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Key points to emphasise ©°

Informed by evidence generated in th@ﬁ@ast 3 years

Greater focus on social determlnag@ofsa*‘bf health and

systems and equality of care &Oeqé\
&

Emphasis on holistic perSO@Q%ehtred care

Greater focus on welgh@i@aéls as an essential component
of comprehensive Caﬁé@

Consolidation of g«?@ence from CVOTs
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The management of type 1 diabetes in adults. A consensu@br by the American

T él

‘ u rre nt St ate Of Diabetes Association (ADA) and the European Associatig aMudy of Diabetes
(EASD) (2021) W
& - Consensus report by the

h
. . Definition and Interpretation of Remission in T}:p Qﬁi
EAS D G u Id el I n eS Endocrine Society, the European Association f;\& S of Diabetes (EASD), Diabetes

UK and the American Diabetes Association

Guidelines and Statements:

.

Glucose Management for Exercise using,@ltit; lucose Monitoring (CGM) and
a n d State m e ntS Intermittently Scanned CGM {isCGM}%@t&m pe 1 Diabetes — Position Statement

of the European Association for the v betes (EASD) and of the
Society for Pediatric and Adoles% ial s (ISPAD) end
by the American Diabetes As, qa'atio

th the EASD (2013)

ADA/EASD/IDF Recommendations for Clinicians and People with Diabetes Concerning
the Use of Incretin Therapy and Pancreatic Disease (2013)

Medical Devices in Diabetes Care: A statement on behalf of the European Association
for the Study of Diabetes (2013)

MNew WHO criteria on use of Glycated Haemoglobin (HbAlc) in the Diagnosis of
4(0 Diabetes Mellitus (2011)

”\\,\ Cardiovascular disease and diabetes in people with severe mental illness position

httpS' / /WWW easd org/statem ents hﬁ statement from the European Psychiatric Association (EPA), supported by the European
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Association for the Study of Diabetes (EASD) and the European Society of Cardiology

O\(b‘ (ESC) (2009)




Produce high-quality and trustworthy gmdelleﬂé d%cuments
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- Focused on patient important Otﬂ% fmes and clinically relevant topics

* Based on a systematic rev:egﬁogﬁest available evidence

- Developed by a multldlsggt?lw?ary panel including diabetes experts and

methodologists &z? &

- Following a transpey%\gf process adhering to GRADE methodology

&\C’Q
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GRADE Methodology for Guideling’ Bevelopment
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((}j? \Qé\ and Quality,
00@6@ « US Centers for Disease Control and
Welcome to the GRADE worklng&ga% Prevention,
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From evidence to recommendations — transparent E@Sﬁ}g&ﬁl&
3° @@ Health and Care Excellence (NICE),
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https://www.gradeworkinggroup.org/
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EASD Guidelines - Exerting Meanlngfu‘mlmlcal Impact
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EASD guidelines Oversight Committee &

Multidisciplinary and geography/gender—balance@”cgﬁnposmon aiming for collective
and personal minimal conflicts of interests 6\;@
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Formulate questions

Selection of guideline ‘ Selection of Guideline (PICOS) and prioritize ‘ Systematically review the

L

Internal/external review of - Develop recommendations and draft
guideline document guideline document
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If additional cardiorenal risk reduction or glycaemic control
needed consider combination SGLT2/GLP-1 RA

+ASCVD/Indicators of High Risk
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Caon in Diabetes- 2037, Diabetes Care, 2037 Jan
1;45(5appl 11:5144=Th.
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Percentages of Adults with T2DM Meeting Irwfusmn Criteria for
CVOTs for SG LT2-|nh|bIt@?S”

\\ ‘\
*{0‘
EMPA-REG OUTCOME CANVASE ﬁt?gram VERTIS-CV
(N = 23,941,512 [N —923 1,512) (N =23,941,512)
\@0 Q}Q
4.1% e&"é}\\‘ 8.8% 4.8%
e &
RN
K 5°
N \@
O((’\o"}
O o
S
ngfo(\?)
£
&0 N
A
s &
M Patients who meg@%ggﬂl ity criteria Patients who did not meet eligibility criteria

Data were derived from weighted are)aj§'ses<2f a dataset of patients with type 2 diabetes derived from the National Health and Nutrition Examination Survey.
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Wittbrodt ET et al Am J Manag Care. 2018;24:5138-S145



\!

Generalizability of GLP1RAs CVOTs to the Real—worlgo?ﬁDM Population in UK
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Webb J et al Diabetes Obes Metab. 2022;24:289-295,
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ADA/EASD Consensus Report - Key Km)wledge Gaps
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» Study conduct Oé\"’ @
» Greater attention to subgroups, in particular vul@?r@b‘?e populations
» Youth, frailty, >75 years of age
» Gender balance o° e}
- A minimal first step to enhancing hea{ihé@%tlce
» Weight management O@/ Q}e
» Comparative effectiveness e «9

» Cardiorenal protection /\‘é( \0°

» Comparative effectlve,g%s\a Combmann therapy, Cost effectiveness in
low/moderate rlsk Qd%tlon

- Targets: Alc, T eLR Welght remission

0

Davies MJ, Aroda V@Ims BS, Gabbay RA, Green J, Maruthur NM, Rosas SE, Del Prato S, Mathieu C, Mingrone G, Rossing P, Tankova T, Tsapas A, Buse JB
Diabetes Care2022; 45:2753-27 86 - Diabetologia2022; 65:1925-1966



- Patients may benefit from e
- more frequent face-to-face visits
- convenient access to therapy @c?’ N

+ closer monitoring \?{\O@Q
- wider availability of educational resourceézQ‘ 2
eoo@ &

- Trial participants are often m@i‘e\&%ncerned with their health and more motivated

&
&b AQ
’b

- Committing to a protog@‘l gﬁfay make it easier for patients to follow medication
instructions approga%@y

.\Q}Q"
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o A
Early combination 983 9@@ a‘\ 862 815 752 671 997 951 509 478 187

Initial monotherapy 989 é{@STQ@ 733 661 576 503 434 377 337 299 108

O
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Matthews DR et al. Lancet. 2019; 394:1519-1529
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Patient Preferences for Oral Therapies w@igpe 2 Diabetes
\(\? .s\{b\

Likelihood of(zt}ﬁ{.é\(b \é

Attribute importance mpagliflozin, oral semaglutide, and sitagliptin

Rank mmm Definitely Not msm Unlikely —mmm Likely
mmm Definitely =#= Adjusted Likelihood*
kot gt ecion Y o R 0%
@. \Q’ 57%

Weight reduction

Fasting requirements
and food restriction

Risk of vomiting

Risk reduction of CV death by >one-third

Risk of nausea

HbA1c reduction

Can be taken at the same
ime as other oral medications Empaglifiozin Oral semaglutide Sitagliptin
25 mg once daily 14 mg once daily 100 mg once daily

O\

Savarese G, et al. /ntJ Cardiol, 2023;371:526-532



Social
Determinants of
Health

Davies MJ, Aroda VR, Collins BS, Gabbay
RA, Green J, Maruthur NM, Rosas SE,

Del Prato S, Mathieu C, Mingrone G, Q‘
Rossing P, Tankova T, Tsapas A, Buse JB\»&Q’ <

Diabetes Care 2022; 45:2753-278%é\
Diabetologia 2022; 65:1925-19,@@

Q

Econ«inic
Stabilitv

Education
Access & Quality

Social &
Community
Context

Health Care
Access & Quality

Neighborhood
& Built
Environment



N

xO

five
n
Care



\!

xO
‘OQ
‘\0 | | |
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Misra S et al Communications Medicine 2023;3:138
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Solving the Equation for Personalized Treatmen’% [ ) ype 2 Diabetes
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Deep Phenotyping and Artificial Intelligence fgﬁ\-lealth Promotion
and Chronic Disease Prev\g}%i%n
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Subramanian et al. / Trans/ Med 2020;18:472
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An Integrated Digital Health Care Platform for Diabetes Manage@,q"ent with Al-Based Dietary
Management: 48-Week Results From a Randomlgéc{aéontrolled Trial

(b \
O
Design and Methods Q> ”Z>©
@ N\
O
o L p %oo.é@
0. S
|-
Integrated <& ﬂ ﬁ > @°
Digital Health Care | 2. @
Platform == Qp\‘r BN
Mol e
3 " B
e — /\ &
Q

v
@ A 48-week, open-label, randomized, multicenter chmcﬂQ‘

trial, involving adults with type 2 diabetes (T2D) wh@ﬁagk@
HbA,_7.0-8.5% and BMI 223 kg/m?,

@ Group A received routine diabetes care (n &@up B
used the digital integrated health care p
themselves (n = 97); group C used t with
feedback from medical staff and in y applied
personal continuous glucose mo\ ng{dn =98);ina 1:1:1

ratio. \ &
@ Primary end point: the diffe change in HbA,, from
baseline to 24 weeks bepj&eri§toups A and B.
NN
s
QO
Q\’b
Lee Y-B et al Diabetes Care2023;46:959-966



Digital Twin:
From Preserving
Aircraft
Structural Life....
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Tuegek EJ et al IntJ Aerospace E@f§ <
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The Digital Twin Concept for Personﬁifzed Medicine
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Bjérnsson et al. Genome Medicine 2020;12:4



Reduce Medication, Lose Weight, and Reverse
Type 2 Diabetes

“In total, rizarly 53% of the group who followed their digital
twin's ouidance for six months were determined to be in
remission by the end of that period, per the ADA's standards
—m=ening they maintained normal blood glucose levels for
at jeast three months without taking diabetes medication.”

- American Diabetes Association (ADA)*

The Whole Body Digital Twin™ is a digital representation of your
unique metabolism and delivers precise, personalized guidance
about foo 2ep, activity, and breathing through the

use app.

EQDDDGEHEE

Twin Health's program combines the Whole Body Digital Twin™

offers personalized recommendations, and supports you on

your health journey.

https://www.usa.twinhealth.com Accessed on September 13, 2023



Remission of T2DM and
Improvement in Metabolic
Markers with the Twin
Precision Treatment
Technology (TPT)-A
Multicenter, Randomized,
Controlled Trial

Shamanna P et al. 84° ADA Scienti%&
Sessions, San Diego, 2023 O
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The TPT intervention uses the Whole-Body Digital Twin Platfi
multi-dimensional data to give precision nutrition and he&r h
coaches. Baseline mean age, diabetes duration an ezﬁp‘

N

N

o
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(9, v«@h Al and Internet of Things, to integrate

'ommendations via the TPT app and by

(£2.9y) and 9.0% @?&@} respectively.

Q&ained in 319 pts were 45y (+9.7y), 3.9y

T Gm@%%@v SC Group(N=63)
Clinical & Biochemical Baseline 180 da Ou‘. ‘\u‘;n Baseline 180 days Mean

parameters Mean (SD) | Mean (5B} |derence :sull Pvalue | Mean (sD) | Mean (SD) |difference (sD) © ¥

HbA1C (%) 9.0(1.8) 530.5)0, ¢ -33(18) | <0001 | 85(20) | 81(17) | -04(14) | 0.0279

Fasting Plasma Glucose (mg/dl})| 170.2(59.9) | x@9 {@T -74.3(60.4) | <0.001 J159.8(62.5) | 155.0(60.2)| -6.3(85.4) | 0.552

Time In Range (TIR) (%] 52.8 (32.3) HV81,090.3) | 28.3(40.4) | <0.001 | 61.2(29.2) | 51.6(25.2) | -10.0(24.8) | 0.003

TAR1 (%) 249 (17.0° |« P2 (2.9) | -23.7(17.6) | <0.001 | 199(15.7) | 21.4(14.1) | 1.5(17.0) | 0.472

TARZ (%) O'p.101.2) | -19.2(25.9) | <0.001 | 15.4 (24.4) | 23.7(245) | 8312000 | 0.001

GMI (%) 5604 | -22(15) [ <0001 | 73017 | 7704 | 0414 | 0.0432

oV (%) 17.1(5.4) | -6.2(7.2) | <0001 | 246(5.4) | 22.7(a6) | -1.9(5.6) | 0.0098

SBP (mm 116.9 (10.4) | -10.4(9.8) | <0.001 [132.3(17.1){130.1(14.9)| -2.2(17.1) | 0.3126

DBP (mmiTan - -6.6(7.1) | <0001 | 86.9(11.0) | 84.0(9.4) | -29(10.7) | 0.0361
Weight (kg) -10.7 (5.9) | <0.001 | 72.3(12.7) | 72.0(12.1) -0.3 (3.4) 0.5503

BMI (kg/m2) <0.001 | 28.1(4.2) | 28.1(4.1) | 0.007 (15 | 0.9703
WCiem) ¢\ <0.001 | 94.8 (10.9) | 95.3(12.2) | 05(109) | 0.7218
LDL-C [:g‘f{/‘ O 0.387 | 116.7 (31.8)| 115.734.9)| -1.0(28.7) | 0.7733
HDL-C (nfggdl) X2 L <0001 | 35.4(7.0) | 35.3(7.4) | -0.01(5.1) | 0.8727
TG/HRO N~ 7.1(7.5) . <0.001 | 6436 | 70(55) | 05(47) | 0.3684
T&Pre/d’ 223.5(181.5) | 128.7 (19 4.8(172.8)| <0.001 |214.2(97.1)|222.0 (128.9)] 7.8(100.6) | 0.5403
Q@fbma}t‘iﬁ (3%) 1.9 (0.9) 1(0.5) 09(08) | <0001 | 19(10) | 2204 | 03(1.2) | 0.0%68
R HQIT™A 2B (%) 51.5(30.5) | 88(313) | 36.5(38.5 | <0.001 | 60.4(38.5) | 66.9(416) | 6.4(40.2) | 0.2101
{NRFLD Fibrosis Score 2.3(1) -3.3(1.1) -1(1.1) Ja9a| 2103 | 0208 00166 |-1.9(1.2)
)@K MNAFLD Liver Fat Score 0.7 (1.8) -1.6(1) -2.3(1.7) J0.8(21) ) 09(19) 0.2 (2.1) 0.5871 0.8(2.1)
" g:;::l::':::tt“;’r:&: 39.6(98.8) | 15.6(60.9) | -23.9(89.8) | <0.001 | 31.1(60.2) |41.6(115.0)| 105(86.0) | 0.3363




Artificial Intelligence and Clinical Decision Suppal
o

The graphic illustrates the separate
and related aspects of Al that are
being emphasised and applied in the
development of diabetes CDSS to
date.
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Al-driven Clinical Decision-support Systems (DSS) to Assist .\u@%\lthcare Professionals

and People with Diabetes at the Point of Care: Dg

Opportunity Methodology

Case-based reasoning
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Artificial intelligence
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Existing CDSS examples

* Adaptive bolus calculators
¢ Insulin-dose prediction
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rgjicting short-term

Artificial neural networks
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Q) adverse events

* Glycemic triage in T1D
* Personalised glycemic management
¢ Inpatient glycemic management
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Treatment response

Medication decision

\ 4

support

Population predictive

risk management

* Medication management for hypoglycemia
Y&
~ . . . avoidance
< \Q= Personalized medicine ) ;
Q)@ ¢ Insulin dose adjustment
A
o
_ Diagnosis of * Predicting nocturnal hypoglycemia
complications * Predicting GDM
Tl s e * Predicting transition from prediabetes to diabetes
> isk stratification

* Treatment adherence in PWD

* Risk of hypoglycemia after exercise

* Predicting misdiagnosis in adult-onset T1D

* Selecting pharmacotherapy options in T2D

* Predicting glycemic response to drug therapy in
T2D

* Predicting risk for macrovascular and
microvascular complications

The graphic illustrates the path from concept to application for separate Al approaches that are being applied in the development of
diabetes CDSS to date, and how each aspect of Al is emphasised for different CDSS tools. These are real-world CDSS examples that have
been built as proof-of-concept tools and validated for clinical decision making.
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Medical News & Perspectives | Al IN MEDICINE 2°
N\

Google Health's Chief Clinical Officer Talks About 0&2@
Incorporating Al in Health Care &

Rebecca Voelker, MSJ

This conversation is part of a series of
interviews in which JAMA Editor in Chief
Kirsten Bibbins-Domingo, PhD, MD, MAS, and
expert guests explore issues surrounding the
rapidly evolving intersection of artificial
intelligence (Al) and medicine.

We talk about how
artificial intelligence is
going to change a lot of \,bé»
things, and it should Q,\"” Acz .

happen with clmlc:anﬁﬁod@ Al Gaslighting and Hallucinations and GenAl P{rl:enhal

R
to clinicians. G;\\\A Q Q&A With Michael Howell, MD, MPH, hosted by Kirsten Bibbins-Domingo, PhD, MD, MAS
Pl Ma el e e | ] T Ullll.l" o il S e o

N\
Q JAMA Published online September 20, 2023
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- Guidelines have provided a step forward in a more appropria‘tgaﬁ@@égement and treatment of
T2DM diabetes, but %00\, \g\@
)

&
> @°

- They have limits imposed by selected study populati%@g@ﬁ}d rigid study conducts that make

difficult to account for individual variability as it cazmaebgaepicted by deep phenotyping
?'SO@Q@
- Al has the potential to change the way diseag%"sc;a?e prevented, detected, and managed, which can

help in improving population health statu@%fgﬁg’rationalize health care expenditure
OMRS)
SO

v
- Case-based reasoning, machine Iez;f{ffwi@‘g? deep learning, neural networks, and digital twin
technology can enable predictivgbﬁ'qpﬁation risk stratification, enhanced decision making, and

] _ o o
self-management (é,é\@@
@Q‘ )
. . NN . . . . .
- Al is expected to mpackw%@ﬁvely medical professionals by supporting decision making and remote
monitoring. 3
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Challenges and Opportunities for Al-Driven g hical Decision
Support Systems in Dlabgi%s‘



60th Annual Meeting

European Association
for the Study of Diabetes

9 - 13 September 2024
Madrid, Spain

\\‘bfb

Join us in Madrid to celebrate the 60th EASDMual Meeting!

e’ b\

Stay up to date - EASD 2024 is the interface between QR‘ Qﬂ Key dates
discovery science and clinical practice where key dlscussmn\/
take place that will move the diabetes field forward! (</ Qq} 15 March - Registration opening
Connect and interact - it will be inspiring and ener . . ,
be surrounded by colleagues from all over the wo(gw@fkmg 3 April - Abstract submission deadline
towards the same goal! Q@

4 17 July - Early registration deadline
Submit your abstract - EASD 2024 will be & rfect
platform for your diabetes research to bg‘?e%éég]sed and
discussed! ¢ Y
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EASD 2024
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