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T

his book summarizes clinical practice
guidelines for primary care clinicians
within the NHRMC Physicians Group
and throughout Southeastern NC,
to optimize diabetes care for patients with
Prediabetes and Type II diabetes in Outpatient
settings. As the diabetes epidemic in our
country continues to grow, it is imperative we
link the best practices in Diabetes Care within
NHRMC Network and our community.

Diabetes Fast Facts
• Total: 34.2 million people have diabetes

(10.5% of the US population)
• Diagnosed: 26.9 million people, including

Table of Contents
Screening . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2
Prevention . . . . . . . . . . . . . . . . . . . . . . . . . . . 4
Goal Setting and Monitoring. . . . . . . . . . . . 5
A1C Goals. . . . . . . . . . . . . . . . . . . . . . . . . . . . 6
Risk Adjusted HCC Coding for Type II
Diabetes. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7

26.8 million adults
• Undiagnosed: 7.3 million people (21.4% of

people with diabetes are undiagnosed

Prediabetes Fast Facts

Choose Guideline-Directed Medical
Therapy . . . . . . . . . . . . . . . . . . . . . . . . . . 8

• Total: 88 million adults aged 18 years or

older have prediabetes (34.5% of the adult
US population)
• 65 years or older: 24.2 million adults aged

65 years or older have prediabetes
Cost of healthcare for a person with diabetes
is twice as much of someone without diabetes.
A team-based approach in the management of
patients with DM is key to maintain health and
reduce complications of diabetes. Identifying
prediabetes and implementing successful
lifestyle changes - more physical activity and
healthy eating is critical to change the trajectory
and impact of diabetes in our community.
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The Other 'Resistance': Starting Insulin. . . 10
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Centers for Disease Control and Prevention. National Diabetes Statistics Report, 2020. Atlanta, GA: Centers for Disease Control and
Prevention, US Department of Health and Human Services; 2020.
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Screening
Criteria for Testing for Diabetes or Prediabetes in Asymptomatic Adults
1. Testing should be considered in overweight or obese (BMI ≥25 kg/m2 or ≥23 kg/m2 in Asian
Americans) adults who have one or more of the following risk factors:
• First-degree relative with diabetes
• High-risk race/ethnicity (e.g., African American, Latino, Native American, Asian American,

Pacific Islander)
• History of CVD
• Hypertension (≥140/90 mmHg or on therapy for hypertension)
• HDL cholesterol level <35 mg/dL (0.90 mmol/L) and/or a triglyceride level >250 mg/dL (2.82

mmol/L)
• Women with polycystic ovary syndrome
• Physical inactivity
• Other clinical conditions associated with insulin resistance (e.g., severe obesity, acanthosis

nigricans)
2. Patients with prediabetes (A1C ≥5.7% [39 mmol/mol], IGT, or IFG) should be tested yearly.
3. Women who were diagnosed with GDM should have lifelong testing at least every 3 years.
4. For all other patients, testing should begin at age 45 years.
5. If results are normal, testing should be repeated at a minimum of 3-year intervals, with
consideration of more frequent testing depending on initial results and risk status.
If patients have test results near the margins of the diagnostic threshold, the health care
professional should follow the patient closely, educate on lifestyle modification and repeat the
test in 3–6 months.

Standards of Medical Care in Diabetes—2020 Abridged for Primary Care Providers
American Diabetes Association, Clinical Diabetes 2020 Jan; 38(1): 10-38. https://doi.org/10.2337/cd20-as01
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Criteria for the Screening and Diagnosis of Diabetes

Prediabetes

Diabetes

A1C

5.7–6.4%*

≥6.5%†

FPG

100–125 mg/dL (5.6–6.9 mmol/L)*

≥126 mg/dL (7.0 mmol/L)†

OGTT

140–199 mg/dL (7.8–11.0 mmol/L)*

≥200 mg/dL (11.1 mmol/L)†

RPG

≥200 mg/dL (11.1 mmol/L)‡

*For all three tests, risk is continuous, extending below the lower limit of the range and
becoming disproportionately greater at the higher end of the range.
†In the absence of unequivocal hyperglycemia, diagnosis requires two abnormal test results
from the same sample or in two separate samples.
‡Only diagnostic in a patient with classic symptoms of hyperglycemia or hyperglycemic crisis,
RPG, random plasma glucose.

Risk-Based Screening for Type 2 Diabetes or Prediabetes in Asymptomatic
Children and Adolescents in a Clinical Setting
Testing should be considered in youth* who are overweight (≥85% percentile) or obese (≥95
percentile) and who have one or more additional risk factors based on the strength of their
association with diabetes:
1. Maternal history of diabetes or GDM during the child’s gestation
2. Family history of type 2 diabetes in first- or second-degree relative
3. Race/ethnicity (Native American, African American, Latino, Asian American, Pacific Islander)
4. Signs of insulin resistance or conditions associated with insulin resistance (acanthosis
nigricans, hypertension, dyslipidemia, polycystic ovary syndrome, or small-for-gestational-age
birth weight)
*After the onset of puberty or after 10 years of age, whichever occurs earlier. If tests are
normal, repeat testing at a minimum of 3-year intervals, or more frequently if BMI is increasing,
is recommended.

Diabetes Care

Diabetes Moonshot provider Pathway-REVISED.indd 3

3
5/19/20 9:08 AM
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Preventing Diagnosis
Begin with lifestyle changes, adding metformin if needed.
Lifestyle modifications are first line in prevention of diabetes. The Diabetes Prevention Program
is an intensive behavioral lifestyle intervention program to achieve and maintain 7% loss of
initial body weight and increase moderate-intensity physical activity (such as brisk walking) to
at least 150 min/week. Locally this program is offered through a referral to the YMCA.

DIET
• Reduce calories to achieve

weight loss.
• Favor whole grains,

nuts, fruits, and
vegetables over refined
and processed foods.

EXERCISE
• Set a goal of 150 minutes

of physical activity per
week. That is just 30
minutes a day, 5 days a
week.
• A combination of aerobic

and resistance training is
best at lowering A1C.

METFORMIN
• Safe side effect profile
• Low cost
• Start at a low dose to

reduce GI side effects, then
increase dose.
• Consider long acting

Metformin to reduce side
effects before discontinuing
and starting different
medication.

Consider personal preferences (e.g., tradition, culture, religion, health beliefs, and economics)
as well as metabolic goals when working with individuals to determine the best eating
pattern for them.
Metformin therapy for prevention of type 2 diabetes should be considered in those with
prediabetes, especially for those with BMI≥ 35kg/m2, those aged <60 years, and women with
prior GDM.
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Goal Setting and Monitoring
Individuals with diabetes must assume an active role in their care. The goals of treatment for
diabetes are to prevent or delay complications and maintain quality of life. Treatment goals and
plans for meeting them should be created collaboratively with patients.

•
•
•

•

Review and agree on
management plan
Review management plan
Mutual agreement on
changes
Ensure agreed modification
of therapy is implemented
in a timely fashion to avoid
clinical inertia
Decision cycle undertaken
regularly at least once/
twice a year

•
•
•

Goals of Care
• Prevent complications

•

• Optimize quality of life

•
•
•
•

Outgoing monitoring and support including:
• Emotional well-being
• Check tolerability of medication
• Monitor glycemic status
• Biofeedback including SMBG, weight, step count,
A1C, blood pressure, lipids

•
•

Implement
Management Plan
• Patients not meeting
goals generally should
be seen at least every
3 months as long as
progress is being made
• More frequent contact
initially is often
desirable for DSMES

•

Assess key patient
characteristics
Current lifestyle
Comorbidities ie. ASCVD, CKD, HF
Clinical characteristics i.e., age,
A1C, weight
Issues such as motivation and
depression
Cultural and Socioeconomic
context

Agree on
Management Plan
• Specify SMART goals
• Specific
• Measurable
• Achievable
• Realistic
• Time limited

ASCVD = Atherosclerotic Cardiovascular Disease
CKD = Chronic Kidney Disease
HF = Heart Failure
DSMES = Diabetes Self-Management Education and Support
SMBG = Self Monitoring Blood Glucose

•
•
•
•
•

Consider specific factors that
impact choice of treatment
Individual A1C target
Impact on weight and hypoglycemia
Side effect profile of medication
Complexity of regimen i.e. frequency mode
of administration
Choose regimen to optimize adherence and
persistence
Assess cost and availability of medication

Shared decision-making to create
a management plan
Involves an educated and informed patient
and their family/caregiver
Seeks patient preferences
Effective consultation includes motivational
interviewing, goalsetting and shared
decision-making
Empowers the patient
Ensures access to DSMES*

Decision cycle for patient-centered glycemic management
in type 2 diabetes. Adapted from Davies MJ, D’Alessio DA,
Fradkin J, et al. Diabetes Care 2018;41:2669–2701.
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A1C Goals
For most adults, the A1C target is <7%. But the proper goal can change as patients age,
especially in older adults with comorbidities, cognitive decline, or frailty.4

A1C goal

<6.5%

<7%

<8%

Tighter Target

Typical

Relaxed Target

Newly diagnosed, younger
patients without cardiac
disease

Best target for 		
most patients

Older patients with other
comorbidities (or reduced
functional status)

Summary of Glycemic Recommendations for Many Nonpregnant Adults 		
with Diabetes
Preprandial capillary plasma glucose			

80–130 mg/dL* (4.4–7.2 mmol/L)

Peak postprandial capillary plasma glucose†		

<180 mg/dL* (10.0 mmol/L)

*More or less stringent glycemic goals may be appropriate for individual patients. Goals should
be individualized based on duration of diabetes, age/life expectancy, comorbid conditions,
known CVD or advanced microvascular complications, hypoglycemia unawareness, and individual
patient considerations. †Postprandial glucose may be targeted if A1C goals are not met despite
reaching preprandial glucose goals. Postprandial glucose measurements should be made 1–2 h
after the beginning of the meal, generally peak levels in patients with diabetes.

Standards of Medical Care in Diabetes—2020 Abridged for Primary Care Providers
American Diabetes Association, Clinical Diabetes 2020 Jan; 38(1): 10-38. https://doi.org/10.2337/cd20-as01
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Risk Adjusted/HCC Coding for Type II Diabetes
ICD-10
• ICD-10 guidelines state the word “with” or “in” should be interpreted to mean “associated

with” or “due to” when it appears in a code title.
• The ICD-10 classification presumes a causal relationship between two conditions linked by the

terms “with” or “in”.
• These conditions should be coded as related even in the absence of provider documentation

explicitly linking them, unless the documentation clearly states the conditions are unrelated.

Diabetes Complications

E11.65 Diabetes with hyperglycemia
E11.311 Diabetes with unspec diabetic retinopathy
with macular edema

Eyes

E11.319 Diabetes with unspec diabetic retinopathy
without macular edema
E11.21 Diabetes with diabetic nephropathy

Heart

E11.22 Diabetes with chronic kidney disease
Kidney

E11.29 Diabetes with other kidney complication
E11.59 Diabetes with other circulatory complications
E11.41 Diabetes with diabetic mononeuropathy
E11.42 Diabetes with diabetic polyneuropathy

Blood vessels

E11.621 Diabetes with foot ulcer
E11.622 Diabetes with other skin ulcer
E11.69 Diabetes with other specified complication

Feet

HCC 17/18
HCC 19

E11.8 Diabetes with unspecified complications

Diabetes with Acute/Chronic Complications
Diabetes without Complications

(E11.9)

RAF .302
RAF .105

References: American Hospital Association Coding Clinic; ICD-10-CM Official Guidelines for Coding and Reporting.
Created by Population Health Risk Adjustment Team
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Think of diabetes like CHF – Choose Guideline-Directed Medical Therapy
Here’s the data…

Cardiovascular

Both GLP1-RA and SGLT2i reduced the relative risk of myocardial infarction: by 9% with GLP1-RA (HR 0.91; 95% CI, 0.84 –
0.98; p=0.012) and 11% with SGLT2i (HR 0.89; 95% CI, 0.80 – 0.98; p=0.018). In contrast, GLP1-RA reduced the relative risk of
stroke significantly by 14% (HR 0.86; 95% CI, 0.77 – 0.97; p=0.012) whereas SGLT2i had no effect (HR 0.97; 95% CI, 0.86 –
1.10). Both drug classes significantly reduced the relative risk of cardiovascular death: by 12% with GLP-RA (HR 0.88; 95% CI,
0.80 – 0.96; p=0.004) and by 16 % with SGLT2i (HR 0.84; 95% CI, 0.75 – 0.94; p=0.002).

Table 1. Three-component MACE (cardiovascular death, myocardial infarction and stroke)
GLP1-RA

SGLT2i

LEADER

EXSCEL

REWIND

EMPA-REG
OUTCOME

CANVAS

DECLARE-TIMI 58

Drug

Liraglutide

Exenatide

Dulaglutide

Empagliflozin

Canagliflozin

Dapagliflozin

HR
(95% CI)

0.87*
(0.78 – 0.97)

0.91
(0.83 – 1.00)

0.88*
(0.79 – 0.99)

0.86*
(0.74 – 0.99)

0.86*
(0.75 – 0.97)

0.93
(0.84 – 1.03)

RRR

13%

7%

10%

14%

14%**

7%

									*Superior

**Represented as 1000-patient years

Hospitalization for Heart Failure
Overall, GLP1-RA did not statistically significantly reduce the relative risk of HHF (HR0.93; 95% CI, 0.83 – 1.04; p=0.2),
whereas SGLT2i did reduce the relative risk for HHF by 31% (HR, 0.69; 95% CI 0.61 – 0.79; p <0.001).

Table 2. Hospitalizations for Heart Failure (HHF)
GLP1-RA

SGLT2i

LEADER

EXSCEL

REWIND

EMPA-REG
OUTCOME

CANVAS

DAPA HF

Drug

Liraglutide

Exenatide

Dulaglutide

Empagliflozin

Canagliflozin

Dapagliflozin

HR
(95% CI)

0.87
(0.73 – 1.05)

0.94
(0.78 – 1.13)

0.93
(0.77 – 1.12)

0.65*
(0.50 – 0.85)

0.67*
(0.52 – 0.87)

0.70*
(0.59 – 0.83)

RRR

11%

3%

7%

35%

33%**

30%

									*Superior

**Represented as 1000-patient years

Renal

GLP1-RA reduced the relative risk of the broad composite kidney outcome significantly by 18% (HR 0.82; 95% CI, 0.75 – 0.89);
p <0.001). Moreover the relative risk reduction of the kidney composite with GLP1-RA appeared to be mainly driven by a reduction
in macroalbuminuria. Excluding that particular outcome, there was a non-significant effect of GLP1-RA on the risk of doubling
serum creatinine (HR 0.92; 95% CI, 0.80 – 1.06; p=0.24). SGLT2i significantly reduced the relative risk of worsening eGFR, endstage renal disease, or renal death by 45% (HR 0.55; 95% CI, 0.48 – 0.64; p <0.001).

Table 3. Renal Outcomes of SGLT2i
GLP1-RA

SGLT2i

LEADER

EXSCEL

REWIND

EMPA-REG
OUTCOME

CREDENCE

DECLARE-TIMI 58

Drug

Liraglutide

Exenatide

Dulaglutide

Empagliflozin

Canagliflozin

Dapagliflozin

HR
(95% CI)

0.78*
(0.67 – 0.92)

0.88
(0.76 – 1.01)

0.85*
(0.77 – 0.93)

0.54*
(0.40 – 0.75)

0.70*
(0.59 – 0.70)

0.53*
(0.43 – 0.66)

RRR

21%

9%

13%

45%

30%

46%

														*Superior
Diabetes Care
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Moving further toward the A1C goal
What to do when lifestyle and metformin are not enough
Treatment paths for patients who are not at A1C goal. Use patient characteristics, preferences,
and insurance coverage to select the best regimen.

Start metformin and lifestyle interventions.
Reinforce diet and exercise; assess adherence and optimize dose at each step.

Does the patient have atherosclerotic cardiovascular disease (ASCVD), chronic kidney disease
(CKD), or heart failure (HF)?

ASCVD
Add a SGLT2i
(empa, cana) or a
GLP-1A (lira, sema, dula)

Add a SGLT2i
(empa, cana, or dapa)

Add a SGLT2i or GLP-1
(not used above)

Add a GLP-1
(lira, sema, dula)

Add a DPP-4* or
pioglitazone, or
sulfonylurea

N

CKD with
GFR>45 or HF

Add a DPP-4** or a
sulfonylurea

In order of benefits

Y

FOLLOW UP MONTHLY
during dose adjustments

GLP-1

Start Basal insulin (0.2
units/kg) and/or GLP-1

SGLT2i
Sulfonylurea
DPP-4
Pioglitazone

*Avoid prescribing a DPP-4
and GLP-1 together.

KEY:

Initiate basal insulin***

Sodium-glucose cotransporter 2 inhibitors (SGLT2i)
Empa = Empagliflozin (Jardiance)
Cana = Canagliflozin (Invokana)
Dapa = Dapagliflozin (Farxiga)

A1C>9%

A1C<9%

**Some meds in this class not
routinely recommended in
patients with CHF.
***Basal insulin can be initiated
if needed at any point.

Add agent not used
above

Start mealtime insulin
with largest meal of
the day (4 units or 10%
of basal dose)

Glucagon-Like Peptide 1 agonist (GLP-1)
Lira = Liraglutide (Victoza)
Sema = Semaglutide (Ozempic, Rybelsus)
Dula = Dulaglutide (Trulicity)

Dipeptidyl peptidase 4 inhibitor (DPP-4)

Diabetes Care
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The other 'resistance': Starting insulin
Many patients can successfully achieve their A1C target with basal insulin
(e.g., NPH, glargine) combined with other non-insulin agents.
If insulin is required to reach the A1C goal, initiate basal insulin first, adding mealtime doses as
needed to achieve goal.
• Initial dose: 0.1-0.2 mg/kg

Start basal insulin

• Titrate based on self-monitored fasting plasma glucose.

If still above A1C goal

Maximize non-insulin medications

Patient should iniatially be seen at least monthly to
adjust dose and at least every three months thereafter
until target A1C achieved.

If still above A1C goal
Add mealtime insulin at
main meal of the day.

10

• Start with 4 units or 10% of basal dose.
• Titrate based on self-monitored post-prandial glucose.
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Considerations for medication selection

Biguanide metformin
(Glucophage)

$

benefit

SGLT-2 inhibitors (flozins)
canagliflozin (Invokana)
empagliflozin (Jardiance)

$$$

benefit

dapagliflozin (Farxiga)

$$$

neutral

ertagliflozin (Steglatro)

$$$

*

*

*

GLP-1 receptor agonists
liraglutide (Victoza)
semaglutide† (Ozempic)

$$$

benefit

neutral

benefit

HF

Cost

AS
CV
D

Class / Medication

*

benefit

*

loss

neutral

neutral

*

dulaglutide† (Trulicity)
exenatide (Byetta)

*

*

*

neutral

neutral

*

$

no

UTI,
ketoacidosis,
genital
infections,
hypotension,
fractures (cana),
amputation
(cana)

loss

no

*

*

potential
risk

*

*
gain

no

gain

yes

gain

yes

Thiazolidinediones (TZD)
pioglitazone (Actos)

$

benefit

increased
risk

*

Sulfonylureas
glyburide (DiaBeta, Glynase)

$

neutral

*

*

glipizide (Glucotrol)
glimepiride (Amyarl)

glargine, degludec, detemir

GI intolerance
(start with low
dose to minimize)

no

alogliptin (Nesina)
saxagliptin (Onglyza)

Insulin
lispro, aspart, glulisine,
regular, NPH

no

benefit

exenatide† (Bydureon)
lixisenatide (Adlyxin)

DPP-4 inhibitors (gliptins)
linagliptin (Tradjenta)
sitagliptin (Januvia)

loss

$$

*

*

*

*

*

*

neutral

*

Precautions

GI side effects
common
pancreatitis

Joint pain,
pancreatitis

Bone fractures,
bladder cancer

*

*No data available; †given weekly
Renal dose adjustment is required for metformin, GLP-1s, and SGLT-2 inhibitors.
Diabetes Care
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TYPE II DIABETES
TYPE
CARE
II DIABETES
AND PREVENTION
CARE AND
PATHWAY
PREVENTION
Diabetes
PATHWAY
Medication Reference

Rapid Acting Insulin
Humalog U-100 Kwikpen (Lispro) 100u/ml (Lilly)
1 pen = 300u or 3 ml
Pkg: 5 pens/bx = 1500u or 15 ml
*Send Rx for BD nano pen needles 32 g 5/32
Write Rx “Dispense as directed”.
1 vial = 1000u or 10 ml
*Always write for at least 2 vials in case 1 vial breaks

Humalog U-200 Kwikpen (Lispro) 200u/ml (Lilly)
1 pen = 600u or 3 ml
Pkg: 2 pens/bx = 1200u or 6 ml
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.
NO VIAL OPTION.

Novolog Flexpen (Aspart) 100u/ml (Novo Nordisk)
1 pen = 300u or 3 ml
Pkg: 5 pens/bx = 1500u or 15 ml
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.
1 vial = 1000u or 10 ml
*Always write for at least 2 vials in case 1 vial breaks

Apidra Solostar Pen (Glulisine) 100u/ml (Sanofi)
1 pen = 300u or 3 ml
Pkg: 5 pens/bx = 1500u or 15 ml
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.
1 vial = 1000u or 10 ml
*Always write for at least 2 vials in case 1 vial breaks

Short Acting Insulin
Humulin R (U-100) (Regular) Pen (Lilly)
1 pen = 300u or 3 ml
Pkg: 5 pens/bx = 1500u or 15 ml
1 vial = 1000 u or 10 ml
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.
*Always write for at least 2 vials in case 1 vial breaks

HUMULIN R (U-500) Kwikpen (Insulin human injection)
500u/ml Pen (Lilly)
1 pen = 1500u or 3 ml
Pkg: 2 pens = 3000u or 6 ml *Pen doses in 5u only
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.
1 vial = 10,000u or 20 ml
*Always write for at least 2 vials in case 1 vial breaks

Long Acting Insulin
Levemir Flextouch (Detemir) Pen (Novo Nordisk)
1 pen = 300u or 3 ml
Pkg: 5 pens/bx = 1500u or 15 ml
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.
1 vial = 1000u or 10 ml
*Always write for at least 2 vials in case 1 vial breaks

Lantus Solostar (Glargine) Pen (Sanofi)
1 pen = 300u or 3 ml
Pkg: 5 pens/bx = 1500u or 15 ml
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.
1 vial = 1000u or 10 ml
*Always write for at least 2 vials in case 1 vial breaks

Touejo Solostar (Glargine) Pen (Sanofi)
* Once daily basal insulin – can deliver dose up to 80u
1 pen = 450u or 1.5 ml
Pkg: 3 pens/bx or 4.5 ml
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.

Touejo Max Solostar (Glargine) Pen 300 u/ml (Sanofi)
* Once daily basal insulin – can deliver dose up to 160u
1 pen = 900u or 3.0 ml
Pkg: 2 pens/bx or 6.0 ml
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.

Tresiba (Degludec) (U-100) Flextouch100u/ml (Novo Nordisk)
1 pen = 300u or 3 ml
Max dose in pen is 80u
Dose increment 1u
Pkg: 5 pens/bx = 1500u or 15 ml
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.

*Tresiba (Degludec) (U-200) Flextouch 200u/ml (Novo Nordisk)
1 pen = 600u or 3 ml
*Max dose in pen is 160u
Dose increment is 2u
Pkg: 3 pens/bx = 1800u or 9 ml
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.

12
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TYPE
CARE
II DIABETES
AND PREVENTION
CARE ANDPATHWAY
PREVENTION
Diabetes
PATHWAY
Medication Reference

Long Acting Insulin (continued)
NPH (Humulin N) Pen 100u/ml (Lilly)
1 pen = 300u or 3 ml
Pkg: 5 pens/bx = 1500u or 15 ml
Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.
1 vial is 1000u or 10 ml

Basaglar (glargine) Kwikpen (Lilly)
1 pen = 300u or 3 ml
Pkg: 5 pens/bx = 1500u or 15 ml
*Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.

GLP-1 Glucagon Like Peptide -1
Trulicity (dulaglutide) 0.75 mg /0.5 ml Pen injector *Administer
Weekly (Lilly)
1 pen = 0.75 mg / 0.5 ml
1 pen per week
Pkg: 4 syringes or 2.0 ml per mo
*Do not need pen needles.

Trulicity (dulaglutide) 1.5 mg / 0.5 ml Pen injector *Administer
Weekly (Lilly)
1 pen = 1.5 mg / 0.5 ml
1 pen per week
Pkg: 4 syringes or 2.0 ml per mo
*Do not need pen needles.

Bydureon 2 mg / 0.65 ml (exenatide extended release) Pen
injector *Administer Weekly
(Astra Zeneca)
1 pen = 2 mg
1 pen per week
Pkg: 4 syringes = 1 mo
*Do not need to prescribe a pen needle.

Bydureon Bcise 2 mg /0.65 ml (exenatide extended release)
Pen injector *Administer Weekly
(Astra Zeneca)
1 pen = 2 mg
1 pen per week
Pkg: 4 syringes = 1 mo
*Do not need to prescribe a pen needle.

Byetta 5mcg Pen (exenatide short acting) 250mcg/ml, 1.2 ml
pen injector (Astra Zeneca)
*Administer twice daily with 2 largest meals at least 6 hours apart
*Must take within 60 min of eating a meal
Pkg: Order 4 syringes = 1 mo

Byetta 10mcg Pen (exenatide short acting) 250mcg/ml, 2.4 ml
pen injector (Astra Zeneca)
*Administer twice daily with 2 largest meals at least 6 hours apart
*Must take within 60 min of eating a meal
Pkg: Order 4 syringes= 1 mo

Ozempic (semaglutide inj) 0.25mg/0.2ml (2mg/1.5ml) Pen
(Novo Nordisk)
Titrate starting with 0.25 mg weekly x 4 weeks, then at week 5
advance to 0.5 mg weekly
Pkg: 1 pen for 1 mo
*Do not need to order pen needles. Novofine plus pen needles
provided with medication.

Ozempic (semaglutide inj) 1mg/0.75ml (2mg/1.5ml) Pen (Novo
Nordisk)
1 mg weekly
Pkg: 2 pens for 1 mo
*Do not need to order pen needles. Novofine plus pen needles
provided with medication.

*Soliqua (insulin glargine 100u/ml and lixisenatide injection 33
mcg/ml) Pen = Lantus and Adlyxin (Sanofi)
1 pen = 300u or 3 ml *Dosing per MD
Pkg: 5 pens/bx = 15 ml
*Send in a Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.

Xultophy (degludec 100u/ml and liraglutide 3.6 mg/ml) Pen =
Tresiba + Victoza (NovoNordisk)
1 pen = 300u
Pkg: 5 pens in box = 15 ml (1500u total in box)
*Send in a Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.

Victoza (liraglutide) Pen injector * Administer daily – requires
titration (Novo Nordisk)
1 pen is 18 mg / 3 ml
*Titrate 0.6 mg daily x 7 days, then advance to 1.2 mg daily x 7
days, then advance to 1.8 mg daily.
Pkg: If using 1.2 mg daily, order 2 pens/mo or 6 ml for 1 mo
supply
Pkg: If using 1.8mg daily, order 3 pens/mo or 9 ml for 1 mo supply
* Send Rx for BD nano pen needles 32 g 5/32.
Write “Dispense as directed”.

Freestyle libre CGMS 14 day
1. Freestyle libre 14 day reader
# 1 no refills
2. Freestye libre 14 day sensor kit
# 2 each with 11 refills
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New Hanover Regional Medical Center and its affiliates comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin,
age, disability, or sex.
ATTENTION: If you speak a language other than English, language assistance services, free of charge, are available to you. Call 1-877-746-4674 (TTY: 1-800-735-2962).
ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-877-746-4674 (TTY: 1-800-735-2962).
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-877-746-4674 (TTY：1-800-735-2962)）。
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