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Sembra diabete tipo 2 ma non lo e!!!

* LADA (~150.000-200.000 casi in ltalia)
* Monogenico (~30.000-40.000 casi in Italia)
 Diabete pancreatogenico (~50.000-100.000 casi in ltalia)

* Diabete secondario a varie patologie (es. ipercorticismo) (??7?)

Circa 1 su 10-15 casi non lo e. La diagnosi va ripensata ma la
terapia potrebbe non essere diversa o molto diversa.



Diabete tipo 2
Un contenitore di malattie diverse




Subtypes of T2DM identified by cluster analysis

Ahlqvist E et al — Lancet Diabetes Endocrinol 2018; 6:361

45
40
35
30
Clinical features
25 into cluster analysis
% A
0 ge
20 « BMI
15 * HbA1c
« HOMAZ2-Beta
10 « HOMA2-IR
5 _
0 _|

SAID SIDD SIRD MOD MARD

N = 8980 newly diagnosed

Cluster 1 = SAID = severe autoimmune diabetes = early-onset, relatively low BMI, poor control, insulin deficiency, GADA +
Cluster 2 = SIDD = severe insulin-deficient diabetes = early-onset, relatively low BMI, poor control, insulin deficiency, GADA -
Cluster 3 = SIRD = severe insulin-resistant diabetes = high BMI, insulin resistance

Cluster 4 = MOD = mild obesity-related diabetes = high BMI, no insulin resistance

Cluster 5 = MARD = mild age-related diabetes = older age, lower BMI, no insulin resistance
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				Per ridimensionare l'intervallo di dati del grafico, trascinare l'angolo inferiore destro dell'intervallo.






Time to insulin therapy in subgroups (cluster) of
patients with newly diagnosed T2DM

Ahlgvist E et al — Lancet Diabetes Endocrinol 2018; 6:361
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N = 8980 newly diagnosed

Cluster 1 = SAID = severe autoimmune diabetes = early-onset, relatively low BMI, poor control, insulin deficiency, GADA +
Cluster 2 = SIDD = severe insulin-deficient diabetes = early-onset, relatively low BMI, poor control, insulin deficiency, GADA -
Cluster 3 = SIRD = severe insulin-resistant diabetes = high BMI, insulin resistance

Cluster 4 = MOD = mild obesity-related diabetes = high BMI, no insulin resistance

Cluster 5 = MARD = mild age-related diabetes = older age, lower BMI, no insulin resistance



Both dapagliflozin and semaglutide have similar
efficacy in SIDD vs. SIRD patients with T2DM

Dwibedi C et al — Nat Metab 2024; 6:50

Sia SGLT-2i che GLP-1 RA hanno

pari efficacia su HbA1c in chi ha severo deficit beta-
cellulare e in chi ha severa insulino-resistenza

30 smlpee Dapagliflozin in SIDD
20 i, Dapagliflozin in SIRD
Semaglutide in SIDD
Semaglutide in SIRD

HbA1c (

10 H

O 3 6

Treatment time (months)

n=239 newly diagnosed on metformin



Subtypes of T2DM identified by cluster analysis

VNDS - Bonadonna RC, Trombetta M, Bonora E et al - ADA poster 2019

CLUSTER - DIABETES ~ SUBJECTS CLUSTERING VARIABLES CLUSTER - DIABETES KIDNEY AND LIVER FUNCTION PARAMETERS
DENOMINATION (Mean:SD) DENOMINATION (MeanzSD)
Y & emin) )

1 - Early Onset 156 (34) 46.2+6.77 30.64.0"  107#45% 2.65+0.787
(EOD) 1 - Early Onset (EOD) 93+20* 57+270 | 22+11®  36+20% 4033°
2 - Severe Insulin 148 (45) 57.9+8.5% 26.7+3.7  49.7+157 1.75%0.58" 2 - Severe Insulin 90+23* 16130 19+11®  29+17*  40+40°
Deficient (SIDD) Deficient (SIDD)
3 - Mild Age Related  285(91) 65.2+5.37 28.2+3.17 96.7+29% 2.35+0.617 3 - Mild Age Related 79+17° 23+128 21+9.6©  27+13* 37+44°
(MARD) (MARD)

- i # 1 1 1
:esgrae::(gls:g;m 150 (63) 58.7+¢7.3* 36.4+5.57 130:51"  4.05+1.3 4 - Obese Insulin O 434257 26+141  38+17%  56+731

Resistant (OIRD)

TOTAL - Type 2 739 (233) 58.4#9.8 30.0#5.3  96.4345  2.64+1.1"
(T2DM) TOTAL - Type 2 (T2DM) 84+8 32+186 22411 32+17  42+49

CLUSTER - Cardiovascular Disease Total | P Value

CLUSTER - Retinopathy Total

DIABETES 0 Number | (y2) DIABETES Number
DENOMINATION (%) (N) DENOMINATION % (N)
Absent Mild Overt
(at least 1 (at least 1 0.0001 Absent Present < 0.05
vascular bed) vascular

bed) 1 - Early Onset 96.4 3.6 134
1 - Early Onset 26.1 63.4 10.4 134 (EOD)
(EOD) 2 - Severe Insulin 91.5 8.5 129
2 - Severe Insulin 12.0 75.2 12.8 125 Deficient (SIDD)

HaH + (mnn)

3 - Mild Age 10.2 69.3 20.5 264 3 - Mild Age 97.3 2.7 255
Related (MARD) Related (MARD)
4 - Obese Insulin 11.8 75.6 12.6 127 4 - Obese Insulin 92.9 7.1 141

Resistant (OIRD) Resistant (OIRD)



Insulin sensitivity and beta-cell secretion (proportional
control) in drug-naive newly diagnosed subjects with T2DM

1500 ~ VNDS - Bonora E et al - Diabetes Metab Res Rev 2022; 38:e3558
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Fisiopatologia del diabete tipo 2

Adattato da DeFronzo

_ Metformina s PR
Metformina Pioglitazone GLP-1 RA
= Pioglitazone GLP-1 RA Sulfoniluree

Non abbiamo biomarker di rapido uso clinico per
capire dove stanno i problemi del nostro paziente,
sappiamo solo che senza disfunzione beta-cellulare
lui/lei non avrebbe il diabete

/ \

| M‘etfo‘rmina-f‘fé _G_LPT1 RA A
: Inibitori DPP-4 Inibitori

Pioglitazone . .
OFTAZONE g Acarbosio SGLT-2

Tessuto adiposo o Cervello
Proc?uce sostanze Intestino Rene Alterazione di alcune centraline
diabetogene Alterata produzione di i ) di controllo
(insulino-resistenza, ormoni incretinici Riassorbe troppo glucosio

inflammazione) Flora batterica alterata



Glycemic phenotypes in treated T2DM

Bonora E et al - Diabetologia 2006; 49:846

Mean Pre-prandial: good=<110; fair=110-160; poor >160 mg/dI|
Mean Post-prandial increase: satisfactory=<40; exaggerated >40 mg/dIi

Abbiamo farmaci non insulinici piu adatti
all'iperglicemia a digiuno e altri piu adatti ai picchi
glicemici post-prandiali”?

Iperglicemia a digiuno:
metformina, SGLT-2i, pioglitazone, sulfoniluree

Iperglicemia post-prandiale:
DPP-4i, GLP-1 RA, acarbosio

70S atist. Xagg. atist. Xagg. atist. Xagg.

n=3284



Priorita fra i vari obiettivi di cura

Livelli di glicemia medi AlC

mg/dL

- Intervallo |
raccomandato




T2DM therapy personalization in the Eighties -
Focus on body weight

Life style change
/ \ Weight scale

Lean patient Obese patient

Sulphonylurea

A body weight-driven selection of medicines




T2DM therapy personalization in 2025
Focus on CVD and CKD

/ \ CVOT
Hyperglycemia Prevention of CVD/CKD

Any drug GLP-1 RA, SGLT-2i

A CVD/CKD-driven selection of medicines




AND Linee guida per la terapia del T2DM

v Mannucci E et al - Acta Diabetologica 2023; 60:1119

MEDICI
OIABETOLOGI

E Societa ltaliona
di Diabetologin

Nessun evento

, Pregresso evento
cardiovascolare, non

, Scompenso
cardiovascolare, non

cardiaco

scompenso cardiaco,

. scompenso cardiaco
eGFR2 60 ml/min

1Se la metformina non é controindicata per ridotto eGFR,
“Se la metformina non é controindicata per ridotta funzione cardiaca.
'Eccetto saxagliptin che non é indicato in caso di scompenso cardiaco.
La raccomandazione sui pazienti con eGFR< 60ml/min é debole per carenza di studi clinici effettuati su questa popolazione
Si raccomanda la deprescrizione di sulfanilurre e glinidi

r N | )
Metformin Metformin? SGLT2i J SGLT2i
. R — J
\ / p Met. | GLP1RA | SGLT-2i N
SGLT2i GLP1RA GLP1RA J Met.2 GLP1RA
\ VAS . \ 4 /
™y ra ™, )
DPP4i || Acar. Pio. Ins. DPP4i || Acar. } DPP4i || Acar. Pio. Ins. DPP4P Acar. Insulin

AN L 4 4




Terapia dell’iperglicemia nel diabete tipo 2
ADA Standards of Care 2025

Goal: Cardiovascular and Kidney Risk Reductionin
High-Risk Individuals with Type 2 Diabetes*

+ASCVD +Indicators of +HF +CKD
high CVD risk Current or prior GFR <60 mLimin/1.73 m* OR
symptoms of HF alouminuria (ACR =3.0 mg/mmal
with documented [30 mg/g]). Repeat measurement
- - HFrEF or HFpEF is required to confirm CKD

+ASCVD/indicators of high CVD risk*

- h 4

GLE=1 RAY ! f SGLT2it with

with proven proven CVD SGLTZi* +CKD (on maximally tolerated
CVD benefit i beneft sith prowen HF beneft dose of ACEi or ARB)

CVD/CKD ey
SGLT-2 T
GLP-1 RA

SGLTZE with primary evidence
of reducing CKD progression

+ SGLTZ can be started with
eGFR =20 mLjmin/1.73 m?

» Continue until initiaticn of
dialysis or transplantation

= Glucose-fowering efficacy is reduced
with @GFR <45 mLfmin/173 m*

= For individuals on a GLP-1 RA, consider adding
SGLTZ with proven CVD benefit or vice versa
+ Picglazone® | |
GLP-1 847 with proven CKD benefit

I A1C is above god, for individuals
on SGLT2|, conskder Incorporating
a GLP=1 RA or vice versa

If additional cardiovascular and kidney risk reduction, management of other

metabolic comorbidities, and/or glycemic [owering is needed

[ +Mitigating risk of MASLD er MASH

S

¥

Agents with potential benefit in MASLD or MASH
GLP=T RA, dus] GIP and GLP=1 RA, piogftazons, or combination of GLP=1 RA with piodlitazone

Use insufin in the setiing of decompensated cimhosis

eyl

Goal: Achievement and Maintenance
of Weight and Glycemic Goals

+Weight +Achievement and maintenance
nent of glycemic goals
h 4 w
E‘I‘ﬂr.acy Metformin ar ather agant {including
for weight cembination therapy) that provides
loss adequate EFFICACY to achisve and
maintain glycemic reatment goals
Very high: Pricritize avoidance of hypoghyceria
5“! lutide, in high-risk individuals
High:
Duladlutide, ¥
Iraghitide Efficacy for glucose lowering
GLP-1 RA, (v :
ot Dulaglutide (high dose), utide,
listed above), e ﬂnp-ldl ,I'l:.ie:'llllw
SGLT2
Neutral:
hetformin,
DPP-di

If AIC is above goal or significant hypoglycemia or
hyperglycemia or barriers to care are identified

= Refer to DSMES to support self-efficacy in achievement of
treatmeant goals

« Consider technology (e.g., diagnostic ar personal CGM) to
identify therapeutic gaps and tailor therapy

» Mentify and address SDOH that impact achevement af
treatment goals

HbA1c/BW
GLP-1 RA
GLP-1/GIP RA
SGLT-2



T2DM therapy personalization in 2025

Focus on CVD and CKD but also on hyperglycemia and
excess body weight

Hyperglycemia
and excess BW \L

GLP-1 RA, SGLT-2i

Prevention of CVD/CKD

GLP-1 RA, SGLT-2i
GLP-1/GIP RA

A holistic care-driven selection of medicines

(GLP-1/GIP RA)



T2DM therapy personalization in 2025
The great dilemma

???/ \ 777

SGLT-2i GLP-1 RA
GLP-1/GIP RA

A play of chance-driven selection of medicines?




CVD/CKD in CVOT con SGLT2i oppure GLP-1RA

Confronto indiretto di metanalisi

SGLT-2i - Meta-analisi di McGuire - JAMA Cardiology 2021; 6:148
GLP-1RA - Meta-analisi di Sattar - Lancet Diabetes Endocrinol 2021; 9:653

MACE HHF CKD/Alb

RRR
(%)

M SGLT-2i
W GLP-1RA

-35

-40
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				Per ridimensionare l'intervallo di dati del grafico, trascinare l'angolo inferiore destro dell'intervallo.






HbA1c/BW/BP e CKD - SGLT2i vs. GLP-1RA

Studio osservazionale con PSM

DARWIN-RENAL - Fadini GP et al - Diabetologia Care 2024; 67:2585

a < b
a b E 904 Difference . )
70 95 e 1.19 mi/min per 1.73 m? T 00 Total Chronic
= = - 95% C10.47, 1.90 g
E 65 2 g 87 p=0.0001 5 @ SGLT2i
3 = = g 2 05 @ GLP-1RA
=3 =
E e g o E & 28
e 2 E e~ 107 3 3
g - z | —seura
= =
— GLP-1R]
50 — SGLT2 [ ] ] [ ] [ ] [ ] $ i
T T T T T L | L )
sxwwmw CLP-1RA migliori sulla glicemia ER
Time after index date (months)
Mo. of patients
SGLT2i 5458 2182 16822 1020 1173 7 - - - -
GLP-IRA 5437 2204 1448 856 1021 7 - I m I g I O rl S l l a
C ; HR 0.64 (35% CI 0.41,0.99)
140 83 @ : — . 41,0,
m =
S _ 0.8 p=0.027 % 0084 P 0.047
5 138 —_ aoc ==
T o xS 06 =2
E 138 £ 9% - 0 5
£ E o 8 ca
= E £ 04 £ o 004
& 1 o g = W =— GLP-1RA
? 1p 8 s 02 — GLP1RA § 002]— seira
— GLP-1RA — GLP-1RA = 00 — SGLTZ 0.00
130 — SGLTZI 751 — seLTa s 12 24 % 48 0 12 24 36 48
! T j i T ! ! T ' j j ! Time after index date (months) Time after index date (months)
0 12 24 3B 48 80 0 12 24 36 48 680 No. at risk No. at risk
Time after index date (months) Time after index date (months) SGLTZ 5701 2960 1537 605 80 SGLTZI 4182 2821 1646 704 100
No. of patients No. of patients GLP-1RA 5701 2744 1334 522 120 GLP-1RA 4155 2542 1416 843 161
SGLT2i 3827 1223 978 614 716 438 SCGLTZ2i 3822 1223 978 G615 715 438
GLP-1RA 3538 1003 696 430 584 422 GLP-1RA 3534 1002 695 430 5383 427
e Crude rates/ 1000 PYE Adjusted
Endpoint SGLT2ZI  GLP-1RA HR pvalue
) (95% CI)
New-onset CKD = 29.1 136 0.86(0.73,1.01)  0.069
Worsening CKD class H 2338 255.5 0.92 (0.86,0.99) 0.027
Sustained >40% eGFR reduction —— 16.2 20.7 0.78(0.60,1.02)  0.076
Sustained >57% eGFR reduction — 4.9 76 0.64 (0.41,0.99) 0.047
N . . . . Mew ] 26.5 236 115(0.67.1.51) 0327
N= 5705; eta 61 anni; tempo dalla diagnosi 10 anni; 0% o 1' :

BMI 33; HbA1c 8%

HR (95% CI)



CVD/CKD - SGLT2i vs. GLP-1RA
Studio osservazionale con PSM

Dati amministrativi della Lombardia - Baviera M et al - Cardiovasc Diabetol 2022; 21:162

a GLP-1RA SGLT-2i HR (95%, C1)
Events (%) Events (%)
Qutcomes
Death 694 (4.0) 777 (4.5) 0.88 (0.79-0.98)

MACE-3 850 (4.9) 863 (5.6) R 0.87 (0.80-0.96)

GLP-1RA migliori su CVD in prevenzione primaria

Pareggio su CVD in prevenzione secondaria
SGLT-2i migliori su GKD

GLP-1RA SGLT-2i HR (95%, Cl)

b Events (%) Events (%)
Outcomes
Precedenti di CVD Death 24(02)  33707) L 0,94 (0.81-1.10)
MACE-3 414 (11.8) 416 (11.9) e 0.99 (0.86-1.13)
MACE-4 522 (14.8) 539 (15.5) e 0.97 (0.86-1.09)
Myocardial infarction 105 (3.0) 129 (3.7) /Tl 0.81 (0.62-1.05)
Stroke 47 (1.3) 53 (1.5) | 0.89 (0.60-1.32)
Heart failure 208 (5.9) 209 (6.0) —— 1.00 (0.82-1.21)
N= 41524, eta 66 anni; tempo dalla Kidney failure 26(07) 9(03) e | 281 (1.36-6.36)
diagnosi 10 anni 075 1 15 2 25

Meglio GLP-1RA Meglio SGLT-2i



T2DM therapy personalization in 2025
Possible solution of the great dilemma

v

SGLT-2i + GLP-1 RA

(GLP-1/GIP RA)



CVD/CKD - SGLT2i + GLP-1RA vs. farmaci singoli

Studio osservazionale retrospettivo con PSM
Riley DR et al - DOM 2023; 25:2897

(B) NN ES ‘ (C) HR (95% CI P-value
All Cause Mortalit - o, A Gaine Hnrisky e 0,56 (0.54-0.59) <0001
Hospitalisation i 0.1 (0.80-0.83) Hospilalisation e 0.87(0.85-0.88) <(.001
Acute-Myocardial Infarct ey 0.83 (0.79-0.88) Acute-Myocardial Infarct »—-—u 0.93 (0.89-0.98) 0.010

La combinazione sembra migliorare la
prevenzione cardiovascolare e renale

Atrial Fibrill

Stroke et 0.90 (0.85-0.94) Stroke I 0.92 (0.88-0.96) <0.001
PVD ,_.._. 1.01(0.96-1.06) PVD i 0.96 (0.92-1.01) 0.090
Lower Limb Amputation —— 0.81(0.74-0.88) Lower Limb Amputation 0.87 (0.81-0.95) 0.001
CKD — 0.92 (0.89-0.95) CKD i 0.80 (0.77-0.83) <0.001
T L e o e T 1 o e T Tt e e L 1
0.0 15 00 15

0.5 1.0
|Reduction in Risk| ~ [Increase in Risk|

SGLT-2i + GLP-1RA SGLT-2i singolo

N=100.000 per gruppo

0.5 1.0
|Reducti0n in Risk| |Increase in Risk|

SGLT-2i + GLP-1RA GLP-1RA singolo




T2DM therapy personalization in 2025
Further dilemma (n.1)

Metformin + SGLT-2i

GLP-1 RA not tolerated

Poor glucose control

NN

An “artist touch”-driven selection of medicines



T2DM therapy personalization in 2025
Further dilemma (n.2)

Metformin + GLP-1 RA

SGLT-2i not tolerated

Poor glucose control

NN

An “artist touch”-driven selection of medicines



Altre associazione con SGLT2i o GLP-1RA ed endpoint
cardiovascolari o renali

Associazione senza

+ DPP-4i No dati :
alcuna logica

. Forse benefici CVD Forse benefici CVD
+ Pioglitazone

addizionali addizionali
+ Sulfoniluree/Glinidi No dati No dati
+ Acarbosio No dati No dati
Analisi di sensibilita Sottoanalisi

+ Insulina . .. : .
Stessi benefici Stessi benefici



Associazione di pioglitazone con SGLT2i o GLP-1RA

Endpoint cardiovascolari - Studio osservazionale con PSM
Anson M et al - DOM 2024; 26:2606

(A) Clinical outcome p value HR (95% CI) (B) Clinical outcome p value HR (95% CI)

Death 0499 1.12(0.80-1.57) —— Death 0.035  0.77 (0.60-0.98) ——

Pioglitazone in aggiunta a SGLT-2i oppur in
aggiunta a GLP-1RA potrebbe migliorare

'esito CVD

TIA/Stroke 0213 0.75(048-1.18)  +—m——

| | i | TIA/Stroke 0.035  0.71 (0.52-0.98) —
00 05 10 15 00 04 08 12
| HR _ HE
Wet/Pio/GLP-1RA ~ Met/GLP-1RA Met/Pio/SGLT-2i Met/SGLT-2i
N=4552 N=4552

N=8063 N=8063



T2DM therapy personalization in 2025
Further dilemma (n.3)

Metformin + 3 drugs already
SGLT-2i + GLP-1 RA on board

Poor glucose control

NN

An “artist touch”-driven selection of medicines



A strong commitment in diabetes care

Primum non nocere (Hippocrates, 460-370 BC)




Main untoward effects of anti-diabetic agents

Gl side Weight Oedema Bone Genital Pancreatitis Hvbo
effects Gain HF Fractures infections yp
Metformin Yes
SuU Yes Yes
Acarbose Yes
Repaglinide Yes Yes
. .. Yes
Pioglitazone Yes Yes
(women)
GLP-1 RA Yes (Yes)
DPP-4
inhibitor s
SGLT-2 Yes
inhibitor




Warning or contraindications of anti-diabetic
agents according to organ failure

Heart Respiratory Liver Kidney
Failure Failure Failure Failure

Metformin (Yes) (Yes) (Yes)

Sulphonylureas Yes Yes
Acarbose Yes Yes
Repaglinide Yes Yes but...
Pioglitazone Yes Yes

GLP-1 RA (Yes) (Yes)
DPP-4 inhibitor Yes Titrate

(except LINA)

SGLT-2 inhibitor (Yes) (Yes)



Main Interactions of anti-diabetic agents

Antibiotics

Warfarin FANS : . Fibrates Digoxin Others
Antifungins

Metformin

Sulphonylurea Yes Yes Yes Yes Yes

Acarbose Yes Yes

Repaglinide Yes Yes

Pioglitazone (Yes)

GLP-1 RA

DPP-4
inhibitor
SGLT-2
inhibitor




Vincoli e stranezze delle schede tecniche

Fra le combo DPP-4i/Met solo una (lina/met) permette la aggiunta di tutti gli altri

Non tutte le associazioni fra farmaci che

prescriviamo sono previste dalle schede [
tecniche e non poche prescrizioni

i richiederebbero un consenso informato |

el scritto e sottoscritto dal paziente che %

>e dovrebbe pagarsi il/i farmacoli

Repaglinide puo essere aggiunta a metformina ma non ad altri farmaci.




| 7 passaggi chiave per la scelta del farmaco

e

1 Controindicazioni, avvertenze, interazioni, possibili effetti avversi
2 Benefici in termini di cardio- e/o nefro-protezione

3 Basso o nullo rischio di ipoglicemia

4 Efficacia a breve e lungo termine

5 Possibilita di raggiungere 'obiettivo personalizzato di HbAlc

6 Benefici addizionali sul peso corporeo

7 lllustrazione delle opzioni e condivisione della scelta con il paziente



Medicina tradizionale, medicina di
stratificazione e medicina di precisione

Stratified Medicine Precision Medicine
o Patients are grouped by: Individual patient level:
« Disease Sub-types « Genomics and Omics
» Risk Profiles » Lifestyle
[ ] « Demographics « Preferences
« Socio-economic Factors » Health History
« Clinical Features + Medical Records
« Biomarkers « Compliance
@ B e i
« Molecular Sub-populations + Exogenous Factors
In| s o o

Companion Diagnostic
= _ . {CDx) Biomarker

Therapy (Rx + Dx = CDx)

Therapy (mainly Rx) Therapy (mainly Rx)

“ I . K S S S

= & @ B
Adverse No Benefit Patient groups benefit from more targeted Each patient benefits from individualized

Event Benefit treatment treatment



Intelligenza artificiale forse sostituira la deficienza
naturale ma attenzione perche dovra considerare
numerosi dati clinici individuali




Domande per la IA

Ad un vecchio (>85 anni) in terapia con DPP-4i, HbA1c 7,3%, precedenti di
scompenso cardiaco ed eGFR 32 ml/min metteresti un SGLT-2i anche se ha
pannolone per incontinenza urinaria?

Ad un sessantenne in metformina e SGLT-2i con BMI 24,5, HbA1c 8,6% e C-
peptide basale 0,25 pmol/l metteresti un GLP-1 RA?

Ad un paziente di 70 anni trattato con metformina, pioglitazone e DPP-4i senza
CVD o CKD che ha HbA1c 6,9% cambieresti |la terapia perché si & scoperto che
non e tipo 2 ma un LADA?

Ad un cinquantenne in terapia con metformina, GLP-1RA, SGLT-2i e anche
pioglitazone con HbA1c 7,6%, BMI 30, C-peptide 2,8 ng/ml aggiungeresti
gliclazide anche se le sulfoniluree non sono menzionate nelle nostre linee guida?

Ad un anziano (>75 anni) in terapia con metformina e SGLT-2i che ha avuto una
pancreatite e ha picchi post-prandiali importanti (+80-100 mg/dl) metteresti
acarbosio?
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YouQulli:

«Enzo Bonora contro il diabete»

enzo.bonora@univr.it
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