
Welcome! 

Thank you for joining the webinar: 
 

The Canadian Diabetes Association’s 2013 Clinical Practice 
Guidelines and the Pharmacist 

Rob Roscoe, B.Sc.Pharm., ACPR, CDE, CPT 
 
The webinar will begin shortly. 
 

Please ensure that your computer speakers are turned on 
If you experience audio problems, please dial 1.800.660.7225 
and enter the event passcode 5237877# 
If you experience other technical issues during the webinar, 
please email support@highroadsolution.com  

 
 
 

mailto:support@highroadsolution.com�


Updating Pharmacy Practice 

What we need to know from the recently released 
2013 Canadian Diabetes Association Clinical 

Practice Guidelines (CDA-CPG’s) 



OBJECTIVES 

Better understand the role of Disease-based Guidelines. 
Review the changes of the newly released 2013 CDA 
Clinical Practice Guidelines (CPG) recommendations & 
how these changes may effect the practice of 
Pharmacy. 
Illustrate how these changes may effect diabetes 
management by following a “typical” patient from 
diagnosis to advanced therapy and comparing this 
patient to an older family member who has had 
diabetes diagnosed about 10 years earlier.   
 
 



Role of Disease-based Guidelines: 

Looks at multiple aspects of a disease including: 
Diagnosis, management, special situations, 
treatment goals, evidence based approach to best 
manage and approach treatment of the condition. 

Ideal scenario, based on research and evidence. 
Challenge is to adapt to real world practice. 
Provides guidance on how to approach the global 
aspects of the Disease (not just treatment).  
By using scheduled updates, ensure current info & 
amendments are scheduled to be added on a electronic 
version. 



Canadian Diabetes Association 
Clinical Practice Guideline’s Objective 

(CDA CPG’s) 
  

Provide guidance on the most appropriate 
management for people with diabetes mellitus  

Enhance diabetes prevention efforts with the goal of 
reducing the burden of diabetes related 
complications 

Inform clinical decisions made by health care 
professionals 

 

 



Evolution of our CDA CPG’s 

Dr. Sara Meltzer and Dr. Lawrence Leiter 

31 pages 

Dr. Meng-Hee Tan 

16 pages 



Evolution of our CDA CPG’s 

Dr. Stewart Harris 

150 pages 
201 pages 

Dr. Vincent Woo 

212 pages 

Dr. Alice Cheng 

2003 
2008 

2013 



2013 CDA CPG’s Overview 
 

38 Chapters 
Over 212 pages of information 
New format very interactive 

Electronic tools for patient education & for 
practitioners 
PowerPoint slides developed for each of the 
chapters AND overall guidelines to help keep 
message consistent and accurate. 
Use of appendices (i.e. pricing) allow quicker 
adjusting and adaptation at least quarterly. 



Changes to Structure in 2013 

Harmonization:  
Canadian Hypertension Education Panel (CHEP) 

Society of Obstetrics and Gynecology of Canada (SOGC) 

Canadian Cardiovascular Society (CCS) 

C-CHANGE  

Inclusions: 

Drug cost table included 

“Practical Tips” box 

2013 



The 2013 CDA CPG’s  
& the Pharmacist 



Let’s meet Tom 
 Just came from family MD and was given the diagnosis of 

type 2 diabetes 

Medical history 
 
Male, 53 years old 
Diagnosed / “was told” he 
had  pre-diabetes 2 years ago 
BP: 142/80 mm Hg 
BMI: 32 kg/m2 

LDL-C: 2.8 mmol/L 
A1C: 7.7%  
Pre-breakfast BG 
average: 8.4 mmol/L 
eGFR: 88 mL/min 

Medications 
 
Celecoxib 200 mg 
UID for “arthritis” 
Zopiclone 5mg @ 
hs PRN 
 



Diagnosis of Prediabetes* 

Test Result Prediabetes Category 

Fasting Plasma 
Glucose 
(mmol/L) 

6.1 - 6.9  
  

Impaired fasting glucose 
(IFG) 

2-hr Plasma Glucose in 
a 75-g Oral Glucose 
Tolerance Test (mmol/L) 

7.8 – 11.0 Impaired glucose tolerance 
(IGT) 

Glycated 
Hemoglobin 
(A1C) (%) 

 
6.0 - 6.4  

 
Prediabetes 

* Prediabetes = IFG, IGT or A1C 6.0 - 6.4%  high risk of developing T2DM 

Canadian Diabetes Association Clinical Practice Guidelines Expert 
Committee. Canadian Diabetes Association 2013 Clinical Practice Guidelines 
for the Prevention and Management of Diabetes in Canada. Can J Diabetes 
2013;37(suppl 1):S1-S212. 



A1C Level and Future Risk of 
Diabetes: Systematic Review 

A1C Category (%) 
 

5-year incidence of 
diabetes 

 

5.0-5.5 <5 to 9% 

5.5-6.0 9 to 25% 

6.0-6.5 25 to 50% 

Zhang X et al. Diabetes Care. 2010;33:1665-1673. 
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Type 2 Diabetes is a Progressive Disease 
 

 50% of ß-cell function is already lost at diagnosis  
 ß-cell function will continue to decline despite treatment 

Impaired 
glucose 
tolerance 
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Postprandial 
hyperglycemia 

Type 2 
diabetes 

Type 2 
diabetes I 

Type 2 diabetes  
 

Lebovitz HE. Diabetes Review 1999; 7(3):139-53. 
UKPDS Group. Diabetes 1995; 44:1249. 

Stages of Type 2 diabetes in  
relationship to ß-cell function 



FPG ≥7.0 mmol/L 
Fasting = no caloric intake for at least 8 hours 

or 
A1C ≥6.5% (in adults) 

Using a standardized, validated assay, in the absence of factors that affect the 
accuracy of the A1C and not for suspected type 1 diabetes 

or 
2hPG in a 75-g OGTT ≥11.1 mmol/L 

or 
Random PG ≥11.1 mmol/L  

Random= any time of the day, without regard to the interval since the last meal 
FPG = fasting plasma glucose; 2hPG = 2-hour plasma glucose; OGTT = oral glucose tolerance test; PG = plasma glucose 

 

Diagnosis of Diabetes 
2013 

Canadian Diabetes Association Clinical Practice Guidelines Expert Committee. Canadian Diabetes 
Association 2013 Clinical Practice Guidelines for the Prevention and Management of Diabetes in 
Canada. Can J Diabetes 2013;37(suppl 1):S1-S212. 



Single test in 
diabetes range 

Repeat 
confirmatory test 
on different day 

Use same test as 
confirmatory test 

Use FPG, A1C or 2hPG 
OGTT as confirmatory test 

Diagnosis made.  
Repeat not 
necessary 

Symptoms* No symptoms* 

If random PG  
used initially 

If FPG, A1C or 2hPG 
used initially 

If results of two different tests are available and both are above the 
diagnostic cutpoints, the diagnosis of diabetes is confirmed.  

2013 Diagnosis of Diabetes 



Back to Tom - Role of new targets in diagnosing 
and initiating of treatments. 

 
Tom called his older brother Bill aged 62 who was 
diagnosed with “borderline” diabetes 10 years ago. 
Bill was surprised at brother Tom’s diagnosis as Bill was 
told just to keep it under 10 and he would be fine.  
The uptake of guidelines varies between practitioners. 
Diagnostic targets over the years have “tightened up” 
the numbers used with Tom vs. his older brother Bill. 
If we applied our NEW guidelines to Bill’s situation 
when he was first diagnosed, how they would now be 
more aggressive and “tighter”? 
WHAT ARE THESE NEW GOALS? 



Targets Checklist 

 A1C ≤7.0% for MOST people with diabetes 

 A1C ≤6.5% for SOME people with T2DM 

 A1C 7.1-8.5% in people with specific features 



Questions to Address 

What should the A1C be for most people & why? 

Who should we be more aggressive with & why? 

Who should we be less aggressive with & why? 



Macro and Microvascular Benefits? 



A1c ≤ 7.0% 

Large trials support this number with 
reduced complications. 

 
It can be safely achieved in MOST 
people with diabetes. 
 



A1c ≤ 6.5% 

HYPO- 
GLYCEMIA BENEFIT 

An A1C ≤6.5% may be targeted in some patients with type 2   
diabetes to further lower the risk of nephropathy [Grade A, Level 1] and 
retinopathy [Grade A, Level 1], but this must be balanced against the risk 
of hypoglycemia [Grade A, Level 1].  

For those patients who it is 
safe , this goal may be 

encouraged 

Hypoglycemia can be 
associated with increase risk of 
falls(elderly) , cognitive 
decline, and detrimental 
effects on vasculature 





 Consider A1C 7.1–8.5% if … 

Limited life expectancy 
High level of functional dependency 
 

• Extensive coronary artery disease at high risk of 
ischemic events 

• Multiple co-morbidities 
 

 
• History of recurrent severe hypoglycemia 
• Hypoglycemia unawareness 

• Longstanding diabetes for whom is it difficult to 
achieve an A1C ≤ 7%, despite effective doses of 
multiple anti-hyperglycemic agents, including 
intensified basal-bolus insulin therapy 

2013 



Diabetes in the Elderly Checklist 
 ASSESS for level of functional dependency (frailty) 

 INDIVIDUALIZE glycemic targets based on the above (A1C ≤8.5% 

for frail elderly) but if otherwise healthy, use the same targets as 

younger people 

 AVOID hypoglycemia in cognitive impairment 

 SELECT antihyperglycemic therapy carefully 

 Caution with sulfonylureas or thiazolidinediones 

 Basal analogues instead of NPH or human 30/70 insulin 

 Premixed insulins instead of mixing insulins separately 

 GIVE regular diets instead of “diabetic diets” or nutritional 

formulas in nursing homes 



Moorhouse P, Rockwood K.  
J R Coll Physicians Edinb 2012;42:333-340. 

2013 



Considerations for Individualizing 
Targets 

 

7% 
8.5% 

< 7%    >7% 

Most patients 
with type 1 
and type 2 
diabetes 

CONSIDER IF: 
• Limited life expectancy 
• High level of functional dependency 
• Extensive vascular disease 
• Multiple co-morbidities 
• Recurrent severe hypoglycemia 
• Hypoglycemia unawareness 
• Longstanding diabetes for whom it is    
difficult to achieve A1C <7.0% despite 
effective doses of multiple 
antihyperglycemic agents including 
intensified basal-bolus insulin therapy 

A target A1c < 6.5% may 
be considered in some 
patients with type 2 
diabetes to further lower 
the risk of nephropathy 
and retinopathy 

6.0% 

Canadian Diabetes Association Clinical Practice Guidelines Expert Committee. 
Canadian Diabetes Association 2013 Clinical Practice Guidelines for the Prevention 
and Management of Diabetes in Canada. Can J Diabetes 2013;37(suppl 1):S1-S212. 

2013 



Depiction of the elements of decision making used to determine appropriate 
efforts to achieve glycemic targets.  

Inzucchi S E et al. Dia Care 2012;35:1364-1379 

Copyright © 2011 American Diabetes Association, Inc. 



Self-Monitoring of  
Blood Glucose (SMBG) 

 
What should  

we tell patients to do? 



Regular SMBG is Required for: 



Increased frequency of SMBG may be required: 

Daily SMBG is not usually required if patient: 





Back to Tom’s therapy 

Next steps upon his diagnosis-What should we be doing? 
Reviewed with Tom “Just the Basics” and related when and 
how to monitor to identify and clarify dietary issues 
Asked Tom to do a “Profile” of SMBG to enable a 
conversation around most appropriate therapy 
Metformin was started on diagnosis, Legacy effect!, dose 
was 250 mg BID increasing to 500 mg BID if tolerated over 
the next week or so (which he did) 
Tom’s profile has improved but (may) still needed additional 
medication. Where do we start? How aggressive, what 
expectations should Tom have, & how to engage his interest 
and make him a collaborator in his own therapy. (Make sure 
he is aware of Progressive nature) 



Medications for Glycemia  
How do we choose? 



Pharmacologic Management of type 2 diabetes 

Achieve target A1C within 3-6 months of diagnosis   

New algorithm for the pharmacologic management of 

T2DM with emphasis on individualization of agent choice 

Metformin may be used at the time of diagnosis 

A1C ≥8.5% at the time of diagnosis should receive 

immediate pharmacologic therapy and consideration for 

use of ≥ 2 antihyperglycemic therapies and/or insulin 

Inclusion of Cost Table for antihyperglycemic therapies 

Highlights of Major Changes 2013 



Get to Target Within 
3-6 MONTHS  
of Diagnosis 

2013 



Start metformin immediately 
 

Consider initial combination with 
another antihyperglycemic agent 

Start lifestyle intervention (nutrition therapy and physical activity) +/- Metformin 

A1C <8.5% Symptomatic hyperglycemia with  
metabolic decompensation A1C ≥8.5% 

Initiate 
insulin +/- 
metformin 

If not at glycemic 
target (2-3 mos) 

Start / Increase 
metformin 

If not at glycemic targets 

L 
I 
F 
E 
S 
T 
Y 
L 
E 

Add an agent best suited to the individual: 

Patient Characteristics 
Degree of hyperglycemia 
Risk of hypoglycemia 
Overweight or obesity 
Comorbidities (renal, cardiac, hepatic) 
Preferences & access to treatment 
Other             

See next page… 

AT DIAGNOSIS OF TYPE 2 DIABETES 

Agent Characteristics 
BG lowering efficacy and durability 
Risk of inducing hypoglycemia 
Effect on weight 
Contraindications & side-effects 
Cost and coverage 
Other         

2013 



If not at glycemic target 

From prior page… 

•  Add another agent from a different class 
•  Add/Intensify insulin regimen 

Make timely adjustments to attain target A1C within 3-6  months   2013 

L 
I 
F 
E 
S 
T 
Y 
L 
E 



Start metformin immediately 
 

Consider initial combination with 
another antihyperglycemic agent 

Start lifestyle intervention (nutrition therapy and physical activity) +/- Metformin 

A1C < 8.5% Symptomatic hyperglycemia with  
metabolic decompensation A1C ≥ 8.5% 

Initiate 
insulin +/- 
metformin 

If not at glycemic 
target (2-3 mos) 

Start / Increase 
metformin 

If not at glycemic targets 

L 
I 
F 
E 
S 
T 
Y 
L 
E 

Add an agent best suited to the individual: 

Patient Characteristics 
Degree of hyperglycemia 
Risk of hypoglycemia 
Overweight or obesity 
Comorbidities (renal, cardiac, hepatic) 
Preferences & access to treatment 
Other             

See next page… 

AT DIAGNOSIS OF TYPE 2 DIABETES 

Agent Characteristics 
BG lowering efficacy and durability 
Risk of inducing hypoglycemia 
Effect on weight 
Contraindications & side-effects 
Cost and coverage 
Other         

2013 



2013 

Copyright © 2013 Canadian Diabetes Association  



Tom 2 years later: He is now 55  

      Medical history 
 

BP 140/85 mm/Hg 
BMI 31 kg/m2 

LDL-C 2.7 mmol/l 
A1C 7.5%  
Pre-breakfast BG average 8.0 mmol/L 
eGFR = 80 mL/min 
 
When prompted, Tom indicates that he occasionally awakens in 
the night with excessive sweating, which is relieved by eating. 
Tom thought  it was due to stress. 
Tom operates heavy equipment, has private insurance, he is 
concerned as brother Bill had a MI 2 years ago and was told 
diabetes was a large factor. 
Next steps? 

 
 
 

Medications 
 

Celecoxib 200 mg UID for 
“arthritis” 
Zopiclone 5m hs PRN 
Metformin 1000 mg BID with 
food 
Ramapril 2.5 mg uid 

 



Tom Issues & Results: 
 

Tom maybe having occasional hypoglycemic episodes 
He has an occupation that requires constant attention 
to details for safety 
He is worried about weight gain 
He has reasonable insurance coverage 
He also does not want to test frequently, as his job 
does not provide many breaks, eats when he can. 
His physician and he decided that a DPP-IV would be a 
good choice, Sitagliptan 100 mg once daily was added 
and he was informed that he needs to be more active, 
work on his diet and weight as a bedtime insulin may 
be in his future. 



But we are not done  
with TOM yet! 



Tom and Bill 

Bill was not on CV medication until he had an MI 8 years 
after diagnosis (2 years ago at Age 60). Now takes ARB, 
beta blocker and cholesterol meds. Bill’s BP and  
cholesterol now under control.  
Tom’s doctor indicated where there is a family history, 
wants to start him now on cholesterol medication and 
lower his blood pressure. 
His brother Bill has had diabetes for only 10 years, he now 
has symptoms of neuropathy, “protein” in his urine, his 
eyes are still clear. 
Tom now is scheduled to have regular (annual) foot exams, 
eye exams, and regular blood work (every 6 months) 
(contact with the DMC). 

 



Macrovascular Disease 
 

Vascular Protection: 
Who and When? 



Vascular Protection Checklist 
2013 

 A • A1C – optimal glycemic control (usually ≤7%) 

 B • BP – optimal blood pressure control (<130/80) 

 C • Cholesterol – LDL ≤2.0 mmol/L if decided to treat  

 D • Drugs to protect the heart 

A – ACEi or ARB │ S – Statin │ A – ASA if indicated  

 E • Exercise – regular physical activity, healthy diet, achieve 

and maintain healthy body weight 

 S • Smoking cessation 



Hypertension Checklist  

 ASSESS for hypertension (≥ 130/80 mmHg) 

 TREAT to target < 130/80 mmHg 

 USE multiple antihypertensive medications if needed to 

achieve target (often necessary) 

 USE initial combination therapy if systolic blood pressure 

>20 mmHg or diastolic blood pressure > 10 mmHg above 

target 

 

 

 

2013 

 



Summary of Pharmacotherapy for Hypertension  
in Patients with Diabetes 

Threshold equal or over 130/80 mmHg and Target below 130/80 mmHg 

With 
Nephropathy, 
CVD or CV 
risk factors 

ACE Inhibitor 
or ARB 

Diabetes 

Without 
the above 

1.  ACE Inhibitor  
or ARB or 

2. Thiazide diuretic 
or DHP-CCB  

Monitor serum potassium and creatinine carefully in patients with CKD prescribed an ACEI or ARB 

Combinations of an ACEI with an ARB are specifically not recommended in the absence of proteinuria 
More than 3 drugs may be needed to reach target values  

If Creatinine over 150 µmol/L or creatinine clearance below 30 ml/min ( 0.5 ml/sec), a loop diuretic should 
be substituted for a thiazide diuretic if control of volume is desired 

Combination of 2 first line 
drugs may be considered 

as initial therapy if the 
blood pressure is >20 

mmHg systolic or >10 
mmHg diastolic above 

target 

> 2-drug 
combinations 



Dyslipidemia Checklist 

 CHECK lipid profile at diagnosis then yearly OR every 3-6 
months when on treatment 
 

 KNOW when to use statin therapy 
 

 ADD second line agent only when LDL-C is not at target 
despite statin therapy  
 

 USE fibrate when TG ≥ 10.0 mmol/L 

2013 



≥40 yrs old  or  
Macrovascular disease or 
Microvascular disease or 
DM >15 yrs duration and age >30 years or 
Warrants therapy based on the 2012 Canadian 
Cardiovascular Society lipid guidelines 

 
 

Among women with childbearing potential, statins should only be 
used in the presence of proper preconception counseling & reliable 

contraception. Stop statins prior to conception. 

2013 
Who Should Receive Statins?  



Who Should Receive ACEi or ARB 
Therapy?  

≥55 years of age or  

Macrovascular disease or  

Microvascular disease  
 At doses that have shown vascular protection (ramipril 10 mg daily, 

perindopril 8 mg daily, telmisartan 80 mg daily) 

Among women with childbearing potential, ACEi or ARB should only 
be used in the presence of proper preconception counseling & 

reliable contraception. Stop ACEi or ARB either prior to conception or 
immediately upon detection of pregnancy 

2013 



 
JPAD = Japanese Primary Prevention of  Atherosclerosis with 
Aspirin for Diabetes 
POPADAD = Prevention of Progression of Arterial Disease and 
Diabetes 
PPP = Primary Prevention Project 
ETDRS = Early Treatment Diabetic Retinopathy Study 
PHS = Physicians’ Health Study 
WHS = Women’s Health Study 
 
De Beradis G, et al. BMJ 2009; 339:b4531. 
 
 

ASA for 1⁰ 
Prevention in 
Diabetes 
Meta analysis of 6 studies 
(n = 10,117) 

No overall benefit for:  
• Major CV events  
• MI 
• Stroke 
• CV mortality 
• All-cause mortality 

0.03 0.125 0.5 1 
2 
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Favors ASA Favors control/placebo 

JPAD 
POPADAD 
WHS 
PPP 
ETDRS 
Total 

68/1262 
105/638 
58/514 
20/519 

350/1856 
601/4789 

86/1277 
108/638 
62/513 
22/512 

379/1855 
657/4795 

0.80 (0.59-1.09) 
0.97 (0.76-1.24) 
0.90 (0.63-1.29) 
0.90 (0.50-1.62) 
0.90 (0.78-1.04) 
0.90 (0.81-1.00) 

Major CV events 

No. of events/No. in group 

ASA Control/placebo RR (95% CI) RR (95% CI) 

JPAD 
POPADAD 
WHS 
PPP 
ETDRS 
PHS 
Total 

28/1262 
90/638 
36/514 
5/519 

241/1856 
11/275 

395/5064 

14/1277 
82/638 
24/513 
10/512 

283/1855 
26/258 

439/5053 

0.87 (0.40-1.87) 
1.10 (0.83-1.45) 
1.48 (0.88-2.49) 
0.49 (0.17-1.43) 
0.82 (0.69-0.98) 
0.40 (0.20-0.79) 
0.86 (0.61-1.21) 

Myocardial infarction 

JPAD 
POPADAD 
WHS 
PPP 
ETDRS 
Total 

12/1262 
37/638 
15/514 
9/519 

92/1856 
181/4789 

32/1277 
50/638 
31/513 
10/512 
78/1855 
201/4795 

0.89 (0.54-1.46) 
0.74 (0.49-1.12) 
0.46 (0.25-0.85) 
0.89 (0.36-2.17) 
1.17 (0.87-1.58) 
0.83 (0.60-1.14) 

Stroke 

JPAD 
POPADAD 
PPP 
ETDRS 
Total 

1/1262 
43/638 
10/519 

244/1856 
298/4275 

10/1277 
35/638 
8/512 

275/1855 
328/4282 

0.10 (0.01-0.79) 
1.23 (0.80-1.89) 
1.23 (0.49-3.10) 
0.87 (0.73-1.04) 
0.94 (0.72-1.23) 

Death from CV causes  

JPAD 
POPADAD 
PPP 
ETDRS 
Total 

34/1262 
94/638 
25/519 

340/1856 
493/4275 

38/1277 
101/638 
20/512 

366/1855 
525/4282 

0.90 (0.57-1.14) 
0.93 (0.72-1.21) 
1.23 (0.69-2.19) 
0.91 (0.78-1.06) 
0.93 (0.82-1.05) 

All-cause mortality 





Tom Results 

Medications       
Metformin 1000 mg bid 
Sitagliptin 100 mg od 
Rosuvastatin 20 mg 
Bisoprolol 5 mg 
Indapamide 2.5 mg 
ASA 81 mg od 
Perindopril 4 mg 
 

Medical history 
BP: 125/78 mm Hg 
BMI: 32 kg/m2 
LDL-C: 1.9 mmol/L 
A1C: 7.1%  
Pre-breakfast BG 
average: 6.8 mmol/L 
eGFR: 80 mL/min 



How can we keep track of all these 
parameters for our patients? 



Tools to help us 
keep track of 
our patients 



Tools to help 
us keep track 

of our 
patients 



Back Page: 
“Cheat Sheet” 
of Targets and 
Goals 



Back Page: 
“Cheat Sheet” of 

Targets and Goals 



Additional Tools: 

Appendices(e.g.) 
 DM Meds in CKD-Therapeutic Considerations in Renal  
 Price Appendix ( 5) 
 Sick Day management ( SADMAN) etc 
 SMBG Recommendations 
 Sample Flow Sheets 
 Foot Care patient hand-out 
And embedded Charts & Tools (e.g.) 
 Algorithms 
 Pattern management tools 
 Insulin Initiation & titration 



Counsel all 
Patients 
About 
Sick Day 
Medication 
List 

2013 



Adapted from: Product Monographs as of March 1, 2013; CDA Guidelines 2008; and Yale JF. J Am Soc Nephrol 2005; 16:S7-S10. 

Antihyperglycemic Agents and Renal Function 

Not recommended / contraindicated Safe Caution and/or dose reduction 

Repaglinide 

Metformin 30 60 

Saxagliptin 

Linagliptin 

Glyburide 30 50 

Thiazolidinediones 30 

GFR (mL/min): < 15 15-29 30-59 60-89 ≥ 90 
CKD Stage: 5 4 3 2 1 

Gliclazide/Glimepiride 15 30 
Liraglutide 50 

Exenatide 30 50 

Acarbose 25 

Sitagliptin 50 

50 15 2.5 mg 

15 

30 50 mg 25 mg 



Appendix 5 Pricing Comparisons 



Summary: 

Comprehensive resource for guidance on the 
management of diabetes in Canada 
Chapters organized by topic with Practical tips box, 
Recommendations box & Key Messages within each 
section. 
Supported and contribution by other guideline groups 
Regularly updated ( electronically) when new 
information available 

 



Summary (cont’) 
Embedded tools for use 

Electronic interactive tools (A1c, Therapeutic 
Agents, etc.) 
Appendices for reference use (sick day, prices, 
foot care) 
PowerPoint Slides readily available to use for 
presenting, keeping message consistent and clear 

Written by Canadian Experts for Canadians and is 
one of the best evidenced based guidelines in the 
world. 
Pharmacists are part of this process including a 
retail pharmacist and a research teaching 
pharmacist and a clinic hospital pharmacist.   



Questions and Answers! 



Thanks for joining us!  

 
 Please direct questions, feedback and 

suggestions to diabetes@pharmacists.ca  
 
Join the CPhA Continuing Professional 
Development Mailing List to be informed of 
future webinars and educational programs 
delivered by CPhA. 
 
Join MyCPhA and become a member of the 
Diabetes Community.  

mailto:diabetes@pharmacists.ca�
http://www.pharmacists.ca/index.cfm/education-practice-resources/professional-development/continuing-professional-development-mailing-list/�
http://www.pharmacists.ca/index.cfm/education-practice-resources/professional-development/continuing-professional-development-mailing-list/�
http://www.pharmacists.ca/index.cfm/education-practice-resources/professional-development/continuing-professional-development-mailing-list/�
http://www.pharmacists.ca/index.cfm/education-practice-resources/professional-development/continuing-professional-development-mailing-list/�
http://www.pharmacists.ca/index.cfm/membership/join-mycpha/�
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