BNSSG Quick reference guide for selecting alternative glucose-lowering therapy when GLP-1 RAs are
unavailable or where there is no beneficial metabolic response to GLP-1 RA therapy

. - * Optimise insulin
Prescribec.! .GLP1—RA is .unavailable, t:j’:ussae:(tierr::cl:\llee '(‘g;ﬁ:il;f:m Establiched-on therapy and/or oral?®
or no beneficial metabolic response to prepeat e insulin? glucose lowering
GLP1-RA therapy as needed

!

Discuss with the person with T2DM
the need to consider alternative
glucose lowering therapy

* Consider starting a sulfonylurea (if not already prescribed)
or insulin as rescue therapy as per NICE NG28

YES BNSSG first line insulin for this cohort Humulin |

Last HbA,.
>86mmol/mol?

* Where possible maintain GLP1-RA until insulin has been
started, then suspend”* GLP1-RA prescription
* Plan follow up as clinically appropriate

Alternative
glucose
lowering
therapy
accepted

YES

* Consider optimising dose(s) of current oral ¥ glucose
lowering medicines

* Once dose(s) optimised consider adding an additional

YES oral™ glucose lowering therapy as per NICE NG28

* For people established on maximum tolerated oral*®
dose(s) of glucose lowering therapy consider starting
insulin

* Plan follow up as clinically appropriate

Last HbA,.
58-86mmol/mol"

Discuss potential risks of
intermittent GLP1-RA therapy™®

| * Discuss with the person with T2DM that intermittent supply of GLP1 !
| RA may be associated with increased side effects and erratic blood :
I glucose control, with potential to increase diabetes-related \
| complications. This may be a particular concern for people co- \
! prescribed insulin therapy, where hypoglycaemiz may also be a |
| concern. i
: **To avoid confusion, it may be safer to deprescribe the GLP1-RA and |
I I
1 I
1 I
I I
I I
I I

* Consider optimising dose(s) of current oral ¥ glucose
lowering therapy

* Consider avoiding adding or increasing sulfonylureas as

YES may increase risk of hypoglycaemia with limited prognostic
benefit

* Plan review in 3-6 months as per NICE NG28

* Add additional oral 7% glucose lowering therapy as per NICE
NG28 as clinically indicated

Last HbA,.
<58mmol/mol®

remove it from the repeat prescription template whilst the GLP1-RA
therapy is unavailable.

¥ Thresholds are advisory only. Thresholds for escalation of glucose
lowering therapies remain the responsibility of the reviewing clinician
and should be individualised as per NICE NG28.

¥ Oral agents NOT including oral GLP1-RA.

Note: Symptomatic hyperglycaemia may indicate clinical need for insulin therapy. If in doubt, discuss with specialist. Symptoms of hyperglycaemia
include polyuria, polydipsia, weight loss and fatigue. Think 4Ts — Thirst, Toilet, Thinner, Tired.

(Adapted from Joint PCDS and ABCD guidance: GLP-1 receptor agonist national shortage)

Children and young people with T2DM prescribed GLP-1 RAs under the care of specialist paediatric services should be directed back to specialist services
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https://diabetesonthenet.com/wp-content/uploads/PCDS_ABCD-GLP-1-RA-shortage_20230628.pdf

BNSSG Quick reference guide for selecting alternative glucose-lowering therapy when GLP-1 RAs are
unavailable or where there is no beneficial metabolic response to GLP-1 RA therapy

First-line treatment - to achieve individualised HbA1c target — alongside comprehensive lifestyle change to support change in dietary and physical activity

behaviours
Treat cholesterol and blood pressure to individualised targets as appropriate

ASSESS CARDIOVASCULAR STATUS AND RISK
NO CVD or Chronic Heart Failure (HF) Established CVD Chronic Heart Failure (HF)

Metformin Metformin
+SGLT2 +5GLT2
inhibitor inhibitor

Metformin

Add from options below:
Gliclazide (Sulfonylurea)
Pioglitazone

SGLT2 inhibitor

Sitagliptin (DPP-4 inhibitor)

Humulin | Humulin | Humulin |

*The addition of a DPP-4 inhibitor to treatment with an existing SGLT2 inhibitor will HbA1c should be repeated 3-6 months after any change to medications and

have limited incremental benefit to HbAlc and would not be considered a first line any medicines that have had no impact on glycaemic control stopped (unless
additional cardio-renal protection from continued treatment)

option. Sitagliptin is now the DPP-4 inhibitor of choice on the BNSSG formulary

CONSIDER eGFR - SGLT2 inhibitors have limited or no glucose lowering effect at eGFR <45ml/min/1.73m?. Therefore, their use in eGFR <45ml/min/1.73m?is for cardio-renal benefit only.
If eGFR >45ml/min/1.73m? SGLT2 inhibitors will support improvement in glucose control and adjustment of current medications should be considered, specifically Gliclazide (or other
Sulfonylureas) if HbAlc is at target or within 10mmol of target reduce dose and adjust further as blood glucose levels dictate.
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https://remedy.bnssgccg.nhs.uk/media/5348/bnssg-lipid-guidance-v33.pdf
https://www.nice.org.uk/guidance/ng136/resources/visual-summary-pdf-6899919517

