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La Sig.ra MARIA C. di 75 anni

Ipertensione arteriosa dall’eta di 55 anni e@\)\@
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Visita ambulatoriale presso altro centro Diabetologico in data 10/01/2018

\6\06
Peso: 65 kg Altezza: 1,63 m  BMI: 24,5 kg/m2 ‘a@o\o
. \\6\\ N
PA: 130/80 mmHg FC: 72 bpm 50‘3\6&6 o
o
S (\
| Glicemia ?\€$ﬁg®g@9g/dl
HbA1c 5P*<’\O 4010785 %
S e
Colelsterc;lo totali P$€ ~ 13323 mg/ ::
T
rigliceri ?I,?‘?’% & \0(\ mg/
HDL d 40 mg/dl
eQﬂka (\03 65 mg/dl
%\&\ reatinina 1,1 mg/dl
g =) eGFR 52 ml/min/1,73m?2

mmm) Albuminuria 50 mg/g




Visita ambulatoriale presso altro centro Diabetologico in data 10/01/2018

\8
TERAPIA IN ATTO: (\36\0\6
Wt
Ramipril/idroclorotiazide 5/25 mg 1cpr ore 8.00 \e\’o‘\?z\\&\aN‘
S0 S
\O
Amlodipina 5 mg 1cpr ore 18.00 ed‘)\@ié\d\@\\a
&06(&«@‘6

Simvastatina 20mg 1 ¢ &5@

o\

Metformina 8 \%},\@pr x 3/die
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A@gw&@s‘m TERAPIA:
\
O Bliclazide 30 mg 1 cpr/die



Visita ambulatoriale presso altro centro Diabetologico in data 2/08/2018
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Glicemia 152 mg/dI a@\’&?\’\a\\a@
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Accesso al PS in data 15/02/2019
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 Caduta accidentale complicata da frattura del collo d\g}\\%g@‘re di

AN
destra e o

e Ricovero presso UOC di Ortope é@é@l@@rvento chirurgico di
sostituzione protesica Q@g
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e La Sig.ra rlferlgcé?iio\veﬁl episodi ipoglicemici negli ultimi mesi.
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Durante il ricovero presso 'UOC di Ortopedia (febbraio 2019)

Febbraio 2019 e
N \\6\\ '@‘
m) Glicemia 180 mg/d!| Od\e\aé\d\\a\\
m) HbAlc 9.2 % o 6\\03\6\\6
Colesterolo totale 150 mg/dle 036\;(6 2
m) Trigliceridi 17%11\?\;%\50‘\\‘
HDL \o%%@@"al
P\Q o\
LDL @,‘5?" 270 mg/dI
NP o
=) Creatinina?&gP 6\0(\6 1,3 mg/dl
\\
=) eGlfblg@«ja\a\‘e 42 ml/min/1,73m?
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Durante il ricovero presso I'UOC di Ortopedia (febbraio 2019)
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Sospende: Gliclazide e Metformina ad\o\a
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Introduce: Glargine U100 14 Ul la sera 606\6\'&;\&@\9
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14 Giugno 2019: 12 visita presso il nostro ambulatorio di Diabetologia
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Peso: 68 kg (1M +3Kg) Altezza: 1,63 m BMI: 25,6 kg/m? (1) CA: 95 gmi\ CF: 98 cm
\\6\ ,&\\
PA: 135/80 mmHg FC: 70 bpm 509\636\6‘6\
m) Glicemia !!i
m HbALC ¥
Colesterolo totale ?/66 2 140 mg/d|
Trlgllcerld?l/?\@?) < \0(\ 152 mg/dl
HDL d 40 mg/d|
eQﬂka (\03 65 mg/dl
%\&\ reatinina 1,26 mg/dl
5% mp eGFR 44 ml/min/1,73m2

m) Albuminuria 70 mg/g




14 Giugno 2019: 12 visita presso il nostro ambulatorio di Diabetologia

PROFILI GLICEMICI DOMICILIARI 202

Glicemia al mattino: 160 mg/d| A

Glicemia dopo pranzo: 220 m & o o\e
O(\Q

Glicemia prima di cggj‘g* gaﬁ\?ng/dl
‘3\'6 G‘e

Gllcemlanf@%«S%Cha 240 mg/dI
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14 Giugno 2019: 12 visita presso il nostro ambulatorio di Diabetologia
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Quale target glicemico?




Quale target glicemico?

\
e . o9
Approach to Individualization of Glycemic Targets \03\0\
Patient / Disease Features More stringent &= A1C 7% ==$ |ess stringent 6\0\6
Risks potentially associated \-\@(\‘a‘
with hypoglycemia and . \\6 . @‘\\'
other drug adverse effects | ' . @Q ‘\@\\
ow \ . 6\
io° ? &\
- - C
Disease duration newly diagnosed ng-standing g
@ (6 ° <
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&O ° _\© 3
Lif t \4«\ & B0 3
ife expectancy long @6 g@ short 8.
q\ Q@ =
cS o 2\ 3
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Important comorbidlw tav /il e
Establ sc ___-—
6‘3 Ons\‘ absent few / mild severe |
e =
6(‘3\'6 Oe\‘e" E
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0 __._—_ 3
Q ? e‘ ‘Patlent preference highly motivated, excellent preference for less | &
\'\ self-care capabilities burdensome therapy | <
o> 3
\69 o
0 Resources and support =
system readily available limited | %

Diabetes Care 2019; 42(Supplement 1): S61-S70.



Quali strategie terapeutiche sono da consigliare alla Sig.ra ?

TO AVOID
CLINICAL INERTIA

= » L) UK »
) PR »le
»
' DO
PREFERABLY
SGLT2i SGLT2i with evidence of
GLP-1 RA with reducing HF and/or CKD
with proven progression in CVOTs if eGFR
proven cvD adequate®
cvD banafit!, N ========= R s 5 i
benefit if eGFR If SGLT2i not tolerated or
adequate® contraindicated or if eGFR |
than adequate?add GLP-1R
with proven CVD benefit'

2 A

It HbA, above targat

v
N

If further intensification is
required or patlent is now
unable to tolerate
GLP-1 RA and/or SGLT2],
choose agents demonstrating
CV safety:

= Consider adding the other

= Aveid TZD in the

setting of HF P
sider addiny %
é ot er, Q\!(%

\

class (GLP-1RA or SGL banefrl:‘
with proven CV ba i {not saxaglipting
= DPP-4i if n Rn \J the setting of HF (if
. EI - not on GLP-1 RA)
= Basal insulint

= SUE

Q&

1. Proven CVD benefit means it has label indication of reducing CVD events. For
GLP-1 RA strongest evidence for liraglutide > semaglutide > exenatide axtended
release. For SGLT2| evidence modestly stronger for empaglifiozin > canaglifiozin.

2. Be aware that SGLT2i vary by region and individual agent with regard
to indicated level of eGFR for initiation and continued use

3. Both empaglifiozin and canagliflozin have shown reduction
In HF and reduction In CKD progression in CVOTs

4. Degludec or U100 glargine have demonstrated CVD safety
5. Low dose may be better tolerated though less well studied for CVD effects

EATMEN\
REGUL ALY
(3-6 1Dy D HS)

J

COMPELLING NEED TO MINIMIZE

HYPOGLYCEMIA ISSUE®™
DPP-ai GLP-1RA SGLT2R 68 sy TzZD®
i foi
*:ﬁn ‘ b o v ¥

v 2

‘, SGLT2F . *

OR
DPP-4i GLP-1RA TZD® sus
OR with good
(3] SGLT21E
s \( GLP1RA efficacy for
J * weight loss® * *
It HbA, above target | ¥ ¥ | tHbA, above target
v [ If HbA,, above target ] ¥ ¥
[ Continue with addition of other agents as outlined above * * s Insulin ¢ py basal
¢ If triple therapy required or insul i_n‘u\_.-ith lowest
: SGLT2i and/or GLP-1RA not acquisition cost
If HbA, above target tolerated or contraindicated oR
* use reglmen_with Iw risk of » Consider DPP-4i OR
weight gain

SGLT2i with lowest

Consider the addition of SU* OR basal insulin; PREFERABLY acquisition cost®
= Choo r generaticn SU with lower risk of emia DPEP-4i (if not on GLP-1 RA)
» Consider sulin with lower risk of ia? based on weight neutrality

s J

v

If DPP-4i not tolerated or
contraindicated or patient
already on GLP-1 RA, cautious
addition of:

= SUE « TZDS » Basal insulin

6. Choose later generation SU with lower risk of hypoglycemia
7. Degludec / glargine U300 < glargine U100 / detemir < NPH Insulln
8. Semaglutide > limglutide > dulaglutide > exenatide > lixisenatide
9. If no specific comarbidities (i.e, no established CVD, low risk of hypoglycemia,
and lower priority to avoid weight gain or no weight-related comorbiditias)
10.Consldar country- and reglon-specific cost of drugs. In some countrles
TZDs ralatively more expensive and DPP-4| relatively cheaper




Farmaci per il diabete e funzionalita renale

eGFR fino a
Mml/min*1.73 m?9

Metformina

Acarbosio®

Gliptine

Diahlisi

Sitagliptin

Vildagliptin

Saxagliptin®

Linaglptin

Alogliptin

GLP1 agonisti

Exenatide

Exenatide LAR

Liraglutide®

Lixisenatide

Dulaglutide®

~
Sul'l:onil 6‘3

IE‘;-Iien [dfnide o

1 \F:l)iride

-
Repaglinide

Pioglitazone

Gliflozine

Dapagliflozin

Empagliflozin®

Canagliflozin®




14 Giugno 2019: 12 visita presso il nostro ambulatorio di Diabetologia
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Improved glucose control with reduced hypoglycaemic risk when linagliptin is added to basal insulin in elderly

(%0) from baseline

Change m HbAlc

patients with type 2 diabetes
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Inzucchi et al. Diabetes Obes Metab. 2015



Safety profile of linagliptin: CARMELINA study results

D
xO
Linagliptin did not increase the risk of hypoglycaemia ‘ O\.a‘oe
\
. 6(\66
:a\\a\\ \'\0:\\'
Placebo B Linagliptin (;\é\ '(&\’\6
40 - 650‘ N
aa\\‘ N
d\)\' <5\d
20 29,4 29,7 o° 6‘\‘6@6
S W o
@ o
c
QD
T
al
31 3.0
Plasma glucose Severe’

<54 mg/dl| or severe’

*Investigator-reported; "Requiring the assistance of another person to actively administer carbohydrate, glucagon or other
resuscitative actions

Rosenstock J et al. JAMA 2019;321:69



Addition of Sitagliptin to insulin Significantly Decreased HbA,_
Compared to Insulin Dose-Increasing at Week 24 e
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i -0.42%"
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Hong et al. Diabetes Obes Metab. 2012



Addition of Sitagliptin Was Associated With a Lower Incidence of

Hypoglycemia and Reduced Body Weight vs the Insulin Increasing Regimen

. o<
‘0\6\0
m Sitagliptin Add-on 0P o\
B Insulin Increasin WV W
P <0.05
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Hypoglycemia Severe hypoglycemia

Hong et al. Diabetes Obes Metab. 2012



Vildagliptin Add-on to Insulin:
Reduction in HbAlc after 24 weeks - Overall and in the Elderly, _q°-

Overall
Mean BL ~8.4%

O
| T TS
Cf}‘ €§¢b

-0,1

n= 140 149
0,0
-0,1 =
2 0,2
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g o Bh
L -0,4 O(\g
[
<b) -0,5 =
c IR
G 2\ \\e(
o '0'6\)"5( (C©
O3 (1)
\\'\\1‘3 0,7 ﬁ Vilda 50 mg bid + insulin
. QOG’ ] PBO +insulin
0\6 0,8

*P <0.001 from BL

Diabetologia 2007, 50: 1148-1155



Events per patient-year (n)

3.5 -

3.0

2.5 -

2.0 -

1.5 -

Vildagliptin Add-on to Insulin:

ncidence of hypoglycemia

Confirmed Hypoglycemia

Vildagliptin
+ Insulin

Placebo
+ Insulin

Vildagliptin
+ Insulin

Placebo
+ Insulin

Diabetologia 2007, 50: 1148-1155



26 settembre 2019: visita di controllo

Peso: 67 kg (L 1Kg) Altezza: 1,63 m BMI: 24,8 kg/m?

PA: 128/76 mmHg FC: 70 bpm

Glicemia 163 r%g)(ﬁi 6\60(
>

HbA1c . s.\@?/é\ oe®

Colesterolo totale QP§€6(\®QQ\? mg/d|

Trigliceridi 6?\?/62(‘5\0(\3 152 mg/dl

HDL oda« e 40 mg/d|

\& %)

LD(EQQ(Z( (\03\l 65 mg/dl

é\&\\‘QCQreatiﬁina 1,26 mg/dl

. @)
Ow® - eGFR

Albuminuria

44 ml/min/1,73m?
70 mg/g

136 mg/dl

7.8 %

134 mg/dI

143 mg/dl

40 mg/d|

65 mg/dl

1,21 mg/dI

46 ml/min/1.73m?
60 mg/g




26 settembre 2019: visita di controllo
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PROFILI GLICEMICI GIUGNO PROFILI GLICEMICI SET];BM@RE
\6\\6 6\\
Glicemia al mattino: 160 mg/dI Glicemia al mag@ﬁ @516458 mg/dI
NS e
\)\66 6\\'6
Glicemia prima di pranzo: 150 mg/d| (ggejﬁﬁ%dw?na di pranzo: 140 mg/dl
'(\ . 60(\
qﬁ &
Glicemia dopo pranzo: 220 mg/dI%P\(,\O @Bficemia dopo pranzo: 180 mg/dl
P~$€5 '\Ci\(\a\e
Glicemia prima di cena; 2},90‘@@(8‘1 Glicemia prima di cena: 160 mg/d|
«6?‘?’
Glicemia do&qa&gyeﬁo mg/dl Glicemia dopo cena: 200 mg/d|
20 pet

0‘5\\\
o3 a Sig.ra nega episodi ipoglicemici ed e soddisfatta dei risultati
dell’attuale terapia
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Visita ambulatoriale presso altro centro Diabetologico in data 10/01/2018

6‘06\0
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Peso: 65 kg Altezza: 1,63 m  BMI: 24,5 kg/m2 ‘6@6\0
. \\6\\ N
PA: 130/80 mmHg FC: 72 bpm 82
57 &
S P
Glicemia ?&&(\ Qg}g\?dl
HbA1c O \Q(eﬂé%‘.s %
Colesterolo totale R 5?;0'&66 143 mg/dl
\
Trigliceridi ?,5P'i\o° o' 142 mg/d|
HDL <%, 2N 40 mg/d|
22 @
AL e 65 mg/dl
Q(GQ ot
é\&\\\‘b &eatinina 1,1 mg/dl
o0 eGFR 52 ml/min/1,73m2

Albuminuria 50 mg/g




Visita ambulatoriale presso altro centro Diabetologico in data 10/01/2018
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TERAPIA IN ATTO: (\36\0\6
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Ramipril/idroclorotiazide 5/25 mg 1cpr ore 8.00 \e\’o‘\?z\\&\aN‘
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Amlodipina 5 mg 1cpr ore 18.00 ed‘)\@ié\d\@\\a
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Simvastatina 20mg 1 ¢ &5@
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Metformina 8 \%},\@pr x 3/die
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Visita ambulatoriale presso altro centro Diabetologico in data 2/08/2018
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Accesso al PS in data 15/02/2019
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e Ricovero presso UOC di Ortope é@é@l@@rvento chirurgico di
sostituzione protesica Q@g
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ADVANCE: Severe Hypoglycemia Was Associated With Adverse

[ ] [ ] [ ] X 6’
Clinical End Points and Death 50\09\
L&Y
@ Severe Hypoglycemia (n=231) @ No Severe Hypoglycemia (n=10 909) \\'3(\ \
HR (95% CI): d\e\ NG
25 - 3.27 (2.29-4.65) \650 20°
HR (95% Cl): 2 AN d\\'a\\
20 3.53 (2.41-5.17) 195 660 36\
) HR (95% ClI): Q e’ \‘%2( .
i <R (5% Ci) R (95% CI):
15,9 2.19 (1.40-3.45) &% 370 (236.6.08) ) 80 (L.64-479)

0

A\ . .
°° Major Major Death From Any
‘ Macrovascular Microvascular Cause
OV Event Event

CV Disease Non-CV Disease

Zoungas S et al. N Engl ] Med. 2010;363:1410-1418.



\
0\6906\\’

Hypoglycemia Was Associated With More
Short-Term Disability and Higher Health Care Costs

Patients With Patients Withourt

Hypoglycemia? Hypoalvceivna?
>1 epi ) oY oo
21 episode of short-term 7% GO e 32% P <0.01
disability ?/&«\ N cC

] isabili O e
Days of short-term disability 5P~?\1§-5\Q( 11.0 P <001
per person-years $€5 \(\0\
N\ O

Annualized health car%pﬂ e©
expenditurest < 6?\?, 6‘5\ $3169 $1812 P<0.01

. Inudg{&?ofﬂgﬁ@illty increased from 0.8% to 4.7% the week after a hypoglycemic episode.

2\
& (e ot (\°

Rhoads GG et al. J Occup Environ Med. 2005;47(5):447-452.
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Quale terapia si sarebbe potuta consigliare alla Sig.ra Maria?




DPP-4 inhibitors are a valid therapeutic option for glucose lowering in

patients with T2D 6\0\0‘3\6'

A

. \&0\\6(.\6'(\
' 2@\
Weight neutral 00
2@ (0®
066\)&6 66\6\
S
Hypoglycaemia Is rarg@O SN
e
P\Q GQ\Q(
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&) Well tolegatel e
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o\
@ @\?asf experience, also in older subjects



The efficacy of dipeptidyl peptidase-4 inhibitors for type 2 diabetes

Reducing HbA1c effect

(
?6‘

Study
(%]

DPP4-1 ws 5L

Chen K, 2017 (9 RCTs with 6987 patients)
Zhou JB, 2016 (11 RCTs with 12245 patients)
Lok HH, 2016 {11 RCTs with 8396 patients)
Hou L, 2015 (& RCTs with 2410 patiznis)
Zhang YF, 2014 (12 RCTs with 6772 patients)

DPP4-1 vs Placebo/QADs

Min SH, 2017 (5 RCTs with 5980 patients)
Kay 8, 2017 (8 RCTs wilh 3261 patients)
Kamiya H, 2017 (2 RCTs with 1053 patients)
Howsa PM, 2016 (11RCTs with 263 patients)
Bekiari E, 2016 (18RCTs with 4985 patients)
Esposito K, 2015 (24RCTs with 24163 patients)
Zang¥L, 2015 (6 RCTs with 1335 patients)
Cheng D, 2014 (5 RCTs with 993 patients)

Wu D, 2014 (T RCTs with 3228 patients )
Perez A, 2014 (8 RCTs with 387 patients )

Liu X, 2014 (14 RCTs with 9149 patienis )
Wang Y, 2014 (10 RCTs with 1212 patients )
Berhan A, 2013 (8 RCTs with 2233 patients )
Gerrald KR, 2012 (8 RCTs with 9785 patients )
Singh-Franco D, 2012 (9 RCTs with 3532 patients)
Cail, 2012 (37 RCTs with17717 patients)
Park H, 2012 (59 RCTs with 16719 patients)
Manarni M, 2010 (38 RCTs with 6600 patienis)
Richter B, 2008 (2 RCTs with 582 patienis)
Zhan M, 2012 (& RCTs with 482 patients)

Amori RE, 2007 (6 RCTs with 1285 pafied
Tricea AC, 2014 (5 RCTs with 'I

22
ed\)\ 6 %\-DZB (-0.43, -0.13)

\0

WMD (35% Cl)

0.16 (0.11, 0.21)
0.0 {0.03, 0.13)
0.1 (-0.31, 0.09)
0.04 {-0.08, 0.17)
010 (0.10, 0.11)

\ X
-1.20 (-1.60, \\6 o)
0,65 {-0, Qﬁé@ d\\»a\\a

%ﬁa@

-0.62)
-0.64, -0.40)

-0.60 (-0.74, -0.46)
-0.35 [-0.51, -0.18)
-0.73 (-0.84, -0.62)
-0.81 (-1.11, -0.51)
-0.82 (-0.94, -0.70)
-0.63 (-0.71, -0.55)
-0.22 (-0.44, -0.20)
-0.76 (-0.83, -0.69)
0,70 (0,80, -0.60)
-0.82 (-1,00, -0.64)
-0.65 (-0.82, -0.50)
-0.87 (+1.10, -0.84)
(Excluded)

Favor DPP4-|

Favor controls

—— -0.58 (-0.70, -0.46)
—_—— -0.32 (-0.52, -0.12)
+* -0.99 (-1.04, -0.94)
—rp— -0.47 (-0.58, -0.36)
\6 21312(@ with 4032 patients) —— -0.20 (-0.37, -0.03)
Dﬁ@ﬂmmm
(L 017 { & RCTs with 1656 patients) —_—— 0.35 (0.20, 0,50)
iJ, 2015 (10 RCTs with 2335 patients) —— 0.43 {0.34, 0.52)
Wang T, 2014 (4 RCTs with 1111 patients) —— 0.41 (0.31, 0.51)
Zhou ¥, 2014 (4 RCTs with 1246 patients) —— 0.46 (0,35, 0.57)
Esposito K, 2014 (12 RCTs with 14829 patients) —— 0.20 {0.08, 0.32)
DPP4-1 vs Met
Du Q. 2013 (7 RCTs with 1881 patients) - 0.13 (-0.04, 0.30)
Karagiannis T, 2012 (7 RCTs with 3237 patienis) —_— 0.20 (-0.14, 0.54)
| |
16 0 16
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Dipeptidyl peptidase-4 inhibitors vs Sulfonylureas as add-on to metformin
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Manuj Sharma et al. BMJ Open 2017;7:e017260



Durability of the efficacy and safety of alogliptin compared with glipizide as

add-on to metformin in type 2 diabetes mellitus: a 2-year study .
o o o SO
— = Alogliptin 12.5mg  —0—Alogliptin 25mg  —r—Glipizide '\@‘0
0 g &¥
Frimary Analysis: Change at Week 104 BPAN
01 Mean [+5.0.) Difference fram Glipizide |amga¥\9[ W
e Alogliptin 125 mg |  -0.68% (0.037) * -u:-:llanr-n-,t:(‘é@ﬁl“ x\t&@\\
1; 0.2 - Alogliptin 28 mg 0,7 2% [0U037) *1 0,131 %Q}nﬁ N\
£ ' Glipizide 0.59% (0,038 ‘3\\6 . -,a\'\'a
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S e Mo, of Paig i Anadys
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* Baseline values were 7.6% in all three treatment groups.

* Aleghptn 12.5 and 25 mg noninfenor to glipizide (p<0.001).
T Alegliptin 25 mg supenor to glipizide {(p=0.010).
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Durability of the efficacy and safety of alogliptin compared with glipizide as

add-on to metformin in type 2 diabetes mellitus: a 2-year study .
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Efficacy and safety of DPP-4 inhibitors in elderly patients with T2DM

DPFP-4 inhibitor Study type Patient population Efficacy outcomes OQ\ :
\
Alogliptin [58, 59] Rosenstock etal. 2013 [59] Q\U
Global, multicenter, randomized, double-blind, active- 441 T2DM pis (aged 65-90 years) with HhAlc LS mean changes in HbA |, from ba.sg '3\181 WEre
controlled study 6.5-9.0% (48-73 mmol/mol) on dietexercise alone or = 0.14% with alogliptin aud D hpmde
Hba,  6.5-8.0% (48-64 mmol/mol) on aral antidia- \treatment-group d:ﬂ‘-:r: s one-sided 97.5%
betic monotherapy Cl—wa, 0,13 6\ 6 \’
Pratley et al, 2009 [58] ) \\, 0\
Pooled analysis of six randomized, double-blind, phase 455 TIDM pis aped =65 with inadequate glycemic Com ]Q@mean HbA,, decreased
2 and 3, placebo-controlled siudies control %\. {12 whs in phue 2 study) by
\\6_@&@ receiving alogliptin 12.5 and
6 :@, pectively (p<0.00] for both alogliptin doses
6\)\6 %\ aceho)
Linagliptin [6, 53] Barnem etal. 2013 [6]
Randomized, double-blind, placebo-controlled, 241 TIDM pis Q}th I-Ib @ﬁ% Placebo-adjusted mean change from baseline in HbA,
parallel-group, phase 3 clinical tmial (=33 ﬁunnl.l'mu stah Dfmnmmn with linagliptin was —0.64% ©93% CI -0.8] to - 048,
anu:hahe ts for P 0.0001) at wk 24
Inzucchi et al. 2015 [53]
Prespecified retrospective analysis of two phase 3, ﬁ@_\m:mq basal insulin ~ Placebo-adjusted change from baseline in HbA
multinational, randomized, double-hlind, pla;:e ther:%' T without oral glucose-lowering drugs with linagliptin of -0.77% (33% CI - 0.95 1 0.39;
controlled, pamllel-group clinical trials p=0.0001) after 24 wks
Saxagliptin [57) Post hoc analvsis of poaled data fro \Q‘?HDM pis aged > 63 years with HbA, 7-10.5% Placebo-adjusted mean change in HbA,. with saxagliptin
phasa ITI, multicenter, randn& uble- éh@ (53-91 mmol/mol) who were either treatment-natve 25 mpof =060% (95% CL =099% to =0.21%) and
trials Q) or had not achieved adequate glveemic control an =0.55% (=097% to - 0.14%) for saxagliptin 5 mg
?& (9\0 monotherapy with metformin, thiazolidinedione or after 24 whs
6 sulforyiurea
Sitagliptin [60] Post ho@‘a-srmnﬁ .ﬂasm Elderly Japanese T2DM pts (aged 65-74 [n=261], and HbA, decreased significantly from baseline to
\‘a (%) =73 [n=126] years) on diet'exercise alone or with 24 months for pis aged 63-T4 years (from 7.6 o 7.0%
6(6 . Oe\‘ HbA, =6.9% (=52 mmolimol) despite treatment [60 & 53 mmolfmol]) and aged = 75 years (from 7.7
GQ (\ with hypoglycemic agents o 7.1% (6] to 54 mmolmol]) [cr{ﬁ.ES for both age
\! el
? groups)

\\'\N]agl.iprin [7, 56 Strainetal. 2013 [7)

Randomized, double-blind, placebo-controlled study 276 T2DM pits aged = 70 years either treatment-naive  Significantly more pts in the vildagliptin group achieved
0\69 or inadequately controlled by conventional oral their individualized HhAlc targets vs the placebo
antidiabetic drugs group (32.6% va 27.0%, respectively; adjusted odds

ratio 3.16, 96.2% CI 1.81-3.52; p<0.0001}
Clinically relevant 0.9% reduction in HbAl ¢ from a
baseline value of 7.9% (63 mmol/mol) with vilda-

i . . - gliptin a1 wk 24, with a between-group difference of
Acta Diabetol. 2019 Jun;56(6):605-617 D 6% BaE% LT 041 1 0,20 e L000L)
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