative diabetic
retinopathy requiring acute therapy, proliferative diabetic retinopathy or
diabetic macular oedema, and should be used with caution in these patients
with appropriate monitoring.

Elderly

Only very limited data are availoble from patients aged = 85 years.

Risk of dehydration due to gastrointestinal adverse reactions, should be
considered in the elderly, who may be more susceptible to such complications.
Sodium content

This medicinal product contains less than 1 mmol sodium (23 mag) per dose, that
is to say essentially 'sodium-free'.

Please see section 4 of the Mounjaro Summary of Product Characteristics for a complete list of safety information

Reference: 1. Mounjaro® Summary of Product Characteristics

Renal impairment

o

Mo dose adjustment is required for patients with renal impairment including end stage renal disease (ESRD). Experience with the use of tirzepatide in

patients with severe renal impairment and ESRD is limited. Caution should be exercised when treating these patients with tirzepatide (see section 5.2).

-—
N 4

Mounjaro 10mg solution forinjection in pre-filled pen - Summary of Product Characteristics (SmPC) -
(emc) (medicines.org.uk)
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Figure 1. Suggested Pathway for Diabetic Eye Disease

Suggested pathway for diabetic eye disease
when starting Rybelsus® or Mounjaro®

Has the PWD attended
most recent invitation
for screening?

Yes

No diabetic or proliferative (R3) or
[ retinopathy (RO, MO) maculopathy (M1)
(or equivalent®)

*if documeant is
usedoutside of
Englandand Wales

=N N
= f: Discuss GLP-1 RA or
EQUALor v
“Lsss::.;n ; MORE thant G.IP/G.LP 1 RA start
"';"o" et 86 mmol/mol with diabetes team,
(10%) (10%) -~ ophthalmologist or
\_ Py © J eye screening

service depending
on local
arrangements

A 4
Discuss the following with the person with diabetes:

Risks of progression of eye disease with current glucose control
compared to risk with tighter glucose control.

Emphasise importance of attending every eye screening appointment.
Signs and symptoms of worsening of eye disease.

Where to seck help.

Start GLP-1 RA or

Although pathway specific for Rybelsus® or Mounjaro®,
GIP/GLP-1 RA this pathway would be appropriate for all those
initiating any potent GLP-1 RA (Trulicity / Orempic)
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help & feedback

Incretin GLP-1 Monitoring

Drug monitaring done [0 & # Phisbotomy "= GLP1 Letter

Record baseline and after 8months
OM2: Continue only if HbA1c reduced by at least 11mmolmol and weight loss of at least 3%
Weight management: Continue onhy if ==5% weight loss at max tolerated dose for & months

HbAlc mmolmal ﬁ
Weight 50 Kg &
Height 1.3 m &7 [ BMI Calculator...
BMI Kog/me &7 % Calculator
Weight lozs Kg
If BMI =35kg measure waist and waist to height ratio  Waist circumference 100 cm ﬁ
VWaist to height ratic &
eGFR mL{min mbLimind1...
mLmin ﬁ mbLimind1...

Advize on retinal screening If on Semaglutide (Ozempic or Rybelzus)

Contraindications checked &g ketoacidosis, renal impairment, severe Gl disease, CHF, hepatic impairment
Advice to report symptoms eq pancreatitis, abdo pain, n+v, hypoghycaemia, headache, rash, dehydration, anaphylaxis

Advice about =urgery and medication eq rigk of pulmonary agpiration during general anaesthesia or deep sedation

Absence of significant drug interactions @ Drug Review eg diuretics
Contraceptive advice = Contraception advice 9 Contraception . FSRH
HRT advice Q@ HRT intiation & Monitoring @ ous

O0O00OO0O000O
PHIIHIIHHNH

Follow-up dizcussed 3_1_, Follow-Up




GLP-1 RA and contraception

FSRH statement: ,
Glucagon-like peptide-1 NFSRH zzsimse,
(GLP-1) agonists and oral

contraception (Feb 2025) GLP-1 agonists and

| FSRH contraception
Patient information
leaflet

h


https://www.fsrh.org/Public/Public/Documents/FSRH-statement-Glucagon-like-peptide-1-agonists-and-oral-contraception-Feb-2025.aspx?UNLID=13882805620252281128
https://www.fsrh.org/Public/Public/Documents/FSRH-statement-Glucagon-like-peptide-1-agonists-and-oral-contraception-Feb-2025.aspx?UNLID=13882805620252281128
https://www.fsrh.org/Public/Public/Documents/FSRH-statement-Glucagon-like-peptide-1-agonists-and-oral-contraception-Feb-2025.aspx?UNLID=13882805620252281128
https://www.fsrh.org/Public/Public/Documents/FSRH-statement-Glucagon-like-peptide-1-agonists-and-oral-contraception-Feb-2025.aspx?UNLID=13882805620252281128
https://www.fsrh.org/Public/Public/Documents/FSRH-statement-Glucagon-like-peptide-1-agonists-and-oral-contraception-Feb-2025.aspx?UNLID=13882805620252281128

HRT advice

hitps://Www.pCwhs.Co.
uk/ userfiles/pages/files

[resources/dlpl contra
ception_hrt_article.pdft

Injectable weight loss
drugs, contraception
and HRT

Dr. Sarah Gray

Dr. Toni Hazell

Dr. Louise Price

Dr. Lindsey Thomas

PCWHS directors


https://www.pcwhs.co.uk/_userfiles/pages/files/resources/glp1_contraception_hrt_article.pdf
https://www.pcwhs.co.uk/_userfiles/pages/files/resources/glp1_contraception_hrt_article.pdf
https://www.pcwhs.co.uk/_userfiles/pages/files/resources/glp1_contraception_hrt_article.pdf
https://www.pcwhs.co.uk/_userfiles/pages/files/resources/glp1_contraception_hrt_article.pdf

QOF 2025/26 - Diabetes

] Diabetes ' [OF Ruleset

*

DMOO6: On ACE-l or ARB if nephropathy (proteinuria) or micro-albuminuria
MNephropathy
ALCEi
ARB

DMO012: Foot screening & risk as=ess in last 12m

DMO14: Education within 9m of diagnosis between 1/4-31/3

DMO36: <7TSy + Last BP <140/30 (excluding Clinic BP
madisevere fraitty) in last 12m (or home BP reading
Awerage Home
=1 35485) 9
Ambulatory BP
PCA
DMO20: Last HbATC =58 if no medisevere fraitty Hb&1c
DMO21: Last HbATc <75 if modisevere frailty
PCA
Fraitty

DMO035; History of CVD + on statin/LLT
PCA

Invitation:

PCA:

Q CKD Formulary

-
-

-

Q Foot Screening

d Diabetes Education

BPF mmHg
BPF mmHg
BP mmHg
-
mmol'mol
-
-

DMO34: =40y + no CWD + no modisevere fraity + on statin/LLT (if QRISKZ =10% in last 3v) Eﬁl QRISK2/3

L |

/D

.‘cxrdens

help & feedback

& Bﬂ BP Monitoring

& G’New Electronic Pathol...

&7 [r Fraity

Qi CWD Primary Preventi...

@ Q CWD Secondary Prev...
Q CWD Screening

Chronic disease management & QoF

Diabetes - Review: Assessment .':-Q[I'dens

1-9 = Key Care Processes

-

help & feedback

Review 7 @

Hb&le ... HbAlc target @ /’" Phlebotomy g Target Values
Hypoghycaemia - @ Hypos + Hypers

Injection sites * & €| B Diary % SMBG

HR b.. Pulse + & [BaF A Phisbotomy
BP 135/8%  BP mmHg &7 BP HTN Screening BA BP Monitoring
Cholesterol mmo... T. @ / Phlebotommy

Chest pain - | CHD

Breathing w7 @

NYHA v & Yo

Leg swelling - @

Leg pain -

Leg wounds - @ ! Fap

Neuropathic pain &7 @ Q Neuropathic pain

Eyes S @ Q Eves

Feet - Left S @ fm, Foot Problems
Feet - Right - | & Q Fee

Kidneys + Other Q Kidney Review Q ED Screening Q Pre-conception & Pregnancy Q Oral Care
Mood w7 @ Q Depression Screeni... f# DDs-2
Memory 7 @ Q Memory Screening

Fraity * & [F Fraity *
Alcohol 7 @ QA|CD|‘ID|SCI’EEI‘HHQ

Smoking - A @ / Smoking VWaist... 100 cm
Weight 60 Ko Height 13 m & [B BWICalculator  BMI

Information Print Suspend B Cancel Show Incomplete Fields



ges to GP Conftract in 2025/26

On 28 February NHS England wrote to all GP practices and Primary Care Network directors to confirm the final arrangements for
the GP Confract 2025/26.

» In 2025/26 there will be an overall increase in investment of £889m across the core practice contract and the Network Contract
Directed Enhanced Service (DES). This will take the combined total estimated contract value from £12,287m in 2024/25 to £13,176m
in 2025/26.

* In addition to the £889m increase in investment, practices will also have the opportunity to take part in a new enhanced service for
advice and guidance, which is worth up to £80m. This enhanced service supports the government’s commitment to move more
care from secondary care into community settings and will ensure patients receive care in the right place at the right time via the

use of specialistadvice and guidance whilst also supporting elective recovery.

DHSC and XHS England will permanently retire the 32 QOF indicators income protected in 24/25. This equates to 212 QOF points
worth ¢.£298m in 25/26 of which:
il be removed outright, with £ reinvested into global sum, routine childhood immunisations and locum reimbursement

» the remaining 141 redistributed proportionately across nine CVD prevention indicators, targeted towards CVD prevention - a
key driver of excess mortality.

ct on the National Diabetes Programme

tired Indicators (previously income protected in 24/25)

The contractor establishes and maintains a register of all patients aged 17 or over with diabetes mellitus, which specifies
the type of diabetes where a diagnosis has been confirmed



chnical Changes in 2025/26 (wording change highlighted)

Current | Current Indicator New Indicator Change and rationale

ID

DMO022 The percentage of patients with DM034 The percentage of patients with diabetes, on « Ofther lipid lowering therapy cluster
diabetes aged 40 years and over, the register, aged 40 years or over, with no added to align with updated NICE
with no history of cardiovascular history of CVD and without moderate or indicator on which QOF is based. NICE
disease and without moderate or severe frailty, who are currently treated with a Indicator IND275: Diabetes: lipid-lowering
severe frailty, who are currently statin (excluding patients with type 2 diabetes therapies for primary prevention of CVD (40
treated with a statin (excluding and a CVD risk score of <10% recorded in the years and over) | Indicators | NICE
patients with type 2 diabetes and a preceding 3 years), or where a statin is
CVD risk score of <10% recorded in declined or clinically unsuitable, another lipid-
the preceding 3 years) lowering therapy.

DM023 The percentage of patients with diabetes DMO035 The percentage of patients with diabetes, on the e Other lipid lowering therapy cluster added to
and g'history of cardiovascular disease register and a history of CVD (excluding align with updated NICE indicator on which
(exCluding haemorrhagic stroke) who are haemorrhagic stroke) who are currently treated with QOF is based. NICE Indicator IND276:

rrently treated with a statin a statin, or where a statin is declined or clinically Diabetes: lipid-lowering therapies for
unsuitable, another lipid-lowering therapy. secondary prevention of CVD | Indicators |
/ NICE (published 27 November 2024)
A
MO3 The percentage of patients with DMO03é The percentage of patients with diabetes, on the e ‘79 years and under’ age criteria added to
diabetes, on the register, without register, aged 79 years and under without moderate align with updated NICE indicator on which
moderate or severe frailty in whom the or severe frailty in whom the last blood pressure QOF is based. NICE Indicator IND249:
last blood pressure reading (measured reading (measured in the pregeding 12 months) is Diabetes: blqod pressure (without moderate
in the preceding 12 months) is 140/90 140/90 mmHg. or less (or equivalent home blood or seyere frailty) | Indicators | NICE
pressure reading) (published 19 August 2023).

mmHg or less (or equivalent home
blood pressure reading)



https://www.nice.org.uk/indicators/ind275-diabetes-lipid-lowering-therapies-for-primary-prevention-of-cvd-40-years-and-over
https://www.nice.org.uk/indicators/ind275-diabetes-lipid-lowering-therapies-for-primary-prevention-of-cvd-40-years-and-over
https://www.nice.org.uk/indicators/ind275-diabetes-lipid-lowering-therapies-for-primary-prevention-of-cvd-40-years-and-over
https://www.nice.org.uk/indicators/ind275-diabetes-lipid-lowering-therapies-for-primary-prevention-of-cvd-40-years-and-over
https://www.nice.org.uk/indicators/ind276-diabetes-lipid-lowering-therapies-for-secondary-prevention-of-cvd
https://www.nice.org.uk/indicators/ind276-diabetes-lipid-lowering-therapies-for-secondary-prevention-of-cvd
https://www.nice.org.uk/indicators/ind276-diabetes-lipid-lowering-therapies-for-secondary-prevention-of-cvd
https://www.nice.org.uk/indicators/ind276-diabetes-lipid-lowering-therapies-for-secondary-prevention-of-cvd
https://www.nice.org.uk/indicators/ind249-diabetes-blood-pressure-without-moderate-or-severe-frailty
https://www.nice.org.uk/indicators/ind249-diabetes-blood-pressure-without-moderate-or-severe-frailty
https://www.nice.org.uk/indicators/ind249-diabetes-blood-pressure-without-moderate-or-severe-frailty

Enhanced focus on CVD!

» Significant shift of funding towards CVD prevention

» QOF is being used as a key lever to improve prevention and management of
hypertension and high cholesterol

* Increased Points: 141 QOF points (worth c. £198 million) are now concentrated across nine
CVD indicators

HigheyTargets: The upper achievement thresholds (the percentage of patients needing to

cus Areas: These indicators target blood pressure control (for patients with hypertension,
HD, stroke/TIA, diabetes) and cholesterol management (statin prescribing, achieving
target lipid levels)



Now need to manage nearly all patients
to target

» For example, of the 9 indicators in diabetes:

Indicator Brief Description 2024/25 2024/25 2025/26

ID Upper Points Upper
Threshold Threshold

DMO036* % Diabetes patients 78% 10 90%

<79yrs (no mod/sev
frailty) BP <140/90

PLAN, PRIORITISE, ROBUST RECALL, ENSURE ACCURATE CODING,
OPTIMISE CLINICAL MANAGEMENT, ENGAGE PATIENTS & STAFF,
COLLABORATE




Cardio-reno-metabolic

~One-third of patients with |
type 2 diabetes have

CV disease! CV disease is the leading cause of

mortality in patients with type 2
diabetes’

~37% of adults with diabetes [~
have been diagnosed |

with CKD*4 | Up to 40% of patients

with HF have type 2 diabetes®

Established risk factors for |
CKD include CV disease,
hypertension, obesity and |

diabetes®

20-67% of patients with HF
are estimated to have CKD®

In patients with HF, presence of
CKD increases risk of mortality
by ~25-28%"1°

Diabetes and/or hypertension [
is the primary cause of

~75% of ESKD prevalent
cases in the US®




Cardiovascular Risk

Non-modifiable
risk factors

Gender

Cardiovascular
Genetic disease

factors

Race &
ethnicity




Intervention Number of

years
Lowering blood sugar by 8
0.9%
Lowering cholesterol by 23
Immol/L

Reducing BP by 10/5 29

‘Home ACEI ARB CaChannel Blocker Thiazide Spironolactone Alpha-Blocker Beta-Blocker

Hypertension Formulary -.'f.x oS

Step 1: Monotherapy: o <SSyrs or CCF/ICKD/OM

i >5Syrs or Afrocarmbbean
Step 22 Dual Therapy:
Step 3 Triple Therapy:

Step 4: Confirm resistant hypertension: with ABPMHBPM, discuss adherence & check for postural hypotension

Four Therapy:

Treatment indicated: Stage 1 HTN « <80y « risk factor [] 4 Torgetorgan damage, CVD, CKD, DM, 10y CVD risk>10% or
tage 1 HTN « >80y « BP >=150/50 O 2 o
asge 2 HTN 0O #
wevere HTN [0 4 On maximal tolerated hypertension therapy 0O &
Treatment not geven & use cinical pdgement if raity or mutimorbidty

Consider ARB in preference if Afrocarbbean orign
Ensure on maximum tolerated dose before gong on to next
step

Microvascular benefits

cardiovascular events

prevented for every 1000
people treated over 5

Glycaemic control is
important, although BP
control may be more
important

=» TREAT TO TARGET BP
PROACTIVELY

» NICENG 136

» Type 2 Diabetes
» <]140/90 (under 80 yrs)
» <150/90 (over 80 yrs)
» <]30/80 if retinopathy
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Primary and Secondary Prevention of CVD COLLABORATIVE

INITIAL CONSIDERATIONS:
* Measure non-fasting full lipid profile (total cholesterol, HDL-C, non-HDOL-C, triglycerides) and HbA1c as part of an initial baseline assessment. « Consider secondary causes of hyperlipidaemia and manage as needed.

= Ensure appropriate baseline and follow up tests as detailed on page 2. Measure BMI. = |dentify and exclude people with contraindications/drug interactions  « If non-fasting triglyceride above 4. 5mmol/L see page 2.

¥

PRIMARY PREVENTION SEVERE HYPERLIPIDAEMIA SECONDARY PREVENTION
Consider statin therapy for adults who do not have established CVD but fall into the categories If TC=7_.5mmolL andior LDL-C Offer statin therapy to adults with CVD, this includes angina, previous M, revascularisation,stroke or TL&
below. Use QRISK risk assessment tool where appropriate (see page 2, ‘Primary Prevenfion >4 mmolL andior non-HDL-C or symptomatic perip arterial dizease. Do nof y statin treatment if a person has acute coronary
Rizsk Assessment’) =5.89mmolL, a personal andfor famiky syndrome. Take a lipid sample on admission (within 24 hours)
history of canfirmed CHD (<60 years)
and with no secondary causes: - - - - - - -
suspect familial hypercholesterolaemia Identify and address all modifiable risk factors - smoking, diet, obesity. alcohol intake,
* * *’ * * {possible heterozygous FH) physical activity, blood pressure and HbAC.
Apge =84 Type 2 Type 1 diabetes, if they have one CKD eGFR Age 285 Do not use QRISK rizk assessment toal ‘
& QRISK diabetes or more of the following: < B0 years
210% | | & QRISK | |+ Over 40 years mUmin/1.73m | | if appropriate l ‘SECONDARY PREVENTION :
over next 210% ) andfor consider Do not delay statin treatment in secondary prevention while managing modifiable risk factors.
10 years over next * Had EIIEIJBIB.S for >10 years albuminuria comorbidities, Prescibe a high intensity statin:
10 years | | = Have established nephropathy frailty & life DIAGNOSIS AND REFERRAL Atorvastatin 80mg daily
» Have other CVD risk factors expectancy Take fasting blood for repeat lipid Use a lower dose of atorvastatin if there is a potential drug int
* * * * * profile to measure LOL-C. high risk of or experie verse effe patient prefere
Use the Simon Broome or Duteh Offer atorvastatin 20mg if CKD (people with GFR< &0 mL/min/1.7:

Identify and address all modifiable risk factors - smoking, diet, cbesity, alcohol intake,

physical activity, blood pressure and HbA1c. Lipid Clinic Network (DLCN) criteria

to make a clinical diagnosis of FH.

* = Measure full lipid profile again after 3 months (non-fasting).
Refer to Lipid Clinic for further P ) ) . . . )
Consider additional rizk factors, if present, together with QRISK score (treated for HIV, el H;:_dﬂ diagnosis of FH = High intensity statin treatment should achieve reduction of non-HDL-C > 40% from baseline. If not achieved
severe mental illness, taking medicines that cause dyslipidaemia, systemic inflammatory disorder o if TC>0.OmmaliL and/or afts‘;_:i m"?‘sm + adh iiming of d diet and lifestl
; ; ; — [ : - discuss treatment adherence, timin ose, diet and li & Mmeasures
(6.9 SLE). impaired fasting glycaemia, recent change in risk factors) LDL-C >6.5mmol/L and/or - If started on less than atorvastatin Bﬂ?ng and the person Bp?gad to be at higher risk (based on
non-HOL-C >7.5mmol/L or comorbidities, risk score or clinical judgement - see page 2 "Additional Risk Factors’), consider increasing
— Fasting “'igh;:md‘ﬁ = 1':'""'““-2 to BOmg atorvastatin. For how io increase in people with CKD see 'Special Patient Popuiations’ (page 2).
_ _ S . ) ] _ (rega mily y) (page 2) * |f non-HDOL-C baseline value is not available®, consider target non-HDL-C < 2. 5mmol/L {approximately
If lifestyle modification is ineffective or inappropriate offer statin treatment. equivalent to LDL-C < 1_8mmol/L} as recommended by Jaint British Societies (JBS3).
Atorvastatin 20mg daily “this scenario is not covered by NICE CG181
v = |f patients on a high-intensity statin have side effects, offer a lower dose or an alternative statin
— - - TREATMENT TARGETS IN FH (=ee page 2 ‘Extent of lipid lowenng with available therapies’)
+ Measure full lipid profile again after 3 months (non-fasting). If clinical diagnosis of FH andlor
= High intensity statin treatment should achieve reduction of non-HDL-C > 40% from baseline. If other rizk factors present follow the +
not achieved after 3 months; recommended treatment management If maximum tolerated dose of statin does not control non-HOL-CALDL-C well encugh after 3 months confirm
- discuss treatment adherence, timing of dose, diet and lifestyle pathway for primary or secondary statin adherence, then consider the following options based on shared decision making® with the patient
- If at higher risk (based on comorbidities, risk score or clinical judgement - see page 2 prevention as for non-FH, BUT + + +
‘Additional Risk Factors’) consider increasing the dose every 2-3 months up to a maximum Alm fo achieve af lsast a 50% m = s Ezetimibe 10mg daily inje le therapies™
dose of atorvastatin 80mg daily. recommended statin treatment clab
- For how to increase in people with CKD see ‘Special Patient Populations’ (page 2). p rofml_.g]t_-cﬁ mr! fine. g Wﬂmwlﬂﬁm 'ﬂ“ Lﬁﬁﬁﬁ;xﬁ“ﬁ H;:_;I?elt_;ﬁn; *Ei’::j”;;"l-m
# Consider specialist referral for advice regarding adverse effects (click here). nnn-HDL-(F remains > measure LDL-C to assess
- If patients on a high-intensity statin have side effects, offer a lower dose or an alternative statin further treatment and/or * IEI;JE;:::::'L""‘:‘::::I:; eligibility:
(zee page 2 ‘Extent of lipid lowering with available therapies’) consideration of Fﬂt:gHIT‘I If statin intolerance is confirmed, consider- arrange a fasting blood Inclisiran - if I‘asur_lg LDL-C
+ If maximum tolerated dose of statin does not achieve non-HDL-C reduction > 40% of baseling - :s?:fm assessed : ook L - Exsimibe 10mg monohsrapy Assess jyost and assess sty 2 2.6mmal/L despite
value after 3 months consider adding Ezetimibe 10mg daily (NICE TA385 a coronary event y maximum tolerated lipid
o B R S ,g R R g vl } - DB therany i= oot tolerated response after 3 months (TA385) 1 F Lo o Hrmaroems s T8 T omy




MANAGEMENT

This guidance applies to new patients and may also be taken into consideration
for those already on stating at their annual review. [f 40% reduction of non-HDL-C
not achieved, offer high intensity statins. Discuss with people who are stable on a
low- or medium-intensity statin the likely benefits and potential risk of side effects
if changed to a high-intensity statin when they have a medication review and
agree with the person whether a change is needed.

Ezetimibe, alirocumab, evolocumab or inclisiran can be added when patients’
LOL-C levels are not lowered enough with the maximally tolerated dose

of statins. Bempedoic acid with ezetimibe is an option when statins are
contraindicated or not tolerated, and when ezetimibe alone does not control
LDL-C well enough. Do not offer a fibrate, nicotinic acid, bile acid binder or
omega-3 fatty acids alone or in combination with statin, for the prevention of CVD
(Check NMICE CG181 for exceptions).

PRIMARY PREVENTION RISK ASSESSMENT

QRISKS is the current version of the QRISK calculator. www.qrisk.org/three

- Do not use this risk assessment tool for people with established CVD or those
who are at high risk of developing CWD because of FH or other inherited
disorders of lipid metabolism.

- Do not uze a risk assessment tool to assess CVD risk in people with type 1
diabetes, or eGFR less than 60 mL/min/1.73 m? and/or albuminuria.

- Consider people aged 2 85 at increased risk of CVD because of age alone
particularly pecple who smoke or have raised BP.

Additional Risk Factors

Mote, standard CVD risk scores including QRISK may underestimate risk in

people who have additional risk because of underlying medical conditions or

treatments. These groups include the following groups of people;

« gevere obesity (BMI=40kg'm®) increases CVD risk

treated for HIV

gerious mental health problems

taking medicines that can cause dyslipidaemia such as antipsychatic

medication, corticosteroids or immunosuppressant drugs

autoimmune disorders such as ==, and other systemic inflammatory disorders

non-diabetic hyperglycaemia

significant hypertriglyceridaemia (fasting triglycerides 4.5-8.9mmaol/L)

= recent risk factor changes e.q. quit smoking, BP or lipid treatment

Consider socio-economic status as an additional factor contributing to CVD risk.

If QRISK = 10% owver the next 10 years - Give [ifestyle advice and ensure
regular review of CVD risk in line with guidance.

SPECIAL PATIENT POPULATIONS
Type 1 Diabetes

While MICE recommends offering statins to patients with Type 1 diabetes as detailed
in the: algorithm, it also states to consider stating in all adults with type 1 diabates.

Chronic Kidney Disease
Offer atorvastatin 20mg for the primary or secondary prevention of CVD to
people with CKD (eGFR less than 60 mL/min/1.73m? and/or albuminuria)

Increase the dose if a greater than 40% reduction in non-HDL-C is not achieved
and @GFR is 30 mL/min/1.73m? or more.

Aaree the use of higher doses with a renal specialist if @GFR iz less than 30 mL/

EXTENT OF LIPID LOWERING WITH AVAILABLE THERAPIES

Approximate reduction in LDL-C

Statin dose mg/day 5 10 20 40
Fluvastatin 21% 7%
Pravastatin 20%

Simvastatin 27%

Atarvastatin

Rosuvastatin

Atorvastatin + Ezetimibe 10mg

[ Low intensity statins will produce an LDL-C reduction of 20-30%

[ Medium intensity statins will produce an LDL-C reduction of 31-40%

[ High intensity statins will produce an LDL-C reduction above 40%

M s imvastatin B0mg is not recommended due to risk of muscle toxicity

» Rosuvastatin may be used as an alternative to atorvasiatin if compatible with
other drug therapy. Some people may need a lower starting dose (see BNF).

= Low/medium intensity statins should only be used if intolerance or drug interactions.

+ Ezetimibe when combined with any statin is likely to give greater reduction in
non-HOL-C or LDL-C than doubling the dose of the statin.

» PCSK9I (NICE TA343, TA3S4) alone or in combination with statins or ezetimibe
produce an additional LDL-C reduction of approximately 50% (range 25-70%).

* Bempedoic acld when combined with ezetimibe (TAGS4) produces an additional
LDL-C reduction of approximately 28% (range 22-33%) but no clinical outcome
evidence is currently available.

» Inclisiran (TAT33) alone or in combination with stating or ezetimibe produces an

additional LDL-C reduction of approximately 50% (range 48-52%) but no clinical

outcome evidence is cumrently available.

Baseline Measurements

In addition to full lipid profile, measure renal, thyroid and liver profiles (including
albumin) and HbA1c to exclude secondary causes and co-morbidities.
Measure baseline liver transaminase (ALT or AST) before starting a statin.
Measure CK if unexplained muscle pain before starting a statin.

CK should not be measured routinely especially if a patient is asymplomatic.

Primary Prevention Secondary prevention
Lipid Profile ALT or AST Lipid Profile ALT or AST
L L ¥ +
L v + -"

If «40% non-HOL-C reduction, up titration required. Repeat full lipid
profile and ALT or AST within 3 months of each up-titration of statin
dose or addition of ezetimibe as required
L L L v

* Ll

Provide annual medicalion reviews for peopla 1aking Stanns lo discuss effechivensss of themapy,
medicines saherence, Westyls modfestion and aodress CVD ASK fEClors.

“Consider & snnusl ren-fasting ful Gipid profile fo inform the tizeussion smund effectivenass of Naid
Towering therapy and any medcines non-adhemsnce.

Monitoring

2 s moae 3w

B R T ST

TITRATION THRESHOLD / TARGETS

non-HOL-C

<2 SmmoalL (LDL-C
<1.8mmalL)

Intensify lipid lowering therapy if
non-HOL-C reduction from basedine
is less than 40%

Optimise lipid lowering therapy to
achieve at least 50% reduction in
LDL-C {or nan-HOL-C.)

If baseline cholesterol is unknown in the setting of secondary prevention use the
use Joint British Societies’ JBS3 consensus recommendation.

MNon-HDL-C = TC minus HOL-C

LDL-C = non-HDL-C minus (Fasting triglycerides/2.2)

“valid only when fasting triglycerides are less than 4.5 mmol'L

SPECIALIST SERVICES

Scope of specialist service available locally may include; lipid clinic, PCSKSi
clinic (offering initiation and subsequent follow up), FH genetic diagnosis and
cascade testing, lipoprotein apheresis service. NICE eligibility criteria for PCSKS
and fasting LDL-C thresholds are summarised below.

NICE TA393 Alirocumab

NICE TA3S4 Evolocumab High risk ' Wery high risk 2
L ELTINTT R S DTS B Mot recommeanded LOLC > 4.0 LOLC> 35
mmol/L mmoL/L
LDLC =50 LOLC =35
mmuoliL mmaol/L

1 Higlory of any of the following: ACS; o oither arerial revascilansation procedures; CHD,

inchaemic siroke; PAD. ¥ Recument CV events of CV events in more Ban 1 vascular bed (that is,
polyvasculer disease).

Bempedoic acid/ezetimibe and inclisiran are available in primary care and do not
require initiation by specialist services." PCSKS may be available for prescribing
in primary care: see local initiation pathways.

Refer to lipid clinic for urgent specialist review if not a result of
excess aloohol or poor glycaemic control. At risk of acute pancreatitis.
Repeat the TG measurement with a fasting test (after an inferval of 5
days, but within 2 weeks) and review for polential secondary causes
of hyperfipidaemia. Seek specialist advice if the TG concentration
remains > 10mmalfitre. Af risk of acute pancreatitis

If non-fasting triglycerides are greater than 4.5mmol/L. repeat with

a fasting TG measurement Be aware that the CVD risk may be
underestimated by risk assessment tools, optimise the management
of ather CVD risk factors present and seek specialist advice if non-
HDL-C concentration is > 7.5 mmaol/itre.

STATIN INTOLERANCE

Statin intolerance is defined as the presence of clinically significant adverse
effects from statin therapy that are considered to represent an unacceptable risk
to the patient or that may result in adherence to therapy being compromised.




Tips

= Primary Prevention in Type 2 Diabetes
QRisk® >210%

Atorvastatin 20mg if lifestyle modifications inappropriate or ineffective.

TARGET: 40% REDUCTION IN NON-HDL (REVIEWED AT
3 MONTHS)

Up-fitfrate




Optimisation of Lipid Therapy

Secondary Prevention Statin Intolerance
» Aforvastatin 80mg (20mg if e GFR » Alternative stafin (Rosuvastatin)
<60)

» Fzetimibe +/- Bempedoic acid
» +/- Ezetimibe

» Aiming for >40% reduction in non
HDL

» |[Nclisiran




hitps://www.diabetestframe.org/

|

Diabetes Foot Screening

Foot Risk Awareness and Management Education (FRAME)

Foot Risk Awareness and Management Education (FRAME)

Introduction

The Foot Risk Awareness and Management Education (FRAME) project was
commissioned by the Scottish Government to produce an e-learning resource which
would help standardise diabetes foot screenings performed by any health care
professional/worker involved in the care of an individual with diabetes.

The website aims to provide an interactive way of learning and uses animations and
case scenarios. There is an assessment involving case scenarios at the end of this
module which the learner may opt to undertake and which, if passed, gives a
certificate of completion.

\ \



But really what is our goal in
porimary care for patients
with type 2 diabetese




HOLISTIC PERSON-CENTRED APPROACH TO T2DM MANAGEMENT

+£KD (on maximally tolerated dose of ACEV/ARB} l

PREFERABLY
SGLYZi with primary evidence of reducing CXD progression
Use S6LT2I in people with an eGFR = 20 mbmin per 1.73 " cnce initiated should be 3 i Glycaemic Management: Choose

GLP-1 RA with proven CVD benefit if SGLT2i not tolerated or contraindicated e : : Metformin OR Agent(s) incleding

It additional cardierenal risk reduction r glycaemic control . e adequate EFFICACY to achieve and
needed coasider combination S6LT2/GLP-1 RA - T

PRINCIPLES OF CARE

h 4

» Dptimuse geality of Ufe

Ensure strategies are in place to detect and

optimise management of CV risk factors' including Achievement and Maintenance of

Weight Management Goals:
CV risk factor screening and surveillance [ Set individualised weight management goals
therapyfeating patierns/  weight management
ot g e
for weight loss . sargery
Smoking cessation When choosing glucose-lowering therapies:
Consider regimen with high-to-very-high dual
glucose and weight efficacy

1-mmwmmnmmu.mmmumwmawunnm-manmml;cw 1ES1M-74

ACEL Asgistensin-Converting Enzyme Inhibiter; ARB, Asgiotessin Receplor Blockers: ASCVD, Aberosclerslic Cardiovascular Disease; BP. Blood Pressare; (KD, hronic Kidoey Diszase: OV Cardigvascular, e6FR, Estimated Glomerular Filtration Rate; GLP-1 RA Glacagon-Like Peptide-1 Recepter Ageni
rm:mmww-zlﬁmmtmzm



3 Treatment targets 8 Key Care

Processes

=» MY AIM IS TO INSTIL A "TREAT
AND REVIEW UNTIL PATIENT
SPECIFIC TARGET IS
REACHED"ETHOS

Responsibility of Diabetes Care providers

1. HbAlc

(blood test for
glucose confrol)

5. Urine
Albumin/Creatinine
Ratio

(urine test for risk of
kidney disease)

2. Blood Pressure

(measurement for
cardiovascular risk)

6. Foot Risk
Surveillance

(examination for foot
ulcer risk)

3. Serum Cholesterol

(blood test for
cardiovascular risk)

7. Body Mass Index

(measurement for
cardiovascular risk)

4. Serum
Creatinine**

(blood test for kidney
function)

8. Smoking History

(question for
cardiovascular risk)




FINAL TIPS

|ldentify what the patient’s concern is and start consultation there

= Targets are there but individualise to your patient
» Know where your blood ketone monitor is

» Consider SGLT2 in those even with at target HbA1c as has a cardiorenal protective
element for those aft risk

Trend |lgaflets

Iways give sick day rules out — by AccuRx if needed

Rgview anyone with bladder cancer/heart failure — are they on pioglitazone?
n medication reviews be aware SGLT2 may be for HF/CKD

GLP-1 RAs are resistant to the effects of DPP4i so do NOT prescribe together

Fight clinician inerfia



FINAL TIPS 2

Collect urinary ACR - talk to your practice staff
Treat blood pressure actively
Foot care can be learnt from frame

Always double check if HbATc is “in target” — be aware of hypoglycaemic events in
frail/elderly on SUs

Refer to NDPP
Supfport patients looking to go info remission

oin Primary Care Diabetes & Obesity Society -
ttps://www.pcdosociety.org/membership

CODE CORRECTLY SO GREAT CARE CAN FOLLOW
GREAT PROCESS

= BUT ABOVE ALL DO THE BASICS WELL!



https://www.pcdosociety.org/membership

Coming soonee

Incretin GLP-1 - Initiation for Weight Management '-%ﬂrdem

From age 18 onwards help & feedback

Shared care ~ & "= Tirzepatide Letter - 0.
Seen in private clinic [0 & 7 Record Other Medicati..

Tirrepatide From 23rd June 2025 NHSE interim guidance

Year 1 Age =»=13y + compliant with dietary + physical activity interventions

+ Bl == 40 + ==4 qualifying comorbidities

000

or BWI == 37.5 + in minority ethnic group + ==4 qualifying comorbidities

Advice -all Advice - about Gl side effects, dehydration + to increase fluid intake
Advice - diet, micronutrient deficiency + maintenance of muscle mass

Advice - on signs + symptoms of hypoghrcasmia and DEA

A

S PCWHS
ﬁ FSRH
tirzepatide onhy

. Leaflet

Advice - Advice - oral HRT absorption may be affected + appropriate endometrial protection conzidered
hormones

O0000
AN

Advice - to use non-oral contraception for 4 wks after initiation + each dose increase




Thank you for listening
ANy questionse

JULIA.HEMPENSTALL@NHS .NET
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