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GLP-1 Receptor Agonist 
Dual GIP/GLP-1 Receptor Agonist 

Common medications Dual GLP-1 RA: 
dulaglutide (Trulicity®), liraglutide (Victoza®), semaglutide (Ozempic®/Rybelsus®) 
Dual GIP/GLP-1 RA: 
tirzepatide (Mounjaro®) 

Type of drug Incretin mimetic 

Cardiorenal benefits • Heart protection: reduces the risk of heart attacks 
in high- risk • Brain protection: reduces the risk of strokes 
populations* • Kidney protection: reduces albuminuria (protein in the urine) 

Blood glucose • Increases the body’s response to blood sugar: Increases the body’s own 
lowering and weight- insulin levels (to lower blood sugar) and decreases glucagon (a hormone that 
reducing action raises blood sugar) 

• Sugar-dependent action: stronger blood sugar-lowering when blood sugars 
are above-target; weak (or no) blood sugar-lowering when blood sugars are 
at- or below-target (medication on its own does not cause low blood sugars, 
but may have low blood sugar with other diabetes medications) 

• Slows the emptying of the stomach – promotes feeling full (not hungry) 
• Can lower blood pressure slightly 

Glucose-lowering A1C-lowering Weight-lowering 
efficacy	 (%)	 (kg) 

GLP-1 RA High to very high 0.6 – 1.4 1.1 - 4.4 

Dual GIP/GLP-1 RA Very high 1.7 – 2.4 5.4 - 11.3 

Dosing Initiation	 Minimum	 Minimum	 Potential dose 
dose	 maintenance	 demonstrated escalations for 

dose	 cardiorenal	 additional glucose-/ 
protective dose*	 weight-lowering 

Dulaglutide† 0.75mg 0.75mg 1.5mg 3mg, 4.5mg 
Liraglutide‡ 0.6mg 1.2mg 1.8mg – 

(2.4mg, 3.0mg)§ 

Semaglutide s.c.† 0.25mg 0.5mg 0.5mg 1mg, 2mg 
(1mg, 1.7mg, 2.4mg)§ 

Semaglutide p.o.# 3mg 7mg – 14mg 
Tirzepatide† 2.5mg 5mg – 7.5mg, 10mg 

12.5mg, 15mg 

† administer once weekly and consider dose escalations at a minimum 4-week interval; 
‡ administer daily and consider dose escalations at a minimum 7-day interval 
# administer once daily and consider dose escalations at a minimum 30-day interval 
* cardiorenal protection currently demonstrated for dulaglutide, liraglutide & semaglutide s.c. 
§ doses indicated for chronic weight management 

Continued 
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GLP-1 Receptor Agonist 
Dual GIP/GLP-1 Receptor Agonist (continued) 

• GI adverse effects, e.g. nausea, diarrhea/constipation, vomiting, can often be 
avoided or reduced with attention to food choices 

• To reduce possible GI upset: Eat smaller meals, stop eating when not hungry, 
avoid spicy and/or fatty foods, stay hydrated (i.e. drink water) 

• With GI upset: consider extending the interval between dose up-titrations 
and/or reducing the up-titration dose 

• If low blood sugars occur: assess and adjust (decrease/stop) other 
medications associated with hypoglycemia such as insulin secretagogue 
and insulin 

• With known diabetic eye disease (retinopathy), semaglutide should be started 
with your eye doctor’s knowledge 

• See an eye doctor (ophthalmologist or optometrist) every 1 to 2 years 
specifically to look at the blood vessels at the back of the eye (retina) 

• History of pancreatitis, pancreatic cancer 
• Can increase heart rate by 7-8 bpm & prolong PR interval by 10ms 
• Limited clinical experience in GFR <15 mL/min/1.73m2 or on dialysis 

• Personal or family history of medullary thyroid carcinoma (MTC), multiple 
endocrine neoplasia syndrome in type 2 (MEN 2), pregnancy and 
breastfeeding 

Medication 
considerations and/or 
side effects 

Cautions 

Contraindications 
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SGLT2 inhibitor 

Common medications canagliflozin (Invokana®/Invokamet®) 
dapagliflozin (Forxiga®/Xigduo®) 
empagliflozin (Jardiance®/Synjardy®) 

Cardiorenal benefits in 
high- risk populations 

• Heart protection: 
reduces the risk of heart attacks and heart failure 

• Kidney protection: 
improves kidney function and reduces albuminuria (protein in the urine) 

Blood glucose 
lowering and weight-
reducing action 

• Increases the body’s ability to get rid of sugar through urine (pee) 
• Sugar-dependent action: stronger blood sugar-lowering when blood sugars 

are above target; weak (or no) blood sugar-lowering when blood sugars are 
at- or below-target (medication on its own does not cause low blood sugars, 
but may have low blood sugar with other diabetes medications) 

• Weak (or no) blood sugar-lowering when kidney function is low (eGFR <45 
mL/min/1.73m2) 

Glucose-lowering A1C-lowering Weight-lowering 
efficacy	 (%)	 (kg) 

SGLT2i Intermediate to high 0.5 – 0.7 2 – 3 

Dosing Initiation once Maximum once daily dose 
daily dose	 for glucose lowering 

Canagliflozin 100mg 300mg 
Dapagliflozin 10mg* 10mg 
Empagliflozin 10mg 25mg 

*clinically appropriate in Heart Failure and Kidney Disease. 5mg dose has not demonstrated 
cardiorenal protection 

Special 
Considerations 

• Monitor for genital mycotic (yeast) infections, counsel on genital hygiene 
• If experiencing dehydrating illness (e.g. vomiting, diarrhea, fever), 

implement SADMANS 
– fluid replacement with electrolytes 
– stop SGLT2i medication if unable to stay hydrated. Restart SGLT2i 

medication when eating and drinking normally 
• If taking loop diuretic: 

– if dehydrated, speak with your health-care provider 
• If taking insulin and/or insulin secretagogue and eGFR >45 mL/min/1.73m2: 

– If A1C ≤8.0%, consider dose reduction (i.e. 10-20% insulin and/or 50% 
insulin secretagogue) 

– With episodes of hypoglycemia, stop insulin secretagogue and reduce 
insulin dose 

Continued 
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SGLT2 inhibitor (continued) 

• Caution when combined with very low carbohydrate eating patterns and/or 
with suspected insulin deficiency 

• Risk of Diabetic Ketoacidosis (DKA), which may occur without hyperglycemia, 
rare in type 2 diabetes: treat promptly if suspected 
– Signs of DKA may include nausea, vomiting, lack of appetite, abdominal 

pain, excessive thirst, difficulty breathing, confusion, unusual fatigue or 
sleepiness 

• Discontinue before scheduled surgery (e.g. 3–4 days), during critical 
illness, situations associated with high risk of acute kidney injury or during 
prolonged fasting 

• Good foot care always recommended – particularly in those with high-risk 
feet (loss of protective sensation, previous foot ulcer or amputation) 

• Small reduction in eGFR (<20%) expected when initiated 

• Volume depletion 
• Low blood pressure (<95 mmHg) 
• Active Critical Limb Ischemia 
• Diabetic Ketoacidosis 
• Active genital mycotic infections (yeast infections) 
• Active urinary tract infection 

• Canagliflozin: 
– contraindication in dialysis; do not initiate if eGFR <30mL/min/1.73m2 

• Dapagliflozin: 
– contraindication in dialysis; do not initiate if eGFR <25mL/min/1.73m2 

• Empagliflozin: 
– contraindication if eGFR <20mL/min/1.73m2 

Special 
Considerations 
(continued) 

Cautions: 
Delay initiation of 
SGLT2i until condition 
resolved 

Contraindications 

  

  

   

  

  

  

 
 
 
 
 
 

  
   
  

   
  

   

 

For more information see: Stay Safe When You Have Diabetes and Are Sick or at Risk of Dehydration 
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YES

YES

YES

YES

YES

YES

§ Adult with type 2 diabetes
† CV Risk Factors indicating ACEi or ARB: Hypertension; TC >5.2 mmol/L; HDL-C<0.9 mmol/L; Albuminuria; smoking
‡	 	CV	Risk	Factors	indicating	GLP-1ra:	and/or	SGLT-2i;	Smoking	(Tobacco	use);	Hypertension	(Untreated	SBP≥140	mmHg	or	DBP≥95	mmHg,	or	current	antihy-
pertensive	therapy);	Dyslipidemia	(Untreated	LDL≥3.4	mmol/L	OR	HDL-C	<1.0	mmol/L	(men)	<1.3	mmol/L	(women)	OR	triglyceride	≥2.3	mmol/L,	or	current	lipid-
lowering therapy; Central obesity

Diabetes	Canada	will	keep	this	tool	updated	and	available	at	guidelines.diabetes.ca.	Updated	October	2024

STEP 1: STEP 2: Choose Cardiovascular protection agent(s) from the following list Dosing
Is the person… 
		Age	>40?	
			Age	>30,	and	diabetes	 

>15	years?	
   Warranted for statin therapy 

based on the Canadian 
Cardiovascular Society Lipid 
Guidelines?		

   MASLD (Metabolic-dysfunction 
Associated	Liver	Disease)?§

Statin

STATIN Dosing: see start and maximum doses listed for 
each statin.
High-intensity statin therapy  
(lowers	LDL-C	by	≥50%) 
-	Atorvastatin	40	-	80	mg 
-	Rosuvastatin	20	-	40	mg
Moderate-intensity statin therapy  
(lowers	LDL-C	by	30	-	49%) 
- Atorvastatin 10 - 20 mg 
- Rosuvastatin 5 - 10 mg 
-	Simvastatin	20	-	40mg 
-	Pravastatin	40	-	80	mg 
-	Lovastatin	40	mg 
-	Fluvastatin	80	mg

 Atorvastatin (Lipitor®)
 	10	mg	(start	10	mg	OD)
  20 mg
 	40	mg
 	80	mg	(max	80	mg	OD)

 Fluvastatin (Lescol®)
 	20	mg	(start	20	mg	OD)
 	40	mg
 	80	mg	(max	80	mg	OD)

 Lovastatin (Mecavor®)
 	20	mg	(start	20	mg	OD)
 	40	mg	(max	80	mg	OD)

 Pravastatin (Pravachol®)
 	10	mg	(start	10	mg	OD)
  20 mg
 	40	mg
 	80	mg	(max	80	mg	OD)

 Rosuvastatin (Crestor®)
  5 mg
 	10	mg	(start	10	mg	OD)
  20 mg
 	40	mg	(max	40	mg	OD)

 Simvastatin (Zocor®)
 	10	mg	(start	10	mg	OD)
  20 mg
 	40	mg	(max	80	mg	OD)

Is the person… 
			Age	>	55	with	≥	1	CV	risk	factor†?
Does the person have…
    Retinopathy
    Neuropathy
    Left Ventricular Hypertrophy

Statin             + 
ACEi or ARB

ACE INHIBITORS ARB Dosing: see start and maximum doses listed. 
Increase	doses	at	2	–	3	week	intervals.
*ACE-inhibitor or ARB (angiotensin receptor 
blocker) should be given at doses that have 
demonstrated vascular protection
Educate on sick day prevention and management.

  Perindopril  
(Aceon®,	Coversyl®)

  2 mg
 	4	mg	(start	4	mg	OD)
 	8	mg*	(max	16	mg	OD)

  Ramipril (Altace®)
  1.25 mg
 	2.5	mg	(start	2.5	mg	OD)
  5 mg
 	10	mg*	(max	20	mg	OD)

  Telmisartan (Micardis®)
  20 mg
 	40	mg	(start	40	mg	OD)
 	80	mg*	(max	80	mg	OD)

Is the person… 
				Age	>60	with	≥2	CV	risk	 

factors‡?

Statin             + 
ACEi or ARB  +  
GLP-1ra and/or
SGLT2i

GLP-1 RECEPTOR AGONIST (not approved by Health Canada for use in type 1 diabetes) Dosing: See Renal Dosing Chart for doses in CKD. 
Dose should be uptitrated to a minimum dose that 
has	demonstrated	cardiorenal	benefit(*)
GLP-1ra dosing considerations: start at low doses 
and titrate up slowly to reduce gastrointestinal side 
effects.
SGLT-2i dosing considerations: All SGLT-2i can be 
started	at	GFR	>30	mL/min/1.73m2	and	may	be	
continued	if	GFR	falls	below	30	mL/min/1.73m2.	If	
risk	of	dehydration	cannot	be	managed,	provide	
education on sick day management
Finereone dosing considerations: See product 
monograph	for	initiation,	continuation	and	dose	
adjustments based on serum potassium.

  Dulaglutide (Trulicity®)
 	0.75	mg	s.c.	once	weekly
  1.5 mg* s.c. once weekly)

  Liraglutide (Victoza®)
 	0.6	mg	s.c.	OD
 	1.2	mg	s.c.	OD
 	1.8	mg*	s.c.	OD

  Semaglutide (Ozempic®)
  0.25 mg s.c. once weekly
  0.5 mg* s.c. once weekly
  1 mg* s.c. once weekly
  2 mg* s.c. once weekly

Does the person have… 
    Heart Failure 

See HF guidelines for  
other warranted therapies 

Statin             +  
ACEi or ARB  +  
SGLT2i and/or
GLP-1ra

SGLT2 INHIBITOR  (not approved by Health Canada for use in type 1 diabetes)
	Canagliflozin (Invokana®)
 	100	mg*	OD
 	300	mg*	OD

	Dapagliflozin	(Forxiga®)
 	5	mg	OD
 	10	mg*	OD

	Empagliflozin (Jardiance®)
 	10	mg*	OD
 	25	mg*	OD

Does the person have… 
    Kidney disease	(ACR≥2.0	mg/

mmol	and/or	eGFR<60mL/
min/1.73m2)

Statin             +  
ACEi or ARB  +  
SGLT2i and/or
GLP-1ra 
+/-finerenone

NONSTEROIDAL MINERALOCORTICOID RECEPTOR ANTAGONIST (nsMRA)
 Finerenone (Kerendia®)§  when CKD with albuminuria
 	10	mg	OD	starting	dose	if	eGFR	≥	25	to	<	60	mL/min/1.73m2

 	20	mg	OD	starting	dose	if	eGFR	≥	60	mL/min/1.73m2

Does the person have
ASCVD?
    Coronary artery disease
    Peripheral arterial disease
     Cerebrovascular/ 

carotid disease

Statin             +
ACEi or ARB  +  
GLP-1ra and/or
SGLT2i            +
ASA

ANTI-PLATELET (if CVD) See CCS Lipid Guidelines for other warranted 
therapies. Dose adjustments if lipid targets not 
being	met,	e.g.,	LDL-C	≤2.0	mmol/L	(non-HDL-C	
≤	2.6	mmol/L,	apo	B	≤	0.8	g/L);	or,	with	ASCVD,	
LDL-C	≤1.8	mmol/L	(non-HDL-C	≤2.4	mmol/L,	apo	
B	≤0.7	g/L)

 ASA
 	81	mg	OD
 	162	mg	OD

  Clopidogrel (Plavix®)  
for those unable to tolerate ASA

 	75	mg	OD

Signature:                                                                             Print Name:                                                                                                    Date:                                   License #:

Prescription for 
Cardiorenal Protection 
with diabetes

Prescriber’s Name:

Address:

Tel: Fax:

Patient’s Name:

Address:

Tel:
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§ Adult with type 2 diabetes
† CV Risk Factors indicating ACEi or ARB: Hypertension; TC >5.2 mmol/L; HDL-C<0.9 mmol/L; Albuminuria; smoking
‡	 	CV	Risk	Factors	indicating	GLP-1ra:	and/or	SGLT-2i;	Smoking	(Tobacco	use);	Hypertension	(Untreated	SBP≥140	mmHg	or	DBP≥95	mmHg,	or	current	antihy-
pertensive	therapy);	Dyslipidemia	(Untreated	LDL≥3.4	mmol/L	OR	HDL-C	<1.0	mmol/L	(men)	<1.3	mmol/L	(women)	OR	triglyceride	≥2.3	mmol/L,	or	current	lipid-
lowering therapy; Central obesity

Diabetes	Canada	will	keep	this	tool	updated	and	available	at	guidelines.diabetes.ca.	Updated	October	2024

STEP 1: STEP 2: Choose Cardiovascular protection agent(s) from the following list Dosing
Is the person… 
		Age	>40?	
			Age	>30,	and	diabetes	 

>15	years?	
   Warranted for statin therapy 

based on the Canadian 
Cardiovascular Society Lipid 
Guidelines?		

   MASLD (Metabolic-dysfunction 
Associated	Liver	Disease)?§

Statin

STATIN Dosing: see start and maximum doses listed for 
each statin.
High-intensity statin therapy  
(lowers	LDL-C	by	≥50%) 
-	Atorvastatin	40	-	80	mg 
-	Rosuvastatin	20	-	40	mg
Moderate-intensity statin therapy  
(lowers	LDL-C	by	30	-	49%) 
- Atorvastatin 10 - 20 mg 
- Rosuvastatin 5 - 10 mg 
-	Simvastatin	20	-	40mg 
-	Pravastatin	40	-	80	mg 
-	Lovastatin	40	mg 
-	Fluvastatin	80	mg

 Atorvastatin (Lipitor®)
 	10	mg	(start	10	mg	OD)
  20 mg
 	40	mg
 	80	mg	(max	80	mg	OD)

 Fluvastatin (Lescol®)
 	20	mg	(start	20	mg	OD)
 	40	mg
 	80	mg	(max	80	mg	OD)

 Lovastatin (Mecavor®)
 	20	mg	(start	20	mg	OD)
 	40	mg	(max	80	mg	OD)

 Pravastatin (Pravachol®)
 	10	mg	(start	10	mg	OD)
  20 mg
 	40	mg
 	80	mg	(max	80	mg	OD)

 Rosuvastatin (Crestor®)
  5 mg
 	10	mg	(start	10	mg	OD)
  20 mg
 	40	mg	(max	40	mg	OD)

 Simvastatin (Zocor®)
 	10	mg	(start	10	mg	OD)
  20 mg
 	40	mg	(max	80	mg	OD)

Is the person… 
			Age	>	55	with	≥	1	CV	risk	factor†?
Does the person have…
    Retinopathy
    Neuropathy
    Left Ventricular Hypertrophy

Statin             + 
ACEi or ARB

ACE INHIBITORS ARB Dosing: see start and maximum doses listed. 
Increase	doses	at	2	–	3	week	intervals.
*ACE-inhibitor or ARB (angiotensin receptor 
blocker) should be given at doses that have 
demonstrated vascular protection
Educate on sick day prevention and management.

  Perindopril  
(Aceon®,	Coversyl®)

  2 mg
 	4	mg	(start	4	mg	OD)
 	8	mg*	(max	16	mg	OD)

  Ramipril (Altace®)
  1.25 mg
 	2.5	mg	(start	2.5	mg	OD)
  5 mg
 	10	mg*	(max	20	mg	OD)

  Telmisartan (Micardis®)
  20 mg
 	40	mg	(start	40	mg	OD)
 	80	mg*	(max	80	mg	OD)

Is the person… 
				Age	>60	with	≥2	CV	risk	 

factors‡?

Statin             + 
ACEi or ARB  +  
GLP-1ra and/or
SGLT2i

GLP-1 RECEPTOR AGONIST (not approved by Health Canada for use in type 1 diabetes) Dosing: See Renal Dosing Chart for doses in CKD. 
Dose should be uptitrated to a minimum dose that 
has	demonstrated	cardiorenal	benefit(*)
GLP-1ra dosing considerations: start at low doses 
and titrate up slowly to reduce gastrointestinal side 
effects.
SGLT-2i dosing considerations: All SGLT-2i can be 
started	at	GFR	>30	mL/min/1.73m2	and	may	be	
continued	if	GFR	falls	below	30	mL/min/1.73m2.	If	
risk	of	dehydration	cannot	be	managed,	provide	
education on sick day management
Finereone dosing considerations: See product 
monograph	for	initiation,	continuation	and	dose	
adjustments based on serum potassium.

  Dulaglutide (Trulicity®)
 	0.75	mg	s.c.	once	weekly
  1.5 mg* s.c. once weekly)

  Liraglutide (Victoza®)
 	0.6	mg	s.c.	OD
 	1.2	mg	s.c.	OD
 	1.8	mg*	s.c.	OD

  Semaglutide (Ozempic®)
  0.25 mg s.c. once weekly
  0.5 mg* s.c. once weekly
  1 mg* s.c. once weekly
  2 mg* s.c. once weekly

Does the person have… 
    Heart Failure 

See HF guidelines for  
other warranted therapies 

Statin             +  
ACEi or ARB  +  
SGLT2i and/or
GLP-1ra

SGLT2 INHIBITOR  (not approved by Health Canada for use in type 1 diabetes)
	Canagliflozin (Invokana®)
 	100	mg*	OD
 	300	mg*	OD

	Dapagliflozin	(Forxiga®)
 	5	mg	OD
 	10	mg*	OD

	Empagliflozin (Jardiance®)
 	10	mg*	OD
 	25	mg*	OD

Does the person have… 
    Kidney disease	(ACR≥2.0	mg/

mmol	and/or	eGFR<60mL/
min/1.73m2)

Statin             +  
ACEi or ARB  +  
SGLT2i and/or
GLP-1ra 
+/-finerenone

NONSTEROIDAL MINERALOCORTICOID RECEPTOR ANTAGONIST (nsMRA)
 Finerenone (Kerendia®)§  when CKD with albuminuria
 	10	mg	OD	starting	dose	if	eGFR	≥	25	to	<	60	mL/min/1.73m2

 	20	mg	OD	starting	dose	if	eGFR	≥	60	mL/min/1.73m2

Does the person have
ASCVD?
    Coronary artery disease
    Peripheral arterial disease
     Cerebrovascular/ 

carotid disease

Statin             +
ACEi or ARB  +  
GLP-1ra and/or
SGLT2i            +
ASA

ANTI-PLATELET (if CVD) See CCS Lipid Guidelines for other warranted 
therapies. Dose adjustments if lipid targets not 
being	met,	e.g.,	LDL-C	≤2.0	mmol/L	(non-HDL-C	
≤	2.6	mmol/L,	apo	B	≤	0.8	g/L);	or,	with	ASCVD,	
LDL-C	≤1.8	mmol/L	(non-HDL-C	≤2.4	mmol/L,	apo	
B	≤0.7	g/L)

 ASA
 	81	mg	OD
 	162	mg	OD

  Clopidogrel (Plavix®)  
for those unable to tolerate ASA

 	75	mg	OD

Signature:                                                                             Print Name:                                                                                                    Date:                                   License #:

Prescription for 
Cardiorenal Protection 
with diabetes

Prescriber’s Name:

Address:

Tel: Fax:

Patient’s Name:

Address:

Tel:

guidelines.diabetes.ca 
 diabetes.ca		|		1-800-BANTING	(226-8464)

https://ccs.ca/app/uploads/2021/10/CCS-Dyslipidemia-At-A-Glance-.pdf
https://ccs.ca/app/uploads/2021/10/CCS-Dyslipidemia-At-A-Glance-.pdf
https://ccs.ca/app/uploads/2021/10/CCS-Dyslipidemia-At-A-Glance-.pdf
https://guidelines.diabetes.ca/GuideLines/media/Docs/Patient%20Resources/stay-safe-when-you-have-diabetes-and-sick-or-at-risk-of-dehydration.pdf
https://guidelines.diabetes.ca/reduce-complications/renal-dosing-chart
https://guidelines.diabetes.ca/GuideLines/media/Docs/Patient%20Resources/stay-safe-when-you-have-diabetes-and-sick-or-at-risk-of-dehydration.pdf
https://guidelines.diabetes.ca/home
https://www.diabetes.ca/home
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Hypoglycemia: Identifying and Treating

Hypoglycemia 
resource for people 
with diabetes

2024-10-23

Hypoglycemia low blood sugar in adults 
What are the signs? 
Each person will have their 
own way of recognizing low 
blood sugar. 

Some of the signs include: 

Less than 

Sweating  Trembling  Palpitations  Anxiety 

Severity 

Are you Driving? 
After treating a low, Wait until your blood sugar is above 
5 mmol/L to start driving. Your brain might need up to 
40 minutes to recover before you can safely drive again. 

How to take action 

If able to swallow, EAT fast-acting sugar 

Eat ONE of: 
Starch: 
ex. 7 crackers OR 1 slice of bread 
AND 
Protein: 
ex. 1 piece of cheese OR 
2 tablespoons of peanut butter 

1 tablespoon 
(15 mL) 
of honey 

2/3 cup (150 mL) 
of juice or 

regular soft drink 

15 g of glucose 
in the form of 
glucose tablets 

1 tablespoon 
(15 mL) 

sugar in water 

If blood sugar 
is 3.9 mmol/L 
or ABOVE 

AND 
next meal is 
in the hour 

� 

If blood sugar 
is BELOW 
3.9 mmol/L 

REPEAT 
steps 
above 
� 

If blood sugar 
is 3.9 mmol/L 
or ABOVE 

AND 
next meal is 

LONGER than 
1 hour away 

WAIT 15 minutes and CHECK 

+ + 

15 g fast­acting sugar 
(e.g. 6 Life Savers® or 
2 rolls Rocket Candy) 

With more severe signs �D΍HFWLQJ�PHQWDO�SK\VLFDO�DELOLW\�� 
� If able to swallow  p�EAT 20g fast­acting sugar 
� If unable to swallow p�GIVE 3 mg glucagon intranasal 

or 1 mg SC/IM Hunger  Nausea  Headache  Tingling 

  

 

   

Disturbed  Weird  Weakness/  'LɝFXOW\ 
sleep  dreams  dizziness  concentrating 

Vision  Drowsiness  'LɝFXOW\ Uncon­
changes  speaking  sciousness 

Why does low blood sugar happen? 
Have you: 
� Eaten less than planned? 
� Eaten later than normal? 
� Taken more medication than planned? 
� Been more active than planned? 
� Drunk any alcohol within the past 24 hours? 

Fear of lows is common and may cause excess 
anxiety, stress, reducing the ability to function 
and quality of life. If you are having lows, speak 
with your diabetes health-care team: 
� Doctor � Nurse practitioner � Pharmacist 
� Nurse � Dietitian 

diabetes.ca 
1­800­BANTING (226­8464)  |  info@diabetes.ca 

02/24  112025 

2024-10-23



Hypoglycemia low blood sugar in adults 
What are the signs? 
Each person will have their 
own way of recognizing low 
blood sugar. 

Some of the signs include: 

Less than 

Sweating  Trembling  Palpitations  Anxiety 

Severity 

Are you Driving? 
After treating a low, Wait until your blood sugar is above 
5 mmol/L to start driving. Your brain might need up to 
40 minutes to recover before you can safely drive again. 

How to take action 

If able to swallow, EAT fast-acting sugar 

Eat ONE of: 
Starch: 
ex. 7 crackers OR 1 slice of bread 
AND 
Protein: 
ex. 1 piece of cheese OR 
2 tablespoons of peanut butter 

1 tablespoon 
(15 mL) 
of honey 

2/3 cup (150 mL) 
of juice or 

regular soft drink 

15 g of glucose 
in the form of 
glucose tablets 

1 tablespoon 
(15 mL) 

sugar in water 

If blood sugar 
is 3.9 mmol/L 
or ABOVE 

AND 
next meal is 
in the hour 

✔ 

If blood sugar 
is BELOW 
3.9 mmol/L 

REPEAT 
steps 
above 
✘ 

If blood sugar 
is 3.9 mmol/L 
or ABOVE 

AND 
next meal is 

LONGER than 
1 hour away 

WAIT 15 minutes and CHECK 

+ + 

15 g fast­acting sugar 
(e.g. 6 Life Savers® or 
2 rolls Rocket Candy) 

With more severe signs (affecting mental/physical ability): 
� If able to swallow   EAT 20g fast­acting sugar 
� If unable to swallow  GIVE 3 mg glucagon intranasal 

or 1 mg SC/IM Hunger  Nausea  Headache  Tingling 

  

 

   

Disturbed  Weird  Weakness/  Difficulty 
sleep  dreams  dizziness  concentrating 

Vision  Drowsiness  Difficulty Uncon­
changes  speaking  sciousness 

Why does low blood sugar happen? 
Have you: 
� Eaten less than planned? 
� Eaten later than normal? 
� Taken more medication than planned? 
� Been more active than planned? 
� Drunk any alcohol within the past 24 hours? 

Fear of lows is common and may cause excess 
anxiety, stress, reducing the ability to function 
and quality of life. If you are having lows, speak 
with your diabetes health-care team: 
� Doctor � Nurse practitioner � Pharmacist 
� Nurse � Dietitian 

diabetes.ca 
1­800­BANTING (226­8464)  |  info@diabetes.ca 

02/24  112025 

mailto:info@diabetes.ca
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Keeping people with diabetes safe when they are at risk of hypoglycemia

Drive Safe resource for 
people with diabetes
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This tool was developed by the Ontario College of Family Physicians and the New Brunswick Diabetes Task Group and was  
re-produced with permission by Diabetes Canada. Diabetes Canada will keep this tool updated and available at guidelines.diabetes.ca.
Updated October 2024      416584

STEP 1:  Choose Insulin Type STEP 2: Dosing & Titration
BASAL  
Intermediate-acting  
(Cloudy)

 Humulin® N
  Cartridge     Vial
  KwikPen (prefilled)

 Novolin® ge NPH
  Cartridge
  Vial

Starting dose:
_______________  units every _______________

Increase dose by ___________  units every 
___________ until fasting blood glucose is at the 
person’s  individual target range of ___________  
mmol/L.

Long-acting analogues  
(Clear)  
§ Biosimilar of Lantus® insulin

 Basaglar®§

  Cartridge
  KwikPen (prefilled)

 Levemir®

  Cartridge
  FlexTouch® (prefilled)

 Lantus®

  Cartridge     Vial
  SoloSTAR® (prefilled) 

 Semglee®§

   prefilled pen

Ultra Long-acting 
analogues  
(Clear)

 Tresiba®

  FlexTouch® 100 U/mL (prefilled)
  FlexTouch® 200 U/mL (prefilled)

 Toujeo®

  SoloSTAR® (prefilled)
  DoubleSTAR® (prefilled)

Once weekly basal 
insulin analogues (Clear)

 Awiqli®

  FlexTouch® 700 U/mL (prefilled)
PRANDIAL (BOLUS)  
Rapid-acting analogues 
(Clear)

†  Biosimilar of Humalog® insulin
‡  Biosimilar of NovoRapid® insulin

 Humalog®  

  Cartridge     Vial
  KwikPen® (prefilled)
  Junior KwikPen®  
  Humalog®   

200 units/mL
  KwikPen® (prefilled)

 Fiasp®

  Cartridge     Vial
  FlexTouch® (prefilled)
 NovoRapid®

  Cartridge     Vial
  FlexTouch® (prefilled)

 Apidra®

  Cartridge     Vial
  SoloSTAR® (prefilled)
 Admelog® †

  Cartridge     Vial
  SoloSTAR® (prefilled)
 Trurapi® ‡

  Cartridge     Vial
  SoloSTAR® (prefilled)

 Kirsty® ‡

   prefilled pen
Starting dose:
_______________  units ac breakfast
_______________  units ac lunch 
_______________  units ac supper

Short-acting (Clear)
Give 30 minutes  
before meal.

 Humulin® R
  Cartridge   Vial  
  KwikPen®

 Novolin® ge Toronto
  Cartridge
  Vial

PREMIXED   
Premixed analogues  
(Cloudy)

 Humalog® Mix25® 
  Cartridge 
  KwikPen® (prefilled)
 Humalog® Mix50® 
  Cartridge 
  KwikPen® (prefilled)

 NovoMix® 30
  Cartridge

Starting doses:
_______________  units ac breakfast
_______________  units ac supper 

Increase breakfast dose by ___________ units 
every day until pre-supper blood glucose 
has reached the target of ___________ mmol/L. 
Increase pre-supper dose by ___________ units  
every day until fasting blood glucose has 
reached the target of ___________ mmol/L.

Beware of hypoglycemia post-breakfast or post-
supper. Stop increasing dose if hypoglycemia 
occurs.

Premixed regular  
(Cloudy)
Give 30 minutes  
before meal.

 Humulin® 30/70
  Cartridge
  Vial

 Novolin® ge 30/70 
  Cartridge     Vial

PEN DEVICE    
Required if insulin  
cartridges selected. 

 HumaPen® Savvio®  NovoPen® 4
 NovoPen Echo®

 NovoPen® 5

 AllSTAR® Pro
 JuniorSTAR®

OTHER SUPPLIES  Pen needles (if using a pen):   4mm     5mm     6mm   OR    At discretion of pharmacist    
 Glucose test strips and Lancets     Glucose sensors     Insulin Syringe (if using vials)     Ketone Strips     Glucagon     Nasal Glucagon

QUANTITY and REPEATS Insulin Mitte: ___________ boxes  Repeats x ___________    Supplies   Mitte: ___________ boxes    Repeats x ___________

Signature:                                                                             Print Name:                                                                                                    Date:                                   License #:

Insulin Prescription
Choose insulin(s) from one of the columns  
and then complete the dosing and titration column.

Prescriber’s Name:

Address:

Tel: Fax:

Patient’s Name:

Address:

Tel:

guidelines.diabetes.ca 
 diabetes.ca  |  1-800-BANTING (226-8464)

https://guidelines.diabetes.ca/home
https://www.diabetes.ca/home


Insulin Initiation and Titration Suggestions for Type 2 Diabetes

People starting insulin should be counseled about the prevention, recognition and treatment of hypoglycemia.
The following are suggestions for insulin initiation and titration. Clinical judgment must always be used as the suggestions may not apply to every individual.

Basal Insulin (only) as an add-on to Antihyperglycemic Agents  
(Awiqli®, Basaglar®, Lantus®, Levemir®, Semglee®, Toujeo®, Tresiba®, Humulin® N, Novolin® ge NPH)
•  Target fasting blood glucose (BG) of 4-7 mmol/L. The fasting BG target can be tightened to 4-5.5 mmol/L if not meeting overall glycemic goals.
• Most individuals with type 2 diabetes will need 40-50 units a day to meet and maintain glycemic targets but there is no maximum dose. 
• Start at a low dose of 10 units at bedtime (may start at lower dose [0.1 -0.2 units/kg] for lean individuals [<50 kg]). 
• If using Tresiba®, the dose can be increased by 2-4 units every 3 to 7 days until fasting BG is in target range.
• If using other once daily basal insulin, the dose can be increased by 1 unit every day until fasting BG is in target range. 
• If using once weekly insulin, see product specific dose adjustments to treat to glycemic targets
• If fasting hypoglycemia occurs, the dose of basal insulin should be assessed.
•  In general, optimize healthy behaviour interventions and antihyperglycemic agents that are not affiliated with hypoglycemia before adding/

increasing basal insulin.
• Awiqli®, Toujeo® or Tresiba® can be given at any time of the day, e.g., at bedtime or in the morning.

Dosing and Titration Example

Starting dose 10 units at bedtime.

Increase dose by 1 unit every 1 night  
until fasting blood glucose has reached 
the target of 4-7 mmol/L.

Basal + Bolus Insulins
•  Bolus (prandial) insulin should be added when glycemic metrics are not in target despite optimized health behaviour interventions, non-insulin 

antihyperglycemic agents and basal insulin. The regimens below incorporate bolus (prandial) insulin. There is the option of only adding bolus 
insulin to the meal with the highest postprandial BG as a starting point. 

• Typically, insulin secretagogues are stopped when bolus (prandial) insulin is added.
•  For current basal insulin users, maintain the basal dose and add bolus insulin with each meal at a dose equivalent to 10% of the basal dose.  

For example, if the person is on 50 units of basal insulin, add 5 units of bolus insulin with each meal.
•  For new insulin users starting a full Basal + Bolus regimen, calculate Total Daily Insulin dose (TDI) as 0.3 to 0.5 units/kg, then distribute as follows:
 –  40% of TDI dose as basal insulin (Basaglar®, Lantus®, Levemir®, Semglee®, Humulin® N, Novolin®ge NPH) at bedtime. If using Toujeo® or 

Tresiba®, may give morning or bedtime.
 – 20% of TDI dose as prandial (bolus) insulin prior to each meal.
 – Rapid-acting insulin analogues (Admelog®, Apidra®, Fiasp®, Humalog®, Kirsty®, NovoRapid®, TrurapiTM) should be given 0-10 minutes before eating.
 – Short-acting insulin (Humulin® R, Novolin® ge Toronto) should be given 30 minutes before eating.
• An alternative distribution is 50% basal insulin (at bedtime) and 50% bolus insulin (distributed among the meals of the day).
• Adjust the dose of the basal insulin until the target fasting BG level (usually 4-7 mmol/L) is met.
•  Adjust the dose of the bolus (prandial) insulin until postprandial BG levels (usually 5-10 mmol/L) or pre-prandial BG levels for the subsequent 

meal (usually 4-7 mmol/L) are met.

Dosing Example (100kg person)

Total daily insulin = 0.5 units/kg: 
0.5 x 100kg (TDI) 
 • TDI = 50 units 

Basal insulin = 40% of TDI:  
40% x 50 units 
 • Basal bedtime = 20 units 

Bolus insulin = 60% of TDI:  
60% x 50 units 
 • Bolus = 30 units 
= 10 units with each meal

Premixed Insulin Before Breakfast and Before Dinner  
(Humalog® Mix25®, Humalog® Mix50®, NovoMix® 30, Humulin® 30/70, Novolin®ge 30/70)
• Target fasting and pre-supper BG levels of 4-7 mmol/L.
• Most individuals with type 2 diabetes will need 40-50 units twice a day to meet glycemic targets but there is no maximum dose. 
• Start at a low dose of 5 to 10 units twice daily (before breakfast and before supper).
• Support the individual to gently self-titrate by increasing the breakfast dose by 1 unit every day until the pre-supper BG is at target. 
• Support the individual to gently self-titrate by increasing the supper dose by 1 unit every day until the fasting BG target is at target. 
• Beware of hypoglycemia post-breakfast or post-supper. Stop increasing the causative dose, e.g., pre-breakfast versus pre-supper, if this occurs.
• Premixed analogue insulins (Humalog® Mix25®, Humalog® Mix50®, NovoMix® 30) should be given 0 to 10 minutes before eating. 
• Premixed regular insulins (Humulin® 30/70, Novolin® ge 30/70) should be given 30 minutes before eating.
• Continue Metformin and consider stopping secretagogue.

Dosing and Titration Example

10 units ac breakfast , 10 units ac supper.

Increase breakfast dose by 1 unit every  
1 day until pre-supper blood glucose  
has reached the target of 4-7 mmol/L 
(usual target).

Increase supper dose by 1 unit every 
1 day until fasting blood glucose has 
reached the target of 4-7 mmol/L  
(usual target).

Selection of Pen Needle
•  Forum for Injection Technique (FIT) Canada recommends that 4, 5, and 6mm needles are suitable for all people with diabetes regardless of BMI. In addition, there is no clinical reason for 

recommending needles longer than 8mm. Initial insulin therapy should start with the shorter needle length (Berard L, et al. FIT Forum for Injection Technique Canada. Recommendations 
for Best Practice in Injection Technique. 4th edition 2020). 



Insulin pen start checklist
What is this form for? These are things to consider when people use insulin to manage their diabetes. 

How to use this form. Complete this list, based on the timing best for you, with a member of your  
diabetes team (pharmacist, nurse, dietitian, etc.). Keep one copy for yourself and have a copy faxed/ 
scanned to your primary care provider.

Patient Name:

Topic Instruction date  
and HCP initials

Comments

Cognitive Assessment
Insulin delivery

•	 	loading,	if	cartridge	+	pen	(i.e.,	not	prefilled	pen)
• priming
• dialing up the dose
• injection of insulin – site rotation, injection force
Insulin dose and storage/expiry
• type/action time (i.e., basal / bolus / premixed)
• frequency/timing, e.g., once daily in the morning ~7am
• storage/expiry
Return demonstration
Glucose checks
• recommend a monitoring schedule
• adjusting the insulin dose based on glucose data
Hypoglycemia

•  What? – signs/symptoms
•  Why? – causes/prevention
•  How? – treatment
•	 	diabetes	identification
Safe Driving (if applicable)

Sharps disposal
Instructions for other antihyperglycemic meds
Follow-up
•  review blood glucose monitoring data, e.g., CGM  

metrics, and daily action taken as a result of glucose 
monitoring data

•  when person is cognitively capable: capture of the re-
maining amount of insulin at the end of an insulin pen, 
i.e.	injecting	two	part	doses:	1st	partial	dose	finishes	
the insulin in the insulin pen; 2nd partial dose is the 
remaining insulin dose from a new insulin pen

•  monitor A1C

guidelines@diabetes.ca
diabetes.ca | 1-800 BANTING (226-8464)

mailto:info%40diabetes.ca?subject=
http://diabetes.ca
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Insulin pen start checklist
What is this form for? These are things to consider when people use insulin to manage their diabetes. 

How to use this form. Complete this list, based on the timing best for you, with a member of your  
diabetes team (pharmacist, nurse, dietitian, etc.). Keep one copy for yourself and have a copy faxed/ 
scanned to your primary care provider.

Patient Name:

Topic Instruction date  
and HCP initials

Comments

Cognitive Assessment
Insulin delivery

•	 	loading,	if	cartridge	+	pen	(i.e.,	not	prefilled	pen)
• priming
• dialing up the dose
• injection of insulin – site rotation, injection force
Insulin dose and storage/expiry
• type/action time (i.e., basal / bolus / premixed)
• frequency/timing, e.g., once daily in the morning ~7am
• storage/expiry
Return demonstration
Glucose checks
• recommend a monitoring schedule
• adjusting the insulin dose based on glucose data
Hypoglycemia

•  What? – signs/symptoms
•  Why? – causes/prevention
•  How? – treatment
•	 	diabetes	identification
Safe Driving (if applicable)

Sharps disposal
Instructions for other antihyperglycemic meds
Follow-up
•  review blood glucose monitoring data, e.g., CGM  

metrics, and daily action taken as a result of glucose 
monitoring data

•  when person is cognitively capable: capture of the re-
maining amount of insulin at the end of an insulin pen, 
i.e.	injecting	two	part	doses:	1st	partial	dose	finishes	
the insulin in the insulin pen; 2nd partial dose is the 
remaining insulin dose from a new insulin pen

•  monitor A1C

guidelines@diabetes.ca
diabetes.ca | 1-800 BANTING (226-8464)

2024-10-23

2024-10-23



Diabetes Canada:                                                                                    
Diabetes Tools for Your Prac6ce

07.Nov.2024

14

Stay Safe When You Have 
Diabetes and Are Sick or  
at Risk of Dehydration

DRINK plenty of fluids, with minimal sugar (unless you 
have been told to limit fluids) 
•  Consider electrolyte replacement solutions (such as 

Gastrolyte®, Hydralyte®, Pedialyte®), clear soups or  
broths, water, diet soda (e.g. diet ginger-ale),  
watered down apple juice

•	 	Limit	caffeine	(from	coffee,	tea	and	soda	 
drinks) which makes dehydration worse

PREVENT low blood sugar (hypoglycemia). 
	 	If	you	cannot	eat	your	usual	foods,	try	any	of	the	following	
foods,	each	containing	about	15g	of	carbohydrates.

•	1	cup	milk*
• 2/3 cup juice
• ½ cup applesauce
• ½ cup regular Jell-O
•	½	cup	flavoured	yogurt*
•	½	cup	ice	cream*	or	sherbet
• 2/3	cup	regular	soft	drink	(avoid	caffeinated	drinks)
•	¼	cup	pudding	or	½	cup	sugar-free	pudding
•	1	twin	popsicle
*	Consider	avoiding	these	foods	if	vomiting	or	diarrhea

IF YOU ARE USING INSULIN, you need to check your  
blood sugar more often and you might need to adjust  
the amount of insulin you inject

IF YOU ARE EATING LESS THAN NORMAL, and the 
symptoms last more than 24 hours, you should 
TEMPORARILY STOP:

Certain Diabetes Pills
•  Secretagogues: e.g. Gliclazide (Diamicron®),  

Glyburide (Diabeta®), Repaglinide (GlucoNorm®)

diabetes.ca
1-800-BANTING	(226-8464)

info@diabetes.ca

You are at risk of dehydration if you  
have any of any of the following:
• Vomiting
• Diarrhea
•	Fever
•	 	Excessive	exposure	to	heat	and/or	 

humidity without drinking enough 

If the symptoms last more than 24 hours and 
you continue to be dehydrated, or at risk of 
dehydration, you should also TEMPORARILY STOP:
Certain Blood Pressure / Heart Medications
•	 	ACE	Inhibitors:	e.g.	Enalapril	(Vasotec®), Fosinopril (Monopril™), 
Lisinopril	(Prinivil®/Zestril®),	Perindopril	(Coversyl®), Quinapril 
(Accupril™),	Ramipril	(Altace®),	Trandolapril	(Mavik®)

•	 	ARBs:	e.g.	Candesartan	(Atacand®),	Eprosartan	(Teveten®), 
Irbesartan	(Avapro®), Losartan (Cozaar®), Olmesartan 
(Olmetec®),	Telmisartan	(Micardis®),	Valsartan	(Diovan®)

All Water Pills
•  e.g. Chlorthalidone (Hygroton), Furosemide (Lasix®), 

Hydrochlorothiazide, Indapamide (Lozide®), Metolazone 
(Zaroxolyn®),	Spironolactone	(Aldactone®)

Certain Diabetes Pills
•	Metformin	(Glucophage® or Glumetza®)
•	 	SGLT2	Inhibitors:	e.g.	Canagliflozin	(Invokana®),	Dapagliflozin	

(Forxiga®),	Empagliflozin	(Jardiance™)

Anti-Inflammatory Pain Medications
•	 	e.g.	Ibuprofen	(Advil®/Motrin®), Celecoxib (Celebrex®), 
Diclofenac	(Voltaren®),	Ketorolac	(Toradol®), Napoxen  
(Aleve®/Naprosyn®)

Note: The list above does not include the names of medications that 
come in combination (2 medications in one tablet).

Ask your pharmacist to tell you: 
The medications I need to TEMPORARILY STOP are:
When I am eating less than normal:

When I am dehydrated:

This	personalized	list	last	reviewed	(date):

Note: RESTART these medications when you are eating and  
drinking normally.

Call your health-care team (Pharmacist, Doctor, 
Nurse Practitioner, Nurse, Dietitian) and/or go 
the Emergency Department
•	 If	you	cannot	drink	enough	fluids
•	 If	you	don’t	know	which	medications	to	stop	
•	 If	you	don’t	know	how	to	adjust	your	insulin
•	 	If	you	have	been	told	to	check	your	ketones	and	they	are	

moderate to high
•	 	If	you	have	any	of	the	following	that	are	not	getting	better:	
vomiting,	diarrhea,	stomach	pain,	frequent	urination,	extreme	
thirst,	weakness,	difficulty	breathing	or	fever
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Begin with 6-8 exercises. As you feel comfortable, add 1-2 exercises a week (up to 12 exercises). 

� Hips & Thighs � Chest � Upper Back � Middle Back 

Start: 6LW�DW�WKH�IURQW�RI�WKH�FKDLU��FKHVW�XS��DQG�IHHW�KLS� 
ZLGWK�DSDUW��6ORZO\�OLIW�RXW�RI�WKH�FKDLU�ZLWK�\RXU�NQHHV� 
GLUHFWO\�RYHU�\RXU�WRHV��.HHS�\RXU�EDFN�VWUDLJKW�DQG� 
DUPV�RXW�� 
Finish: +ROG�WKH�WRS�SRVLWLRQ�ZLWK�NQHHV�EHQW��6ORZO\� 
EHQG�NQHHV�WR�ORZHU�\RXUVHOI�WR�WKH�FKDLU��'RQȇW�GURS�WR� 
WKH�FKDLU� 

� Shoulders 

5 
Start: 2QH�IRRW�DQG�KDQG�DQFKRU�RQH�HQG�RI�WKH�EDQG�� 
7KH�RWKHU�KDQG�LV�EHVLGH�WKH�VKRXOGHU�JUDVSLQJ�WKH� 
EDQG��KDQG�OHYHO�ZLWK�WKH�FKLQ��DQG�DUP�VWUDLJKW�XS� 
IURP�WKH�ȵRRU�� 
Finish: ([WHQG�WKH�DUP�RYHUKHDG�XQWLO�GLUHFWO\�RYHU� 
WKH�VKRXOGHU��7U\�QRW�WR�OHDQ�WR�RQH�VLGH��3DXVH��6ORZO\� 
ORZHU�WR�VWDUWLQJ�SRVLWLRQ� 

� Legs – Front 

Start: 7LH�WKH�EDQG�LQ�D�NQRW�DQG�ZUDS�DURXQG�\RXU� 
IHHW��RU�WLH�WKH�EDQG�DURXQG�RQH�OHJ�RI�WKH�FKDLU�ZLWK� 
\RXU�IRRW�WKURXJK�WKH�ORRS�� 
Finish: ([WHQG�RQH�OHJ�RXW��NHHSLQJ�\RXU�NQHH�LQ�WKH� 
VDPH�SRVLWLRQ��.HHS�\RXU�SRVWXUH��3DXVH��6ORZO\�UHWXUQ� 
WR�VWDUWLQJ�SRVLWLRQ�� 

2 
Start: 3ODFH�WKH�EDQG�DURXQG�\RXU�XSSHU�EDFN��*UDE� 
WKH�HQGV�RI�WKH�EDQG�ZLWK�HOERZV�EHQW�DQG�SDOPV� 
IDFLQJ�GRZQ�RU�LQZDUG�� 
Finish: 3UHVV�RXW��H[WHQGLQJ�\RXU�HOERZV�IRUZDUG�WR� 
VKRXOGHU�OHYHO��6ORZO\�UHWXUQ�WR�VWDUWLQJ�SRVLWLRQ�� 

� Shoulders 

6 
Start: $QFKRU�DV�SHU����ZLWK�VOLJKWO\�VKRUWHU�EDQG�� 
*UDVS�WKH�EDQG�DW�SRVLWLRQ�MXVW�RXWVLGH�WKH�NQHH�� 
&DQ�KDYH�SDOP�GRZQ�RU�SDOP�IRUZDUG�� HDVLHU�RQ�WKH� 
VKRXOGHUV �� 
Finish: /LIW�DUP�WR�VLGH�ZLWK�HOERZ�VOLJKWO\�EHQW��/LIW� 
WR�VKRXOGHU�KHLJKW�RU�VOLJKWO\�EHORZ�VKRXOGHU�KHLJKW�LI� 
\RX�KDYH�VKRXOGHU�SUREOHPV��3DXVH��6ORZO\�ORZHU�WR� 
VWDUWLQJ�SRVLWLRQ� 

� Upper Arm – Front 

7 
Start: .HHS�VDPH�DQFKRU�SRVLWLRQ�DV�����H[FHSW�VOLJKWO\� 
VKRUWHU�EDQG�OHQJWK��*UDVS�EDQG�ZLWK�SDOP�IDFLQJ�XS� 
Finish: &XUO�KDQG�WR�VKRXOGHU�NHHSLQJ�\RXU�HOERZ� 
DW�\RXU�VLGH�DW�WKH�ORZHU�ULEV��3DXVH��6ORZO\�ORZHU�WR� 
VWDUWLQJ�SRVLWLRQ�� 

� Upper Arm – Back 

8 
Start: 6HDWHG�DW�WKH�IURQW�HGJH�RI�WKH�FKDLU�DQG�FKHVW� 
XS��3ODFH�WKH�EDQG�DURXQG�\RXU�NQHH��DQFKRULQJ�WKH� 
EDQG�ZLWK�RQH�KDQG�RQ�WKH�RSSRVLWH�WKLJK�DQG�KROGLQJ� 
WKH�RWKHU�HQG�RI�WKH�EDQG�GRZQ�DW�\RXU�VLGH�ZLWK�\RXU� 
HOERZ�EHQW�� 
Finish: ([WHQG�\RXU�HOERZ�XQWLO�\RXU�DUP�LV�VWUDLJKW� 
GRZQ�E\�\RXU�VLGH��3DXVH��6ORZO\�UHWXUQ�WR�VWDUWLQJ� 
SRVLWLRQ� 

� Legs – Back 

10 
Start: 6WDQG�EHKLQG�WKH�FKDLU�KROGLQJ�WKH�EDFN�IRU� 
VXSSRUW��:UDS�WKH�WLHG�EDQG�DURXQG�\RXU�DQNOHV��RU� 
WLH�WKH�EDQG�DURXQG�D�OHJ�RI�WKH�FKDLU�ZLWK�\RXU�IRRW� 
WKURXJK�WKH�ORRS� 
Finish: &XUO�RQH�DQNOH�XS��.HHS�WKH�NQHH�LQ�WKH�VDPH� 
SRVLWLRQ�DQG�\RXU�EDFN�VWDEOH��3DXVH��6ORZO\�UHWXUQ�WR� 
VWDUWLQJ�SRVLWLRQ�� 

3 
Start: *UDVS�WKH�EDQG�ZLWK�ERWK�KDQGV�LQ�IURQW�RI�\RXU� 
FKHVW�ZLWK�WKH�HOERZV�VOLJKWO\�EHQW�DQG�VKRXOGHUV�GRZQ�� 
Finish: .HHS�HOERZV�VOLJKWO\�EHQW�DQG�SXOO�EDQG� 
RXWZDUG�XQWLO�WKH�EDQG�UHDFKHV�DFURVV�\RXU�PLGGOH� 
FKHVW��+ROG�WKH�HQG�SRVLWLRQ�EULHȵ\��VTXHH]LQJ�WKH� 
VKRXOGHU�EODGHV�WRJHWKHU��6ORZO\�UHWXUQ�WR�VWDUWLQJ� 
SRVLWLRQ� 

� Lower Back 

11 
Start: 6WDQG�EHKLQG�WKH�FKDLU�KROGLQJ�WKH�EDFN�IRU� 
VXSSRUW��ZLWK�NQHHV�VOLJKWO\�EHQW��DQG�OHDQLQJ�IRUZDUG� 
ZLWK�EDFN�VWUDLJKW��<RX�FDQ�ZUDS�D�EDQG�DURXQG�\RXU� 
DQNOHV��RU�GR�WKH�H[HUFLVH�ZLWKRXW�D�EDQG� 
Finish: ([WHQG�RQH�OHJ�RXW�VR�WKDW�LW�LV�LQ�OLQH�ZLWK�\RXU� 
ERG\��'RQȇW�RYHU�H[WHQG�WKH�OHJ�RU�DUFK�LQ�WKH�ORZ�EDFN�� 
3DXVH��6ORZO\�UHWXUQ�WR�VWDUWLQJ�SRVLWLRQ� 

4 
Start: :UDS�WKH�PLGGOH�RI�WKH�EDQG�DURXQG�DQ� 
H[WHQGHG�IRRW��*UDVS�ERWK�HQGV�RI�WKH�EDQG�DW�WKH� 
RXWVLGH�RI�\RXU�NQHH�ZLWK�\RXU�RXWVLGH�KDQG�� 
Finish: 3XOO�EDQG�EDFNZDUGV�DQG�VOLJKWO\�XS�XQWLO�\RXU� 
RXWVLGH�KDQG�LV�EHVLGH�\RXU�ULEFDJH��3DXVH��6ORZO\� 
ORZHU�WR�VWDUWLQJ�SRVLWLRQ�� 

� Abdominals 

12 
Start: 6HDWHG�FRPIRUWDEO\�LQ�WKH�FKDLU��FKHVW�XS��DQG� 
ERWK�NQHHV�EHQW�ZLWK�WKH�IHHW�RQ�WKH�JURXQG�LQ�IURQW� 
RI�\RX�� 
Finish: /LIW�RQH�NQHH�VR�WKDW�LW�LV�KLJKHU�WKDQ�WKH� 
RSSRVLWH�NQHH��RU�VOLJKWO\�URFN�EDFN�ZLWK�ERWK�IHHW�RQ� 
WKH�JURXQG��7LJKWHQ�\RXU�DEGRPLQDOV��.HHS�\RXU�FKHVW� 
XS��3DXVH��6ORZO\�UHWXUQ�WR�VWDUWLQJ�SRVLWLRQ� 

9 

Introductory Resistance Program
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Guidelines for Progression in 
Resistance Training 
)ROORZ�WKH�SODQ�LGHQWLȴHG�WR�JUDGXDOO\�LQFUHDVH� 
UHSHWLWLRQV��VHWV��DQG�UHVLVWDQFH�WR�PHHW�'LDEHWHV� 
&DQDGDȇV�UHFRPPHQGDWLRQ�RI�UHVLVWDQFH�DFWLYLW\����� 
WLPHV�D�ZHHN�� 

Initial Resistance Plan Progression 

Program
 

Stage 
W

eek 
Frequency 
(days/ 
w

eek) 

Intensity 
# of sets x 
repetitions

Exertion Level 
ΖQLWLDO�VWDJH 

1 
� 

/LJKW 
��[�� 

� 
� 

/LJKW 
��[��� 

� 
�� 

0
RGHUDWH 

��[��� 

4 
� 

0
RGHUDWH 

��[�� 

ΖP
SURYHP

HQW 
����� 

� 
0
RGHUDWH 

��[��� 

������ 
� 

0
RGHUDWH 

��[��� 

������� 
� 

0
RGHUDWH 

��[�� 

������� 
� 

6RP
HZ

KDW�6WURQJ 
��[��� 

������� 
� 

6RP
HZ

KDW�6WURQJ 
��[��� 

������� 
� 

6RP
HZ

KDW�6WURQJ 
��[��� 

0
DLQWHQDQFH 

���� 
����� 

0
RGHUDWH�Ȃ�6WURQJ 

��[����RU���[�� 
7DEOH�DGDSWHG�IURP

��:
DUEXUWRQ��HW�DO������ 

�6WDUW�DW�WKH�LPSURYHPHQW�VWDJH�LI�\RX�DUH� 
VRPHZKDW�DFWLYH�DQG�KDYH�QR�PHGLFDO�OLPLWDWLRQV�� 

Beginning Program: Resistance Band 
Training 

• ΖQYROYHV�PRVWO\�VHDWHG�H[HUFLVHV�IRU�WKRVH�ZLWK� 
PRELOLW\�GLɝFXOWLHV� 

• 5HTXLUHV�D�UHVLVWDQFH�EDQG 
DYDLODEOH�DW�PRVW�VWRUHV � 

• $�JRRG�VWDUWLQJ�SURJUDP�IRU�WKRVH�ZKR�KDYH�QRW� 
GRQH�UHVLVWDQFH�H[HUFLVH� 

• $�JRRG�RSWLRQ�IRU�LQGRRU�H[HUFLVH�ZKHQ�LW�LV� 
UDLQLQJ�RU�VQRZLQJ�� 

Guidelines for Resistance Training 
ΖPSRUWDQW�6DIHW\�&RQVLGHUDWLRQV�DQG�7LSV� 
ΖW�LV�UHFRPPHQGHG�\RX�VHH�D�GLDEHWHV�FDUH�SURYLGHU� 
RU�D�TXDOLȴHG�H[HUFLVH�SURIHVVLRQDO��RU�UHIHU�WR�WKH� 
UHVLVWDQFH�WUDLQLQJ�YLGHR��WR�OHDUQ�KRZ�WR�GR�WKH� 
H[HUFLVHV�SURYLGHG�LQ�WKLV�KDQGRXW�� 

2QO\�'R�WKH�([HUFLVHV�<RX�$UH�$EOH�7R�'R 
• 0DNH�VXUH�WKDW�\RX�GR�QRW�GR�DQ\�H[HUFLVHV�WKDW� 
KXUW�� IRU�H[DPSOH��VRUH�VKRXOGHU�RU�VRUH�NQHH�Ȃ� 
VHH�D�SK\VLFLDQ�RU�SK\VLRWKHUDSLVW�LI�\RX�KDYH�DQ\� 
TXHVWLRQV ��5HPHPEHU�WR�FKHFN�\RXU�IHHW�GDLO\� 

• ΖI�\RX�KDYH�FRQȴUPHG�H\H�RU�NLGQH\�GLVHDVH�� 
GLVFXVV�UHVLVWDQFH�H[HUFLVHV�ȴUVW�ZLWK�\RXU� 
SK\VLFLDQ�RU�GLDEHWHV�FDUH�SURYLGHU� 

0DLQWDLQ�6WDEOH�DQG�3URSHU�3RVWXUH�IRU� 
HDFK�([HUFLVH� 
• .HHS�\RXU�FKHVW�RXW� 

• $YRLG�URXQGLQJ�WKH�VKRXOGHUV�RU�WZLVWLQJ� 
\RXU�EDFN�� 

.HHS�(DFK�0RYHPHQW�6ORZ�DQG�&RQWUROOHG 
• ��VHFRQGV�XS����VHFRQGV�GRZQ 

'R�1RW�+ROG�<RXU�%UHDWK 
• ([KDOH�ZLWK�H΍RUW� 

• 5HOHDVH�\RXU�EUHDWK�ZLWK�HDFK�UHSHWLWLRQ�� 

.HHS�WR�D�&RPIRUWDEOH�5DQJH�RI�0RWLRQ 
• 8VH�D�FRPSOHWH�UDQJH�WKDW�LV�FRPIRUWDEOH�IRU�\RX� 

8VH�DQ�$SSURSULDWH�5HVLVWDQFH� 
• 3LFN�D�EDQG�WKDW�PDNHV�LW�PRGHUDWHO\�KDUG�WR�GR� 
WKH�H[HUFLVH� 

ΖQFUHDVLQJ�WKH�5HVLVWDQFH�8VHG� 
• &KDQJH�WKH�OHQJWK�RI�WKH�UHVLVWDQFH�EDQG 

� Ȃ�6KRUWHU�EDQG� �KDUGHU 
� Ȃ�/RQJHU�EDQG� �HDVLHU 

:KHUH�WR�VWDUW� 
• %HJLQ�DW�WKH�LQLWLDO�VWDJH�LI�\RX�DUH�LQDFWLYH�DQG� 
ZDQW�WR�VWDUW�HDV\�ZLWK�UHVLVWDQFH�H[HUFLVH�� 

• %HJLQ�DW�WKH�LPSURYHPHQW�VWDJH�LI�\RX�DUH� 
VRPHZKDW�DFWLYH�DQG�KDYH�QR�PHGLFDO�OLPLWDWLRQV�� 

Resistance Training and Diabetes 
.HHSLQJ�\RXU�PXVFOHV�DFWLYH�DQG�KHDOWK\�WKURXJK� 
UHJXODU�UHVLVWDQFH�WUDLQLQJ�ZLOO�JUHDWO\�LPSURYH� 
\RXU�PDQDJHPHQW�RI�GLDEHWHV��'LDEHWHV�&DQDGD� 
UHFRPPHQGV�UHVLVWDQFH�DFWLYLWLHV�����WLPHV�D�ZHHN� 

%HQHȴWV�RI�5HVLVWDQFH�7UDLQLQJ 

5HVLVWDQFH�H[HUFLVH�XVHV�PRUH�PXVFOHV�WKDQ�MXVW� 
ZDONLQJ��ΖW�XVHV�XSSHU�ERG\�PXVFOHV�WKDW�DUH�UDUHO\� 
XVHG�LQ�PRGHUQ�VRFLHW\�WRGD\�� 

5HVLVWDQFH�WUDLQLQJ�DOVR�PDLQWDLQV�RU�LQFUHDVHV� 
OHDQ�PXVFOH��7KLV�KHOSV�WR�EXUQ�FDORULHV�DW�UHVW� 
WKURXJKRXW�WKH�GD\��7KLV�LV�LPSRUWDQW�IRU�ZHLJKW� 
FRQWURO�DQG�GLDEHWHV�PDQDJHPHQW��HVSHFLDOO\�DV� 
ZH�DJH�� 

REMEMBER: <RX�GRQȇW�KDYH�WR�JR�WR�D�J\P�WR�JHW� 
WKH�EHQHȴWV�RI�UHVLVWDQFH�WUDLQLQJ��$OO�\RX�QHHG�DUH� 
VLPSOH�IRUPV�RI�UHVLVWDQFH�VXFK�DV� 

• ([HUFLVH�EDQGV�� 

• <RXU�RZQ�ERG\�ZHLJKW� 

• /LJKW�GXPEEHOOV�RU�KDQG�ZHLJKWV� 

• �2WKHU�LWHPV�\RX�PD\�ȴQG�DURXQG�WKH�KRXVH� 
VXFK�DV�PLON�MXJV�ȴOOHG�ZLWK�ZDWHU�� 

The resistance program shown in this 
handout works all muscles in the body, 
using a resistance band, to better manage 
your diabetes and improve your health. 

If you are unsure about how to do the 
exercises in this handout, seek the help of 
an exercise resource, diabetes care provider 
RU�TXDOLȴHG�H[HUFLVH�SURIHVVLRQDO�WR�KHOS� 
you get started and keep you going. 

diabetes.ca | 1-800 BANTING (226-8464) | 
info@diabetes.ca 
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1 

Begin with 6-8 exercises. As you feel comfortable, add 1-2 exercises a week (up to 12 exercises). 

� Hips & Thighs � Chest � Upper Back � Middle Back 

Start: 6LW�DW�WKH�IURQW�RI�WKH�FKDLU��FKHVW�XS��DQG�IHHW�KLS� 
ZLGWK�DSDUW��6ORZO\�OLIW�RXW�RI�WKH�FKDLU�ZLWK�\RXU�NQHHV� 
GLUHFWO\�RYHU�\RXU�WRHV��.HHS�\RXU�EDFN�VWUDLJKW�DQG� 
DUPV�RXW�� 
Finish: +ROG�WKH�WRS�SRVLWLRQ�ZLWK�NQHHV�EHQW��6ORZO\� 
EHQG�NQHHV�WR�ORZHU�\RXUVHOI�WR�WKH�FKDLU��'RQȇW�GURS�WR� 
WKH�FKDLU� 

� Shoulders 

5 
Start: 2QH�IRRW�DQG�KDQG�DQFKRU�RQH�HQG�RI�WKH�EDQG�� 
7KH�RWKHU�KDQG�LV�EHVLGH�WKH�VKRXOGHU�JUDVSLQJ�WKH� 
EDQG��KDQG�OHYHO�ZLWK�WKH�FKLQ��DQG�DUP�VWUDLJKW�XS� 
IURP�WKH�ȵRRU�� 
Finish: ([WHQG�WKH�DUP�RYHUKHDG�XQWLO�GLUHFWO\�RYHU� 
WKH�VKRXOGHU��7U\�QRW�WR�OHDQ�WR�RQH�VLGH��3DXVH��6ORZO\� 
ORZHU�WR�VWDUWLQJ�SRVLWLRQ� 

� Legs – Front 

Start: 7LH�WKH�EDQG�LQ�D�NQRW�DQG�ZUDS�DURXQG�\RXU� 
IHHW��RU�WLH�WKH�EDQG�DURXQG�RQH�OHJ�RI�WKH�FKDLU�ZLWK� 
\RXU�IRRW�WKURXJK�WKH�ORRS�� 
Finish: ([WHQG�RQH�OHJ�RXW��NHHSLQJ�\RXU�NQHH�LQ�WKH� 
VDPH�SRVLWLRQ��.HHS�\RXU�SRVWXUH��3DXVH��6ORZO\�UHWXUQ� 
WR�VWDUWLQJ�SRVLWLRQ�� 

2 
Start: 3ODFH�WKH�EDQG�DURXQG�\RXU�XSSHU�EDFN��*UDE� 
WKH�HQGV�RI�WKH�EDQG�ZLWK�HOERZV�EHQW�DQG�SDOPV� 
IDFLQJ�GRZQ�RU�LQZDUG�� 
Finish: 3UHVV�RXW��H[WHQGLQJ�\RXU�HOERZV�IRUZDUG�WR� 
VKRXOGHU�OHYHO��6ORZO\�UHWXUQ�WR�VWDUWLQJ�SRVLWLRQ�� 

� Shoulders 

6 
Start: $QFKRU�DV�SHU����ZLWK�VOLJKWO\�VKRUWHU�EDQG�� 
*UDVS�WKH�EDQG�DW�SRVLWLRQ�MXVW�RXWVLGH�WKH�NQHH�� 
&DQ�KDYH�SDOP�GRZQ�RU�SDOP�IRUZDUG�� HDVLHU�RQ�WKH� 
VKRXOGHUV �� 
Finish: /LIW�DUP�WR�VLGH�ZLWK�HOERZ�VOLJKWO\�EHQW��/LIW� 
WR�VKRXOGHU�KHLJKW�RU�VOLJKWO\�EHORZ�VKRXOGHU�KHLJKW�LI� 
\RX�KDYH�VKRXOGHU�SUREOHPV��3DXVH��6ORZO\�ORZHU�WR� 
VWDUWLQJ�SRVLWLRQ� 

� Upper Arm – Front 

7 
Start: .HHS�VDPH�DQFKRU�SRVLWLRQ�DV�����H[FHSW�VOLJKWO\� 
VKRUWHU�EDQG�OHQJWK��*UDVS�EDQG�ZLWK�SDOP�IDFLQJ�XS� 
Finish: &XUO�KDQG�WR�VKRXOGHU�NHHSLQJ�\RXU�HOERZ� 
DW�\RXU�VLGH�DW�WKH�ORZHU�ULEV��3DXVH��6ORZO\�ORZHU�WR� 
VWDUWLQJ�SRVLWLRQ�� 

� Upper Arm – Back 

8 
Start: 6HDWHG�DW�WKH�IURQW�HGJH�RI�WKH�FKDLU�DQG�FKHVW� 
XS��3ODFH�WKH�EDQG�DURXQG�\RXU�NQHH��DQFKRULQJ�WKH� 
EDQG�ZLWK�RQH�KDQG�RQ�WKH�RSSRVLWH�WKLJK�DQG�KROGLQJ� 
WKH�RWKHU�HQG�RI�WKH�EDQG�GRZQ�DW�\RXU�VLGH�ZLWK�\RXU� 
HOERZ�EHQW�� 
Finish: ([WHQG�\RXU�HOERZ�XQWLO�\RXU�DUP�LV�VWUDLJKW� 
GRZQ�E\�\RXU�VLGH��3DXVH��6ORZO\�UHWXUQ�WR�VWDUWLQJ� 
SRVLWLRQ� 

� Legs – Back 

10 
Start: 6WDQG�EHKLQG�WKH�FKDLU�KROGLQJ�WKH�EDFN�IRU� 
VXSSRUW��:UDS�WKH�WLHG�EDQG�DURXQG�\RXU�DQNOHV��RU� 
WLH�WKH�EDQG�DURXQG�D�OHJ�RI�WKH�FKDLU�ZLWK�\RXU�IRRW� 
WKURXJK�WKH�ORRS� 
Finish: &XUO�RQH�DQNOH�XS��.HHS�WKH�NQHH�LQ�WKH�VDPH� 
SRVLWLRQ�DQG�\RXU�EDFN�VWDEOH��3DXVH��6ORZO\�UHWXUQ�WR� 
VWDUWLQJ�SRVLWLRQ�� 

3 
Start: *UDVS�WKH�EDQG�ZLWK�ERWK�KDQGV�LQ�IURQW�RI�\RXU� 
FKHVW�ZLWK�WKH�HOERZV�VOLJKWO\�EHQW�DQG�VKRXOGHUV�GRZQ�� 
Finish: .HHS�HOERZV�VOLJKWO\�EHQW�DQG�SXOO�EDQG� 
RXWZDUG�XQWLO�WKH�EDQG�UHDFKHV�DFURVV�\RXU�PLGGOH� 
FKHVW��+ROG�WKH�HQG�SRVLWLRQ�EULHȵ\��VTXHH]LQJ�WKH� 
VKRXOGHU�EODGHV�WRJHWKHU��6ORZO\�UHWXUQ�WR�VWDUWLQJ� 
SRVLWLRQ� 

� Lower Back 

11 
Start: 6WDQG�EHKLQG�WKH�FKDLU�KROGLQJ�WKH�EDFN�IRU� 
VXSSRUW��ZLWK�NQHHV�VOLJKWO\�EHQW��DQG�OHDQLQJ�IRUZDUG� 
ZLWK�EDFN�VWUDLJKW��<RX�FDQ�ZUDS�D�EDQG�DURXQG�\RXU� 
DQNOHV��RU�GR�WKH�H[HUFLVH�ZLWKRXW�D�EDQG� 
Finish: ([WHQG�RQH�OHJ�RXW�VR�WKDW�LW�LV�LQ�OLQH�ZLWK�\RXU� 
ERG\��'RQȇW�RYHU�H[WHQG�WKH�OHJ�RU�DUFK�LQ�WKH�ORZ�EDFN�� 
3DXVH��6ORZO\�UHWXUQ�WR�VWDUWLQJ�SRVLWLRQ� 

4 
Start: :UDS�WKH�PLGGOH�RI�WKH�EDQG�DURXQG�DQ� 
H[WHQGHG�IRRW��*UDVS�ERWK�HQGV�RI�WKH�EDQG�DW�WKH� 
RXWVLGH�RI�\RXU�NQHH�ZLWK�\RXU�RXWVLGH�KDQG�� 
Finish: 3XOO�EDQG�EDFNZDUGV�DQG�VOLJKWO\�XS�XQWLO�\RXU� 
RXWVLGH�KDQG�LV�EHVLGH�\RXU�ULEFDJH��3DXVH��6ORZO\� 
ORZHU�WR�VWDUWLQJ�SRVLWLRQ�� 

� Abdominals 

12 
Start: 6HDWHG�FRPIRUWDEO\�LQ�WKH�FKDLU��FKHVW�XS��DQG� 
ERWK�NQHHV�EHQW�ZLWK�WKH�IHHW�RQ�WKH�JURXQG�LQ�IURQW� 
RI�\RX�� 
Finish: /LIW�RQH�NQHH�VR�WKDW�LW�LV�KLJKHU�WKDQ�WKH� 
RSSRVLWH�NQHH��RU�VOLJKWO\�URFN�EDFN�ZLWK�ERWK�IHHW�RQ� 
WKH�JURXQG��7LJKWHQ�\RXU�DEGRPLQDOV��.HHS�\RXU�FKHVW� 
XS��3DXVH��6ORZO\�UHWXUQ�WR�VWDUWLQJ�SRVLWLRQ� 

9 
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Thank you!
Please fill out your session evaluation now!

Special Thank you to:
Leonor Separi PGY2 QueensU

Teresa Reynolds MD CFPC
for their diligent review of this presenta;on
! "
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