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Study Objective: Characterize clinical inertia associated with the adoption Diabetes and CVD Prevalence Uptake of New Therapies Clinical Inertia in the Adoption of New Guidelines
Of new antldlabetIC therapleS N the treatment Of pat|ent5 Wlth dlabetes ® 7.6 million patients, across 20 AMGA member health systems participating in (Among All T2DM PatientS) (Among T2DM Patients Indicated (A].C 2 8.0) for IntenSiﬁcation)
‘ ‘ ‘ NI Together2Goal® (T2G), AMGA’s national campaign to improve care for patients with 650 i | i ination of icati - : : : i
and cardiovascular disease (CVD) using a large, clinical database __2% e ém >/v\ e paig p p * ~65% of all patients with T2DM were prescribed a combination of > 2 medications. Figure 4. Proportion of patients with new Rx for GPL-1 RA, SGLT2i
/ | prit L, O ar.c ’ ' | ®* GLP-1RA and SGLT?Z2i prescriptions have increased from 2016-2018 (4 and 3%, respectively) or DPP-4i by CVD status (in each of three T2G measurement periods)

Background * 13.7% with T2DM, 13.8% with CVD, and 4.27% with both T2DM and CVD. out remain low among patients with T2DM: 12 and 13%, respectively (vs. 20% of patients with New GLP-1 RA and SGLT;

° : : : . : : - T nd mortality: . . . _4i). new GLP-1 RA Rx new SGLT2i Rx new DPP-4i Rx ew - an |
Patients with (t)yp% 20 |abete§ (TZDM) are at tvvlcelthe risk of cardiovascular disease (CVD) morbidity and mortality; Figure 2. T2G Patients with T2DM and CVD, by Age Group RX for DPE 4i) | | | -~ srescriptions increased 2.5
more than /0% of T2DM patients will die of CVD. * Patients with T2DM and established CVD were less likely than those without CVD to have an ~nd 1.9%: new DPP-4i

* DMis associated with $37.3 billion in CVD-related care and 16% of CVD deaths.? CVD diagnoses, events, or procedures: Rx for GLP-1 RA or SGLT2i (p < 0.001). 20% o\.\z:" decreased 2 7%

— 4 Ni _ ' : : . . . . . Patients with baseline DM medication regimen
® From 2005 to 2013, FDA approved DPP-4i, GLP-1 RA, and SGLT2i for the treatment of T2ZDM. 2.0M ¢ 'Schemlc.va.scwarod'Sease Figure 3. T2DM patients with RX for GLP-1 RA, SGLT2i, or DPP-4i by CVD status excluding: DPP-4i, SGLT2i, GLP-1 RA, and insulin | |
* |n12/2008, FDA mandated long-term cardiovascular outcomes trials (CVOTs) for approval of new drugs.’ oM ® Myocardial infarction and their last Alc > 8.0 (in first 6 months of MP) Patients with T2DM and
. . Cy ' . . 15% :
® CVQTs for these 3 classes have demonstrated mixed results: from neutral to positive CVD benefit for select drugs within - COMNER] EMEnyIpes gl GLP-1RA Rx SGLT2i Rx DPP-4i Rx CVD were more likely than
GLP-1RA & SGLT2i classes.** 0.0M 22.5% - PECUEmEoUs Corome; IMEREnen those without CVD to have
. . . L o | Age 18-75 Age 18 - 64 Age 65-75 ® Otherrevascularization procedure any medication added to
® Discussion of CVD-beneficial CVOTs began appearing in clinical guidelines in early 2016;5 by 2019, ADA and EASD 100%, ° ° ] 10% 11% thé/ir regimen (p<0.001)
deli fied Bndings | - - 46 ° 6.1% . 20% — 10% -
guidelines had codified findings into treatment pathways for people with T2DM & CVD (see figure 1). (00 9.6% I 0 I 21 6o o Dicence 20% 19% .’A (data not shown). but no
: ﬁ o more likely to have a

Methods 80% Prevalence of CVD among these patients ranges 5% | 6o 2016Q1 2017Q1 201801 .

. : . . .. 70 CVD + Type 2 Diabetes " from 29% to 31% @® NoCVD 8,369 8,704 8,892 GLP-IRA or 5;GLTZI. .

Study Design: Retrospective descriptive analysis in clinical, EHR database ° = ® cvD 2.220 2352 2.427 added to their medication

. o . . . B . . - . . . . 60% T 2 Diabet :.q__)' oo 0% . _

Population Studied: 2.6 million pa.’u.en.ts aged 18-/5 receiving care 2012-2018 in primary care, endocrinology, cardiology, ype 2 Ulabetes & 15% 201601 | 201701 | 201801 | 201601 | 200701 | 201801 | 201601 | 200701 | 201801 regimen (p=0.30).
or nephrology (=2 ambulatory visits in 18 months) in 20 health systems. 50% ”

Methodology: Uptake of Therapies: Three cohorts of ~350,000 patients with T2DM observed for existing or new Rx of 40% g Figure b. Potential clinical inertia among patients with T2DM and CVD, with Alc >
novel antidiabetic agents, i.e., GLP-1 RA, SGLT2i, DPP-4i, during three 36-month periods ending Q1 of 2016, 201/, and 30% Neither B 10% 12% 11% 8.0 and a baseline medication regimen excluding: DPP-4i, SGLT2i, GLP-1 RA, and
2018. Clinical Inertia: Three cohorts of ~8,500 patients withT2DM and HbAlc > 8 (1st 6-mos. each period) observed 20% @ insulin (2018Q1)
for same Rx during three 12-mo. periods ending as above. Baseline Rx identified in prior 2 years. Patients stratified by 0% ,% 99, . .
oresence of CVD in both analyses. © ) B Added GLP-1 RA and SGLT2i \ Added In.2018Q1, 37% of patients

0% " 5y T 2016Q1 2017Q1  2018Q1 Added GLP-1RA comm > G Clotra with T2DM and CVD had no

Figure 1. Glucose-lowering Medication in Type 2 Diabetes: Overall Approach® ° B Added SGLT2 10% o new class of T2DM Rx in 6

» @ NoCVD 219937 227611 242,008 A months afteran Alc > 8.0.
FIRST-LINE therapy is metformin and comprehensive lifestyle (including weight management and physical activity) L, About AM GA ‘
if HbA,c above target proceed as below REASSESS AND | . o . . . . . . CvD 90,842 99,123 110,142 Added insulin 22% Added other
l TREATMENT AMGA is a nonprofit trade association representing 440 multispecialty medical groups and integrated 0% Clinical 2nd line A5% received a hew Rx
. . . . .. , .. . INICa R E :
ESTABLISHED ASCVD OR CKD 2 O MONTHS delivery systems with a total of 175,000 full-time equivalent physicians. As AMGA’s distinguished data 2016Q1 2017Q1 2018Q1 | 2016Q1 2017Q1 2018Q1 | 2016Q1 2017Q1 2018Q1 > inertia: gggnct":ﬁj}(')ﬁ other than the currently
and analytics collaborator, Optum® facilitates shared learning among AMGA members using an Optum | Added DPP-4i potentially | insulin recommended GLP-1RA
WITHOUT ESTABLISHED ASCVD OR CKD population health and risk analytics solution. The Optum dataset includes clinical data from AMGA . N 82% OR or SGLT2i. ie. insulin
ASCVD PREDOMINATES HF OR CKD J J J members’ EHRs, mapped and normalized to enable apples-to-apples comparisons. The common data Recommendations Added sulfonylurea, if ASCVD R ’
PREDOMINATES repository, which pools longitudinal EHR data from 54 health care organizations includes records for 12D, ormetformin predominates | No new DPP-4i, sulfonylurea, TZD,
REFERABLY cosTI slg &mmR appproximﬁtely o Em”on pa?iems J Guideline Adherence: Update care paths to reflect new guidelines and educate prescribers; use for these anti-diab;;icd or metformin.
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with proven [ Prosressionin CVOTsifeGrR @ Lo (o ra || seumar 70 — . . About 157 of AMGA member organizations, representing 257 of the total patients seen by establish predominance of CVD with patients; and address potential cost/access barriers. ° — Potential clinical inertia was
proven o WM oR . with good ; member organizations, use Optum population health analytics. o~ . ] o o . i S , . hiah as 82%
v e TR efficncy for |f| SCLT2 | | | | o & Positive Deviants: [dentify “positive deviants” or early adopters of guidelines; learn from their Each patient counted only as NIgN a> 62 7.
adequate” [ o or i aGER less weight loss’ “ ® Benchmarking against other high performing organizations identifies ~ o successes and disseminate throuah in-nerson and virtual education and trainin once, based on above
e D et best practices, which are translated to other AMGA member organizations. OPTUM Jnin-p J order of interventions
p— a— 1 2 v Care Teams: Employ multi-disciplinary teams, including pharmacists to deploy guidelines and
SGLT2 | SGLT2r OR OR support use of best practices. .
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unable to tolerate setting o : ’ - : : C : : :
CthLSF;';;ﬁnig‘(‘jg(ﬁgimg (o Noose agents H % 2. American Diabetes Association. Economic costs of diabetes in the U.S. in 2017 Diabetes Care 2018;41:917-928 - - o : : the general uptake of new therapies, the initial reaction to research, and the publication of new
CV safety: .Consideraddigng the g Conti - addition of :lh/ gent i od ab H | \LI " b\l'l 3. Cefalu WT, et al. Cardiovascular outcomes trials in type 2 diabetes: where do we go from here? Reflections from a diabetes care editors ° Flndlngs Indicate a need to track treatment and prescrlblng among appropriate patient freatment guidelines,
- Consider adding the other other class with ontinue with addition of other agents as outlined above - Insulin therapy basa expert forum. Diabetes Care. 2018;41(1):14-31. . . . . . . . . . : :
class (GLP-1 RA or SGLT2i proven CVD benefit’ J ftriple therapy required or nsulin with lowest . . . . - _ . . . populations, paylng attgntlon to Inertial behaV|.ors atihe system, pr.owder, and patient ® Prescribing of GLP-1 RAs and SGLT2is (as of early 2018) fell short of current expectations for
with proven CVD benefit . DPP-4i (nor saxagliptin) SGLT2i and/or GLP-1 RA not q 4. Pharmacologic Approaches to Glycemic Treatment: Standards of Medical Care in Diabetes - 2019. Diabetes Care 2019; 42 (Suppl. 1): | | d th derl t sid ffects. f | t
.[B)PP-I4'i ifnlf’t on GLP-1 RA ir:cthe setting of HF — tolerated or contraindicated Consid SI?P 4iOR S90-5102 evels an eirunaer ylng Causes’ eg’ COS ’ Slde effecC S’ ormu arles’ elc. recommended treatment for patlents Wlth bOth TZDM and C\/D
. 3535 Insulin® (if not on GLP-1 RA) use regimen with lowest risk » Consider DPP-4i 5 Ameri Diab A ation. Cardi ar di d risk Sec. 8. In Standards of Medical Care in Diab 4016, - . . .
17D Basal nsulin o e OR bmel e o welght g SGLT2i with lowest American Dit Ze(t)els&%szgﬁggfrb:Sag@gv%scu ar disease and risk management. Sec. 8. In Standards of Medical Care in Diabetes ® Prescribing patterns will require substantial change to conform to current ADA Standards e Quality of care gaps in the treatment of patients with T2DM and CVD are evident.
* Choose later generation SU with lower risk of hypoglygemia DPP-4i (i not on GLP-1 RA) 6. Davies MJ, D’Alessio DA, Fradkin J, et al. Management of hyperglycemia in type 2 diabetes, 2018. A consensus report by the American of Care.
- Consider basal insulin with lower risk of hypoglycemia based on weight neutrality Diabetes Association (ADA) and the European Association for the Study of Diabetes (EASD). Diabetes Care 2018;41:2669-2701 Copyright © 2019 AMGA Analytics LLC and Optuminsight Inc. All rights reserved.
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