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At the énd of t tatlon, the

participant should e able to:

“.I‘...-_A
Discuss the place of SGLT2i and GLP-1 RA in

the treatment of type 2 diabetes as per national
and mternatlonal guidelines "

s I
== Implement strategies to offer these therapies
W|thout significantly increasing the cost to ‘f

")

= .,\;'\mw’a.. 2 | L

““3Further reduce the cost of therapy by promoting b :"...L
—“*the judicious use of capillary glucose strips

———Camaa
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Regular Review

Assess glycemic control, cardiovascular and renal status
Screen for complications (eyes, feet, kidneys)
Review efficacy, side effects, safety and ability to take

If A1C NOT at Target
and/or
Change in Clinical Status

current medications
Reinforce and support healthy behaviour interventions

Adjust or advance therapy*

Y

Y

ASCVD, CKD or HF OR Age >60 with 2 CV risk factors’

[ A1C above target and glucose lowering required

!

!

ADD or SUBSTITUTE AHA with demonstrated cardiorenal benefits (see Figure 2B)

ADD or SUBSTITUTE AHA™ according to clinical priorities™"
start insulin for symptomatic hyperglycemia and/or metabolic decompensation (Figure 3)

Established Cardiovascular or Renal Disease | Risk Factors
>60 yrs with CV
LB e HF risk factorst
GLP1-RA SGLT2i*
MACE or or GLP1-RA
SGLT2i* GLP1-RA
9ET
23 = SGLT2i*
= = g HHF SGLT2i* SGLT2i* (and lower SGLT2i*
g 8 (=] CV mortality)
o2 2
40 3
o
NS e | soLT2i SGLT2i* seLT2i*
Nephropathy

Highest level of evidence: Grade Cor D *Initiate only if eGFR >30 ml/min/1.73m?

PROVEN cardiorenal benefit
in high-risk populations**

CV safety, but NO proven
cardiorenal benefit**

RISK of HF

GLP1-RA

SGLT2i

empagliflozin

Weight loss

dulaglutide, liraglutide, semaglutide

canagliflozin, dapagliflozin,

GLP1-RA

exenatide ER, lixisenatide

ertugliflozin®*** (SGLT2i)

DPP4i
sitagliptin, linagliptin, alogliptin
Acarbose

Sulfonylureas
Meglitinides

Insulin
Hypoglycemia

saxagliptin (DPP4i)

Thiazolidinediones

Weight gain

Fixed-dose combinations may be considered to reduce burden

CPG2020: Lipscombe L et al. Canadian Journal of Diabetes 44: 575-91, 2020.
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[ ASCVD, CKD or HF OR Age >60 with 2 CV risk factors’

)

ADD or SUBSTITUTE AHA with demonstrated cardiorenal benefits (see Figure 2B)

Established Cardiovascular or Renal Disease Risk Factors
>60 yrs with CV
ASCVD CKD HF risk factorst
R
GLP1-RA SGLT2i*
MACE or or GLP1-RA
SGLT2i* GLP1-RA
W e
_52 £ o ) EE— p <
28 = SGLT2i*
B g HHF SGLT2i* SGLT2i* (and lower SGLT2i*
g 3 o CV mortality)
3 -OQ -.g e '\ J
o )
Progressionof | | g g SGLT2i* SGLT2i*
Nephropathy
e

Highest level of evidence: [ Grade A ] [ Grade B ] Grade C or D *Initiate only if eGFR >30 ml/min/1.73m?

CPG2020: Lipscombe L et al. Canadian Journal of Diabetes 44: 575-91, 2020.



Regular Review

Assess glycemic control, cardiovascular and renal status
Screen for complications (eyes, feet, kidneys)

Review efficacy, side effects, safety and ability to take
current medications

Reinforce and support healthy behaviour interventions

If A1C NOT at Target
and/or
Change in Clinical Status

'

Adjust or advance therapy*

Y

4

ASCVD, CKD or HF OR Age >60 with 2 CV risk factors’

A1C above target and glucose lowering required

!

'

ADD or SUBSTITUTE AHA with demonstrated cardiorenal benefits (see Figure 2B)

ADD or SUBSTITUTE AHA' according to clinical priorities'™

start insulin for symptomatic hyperglycemia and/or metabolic decompensation (Figure 3)

PROVEN cardiorenal benefit
in high-risk populations**

CV safety, but NO proven
cardiorenal benefit**

RISK of HF

Established Cardiovascular or Renal Disease | Risk Factors
>60 yrs with CV
LB e HF risk factorst
GLP1-RA SGLT2i*
MACE or or GLP1-RA
SGLT2i* GLP1-RA
9ET
23 = SGLT2i*
= = g HHF SGLT2i* SGLT2i* (and lower SGLT2i*
g 8 (=] CV mortality)
o2 2
40 3
o
NS e | soLT2i SGLT2i* seLT2i*
Nephropathy

Highest level of evidence: Grade Cor D *Initiate only if eGFR >30 ml/min/1.73m?

GLP1-RA Weight loss
dulaglutide, liraglutide, semaglutide

SGLT2i

canagliflozin, dapagliflozin,

empag|iflozin

GLP1-RA

exenatide ER, lixisenatide

ertugliflozin®* (SGLT2i)

DPP4i

sitagliptin, linagliptin, alogliptin

Hypoglycemia

Acarbose

Sulfonylureas
Meglitinides

saxagliptin (DPP4i)

Thiazolidinediones

Weight gain

Fixed-dose combinations may be considered to reduce burden

CPG2020: Lipscombe L et al. Canadian Journal of Diabetes 44: 575-91, 2020.
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[ A1C above target and glucose lowering required ]

‘

ADD or SUBSTITUTE AHA™ according to clinical priorities™"
start insulin for symptomatic hyperglycemia and/or metabolic decompensation (Figure 3)

PROVEN cardiorenal benefit CV safety, but NO proven RISK of HF
in high-risk populations** cardiorenal benefit**

GLP1-RA '/eiontioss GLP1-RA

dulaglutide, liraglutide, semaglutide  exenatide ER, lixisenatide

SGLT2i

canagliflozin, dapaglifiozin,
empagliflozin

ertuglifiozin®** (SGLT2i)

DPP4i
sitagliptin, linagliptin, alogliptin
Acarbose

saxagliptin (DPP4i)

Sulfonylureas

Meglitinides Thiazolidinediones

Hypoglycemia Weight gain

Fixed-dose combinations may be considered to reduce burden

CPGZOZL.I- LIMNYLUITING L UL Ul: CUTTUMUIUTT JUMTTIUT VI WIUNGCLLY T T, U/ v U, evev.



CJ Canadian Journal
of Cardiology

SOCIETY GUIDELINES | VOLUME 38, ISSUE 8, P1153-1167, AUGUST 01, 2022

2022 Canadian Cardiovascular Society Guideline
for Use of GLP-1 Receptor Agonists and SGLT2 Inhibitors
for Cardiovascular Risk Reduction in Adults Receptor Agonists and SGLT2 Inhibitors for Cardiorenal Risk
Reduction in Adults

Primary Panel:G.B. John Mancini, MD (Co-chair) 2 £ Eileen O'Meara, MD (Co-chair) «
Shelley Zieroth, MD  Secondary Panel: ... Jean-Frangois Yale, MD e Colin Yeung, MD, MPH =

2022 Canadian Cardiovascular Society Guideline for Use of GLP-1

Deborah Zimmerman, MD, MSc * Show all authors

Table 1. Summary of relative (hazard ratios) and absolute event reductions per 1000 treated patients for cardiorenal outcomes in study populations
with heart failure, chronic kidney disease, or type 2 diabetes

- — —_ —~ e All-cause —— e oo Nonfatal Hospitalization _C\Ifleithfr Compo site
Strength of Quality of
Practice Statement Recommendation Evidence

In adults with T2D and either ASCVD or multiple risk factors for ASCVD, we
recommend use of:

A. GLP-1RA or SGLT2i to reduce the risk of all-cause, or CV mortality or
Strong Moderate
MACE;
B. SGLT2i to reduce the risk of hospitalization for HF or the composite of
significant decline in eGFR, progression to end-stage kidney disease or Strong Moderate
death due to kidney disease;
C. GLP-1RA to reduce the risk of nonfatal stroke.
Strong Moderate

Mancini GBJ et al. Canadian Journal of Cardiology 38 (2022): 1153-1167



IN: Management of Hyperglycemia in Type 2 Diabetes:
A Consensus Report by the ADA and EASD

Goal: Cardiorenal Risk Reduction in High-Risk Patients with Type 2 Diabetes (in addition to comprehensive CV risk management)*

+ASCVD*

Defined differently across
CVOTs but all included
individuals with established
CVD (e.g., MI, stroke, any
revascularization procedure).
Variably included: conditions

+|ndicators of high risk

While definitions vary, most
comprise =55 years of age
with two or more additional
risk factors (including obesity,
hypertension, smoking,
dyslipidemia, or albuminuria)

+HF

Current or prior
symptoms
of HF with

documented

HFrEF or HFpEF

+CKD

eGFR <60 mL/min per 1.73 m? OR
albuminuria (ACR 23.0 mg/mmol
[30mg/g]). These measurements
may vary over time: thus, a repeat
measure is required to document CKD.

USE OF GLUCOSE-LOWERING MEDICATIONS IN THE MANAGEMENT OF TYPE 2 DIABETES

HEALTHY LIFESTYLE BEHAVIORS; DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT (DSMES); SOCIAL DETERMINANTS OF HEALTH (SDOH)

Glycemic Management: Choose
approaches that provide the

efficacy to achieve goals:
Metformin OR Agent(s) including
COMBINATION therapy that provide

adequate EFFICACY to achieve

and maintain treatment goals

Consider avoidance of hypoglycemia a
priority in high-risk individuals

such as transient ischemic
attack, unstable angina,

amputation, symptomatic

or asymptomatic coronary

+CKD (on maximally tolerated dose
of ACEi/ARB)

|
artery disease. - PREFERABLY In general, higher efficacy approaches
with proven SGLT2 with primary evidence of have greate{ llkel!huud rl achieving
HF benefit reducing CKD progression g el 8078

+ASCVD/Indicators of High Risk
GLP-1 RA* with proven @ SGLT2i® with proven
CVD benefit CVD benefit

SGLT2i not tolerated or contraindicated
If HbA,_above target \

Efficacy for glucose lowering
Very High:
Dulaglutide (high dose),
Semaglutide, Tirzepatide

Insulin

Combination Oral, Combination
Injectable (GLP-1 RA/Insulin}

in this
population

Use SGLTZi in people with an eGFR
220 mL/min per 1.73 m’; once initiated
should be continued until initiation
of dialysis or transplantation

______ OR-—--—-——
GLP-1 RA with proven CVD henefit if

If HbA, above target, for patients
on SGLT2i, consider incorporating a
GLP-1 RA or vice versa ‘

SGLT2i, Sulfonylurea, TZD

Intermediate:
DPP-4i

v l

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

Achievement and Maintenance of
Weight Management Goals:

[ Set individualized weight management goals ]

General lifestyle advice: Intensive evidence-
medical nutrition based structured
therapyleating patterns/ weight management
physical activity program
Consider medication Consider metabolic
for weight loss surgery

[ When choosing glucose-lowering therapies:

Consider regimen with high-to-very-high dual
glucose and weight efficacy

GLP-1 RA (not listed above), Metformin,

Efficacy for weight loss
Very High:
Semaglutide, Tirzepatide
High:
Dulaglutide, Liraglutide
Intermediate:
GLP-1RA (not listed above), SGLT2i

Neutral:
DPP-4i, Metformin

L 2

If additional cardiorenal risk reduction or glycemic lowering needed ]— —I{ If HbA  above target

Identify barriers to goals:

+ Consider DSMES referral to support self-efficacy in achievement of goals

» Consider technology (e.g., diagnostic CGM) to identify therapeutic gaps and tailor therapy
+ |dentify and address SDOH that impact achievement of goals

* In people with HF, CKD, established CVD or multiple risk factors for CVD, the decision to use a GLP-1 RA or SGLTZi with proven benefit should be independent of background use of metformin; 1 A strong
recommendation is warranted for people with CVD and a weaker recommendation for those with indicators of high CV risk. Moreover, a higher absolute risk reduction and thus lower numbers needed to treat
are seen at higher levels of baseline risk and should be factored into the shared decision-making process. See text for details; # Low-dose TZD may be better tolerated and similarly effective; § For SGLTZi, CV/
renal outcomes trials demonstrate their efficacy in reducing the risk of composite MACE, CV death, all-cause mortality, MI, HHF, and renal outcomes in individuals with T2D with established/high risk of CVD;

# For GLP-1 RA, CVOTs demonstrate their efficacy in reducing composite MACE, CV death, all-cause mortality, M, stroke, and renal endpoints in individuals with T20 with established/high risk of CVD.,

Davies ML: Diabetes Care 2022; 45:2753-2786



Discussion With Patient: Choice of Treatment

stradverse Tablet vs

8 @ Gaomerﬁ

A1C (%) Weight Hypoglycemia HEART KIDNEYS [s}}]effects Injection
Metformin W 0 NO Gl Tablet
Sulfonylureas " | YES Tablet
SGLT-2i Jad) A NO GOOD GOOD  Mycosis Tablet
DPP-4i NS 0 NO Tablet
GLP-1RA Wil W NO GOOD good  Nausea 20t
Injection
INSULIN Wi N YES Injection

Public
Coverage

YES

YES

Varies

Varies

Varies

YES

The choice has to be individualized according to the patient’s characteristics:

which of these factors are to be prioritized for THIS patient ?

Cost per
day
$

0.06
0.12
2.62

2.62

6.50

~2.63
(40 U)

15



Code CV399

. . Dapagliflozin:
Antihyperglycemic Coverage by RAMQ f HF class Il or Il
¥ MET on ACEi / ARB
$/day | MONO + MET + SU if DPP4i  |1¢ oth
Class Medication at if SU and if SU if Met CI, INEFF, NT or|gy LNT
MET CI,NT NTor | CVD CI and
max dose NT or CI or INEFF INEFF BMI > 30 or TYEFR COde EN 179
and high Alc . . .
Biguanides | Metformin (Glucophage) 0.18 Empagl|ﬂ02|n.
-Glucosid :
a Intrll?t?ii:arasse Acarbose (Glucobay) 1.03 if CVD and
Alogliptin (Nesina) 2.10 | EN167 (EN1§21K:|8zano) EN149 // Alc> 7%
- . . EN148
DPP-4 Linagliptin (Trajenta) 2.25 EN167 (EN150Jentaduetto) / / Form:
e i e EN148
Inhibitors Saxagliptin (Onglyza) 2.30 (EN150 Komboglyze) EN149 / ‘/ Liraglutide
EN148
Sitagliptin (Januvia) 2.62 EN167 (ENISO;;r)lumet et / / /, Dulaglutide:
Canagliflozin (Invokana) 2.62 EN167 EN148 EN149 ’/ / / + metformin
SGLT2 iflozi i EN148
Inhibitors Dapagliflozin (Forxiga) 2.45 (Engsjﬁgduo) EN149 | CV399 // BMI > 30
. . 0
Empagliflozin (Jardiance) 2.62 EN167 |  LNo19 Synjardy) EN179 / p A1(.: >6.5% .
Liraglutide (Victoza) 6.85 Form A despite DPP-4i
Exenatide (Byetta) 2.49 V4
GLP-1R . - Annual renewal.
. xenatide QW (Bydureon) 6.85
Agonists
Dulaglutide (Trulicity) 6.85 Form
Semaglutide (Ozempic) 6.85 Form =4 Form:
e Pioglitazone (Actos) 1.05 EN121 EN118 EN119 .
Thiazolidine- Semaglutide:
diones Rosiglitazone (Avandia) 2.87 | EN121 EN118 .(ENS1 EN119 g .
ol + metformin
I li Gliclazide (Diamicron) 0.50
Secr:f;’ ': ue |—Glimepiride ( Amaryl) o7z ( [ ] [ | | EN23 [+ SUCI, NTorINEFF
2909 Glyburide (Diabeta) 0.23 N | |
Repaglinide (GlucoNorm) 0.84 0 annualrenewa

Green = on general list: no code or form required Orange = Médicament d’exception: code or form required
NT=Not tolerated INEFF=Inefficacious CI=Contraindicated SU=Sulfonylurea MET=Metformin Mono=Monotherapy Form=Médicament d’exception form

required

JF Yale December 2022



How to use SGLT2 inhibitors and GLP-1RA
without increasing the cost of therapy ?



Impact of SGLT2i Dose

Ex: Empagliflozin in EMPA-REG

Cardiovascular Deaths Hospitalizations for HF

99 Placebo Placebo
A 64 E in 10 mg Empaglificzin 25 mg
1 10mg 25mg HR 062 HR 0,68
- HR 0.65 HR 0.59 5 (95% CI 0,45, 0.86) (95% C10.50, 0.93)
(95% C1 0.50, 0.85) (95% C10.45,0.77) g p=0.004 p=0.02
2 p=0.002 p<0.001 . ° =
g 10 mg Empagliflozin 25 mg %
§ Empagifiozin 10mg E Empaglifiozin 25 mg
° Empegit ) HR 086 H Empaglifiszin 10 mg
& Empagifioz H
£ 2
: 1.01) (95% C10.73, 1.02) H
£
§ &
g 8 p=0.0865
0 6 12 18 2 0 36 42 48
Y Months
48 No. of patients.
Months Empagifiozin 10 mg 2345 2308 2256 2204 1981 1473 1240 804 188
No. of patients Empagifiozin 25 mg 2342 2308 2267 2223 2007 1477 1247 830 207
Empagiifiazin 10mg 2345 22327 2305 2274 2055 1542 1303 847 201 Placebo 2333 2m 2226 273 1932 1424 1202 75 168
Empagiifiazin 25 mg 2342 2324 2303 2282 2073 1537 1314 875 213
Placebo 233 2303 2280 2243 2012 1503 1281 825 17

Total Mortality Worsening of nephropathy

. Empagiifiozin 10mg  Empagiifiozin 25 mg
HR 0.61 HR0.61
Empaglifiozin 10 mg Empaglifiozin 25 mg PN = 25 (95% C10.53, 0.72) (95% C10.52,0.71) Placebo
HR 0.70 HR 067 % p<0.001 p<0.001
(95% CI 0.56, 0.87) (95% C1 0.54, 0.83) €
g 10 p=0.001 <0.001 g -
g k)
>
2 T T T %
H : 18 24 30 3
z o
8 t a
£ Months 210
]
3 2167 1918 1415 3 5
2 2161 1933 1406 ]
04 4 2112 1875 1380
T T T T T T T 1 0
0 6 12 18 24 30 36 42 48 T T T T T T T 1
Months 0 6 12 18 24 30 3 2 48
No. of patients. Months
Empagifiozin 10 7 74 1 1 7 1 .
Ewmomzsx g:: §§§4 §£§ gaz 233 15533 ot pi §?3 Adverse Cardiovascular Event; HR, hazard r¢ ;‘;pﬂ;ﬂ;f:'?wa s 5 Wi 8 & i - - 56
Fceto, 29 o 2 24 an o Lo L w Empagifiozin 25 Mg 2069 2003 1936 1844 1600 1157 965 26 15¢
Placebo 61 1946 1836 1703 1433 1016 83 521 106

Zinman B et al: NEJM 373:2117, 2015



Impact of SGLT2I Dose on Alc Reduction

Canagliflozin Dapagliflozin Empagliflozin

-0.1 -
-0.2 -
-0.3 -
-0.4 -
-0.5 -
-0.6 -
-0.7 -
-0.8 -
-0.9




. . $493 i
Decreasing SGLT2i Cost oer patient per year

Canagliflozin 100 mg 2.62/day
Canagliflozin 300 mg 2.62/day

Empaglifloxin 10 mg 2.62/day
Empagliflozin 25 mg 2.62/day
Dapagliflozin 5 mg 2.45/day

Dapagliflozin 10 mg 2.45/day 80



Impact of
GLP-1 RA dose
on cardio-
renal

benefits

Ex: Semaglutide in
SUSTAIN-6

Marso SP et al: NEJM 375:1834, 2016

Primary Outcome

Patients with an event (%)

100 -
90 A 10 -
80 4
70 4
60
50 -
40 A

0.5 mg comparison
Hazard ratio, 0.77 (95% CI, 0.55-1.08)
P=0.13

1.0 mg comparison
Hazard ratio, 0.71 (95% CI, 0.49-1.02)
54 P=0.06

/—/f_—/

30 - o 8
20 1
10 -

0 8 16

Number of patients at risk

Sema 0.5 mg 826 811

Sema 1.0 mg 822 808

Placebo 1.0 m

q 825 807

- Semaglutide 0.5 mg

[ ————p—— e - - - Y

24 32 40 48 56 64 72 80 88 96 104 109

BENN——————

T T T 1

32 40 48 56 64 72 80 88 96 104 109
Weeks since randomization

803 794 783 769 759
798 790 785 774 765
795 789 774 762 747
Placebo 0.5 mg — Semaglutide 1.0 mg ——Placebo 1.0 mg

Non fatal Stroke

Patients with an event (%)

Sema 0.5 mg

Sema 1.0 mg

Placebo 1.0 mg

Y 0.5 mg comparison
90 57 Hazard ratio, 0.57 (95% CI, 0.31-1.06)
4 P=0.07
80 A =
1.0 mg comparison
70 1 3 1 Hazard ratio, 0.68 (95% CI, 0.32-1.47)
60 A o d P=0.33
50 1 14 P
40 A 0 e =
30 1 0 8 16 24 32 40 48 56 64 72 80 88 96 104 109
20 -
10 1
0 v T Y Y ¥ ¥ y e A R pan
0 8 16 24 32 40 48 56 64 72 80 88 96 104109
Number of patients at risk Weeks since randomization
826 816 813 806 797 785 779
822 814 806 800 796 787 779
825 815 808 806 794 784 775
—— Semaglutide 0.5 mg Placebo 0.5 mg ——Semaglutide 1.0 mg ——Placebo 1.0 mg




Impact of GLP-1 RA Dose on A1C Changes
Semaglutide: SUSTAIN Program

SUSTAIN 11! SUSTAIN 22 SUSTAIN 33
30 weeks 56 weeks 56 weeks
Baseline: Baseline: Baseline:
8.1% 8.1% 8.4%
Sema Sema PBO Sema Sema Sita Sema Exe
0.5 1.0 0.5 1.0 100 1.0 2.0
mg mg mg mg mg mg mg
0.0
D.5
o
St
O
L |
<10
£
[}
[=)]
g
&5
O
-2.0

SUSTAIN 44
30 weeks
Baseline:

8.2%

Sema Sema IGlar
0.5 1.0 29
mg mg u

SUSTAIN 55
30 weeks
Baseline:

8.4%

Sema Sema PBO
0.5 1.0
mg mg

SUSTAIN 6°¢
104 weeks
Baseline:
8.7%

Sema Sema PBO PBO
0.5 10 05 1.0
mg mg mg mg

SUSTAIN 77 SUSTAIN 88 SUSTAIN 92 SUSTAIN 101°
40 weeks 52 weeks 30 weeks 30 weeks
Baseline: Baseline: Baseline: Baseline:

8.2% 8.3% 8.0% 8.2%
Sema Dula Sema Dula Sema Cana Sema PBO Sema Lira
05 075 1.0 1.5 1.0 300 1.0 1.0 1.2
mg mg mg mg mg mg mg mg mg
-0.1
1.0
1.5
1.
b3
b S

* p<0.0001 vs comparator.
Dula, dulaglutide; Cana, canagliflozin; Exe, exenatide extended release; IGlar, insulin glargine; Lira, liraglutide; PBO, placebo; Sema, semaglutide; Sita, sitagliptin. 1. Sorli C et al. Lancet Diabetes Endocrinol 2017;5:251-60;
2. Ahrén B et al. Lancet Diabetes Endocrinol 2017;5:341-54; 3. Ahmann AJ et al. Diabetes Care 2018;41:258-66; 4. Aroda VR et al. Lancet Diabetes Endocrinol 2017;5:355-66;

5. Rodbard HW et al. J Clin Endocrinol Metab 2018;103:2291-301; 6. Marso SP et al. N Engl J Med 2016;375:1834-44; 7. Pratley RE et al. Lancet Diabetes Endocrinol 2018;6:275-86; 8. Lingvay I, et al. The Lancet Diabetes
& Endocrinology. 2019 [epub ahead of print]; 9. Zinman B et al. Lancet Diabetes Endocrinol 2019. [Epub ahead of print]. 10. Capehorn M, et al. Diabetes & Metabolism. 2019 [epub ahead of print].



Semaglutide Pens

0.5 mg per week = 6.97 CAD per day 1.0 mg per week = 6.97 CAD per day
2 mg pen = 195.06$ 4 mg pen = 195.065

$1274 savings Using this pen to give 0.5 mg per week

per patient per year brings the cost down to 3.48 per day
But you have to count the clicks... 36 clicks

0.5 mg = 36 clicks
0.25 mg = 18 clicks



Cost ($) per day

Cost in function of Alc Reduction
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More weight loss
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Alc Reduction (%)
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1.8




Cost ($) per day

Cost in function of Alc Reduction
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Alc Reduction (%)
(from an A1c of = 8.0%)



Classical Approach

Metformin 850 bid 0.06 -1.1
Gliclazide MR 120 die | 0.12 -0.8
Sitagliptin 100 die 2.62 -0.7
1 strip / day 0.70
Total Cost 3.50

Even Lower Cost Approach

Metformin 850 die 0.03 -1.1
Empa/met 12.5/1000 | 1.35 -0.7
Semaglutide 0.25/wk | 1.74 -0.9

O strip / day 0
Total Cost 3.12

How to
decrease
the cost
of new

medications

Guidelines Approach

Metformin 850 bid 0.06 -1.1
Empagliflozin 10 die 2.62 -0.7
Semaglutide 0.5/wk 6.97 -1.3

0 strip / day 0
Total Cost 9.65

$4.79 x 365 = Savings of $1748/ year

Guidelines Low Cost Approach

Metformin 850 die 0.03 -1.1
Empa/met 12.5/1000 | 1.35 -0.7
Semaglutide 0.5/wk 3.48 -1.3

O strip / day 0
Total Cost 4.86




Potential Cost Savings add up....

$ 1748.00 savings per patient per year

If each of you applies these tips on 10 patients this year

$ 17480.00 savings per physician listening today

If 800 participants are connected today...

Potential savings of $13,984,000.00



Further Potential Savings:
Capillary Glucose Test Strips

1 strip ($0.70) a day = $ 255.50

If on a secretagogue, 400 strips covered by RAMQ = $280.
Testing every morning is not very useful...

Could do 4 tests a week on the same day (before meals and hs)
208 strips a year = $145.60

Savings of $134.40 per patient per year

If not on a secretagogue/insulin, 200 strips covered by RAMQ = $140.
Could do 4 tests a month on the same day

4 tests a month = 48 tests a year = $ 33.60

Savings of $106.40 per patient per year
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