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Type 2 Diabetes Treatment Approach 
Type 2 diabetes mellitus (T2DM) is characterized as a loss of insulin secretion from β-cells (1).  Insulin
deficits and peripheral insulin resistance are hallmarks of this disease. T2DM accounts for 90-95% of all
diabetic cases. Once diagnosed, treatment goals will be set for each patient that aim to delay
complications and enhance quality of life. These include individualized lifestyle changes, weight loss,
hemoglobin A1c (HbA1c) targets, and adherence to pharmacological regimens (1).

Wyoming Medicaid requires that all patients diagnosed with T2DM begin therapy on metformin before
initiating other agents (2). If metformin treatment is failed after a 90-day trial, then alternative agents
may be considered. Wyoming Medicaid uses other classes as second line treatment including
meglitinides, thiazolidinediones, sulfonylureas, dipeptidyl peptidase 4 (DPP-4) inhibitors, incretin
mimetics (GLP-1 receptor agonists), sodium glucose cotransporter-2 (SGLT-2) inhibitors and alpha-
glucosidase inhibitors. 

Pharmacological Therapy
Metformin:
Metformin is considered the first line treatment for T2DM (1).  It inhibits gluconeogenesis to decrease
hepatic glucose output (3).  Serum insulin concentrations are decreased slightly by the ability of metformin
to increase glucose utilization in peripheral tissues (4). Both extended and immediate release metformin
are available and are equally effective (5).

At the time of diagnosis, lifestyle modifications such as exercise, weight loss, smoking cessation and
psychological support are recommended in addition to metformin (1).  Contraindications to metformin
include: impaired renal function (glomerular filtration rate <30 mL/min/1.73m2), concurrent liver disease,
present alcohol abuse, hypoperfusion risk with acute heart failure, past history of lactic acidosis while
using metformin, and hemodynamic instability due to infection (6). Concurrent administration of
iodinated contrast and metformin is contraindicated (7).  There is debate regarding how long metformin
should be held once iodinated contrast is administered; however, the Canadian Association of Radiologists
suggests patients should wait 48 hours before restarting metformin (7).  Without contraindications,
metformin is the preferred initial agent because of the safety profile, low cost, glycemic efficacy,
tolerability, and reduced risk of weight gain and hypoglycemia (1). 
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Gastrointestinal side effects are common with metformin (8). These include nausea, diarrhea, metallic taste in mouth, anorexia, and
abdominal discomfort (8). Another metformin side effect is vitamin B12 deficiency, which occurs in up to 30% of patients (9). A large
concern during the use of metformin is lactic acidosis; however, the incidence is very low (10). 

Drug interactions do exist with metformin, but most only require monitoring of pharmacologic therapy (11).  A few interactions may require
therapy modification. Certain interactions should be completely avoided. Table 1 categorizes drug interactions with metformin (11).

Laboratory monitoring should occur during the use of metformin (1).  A patient’s HbA1c should be measured at least biannually for patients
with stable glucose levels and quarterly for those who do not meet glucose level goals. Serum creatinine and vitamin B12 should be
routinely measured (1). 

Alpha-glucosidase inhibitors:
Two alpha-glucosidase inhibitors available in the United States are acarbose and miglitol (12).  These agents lower blood glucose by
inhibiting upper gastrointestinal enzymes, known as alpha-glucosidases; therefore, carbohydrate and fat absorption in the intestines is
altered (12). 

Alpha-glucosidase inhibitors are not considered first line agents (1).  These agents are not included in the American Diabetes Association
overall approach for glucose-lowering therapy in type 2 diabetes (1).  Many other agents are recommended for use before considering an
alpha-glucosidase inhibitor in a diabetic patient’s regimen (1).  Both acarbose and miglitol are shown to have a measureable effect at
lowering HbA1c with minimal effects on fasting blood glucose levels (12).  While acarbose and miglitol are used rarely, contraindications
exist for both medications including: hypersensitivity, history of diabetic ketoacidosis, inflammatory bowel disease, cirrhosis, colonic
ulceration, and intestinal obstruction (15,16).

The main side effects of alpha-glucosidase inhibitors are flatulence and diarrhea (13).  Flatulence occurs in 74% of patients taking acarbose,
while diarrhea occurs in 31% and abdominal pain in 19% (15).  In patients taking miglitol, flatulence occurs in 42%, diarrhea in 29%, and
abdominal pain in 12% (16).  These side effects tend to be mild, but can affect compliance to the therapeutic regimen (13). Decreasing an
alpha-glucosidase inhibitor dose can decrease side effects (13). Another approach to decreasing side effects is to exchange the immediate
release version with the extended release formulation (6). 

Similar to metformin drug interactions, alpha-glucosidase inhibitors have interactions requiring therapeutic modification (15,16). The most
concerning reactions occur when alpha-glucosidase inhibitors are combined with insulin or sulfonylureas. These combinations require
providers to consider therapy modification in their patient’s regimens (15,16).

In patients taking alpha-glucosidase inhibitors who have stable glycemic levels and meet treatment goals, HbA1cshould be monitored
biannually (1). For those patients who do not meet goals, HbA1c should be monitored quarterly (1). 

Type 2 diabetes is a difficult disease state to manage. Lifestyle management along with pharmacological therapy allows patients to gain
control of blood glucose levels. Initially, metformin is recommended. If this therapy is not successful in lowering glycemic levels other
agents, such as alpha-glucosidase inhibitors are considered. Effective treatment of diabetes is highly individualized to each patient.
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Dr. Danae Stampfli was chosen by the Committee to replace Dr. Joseph Horam. 

Buprenorphine products will require a diagnosis of opioid dependence or abuse. Doses above 16 mg per day will require prior
authorization. All other PA requirements will be removed.

Gabapentin and pregabalin will be approved for perioperative pain for a maximum of 14 days. 

Orladeyo, Zokinvy, Verquvo, Evkeeza, Lupkynis, Xolair, Fasenra, Nucala and Dupixent will be limited to indication. Amondys-45 will
be held to the same criteria as other drugs for Duchenne's muscular dystrophy.

The P&T Committee met for its quarterly business meeting on May 13, 2021
 

Highlights of this meeting include: 
 

 

 

 

 
The proposed prior authorization criteria are open for public comment.  Comments may be sent by email to alewis13@uwyo.edu or by
mail to: Wyoming Drug Utilization Review Board
Dept. 3375, 1000 E. University Avenue
Laramie, WY  82071.  

Comments should be received prior to June  15, 2021.

The next P&T Committee meeting will be held August 12, 2021 in Cheyenne.  An agenda will be posted approximately two weeks prior to
the meeting.
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Please contact WY-DUR at 307-766-6750 to have your name added or removed from our mailing list, or
if you need to update your address. The WY-DUR newsletter is also available on-line at

www.uwyo.edu/DUR/newsletters.
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