Nuevos antidiabéticos después de
metformin: inhibidores de DPP-4

Dr. Chih Hao Chen Ku, FACE
Servicio de Endocrinologia, Hospital San Juan de Dios
Departamento de Farmacologia y Toxicologia Clinica,

Universidad de Costa Rica

EndoDrChen.cor

Conflictos de interés

¢ Conferencista: Astra Zeneca, Abbott Nutricion,
Novartis Oncology, Novo Nordisk, Merck Sharp &
Dohme, Roche, Glaxo SmithKline, Sanofi Aventis,
Genzyme

« Advisory Board: Novartis Oncology, Sanofi Aventis,
Astra Zeneca, Novo Nordisk

* Investigacion clinica: Astra Zeneca, Novartis Pharma
Logistics Inc., Merck Sharp & Dohme, Glaxo SmithKline,
Organon, Boehringer Ingelheim, Roche

EndoDrChen.cor

Agenda

* El caso a favor de los inhibidores de DPP-4
— Control glicémico
— Efectos adversos
— Seguridad cardiovascular
— Efecto sobre otros parametros metabdlicos
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HbA1c Reduction

DPP-4 Inhibitors (Add-On to Metformin)*

SITA+ MET' VILDA + MET? SAXA + MET® ALO +MET* LINA + Met®
N 453 143 186 210 524
Baseline HbATc 8.0% 8.4% 8.1% 7.9% 8.1%

Change in HbA1c from
baseline (%)

“The above are not head to head studies, and direct comparisons should not be made, as parameters such as medication dose, patient baseline
characteristics, duration of treatment, and others vary between studies
. ipepsy! peptdase hemogiobin ALc INA = Inaglps; MET = metformin; XA
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Weight Neutrality
DPP-4 Inhibitors!

Mean change (95% Cl) in body weight in head-to-head trials comparing
~ Agliptin with metformin in drug-naive patients (10 trials)
—  Agliptin and a sulphonylurea (SU) in metformin treated patients (8 trials)
— Agliptin and a glitazone (TZD) in both drug-naive and metformin treated patients (8 trials)
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Incidence of Hypoglycemia
DPP-4 Inhibitors vs. Placebo (Add-on to Metformin)*

* DPP-4inhibitors are associated with a low risk of hypoglycemia

Study Group

(26-32 Week Studies)

Sitagliptin + metformin 1.3%
Placebo + metformin 21%
Saxagliptin + metformin 0.5%
Placebo + metformin 0.6%
Vidagliptin + metformin 0.5%
Placebo + metformin 0.5%
Alogliptin + metformin 0.0%
Placebo + metformin 1.0%
Linagliptin + metformin 0.6%
Placebo + metformin 2.8%

EndoDrChen.com
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Incidence of Hypoglycemia
DPP-4 Inhibitors vs. Glipizide (Add-on to Metformin)

. fewer patients with DPP-4 inhibitors versus a sulfonylurea as add-
on to metformin over 52 weeks
Proportion of patients with 21 hypoglycemic episode Proportion of patients with 21 hypoglycemic episode
at Week 52 (Safety analysis set)! 50 at Week 52 (Safety analysis set)?

36.3% 40

_ _ 32%
3 30
Y Y
2 £
g 2
520 F20
& &
10 10
4.9%
0 Metformin + Metformin + Metformin + Metformin +
saxagliptin glipizide sitagliptin glipizide
(n=428) (n=430) (n=588) (n=584)

* Lower risk of hypoglycaemia was maintained with saxagliptin vs. glipizide over 104 weeks (52 week extension study)
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SEGURIDAD CARDIOVASCULAR
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Kaplan-Meier Rates of the Primary Composite
_Endpoint — CV Death, MI, or Stroke

Saxagliptin: 7.3%*
Rate/100 person-yrs — 3.7
HR 1.00; 95% Cl, 0.89-1.12
P<0.001 (NI)
P=0.99 (superiority)

Placebo: 7.2%*
Rate/100 person-yrs —

Patients With Endpoints (%)

[ 180

Placebo 8212 7983
Saxagliptin 8280 8071

*K-M event rates are presented after 2 yrs,
HR: hazard ratio; K-M: Kaplan-Meier; Pbo: placebo; Saxa: saxagliptin

Scirica BM, et al. N Engl J Med. 2013.10.1056/NEJMoa130768
Bristol-Myers Squibb Astrazenecs®
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Individual Components of the Composite Endpoints

Saxagliptin Placebo
n (%)* n (%)*
Efficacy endpoint (N = 8,280) (N=8,212) HR(95% Cl) P value

CV death 269 (3.2) 260(2.9) 1.03(0.87-122) 0.72

M 265 (3.2) 278 (3.4) 0.95(0.80-1.12)  0.52

Ischemic stroke 157 (1.9) 141(1.7) 1.11(0.88-1.39) 0.38

Hosp for UA 97 (1.2) 81(1.0) 1.19(0.89-1.60) 0.24

Hosp for HF 289 (3.5) 228 (2.8)  1.27(1.07-1.51)

Hosp for
coronary revasc. 423 (5.2) 459 (5.6) 0.91 ( ()

*K-M event rates are presented after 2 yr

t al. N EnglJ Med, 2013.10.1056/NEJMoa1307684.
AstraZeneca@

Baseline NT-pro BNP and

Preliminary data (N=12,397 patients; 387 HF events)

mSaxagliptin ®mPlacebo p=0.024 for Q4
10.9%

HR 1.27 95% CI (1.04-1.55) p=0.02

(overall HR for Saxagliptin versus Placebo in those with
baseline NT-proBNP data)

Hosp. for Heart Failure (%]

0.1% 0.1%

at Q2 Q3 Q4
(5-64) (65-140) (141-332) (333-46,627)

Quartiles of NT-proBNP (pg/mi)
Raz | and Bhatt DL. Presented at: EASD; September 2013; Barcelona, Spain.

& Bristol-Myers Squibb Astrazeneca'}

EXAMINE e ICC

* Analisis post hoc eliminando el punto final de
muerte del punto primario

* HR de falla cardiaca 1.19 (p 0.22)
¢ Consideraciones:
— Cambiaron la definicion de falla cardiaca

— Analisis post hoc

¢ Cuando se combinan los datos de SAVOR y
EXAMINE HR 1.24 (IC 1.07-1.45)

EndoDrChen.con

EASD Barcelona 2013




EXAMINE-analisis post hoc

Al patients History of
pti Placebo ipti Placebo. Alogiptin Placebo (n=1917)
(0-2679) (n=762) (n-1930)
Cardiovascular death and hospital  201.(7-4) 0175 107(139) 20057)  94(49) 8142)
admission for heart failure:
Hazard ratio (95% C1) 100(0-82-121) 090(070-117) 114(085-154)
pvalue 0976 0446 0337
P fOr reatment and history o
of heart failure
Cardiovascular death* 12(41) 130(49) 5501) 69(91) 539 6132)
Hazard ratio (95% C1) 085(066-110) 077(054-1.09) 092(064-132)
pvalve 0 0141 0643
Prtve fOT trEatment and history. 0508
of heart failure:
Hospital admission for heart failure 106 (3.9) 89@3) 6362 65(85) 802 2403
Hazard ratio (95% C1) 119 (090-158) 100(071-142) 176 (107-290)
pvalve 0220 0996 0026
treatment and history 0068 -
of heart failure:
EndoDrChen.cor

Zannad F. Lancet. 2015. Online Mar 15

EXAMIN

Proportionwith HHF (%)

11 11
=

E — analisis post hoc

>0 85
38 27
o5 09 [

T T
["Alogliptin | Placebo | Alogliptin ' Placebo | Alogliptin

(n=656)  (n=652)
Q1:90-30-0pg/mL

" Placebo | Alogliptin | Placebo |
(n=661) (n=650) (n=628) (n=676) (n=684) (n=623)

Q2:>300-758pg/ml.  Q3:>75-8-173-8pg/ml  Q4:>173-8-38797 pg/mL.
HR1.3¢ HR

HR0.964 : 1150
(95%(C10-346-2-685)  (95%C10135-1.963)  (95%(C10738-2509)  (95%C10-802-1.648)
p=0944 p=0330 p=0323 p=0-447
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Zannad F. Lancet. 2015. Online Mar 15
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HR1.27 95% C1 (1.04-1.55)

(overall HR for Saxagliptin versus Placobo in those with
baseline N data)

@ T/t 5797 pojml
HROS14 HR1361 HR1150
(95%C10135-1963) —OSRTOTETRD  (95%C10802:1648)
P0330 0323 pe0447

=Saxagliptin ®Placebo o0 1ort

a o
(141-332) (333-46,627)
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TECOS

* Comunicado de prensa
— Neutro en eventos cardiovaculares
— Neutro en hospitalizacién por falla cardiaca

EndoDrChen.cos

Comparacion
[ | _swor | eawme | Tecos |
N 16492 5380 14724
Edad 65.1 61 66
IMC 311 28.7 30.2
Duracién DM 10.3 7.3 11
Hbalc 8.0% 8.0% 7.3%
Caucasicos 75.4% 72.5% 68%
Contexto Alto riesgo CV ACS 43% post IAM
IcC 12.8% 27.8% 18%
Aumento hosp ICC 0.7% (3.5-2.8%) 0.6% (3.9-3.3%) NS
Uso IECA 53.6% 82.5% 54%
Uso ARAII 28.2% 28%
1. Scirica BM. N Engl ] Med. 2013. EndoDrChen.cor 2.zannad F. Lancet. 2015. Online Mar 15

3. Bethel MA. Diab Obes Metab. 2015;17:395

Por qué?

* Interaccion de iDPP-4 con IECA
 Especificidad de la inhibicidn sobre DPP-4

EndoDrChen.cos
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PACIENTES CON INSUFICIENCIA
RENAL

EndoDrChen.cor

Insuficiencia renal

* El punto a considerar aqui no seria agregado a
metformin sino en lugar de metformin

* iSGLT-2
— Dapagliflozina: <60 cc/min no eficaz
— Canagliflozina: <45 cc/min no eficaz
¢ GLP-1RA:
— Exenatide: contraindicado en AEC <30 cc/min
— Albiglutide y liraglutide: no ajuste

EndoDrChen.cor

iDPP-4 en AEC <60 cc/min

A DOP4I Placebo or No Treatment  Mean Difference Mean Difference
Study or Subgroup _Mean _SD Total Mean _ SD Total Weight IV. Random, 95%Cl Year Rand o
Chan 2008 06 08 62 -01 075 26 123% 0.15] 2008 —

102011 -06 063 30 006 048 21 162% 24] 2011 —
Nowicki 2011b 4108 128 78 036 127 82 97% 32] 2011 —
Kothny 2012 -068 166 198 -0.11 183 135 102% .96,-0.18] 2012 —_
Laakso 2013 053 068 113 011 077 120 435%  -042[061,-023 2013 -
McGill 2013 071 12 66 001 129 62 81% -072[1.15-029] 2013 —
Total (95% CI) 547 446 100.0%  -0.52[-0.64,-0.39] *

Heterogeneity: Tau® = 0.00; Chi* = 3.00, df = 5 (P = 0.70); I = 0% 5

Test for overall effect: Z = 8.26 (P < 0.00001) oo oo e haceno

B OPP4I Glipizide Mean Difference Mean Difference
—Study or Subgroup _ Mean SD Total Mean SD Total Weight IV. Random.95%ClYear IV, Randol
Aiona Ferreira2013 072 12 62 087 12 59 363%  0.15[0.28,0.58) 2013 —
Arjona Ferreira 2013a  -0.8 089 135 -06 091 142 647%  -0.20(-0.41,0.01) 2013 —
Total (95% CI) 197 201 100.0%  -0.08[-0.40, 0.25] -
Heterogeneity: Tau? = 0.03; Ch = 2.06, df = 1 (P = 0.15); = 52% Py

Test for overall effect: Z = 0.46 (P = 0.65) Favours DPP4i  Favours Glipizide

EndoDrChen.cor

Cheng D. PLOS One. 2014;9:e111543
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A DPP4i  Placebo or No Treatment Risk Ratio Risk Ratio
—Study or Subgroup _ Events Total Events  Total Weight M-H.Random,95%ClYear  M-H. Rand
Chan 2008 3 65 1 2% 07% 1.20(0.13,11.02] 2008
1to 2011 0 30 0 21 Not estimable 2011
Nowicki 2011b 24 85 25 85 148% 0.96(0.60, 1.54] 2011 T
Kothny 2012 49 216 26 153 18.0% 1.33(0.87,2.05] 2012 ™
Laakso 2013 41113 50 122 314% 089064, 1.22] 2013 -
McGill 2013 43 68 32 65 352% 128[0.95,1.74] 2013 il
Total (95% CI) 577 472 100.0% 1.10[0.92,1.32) 4
Total events 160
Heterogenaity: Tau? = 0.00; Chi* = 3.62, df = 4 (P = 0.43); I = 0% Py *
Test for overall effect: Z = 1.05 (P = 0.30) Favours DPP4i Favours Placebo
B DPP4i Glipizide Risk Ratio Risk Ratio
Study or Subgroup __Events Total Events Total Weight M-, Random, 95% C M-H, Rand
Arjona Ferreira 2013a 13210 36 212 792% 0.36[0.20, 0.67) LA
Arjona Ferreira 2013b 4 64 765 208% 058[0.18, 1.89] —
Total (95% CI) 274 277 100.0% 0.40 [0.23, 0.69] >
Total events 17 43
o= = 1= o= —
;«e«fr'ageneuy”'r:u .00; Chi? = 0.47, df = 1 (P = 0.49); I = 0% . =
estfor overall effe Favours DPP4i  Favours Glipizide
EndoDrChen.co
Cheng D. PLOS One. 2014;9:e111543

OTROS PARAMETROS
METABOLICOS

EndoDrChen.cos

Mejoria en funcidon hepatica
j f hepati
Baseline 1 month 3 months 6 months
Total (n=224)
Body weight (kg) 62.9+13.5 6241118 6394135 63.4:14.3
AST (U/L) 28417 27+17 26414 28416
ALT (U/L) 30425 28423 27+19 28422
YGTP (UNL) 46149 45349 46153 48+59
HbA1c (%) 7.9+1.2 7.5£1.0*** 7.3+1.0"* 7.241.0***
With Liver injury (n=44)
Body weight (kg) 69.3+17.8 69.3+13.7 73.8+19.0 71.7£18.0
AST (U/L) 51125 45+30* 42+24* 45$29*
ALT (UL 65136 54138** 49+30*** 52436*
YGTP (U/L) 84174 76171 82191 88+102
HbA1c (%) 8113 76412 741117 7.141.0%**
Kanazawa |. Med Sci Monit. 2014;20:1662




iDPP4 en contenido triglicéridos
hepatico
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Macauley M. J Clin Endocrinol Metab. 2015. Epub Feb 15

Correlacién Tg hepatico -

transaminasas
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£
§ 4 K r=0.83
9] p<0.0001
S 2
a
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Difference in ALT

ndoDrChen.cos
Macauley M. J Clin Endocrinol Metab. 2015. Epub Feb 15

COMPARACION CON OTROS
AGENTES

EndoDrChen.cor
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Dapagliflozina - Infecciones
Micdticas Genitales

« Las infecciones genitales se reportaron mas frecuentemente con dapagliflozina vs.
placebo

tudios controlados con Placebo Placebo
(corto plazo; I

I lazo)
paglifiozina
Dapagliflozina 10 mg Placebo 10 mg Placebo

linfeccion genital N=2360 N=2295 N=2026 N=1956

n (%) 130 (5.5) 14 (06) 156 (7.7) 19 (1.0)

) . N=1003 N=952 N=852 N=799

Mujeres, n (%) 84 (8.4) 1(12) 98 (11.5) 15 (1.9)

N=1357 N=1343 N=1174 N=1157

Hombres, n (%) 46 (3.4) 3(0.2) 58 (4.9) 4(0.3)
EMDAC Background doument. Avsiabe o hepihonica g o

ik s et
EndoDrchen con

Canagliflozina — Infecciones
Urinarias y Genitales

Incidencia de Infecciones Urinarias y Genitales (DS1)

_ Canagliflozina 100 mg Canagliflozina 300 mg

Infecciones 0.6% 4.2% 3.7%
Genitales —

Hombres

Infecciones 3.2% 10.4% 11.4%
Genitales -

Mujeres

Infecciones 4.0% 5.9% 4.3%
Urinarias

1 Mosing January 10, 2013. i da go

fon forte Januan v da govIAdvisoryCommitees!

2. FDABnefng Informat
mmitecsMeetnghiaeralsIonuga Endocrnoigicar

EndoDrChen.con
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Dapagliflozina: Cambios en Lipidos

Después de 24 semanas de tratamiento con Dapagliflozina 10mg, se
observaron pequenos cambios en el promedio de lipidos en ayuno
comparativamente con los valores iniciales.

8 M DAPA 10 mg Placebo
6,0
6
4
25 29 I 2,7

con IC95%
~

L

s

s

Porcentaje de Cambios desde el

-6
Colesteral LDL-C Non-HDL-C HDL-C 16
otal
PromedioBL (mg/dL) 1819 180.6 1012 1007 1369 1353 450 453 1871 177.2
n 1851 1747 1840 1736 1851 1747 1851 1748 1844 1736

Jesterl DL Non-HOL-C = Coleserol No-HOL, TG Trghcércos

Colestero! HOL, 1C = ntervalo de Confianza ; LDL:

A= Dagagifozina; HOL-C

BL= Linea basa;

presentation, Avaiabl a . crinolog

EndoDrChen.con
EFFICACY AND SAFETY OF SGLT-2 INHIBITORS Riser Taylor and HarrisPHARMACOTHERAPY Volume **, Number **, 2013
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Canagliflozina: Cambios en
Lipidos
Set de Datos de Estudios Controlados con Placebo de 26 Semanas

Cambio Porcentual del Promedio de CM en los Pardmetros de
Lipidos del Basal a la Semana 26

12
=} 103
5 10 9.3, 9.4
£
S s
s @ Placebo
5 6 mCana 100
T 4 B Cana 300
£
[
&
0
c"ﬁ
v &
&
<&
Cana = Canaifzn; M = Cuaiados s DL = st HOL: DL = Clstorol DL LS = Laat suars: KDL = Colstars No-HDL: TG Tk
Kuon . Gaagllon: el Efcayand Saety DA Sdsfor the Endocrnogc Janary 10,203
2 5 3 3 o
2 Vit Gt ones 3013
EndoDrChen.con
A Lumbar Spine B Femoral Neck c Total Hip
Total Men ‘Women Total Men ‘Women Total Men ‘Women
3.0 p=0.6321

25
20{ p=07013 ] a4 p02013
sl 136 o3 —

096
tof Toe
047,
05 028
0.0

049

-115

Placebo + Metformin

-25

BMD Percent Change from Baseline*

M Dapagliflozin 10 mg + Metformin

Bolinder J. Diab Obes Metab. 2013;16:159
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FDA Drug Safety Communication: FDA warns that
SGLT2 inhibitors for diabetes may result in a
serious condition of too much acid in the blood

[05-15-2015]

Safety Announcement

The U.S. Food and Drug Administration (FDA) is warning that the type 2 diabetes medicines canaglifiozin,

in, and iflozin may lead to i a serious condition where the body produces high
levels of blood acids called ketones that may require hospitalization. We are continuing to investigate this
safety issue and will determine whether changes are needed in the prescribing information for this class of
drugs, called sodium-glucose cotransporter-2 (SGLT2) inhibitors.

Patients should pay close attention for any signs of ketoacidosis and seek medical attention immediately if
they experience symptoms such as difficulty breathing, nausea, vomiting, abdominal pain, confusion, and
unusual fatigue or sleepiness. Do not stop or change your diabetes medicines without first talking to your
prescriber. Health care professionals should evaluate for the presence of acidosis, including ketoacidosis, in
patients experiencing these signs or symptoms; discontinue SGLT2 inhibitors if acidosis is confirmed; and
take appropriate measures to correct the acidosis and monitor sugar levels.

EndoDrChen.con
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Data Summary -~

FDA searched the FDA Adverse Event Reporting System (FAERS) database from March 2013 (approval of
the first drug in the class) through June 6, 2014, and identified 20 cases of diabetic ketoacidosis (DKA),
ketoacidosis, or ketosis reported with the sodium-glucose cotransporter-2 (SGLT2) inhibitors. Type 2
diabetes mellitus was noted as the indication in most of the cases, type 1 diabetes mellitus was noted in a
few cases, and some cases did not specify the indication.

In all cases, a diagnosis of DKA or ketoacidosis was made by a health care professional, and hospitalization
of the patients was required to treat the episode. A temporal association with SGLT2 inhibitor initiation was
noted in all cases. The median time to onset of symptoms following initiation of drug therapy was 2 weeks
(range 1 to 175 days). DKA case presentations were atypical in that glucose levels were only mildly elevated
atless than 200 mg/dL in some reports, while patients with type 1 diabetes who have DKA typically have
glucose levels greater than 250 mg/dL. In addition, DKA is not typically observed in patients with type 2
diabetes.

In most cases, a high anion gap metabolic acidosis accompanied by elevated blood or urine ketones was
reported. Potential DKA-triggering factors that were identified in some cases included acute illness or recent
significant changes such as infection, urosepsis, trauma, reduced caloric or fluid intake, and reduced insulin
dose. Potential factors, other than hypoinsulinemia, contributing to the of a high anion gap
metabolic acidosis identified in the cases included ia, acute renal '

reduced oral intake, and a history of alcohol use. Half of cases did not identify a triggering factor for DKA.

We are continuing to investigate this safety issue. Additional reports of DKA continue to be submitted to us,
and we will determine whether changes are needed in the labeling for this class of drugs.

EndoDrChen.cos

Comparacion

Inhibidor de DPP-4 Inhibidor de SGLT-2

* Muy bien tolerado * Infecciones urinarios y
vulvovaginales

* Seguridad cardiovascular
(aumento de LDL)

— EMPA-REG en set 2015

* Seguridad dsea a largo plazo

* No deterioro 6seo * Falta de experiencia a largo
plazo

* Nodisponible en tableta de
combinacidn fija para LA en
estos momentos

* Seguridad cardiovascular

* Experiencia a largo plazo

* Menor costo en
combinacién con metformin
y tableta fija

EndoDrChen.cos

Eventos adversos en estudios clinicos
de exenatida BID

Monoterapia con Exenatida BID con MET Exenatida BID

exenatida BID yl/o una SU con una TZD
Evento _ _ _
adverso n=155 n=963 n=121
Nauseas 8% 44% 40%
Vémitos 4% 13% 13%
Diarrea 1% 13% 6%
Sensacion o,
de temblor B 9% °
Mareos 1% 9% -
Cefalea 4% 9% 6%
Dispepsia 3% 6% 7%

Exenatida BID (5 ug y 10 ug); MET, metformina; SU, sulfonilurea; TZD, tiazolidinediona
Poblacién por intencion de tratar (IDT); Incidencia general 22%

Moretto TJ, et al. Clin Ther. 2008;30: ; Datos

San Diego, CA: Amylin Pharmaceuticals, LLC; 2011

LLC; Exenatide BID [Prescribing Information].

EndoDrChen.cos
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GeTGOAL Incidencia de hipoglucemia:
Todos los grados

oo o oo 6 o o o5 o 6 o o
Voo tono % % TS T R T e e
© Japan'
s
E w
S8
£33
g2 4o
§9 15 - 8
3w a3 - 2 . w
E he Bw <R aal om E
54 ~232 ~ S%e 22e R L B
0 - . -
En monoterapia o en combinacion con ADOs En
combinacion
Bl = Insulina Basal M = Metformina I Lixisenatida con insulina
IG= Insulina Glargina P = Pioglitazona | Exenatida dos veces al dia
SU = Sulfonilurea Ml Placebo
EndoDrChen.co
Comparacion
iDPP-4 Analogos GLP-1
* Muy bien tolerados « Efectos adversos Gl
* Oral * Subcutdneo
* No mejoria de parametros * Mejoria de pardmetros CV
CV (peso, presion) (Peso y presion)
* Seguridad cardiovascular « Seguridad cardiovascular
— Hospitalizacién por ICC — Neutro (ELIXA)
¢ Mucho menor costo * Mucho mayor costo
* Puede usarse en IRC « Algunos contraindicado en
+ Mejor adherencia IRC (AEC <30 cc/min)
EndoDiChen.co

Saxagliptin is Associated with Increased Adherence and
Persistence vs. GLP-1 Agonists, SUs or TZDS

Comparison of adherence and persistence for different antidiabetic drug classes
« Saxagliptin was the reference drug

More fikely to be adherent Longer persistence
00 P a— wE
GLP4 [ GLP-t -
U " SU -
) M 0 -

EndoDrChen.com
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2013 ALAD Recommendations?

change program BMI >30 kg/
consider medications for welght reduction and GLP-1 RA
MI 235 kg nsider entry into a bariatric surgery program

Clinically
stable patient

Metformin

Best option: DPP4i Best option: basal insulin
Alternatives: Alternative: GLP-1 RA
2% generation SU or others

+ Reconsider HbA1c goal
+ Individualize treatment
Specialized management

Final goal: BMI ~25 kg/m’

EngoDrChen.com,

AD_1.Now 2013 pat Accesed Ap

Conclusiones

Los inhibidores de DPP-4 son farmacos eficaces, bien

tolerados

— Su Unica consideracion es hospitalizacion por falla cardiaca
en pacientes con BNP basal elevado

Los inhibidores de SGLT-2 producen aumento de

infeccidn urogenital, LDL, DKA?

— Falta de seguimiento a largo plazo y estudios
cardiovasculares

Andlogoso de GLP-1 producen nduseas y problemas de
tolerancia gastrointestinal

— Falta reporte completo de estudios cardiovasculares

— Para algunos el ser parenteral puede ser problematico

EndoDrChen.cos

Preguntas...
chenku2409@gmail.com
EndoDrChen.com
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