NOpPAVEIO OTOV
afnTn: o péAog Tou
arTpou

AP r'EQPTI0Z I. KOYPTOIAOY
NMaBoAdyog-AlafnToAdyog
A1ddakTWwp laTpiking AlMNO
KAIviky «Aylog l\ouxag» Oegocoalovikn

ETTioTnUOVIKN Hp£p|6a yia AlaiToOAGOYyouG -
Alatpo@oAoyoug, NoonAeuTiko kai lMapaiatpiko
TTPOOoWTTIKO «H dlaxegipion Tou Zakyxapwodn AiaATn: Hia
OMOOIKN UTTO0EON»
=evodoyxeio Makedovia MNMaAAdag



NepioTariko

fuvaika 59 Etwv pe ZA tumov 2 anod 10etiog
NapBavel peyioteg 600elg 3 avtbLafntikwv: petpopuivn
1000 mg X2, yAlpenmipidbn 6mg X1, owtayAuntivn 100 mg X1

Apvnon woouAwoBeparneiac (pofoc avénonc Bapoug),
npoodata apxtoe 10 U ivooulivn glargine to mpwi. Meta 3
nAveG o€ 10 U, évowwoe otL “dev SouAeUEeL ” KL OTANATNOE

HBA1lc > 8.2% ta teAevutaia 3 £

Asvtépa 231 eeeeem e
Tpitn 257 - i1 S I
Tetaptn 191 @ - 169 -

Mepmtn 215 - 199 e



AplOpoc atopwyv pe dtafntn mMayKoopiwe
KoL ava teploxn to 2021 ka 2045

Map 1 Number of people with diabetes worldwide and per IDF Region in 2021—2045 (20—79 years)

2021:537 skart
2045 783 skart
M 46%




OpLoMOC KALVIKAGC | OspameutikNG adpavelog

 ADA —EASD: anotu)ia évapénc N KALLAKWONG
Bepareiac otav anatlteital e anmotEAsopa
KOKO METABOALKO EAEYXO

-H dtadopd oTIC OEPATIEVTIKECG EVEPYELEG LETAEL
KOtevOuvTAPLWY 08NYLWV Kot KAWVIKAC TIPAKTIKAG

- Naykoopio povopevo

= TroAuTrapayovTiké TpoRAnua TTou agopd 6Ao
10 TEPIRAAAOV TOU BlafATN

- - 000eveig
- - 1aTPOUG
- -oU0TNHa UyEiag

Summary of the proceedings of the American Diabetes Association summit. American Diabetes Association Web site.
professional.diabetes.org/sites/professional.diabetes.org/files/media/ada_therapeutic_inertia_interior_final.pdf. Accessed February 21,
2020. 2. Davies MJ et al. Diabetes Care. 2018;41:2669-2701. 3. Reach G et al. Diabetes Metab. 2017;43:501-511.



Mati n KAwikn adpavela eivan emikivéuvn?

Subsequent HbA, results above goal or

|

A threshol

Avoidable glycemic burden defined as:

“The portion of total glycemic burden Glycemic
| —mp thatoccurs after the first HbA, test that burden
HbA, . goal or showed a patient has exceeded goal or
threshold threshold”

Increasing HbA,

1

First HbA, . result below goal or
threshold

>
HbA, . Test Results Over Time

EkO<teL toug aoBeveic o YAUKALULKO dopTio mou punopei va anodeuvxOel pe
anotéAeopa avénon tng YAUKOUALWHEVNG atpoodatpivng



TL onpoaivel KAwvikn adpavewla?

UTTALPXOUV KATEVOUVTAPLEGC OONYLEC VLA TOUC
OTOXOUC Depamelac KoL TNV EVOELKVUOUEVN
olywyn yla tTnv enitevén toug

0 YyLOTPOC TLC YVWPLLEL

TILOTEVEL OTL Hopouv va epapprocsOouv otov
OUYKEKPLUEVO acBevn

To XpoVviKO mAaiolo givat KatadAAnAo
EXEL TA HECA VO EPOAPUOCEL TIC 0ONYLEC OLUTEC

aAAQd, evw MAnpouvtatl OAeC oL TPoUMoBEceLC, O
ylatpocg dev ti¢ epappolel otov aacBevni tou



OdEAN npwipou KAAoU peTaBoALkou
eAéyxou: UKPDS 30 xpovia peta

The benefits of early tight control:

UKPDS 10-year post-trial follow-up
Reduction in endpoints on intensive treatment versus conventional treatment®

Intensive vs
Conventional Treatment
I |
1977-1991 1997 » 2007
Randomisation {20 years) (30 years)
Trial End:

10-year PostTrial Follow Up
(Non-nterventional)

B Any diabetes
related endpoint

M Microvascular
disease

= Mfyoco rdial
in

intarction

[*p<0.05 **p=0.052] - Intensive vs Conventional Treatment




Enineda kAwikn¢ adpaveilac octov
cokyapwédn draBnn

—
e
—~
‘

NORMAL GLUCOSE PRE-DIABETES
TOLERANCE (NGT) [IMPAIRED FASTING GLUCOSE (IFG)/ CLINICAL DIABETES COMPLICATIONS

IMPAIRED GLUCOSE TOLERANCE (IGT)]

PRIMORDIAL PREVENTION PRIMARY PREVENTION SECONDARY PREVENTION TERTIARY PREVENTION

- T

CLINICAL INERTIA

Mohan V. Expanding the Concept of ‘Clinical Inertia’ in Diabetes. J Diabetol. 2019;10:1-3.




OepatTeUTIKR adpAvEIa OTO OTADIO TOU TTPOdIABATN:

€CEAIEN TNG VOOOU VW YVWOTA Ta atroTEAéopaTa TG DPP

Metformin (n=1073,)
Lifestyle (n=1079,)

,\O\ “l Placebo (n=1082)
ECD/ EAATTWON KIVOUVOU
2 301 31% pe perpoppivn
. , .
g 58% ME TPOTTO (WNG
5 20
=
I
>
£ 101
>
O
O L

0] 1 2 3 4
Years from randomization



2tadia Oepamneiac drapntn Kot Ospanevtikn
adpavela (amovoia opOwv evepyeLwv)

Diabetes treatment stages and therapeutic inertia

Insulin intensification /'7

Intensification inertia?

Main clinical hurdle?

79.4
Oral plus GLP1RASs Oral combination 09‘02.

g ¢/
\\



MeA€tn EDICT: pakpontpoOeopo opEAN
TPWLKNG TPUTANG ayWYNG

Agiktng wwoouAwvogucOnoiag AetrtoupylkotTnta B-KUTAPOU

The EDICT study: long-term benefits of early triple therapy

12 7 *
B Baseline 4 -

*

M Baseline

M Study end
- B Study end

-------

Insulin sensitivity
(Matsuda index)
o
1
f-cell function
(AC-Pep/AG), ., #IR
]

L

0 - 0L eeses ——
Triple therapy Conventional therapy Conventional Triple therapy
therapy

* p<0.0001 * p<0.0001

Abdul-Ghani M, Puckett C, Adams J, Khattab A, Baskoy G, Cersosimo E, Triplitt C, DeFronzo RA. Durability of Triple Combination
Therapy Versus Stepwise Addition Therapy in Patients With New-Onset T2DM: 3-Year Follow-up of EDICT. Diabetes Care. 2021

Feb;44(2):433-439.



2uxvotnTta KAWLKAC adpAVELOG OTOV
2okyopwdn draBntn

ItaAik pHeAETn. ZuvoAika 250000 acBOeveic

WWMMW
levels in Type 2 diabetes: clinical inertia is still
a major problem. Data from AMD Annals.

320 diabetes ChOete A St St M A A et
outpatient clinics e e v, 3
From 3
From dual Initi hniuipn
metformin | * ol to ation | multiple
only to alboas of basal ini
other insulin jections
thesapy therapy of insulin
N 53932 60,550 57920 81,407
Males (%) 559 545 534 522
Age (years) 58.1:110 | 6052108 | 6212112 | 6204111
Diabetes
durstion (ysars) 59463 85475 109:83 | 131192




MAuko{UALWMEVN atpoodatpivn ano Vo xpovia e
HEXPL OUO Xpovia HETA TNV MPOoSONKN BACLKAC LVOOUALVNG

muw!mmm‘ s sl

initiation of basal insulin » majce prabien. Data from AMD Anaals
==
Figure 1. Mean levels of HBATC in the period ranging Figure 2. Proportions of patients with HbA Y c<=7% and

from 2 years before 1o 2 years after the changs of therapy HbATCE% In the period ranging from 2 years before to 2
years after the change of therapy

ntoon of ool rrsatn fhation of basal nswin
83 - -
25 = 7
‘ Trweeacy &-v N »
78 - %« =70
o ma80
z3
20
& 0
’ ) < 1 5
Man vaoes ey 3 1 " P 2
EZ=14 Et21S PSS Bi=t 3 21=12 > y +

‘Evapén wooulivng oe HBA1c 8,8%



KAwvikn adpaveia oto Hvwpévo Baoiderlo
‘Evapén wwvoouAwvoOepaneioc o HBAlc 9%

OAD
monotherapy combination combination

OAD dual OAD triple

Insulin

' J ' 7

Time

Conventional stepwise treatment approach

For all patients

68 mmol/mol | | 73 mmol/mol 75 mmal/mol Y
(8.4%) (8.8%) (9.0%) For tlﬂgze with
83 mmol/mol 253 mmol/mal (27%)
o
72 mmol/mol 76 mmol/mol (9-7%) — 86
(8.7%) (9.1%)
69 mmol/mal . -:
(8.5%) E
64 3
64 3
2
53 3
~ _29years 7.2 years L 42
il >  §.7 years
-

Earlier and more aggressive intervention approach

Primary Care Diabetes 11 (2017) 3 12

Diabetes Care 201 3'36[‘1. 1):3411-3417
Diabetes Lare 20135;50(11):3411-3417



Kakog HETAaBOAIKOG EAeyxog 12 HMAVEG TIPIV TV
Evapin ivooulivng. MeAérn instigate
AocOeveic amé To Hvwuévo BaoiAsio

Mean HbA,, Levels in the 12 Months Leading up to Insulin Initiation*
10.5 A

10.0 -+ 10.2

9.8

©
(O
1

9.3

©
o
1

9.2

HbA,. Levels (%)

o
63
1

8.6

oo
o
1

N=253

75 1 1 1 1 1
>12 months 9-12 months 6-9 months 3-6 months 0-3 months

Time
= Glycaemic control got progressively worse over 12 months preceding insulin initiation
= On average, patients had HbA,. levels above 10% before being initiated on insulin

*Patients from the UK cohort.
Jones S, et al. Curr Med Res Opin. 2009;25(3):691-700.



HbA1c values before starting insulin
as recorded in other participated countries et

Germany (%) UK ) | Greece (j Spain )
HbA1c at diagnosis 953 9,92 9,42 823
Most recent HbA1c 9,23 10,21 9,64 9,15
Past HbA1c measurements N—"
0-3 mths 92 10,0 9,6 92
4-6 mths 83 96 87 89
7-9 mths 7,9 9,1 87 83
10-12 mths 7,9 9,3 86 84
>12 mths 7,5 83 86 8.0

HbA1c over treatment targets




DappaxoBepaneio rpWNC ypopuig ywa ZAt2:
Kavadac

2 Avadpopkog aoxedraopog kooptne pe dedopéva and 2012-2017 otov Kavada

2> H mAewoPnoia twv atopwv éAafe cuvtayn ywa petgopuivn, to diEkodav toug
NpWToug 3 PAVES, evw) To 50% ctapdtnoav tn petpoppivn oe 1 €xog

> Epunveia: n pun katavonon Ot n aywyr EMPETNE VO CUVEXLOTEL

Diabetic Medicine, 8/2021 doi: 10.1111/dme.14622




KaOuotepnuévn Eévapién ivoouAivoOeparmreiag odnyei
o€ MEPI6OdoUG auinuevng HbA
2roixeia amoe HIMA

10 - 9.6%

T o

N

oe/ 0

<EH.*: 9 - 3 6% 8.9% Combination of
22 -070 oral agents

>
C -
g 2
% I lDiet + exercise

American Diabetes

Association goal: 7 T T
2.5 years 2.9 years 2.8 years

Years Elapsed Since Initial Diagnosis

- Initiation of
.2 years insulin therapy

= The failure to advance therapy when recommended may delay insulin therapy up to
8 years

MET = metformin; SU = sulphonylurea.
Dailey G. Diabetes Obes Metab. 2008;10(Suppl 2):5-13.



KaBuotépnon npooOnknc GLP-1 RA n bolus insulin

s
Clinical Inertia Plays an Important Role
in Delaying Intensification of Diabetes Therapy
Substantial inertia exists at each sequential intensification step
1.6-2.9 years' 6.9-7.2 years' 6-7.1 years' 3.7 years?
*
insulin GLP-1 RA,
premixed
and bolus
insulint
*From lime when Alc was =7 0%, =7 5%, or 28.0%, tFrom time when Alc was >7 5%. GLP-1 RA glucagon-like peplide-1
recaplor agomst, OAD oral anhdiabehcdrg
American Overcoming
Slide courtesy of Steve Edelman, MD A Diabetes Thel'apeutlt
1 Khunti K, et al [xabetes Care 201336 3411-3417 2 Khunti K, ef al Oabetes Obes Mefab 201618 401-409 . Association. lnertia




MeAetn RELOAD

H peAérn RELOAD cival pia TTOAUKEVTPIKY, avadpopikr), £mOnUIOAOYIKN
HEAETN ToU TrpayuparomoiBnke ot SidoTnua 224 pnvwy, PE OTOXO TV
agioAdynon Tou yAukaipikoU eAfyxou ot aoBeveic pe ZA12 mou Aaupavouv
pjovoBeparreia pE peT@oppiviy otn  péyiotn avekty 86on. I peAEn
ouppereixav 316 aoBeveic amo 18 kévrpa.

AtroTeAéopara TNG HEAETNG OF TTPAYHATIKEG OUVONKES yia TV KAIVIKN
adpaveia ornv EAAada:

A. Ta 2/3 aoBeviyv aTmoTuyXavouv va eykaraoTriioouv KaAr puBuion (dnAadn
FAukoluAiwpévn Aigoogaipivn kartw amo 6,5%).

B. Naparnpeirar onpavrikr) kaBuoTtépnon oTnv EVIATIKOTIOINON TOU OXAKATOC.



We don’t titrate patients. We don’t get people to
target early enough

H HBA1c otoug TpeLg MAVEC TPOPBAEMEL AUTAV TWV 2 XPOVWV HETA TNV £vapén Tt Oepaneiog

Insulin initiation in type 2 diabetes (Europe and USA)

Mean HbA1c at index date and during 24 months post index

—-@--France @ Germany oo General HbA1c target in UK
10.0
.. @ [taly @ Spain oo General HbATc target in France, Spain, USA

9.5 - @ UK @ USA General HbAT1c target in Germany, Italy

9.0 i e

85 @ e @ °

8.0 - e e I

A I

“Mean HbATc (%)

U |

/200

65 + — —

6.0 | | I I

Index date 3 months 6 months 12 months 24 months
Study time point



Yropén entnAokwyv ZA otnv nAstoPndia twv
acBevwv ou Eekvouv tvoouAvoBepaneia:
MeAétn ACHIEVE

Multinational, observational study of T2DM (66,726)
ACHIEVE study: Insulin therapy started in routine clinical
care when HbA, 9.3-9.8%:

China S Asla

Age (yrs)
T2DM (yrs)

vompncauons

Ia_l .

CV disease (%)
Renal disease (%)
Eye problems (%)
Foot uicer (%)

Neuropathy (%)

Complications already present in people with T2DM
when initiating insulin therapy




2JUVETELEC KaBuoTEPNUEVNC MOPEUBaONC o€ aoOEeVELC
XWPLC TtPOoNYOUEVN KapdloayyeLakn vOoOo

...... Patients with HbA
=53 mmol/mol (=7%) \
not receiving IT within

1 year At 5.3 years, significantly
o 8.5 — inn%eg'/v (251'332101"/
...... ; i - ° o)
Pationts with HDA,, - Stroke 51% (Cl 25-83%)
% <53 mmol/mol (=7%) - HF 64% (Cl 40-91%)
__64 — 80— = who received IT before - Composite CVE 62%
?E> ‘o,:°.,. 1 year of diagnosis (Cl1 46—-80%)
go0 €75 l
"::‘ % c.‘.. ................ ST
< 53 — T . [
= = / """"" \
48 — 6.5 |pysglycaemic Drive risk for -
legacy complications
S pa
1 i < N | I
6 12 48 54 60
Months

. Khunti. K & Millar-Jones. D. Clinical inertia to insulin initiation and intensification in the UK:
A focused literature review. Primary Care Diabetes. 2017, 11: 3-12



To GANO «TIPAGWTO» TNE KALVIKAG
o6 PAVELOC

e KAWVIKN AOPAVELO UTTOPEL VOL CNUOLLVEL KOL 1
OLTTOTUYX 0L 0TO VoL SLAKOTTIEL I VOl MELWOEL pLa
Oepaneia(vnepBepamneia) mov Sev eival MAgov

WPEALUN
«OLTTOEVTATLKOTIOLNGN»



Professional L fiore about

Amerlcan O Guidelines
Dlabetes_ ==| InSIGHT
- Association. Your ol guise 1o the gukdoines

therapeutic Mmertia

Insulin Deintensification in Type 2 Diabetes

When?

Change in Recurrent
Goals of Care Hypoglycemia
or Limited Life O Difficulty Following
Expectancy Treatment Regimen
How?

Decrease Medication Dosing

From Ehe ADs Siandards of Medicsl Garm fn D b e — 204

More 8ss

- Stringent—~ L Decrease Frequency

of Medication Administration
Loosen Glycemic Targets

s bomaad n

Always use clinical judgment when caring for people with diabetes.
Learn more at ther org | 1-800-DIABETES (1-800-340-7353)
Supparted in part by Owercoming Theraputic Inertia initiative — American Diabstes Association (ADA®




Aitia kAwvwric adpaverag oto Siafitn

)

J

J

J

J

J

NoAunapayovtika kal gUvVOeTa
Ow ywatpot €xouv tn peyaAvtepn evbuvn

KaBuatépnaon otnv évapén katl TwtAonoinan aywyng,
KUPLWC WVOOUALVNG

Alyog XpOvoc¢ ya tTnv e€€taon tov agbevoug
DoBo¢g unoyAvkarpiag —evégewv- cuvidelag

YYnAo kdotog




Napdyovtec oXETWOUEVOL LLE TOV YLATPO IOV 06NYOUV GE KALVIKA
adpavela (50%)

AVETIOLPKAC XPOVOG

YniepBoAwkn epyacia

E¢ouBévwon (burnt out)

AVETTOPKNC YVWOoN KAteuBuvtnpilwv 0dnyLwv Kot cUYXPOVWV ENMLOTNUOVLIKWV

efeliéewv

Aduvapio Oéoewg EekABAPWVY OTOXWV — UTLOEKTLUNON ovayKwV a.cOevoug

AvokoAia diaxeiplong ocUVOeTWV EVECILUWY Bgpaneilwv

Anotuyia va apyioeL tn Oepancia

Anotuyia va TitAomoloel tn Bepaneia

DoBoc avenBUUNTWYV EVEPYELWV

Aduvopio oVTLHETWTIILONG AVETILOUNTWY EVEPYELWV

Aduvapia S1ayvwong Kat aAVTIHETWIILONG GUVOCGHPOTHTWY

AVETTOPKNC EMLKOWVWVLA LATPOU - acOsvouc




Napayovtec oxeTWOUEVOL LLE TO cuoTnua vyelac(20%)

Avurnapéio kateuBuvtnpilwv odnylwv

Avurntapéila kataypodnc

fpapeloKpATIKA EUMOSLA OTNV £YKPLON VEWV PapUAKWV KoL 6TV XoprRynon
VEOTEPWV -aKPLBWV

AVETIOPKNAG UTLOOTAPLEN TWV VEWV TEXVOAOYLWV

AVETTAPKELA TTOPWV

Avtiotaon Tov cucTHHOTOG 6 AAAQYEG

Avurniopéia mpoypappatiopol emokEPEwV

‘EAAewn untootnpLeng anodpacewv

Avurntapéio OepameuTiknc opuddocC

MtwyxnA emikowvwvia petafL Loatpou Kot AoLrol nPocwItitkou

EAAeWPN Sopnuévnc EKITALOEVTIKAC SpacTnPLOTNTOC




MNepLocOTEPOL MEPLOPLOTLKOL MOPAYOVTEC yLa £vapén

LVOOUALVNG oxetilovTtal HE Latpouc mopd e acOeveic

Where are the barriers to insulin initiation: physicians or patients?

90 p=0.01

B Patients not treated with insulin
80 — B Physicians

0.0 p =0.01
p=Uu.

“Insulin makes Fear of Pain from Pain from
you fat” hypoglycaemia injection blood test

Nakar S, Yitzhaki G, Rosenberg R, Vinker S. Transition to insulin in Type 2 diabetes: family physicians' misconception of patients'
fears contributes to existing barriers. Journal of Diabetes and its Complications. 2007; 21(4):220-226



Guidelines ADA-EASD: Avaykn yla eEmaveKtTipnon Ospamneiog
KAOe 3-6 AVEC yla armodpuyn adpaveLog PV KALLOKWOEL n

Oepamneia

Therapeutic inertia in the guidelines

GLUCOSE-LOWERING MEDICATION IN TYPE 2 DIABETES: OVERALL APPROACH

FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVI

v

ESTABLISHED ASCVD, CKD OR HF!

i

1 HbA,, above individualised target proceed as below

T0 AVOID
CLINICAL INERTIA

REASSESS AND
MODIFY TREATMENT
REGULARLY
(3-6 MONTHS)

: P . I e e e
| ASCYDPREDOMINATES | HF OR CKD PREDOMINATES ¥ ¥
« Parti y
: . Established ASCYD g ; Forticutary HAEF LWIEF 45%) COMPELLING NEED TO MINIMISE WEIGHT
§ + Indicators of high ASTYD ! adhiple kil COMPELLING NEED TO MINIMISE HYPOGLYCAEMIA GAIN OR PROMOTE WEIGHT LOSS COST IS A MAJOR ISSUE™"
} risk (age 255 years + LVH ! min"'[1.73m}? or
3 orcoronary, carotid, lower . >30 mylg. particularly UACR
8 extremity artery stenosis >50%) | >300 mgly TR,
N - }“ / DPP-4i GLP-1RA seLrzi T good efficacy ficih pi Ut m*
. . S ialit loss*
; ; PREFERABLY 4’ ;l; for weight loss’
: PREFERABLY i SGLT2i with evidence of reducing Ty T Ty TH, ¥ +
' oLp- L HE andlar CKD progression in . e . .
FRELELHANE prwvan LU ity CVOTS if eGFR aliequalz’ [ above target ] ’ above target ‘ [ ahove target } [ ahove target I [ 11 HbA, above target ] If HbA, above target ]
L
:
] SBLT2i with proven CVD [-=======- OR -----m--- ¥ ¥ ‘I" + ¥ ¥ 2
' benefit! if eGFR adequate? 1f S6LT2i not tolerated or contraindicated GLP-TRA S6LT2?
: orif eGFR less than adequate’add SGLTZi* SbLT2¢ OR OR GLP-1RA with
trmmmmmmsss ; """"" GLP-1 RA with proven CVD benefit! OR O0R DPP-4i DPP-4i SELT2F good efficacy rog SUe
i m OR R for weight loss*
If HbA, above target T GLP-1RA
T If b, above target T T T T AR
If further intensification is required or * [ 1 HbA, above target ] [ 11 HbA, above target ] If HbA, above target ]
patient is now unable t? tolerate « Avoid TI0 i the setting of HF 'l' ¢
GLP-1 RA and/or SGLT2i, choose
agents demanstrating CV safety: Choose agents demonstrating CV safely: [ Continue with addition of ather agents as outlined above ] If quadruple therapy required, or « Insulin therapy basal insulin with
+ For patients on a GLP-1RA, : Fﬁ?’“;ﬂf ]”"R: SF[L:E‘- w"s‘;vinf T S6UT2i sndfor GLP-1 RA ol Inlelal:: mlnwes\ acquisition cust
o T aoaing - with proven o use regimen wi
C::lr;s;e..;;f?m ——— benefit [ 1t HbA,, above target ] lowest risk of weight gain + Consider DFP-4i OR SGLTZi with

OPP-4i if not on GLP-1 RA
= Basalinsulin*

DPP-A4i (not saxagliptin) in the setting
of HF (if not on GLP-1RAJ

5 insulint
. T Basal insulin’
. Sl :

1. Proven CVD benefit means it has label indication of reducing CVD evenls.

far initiatin and continued use
Empagliflozin,canagliflozin and dapaglifiozin

Be aware that SGLT2i labelling varies by region and individual agent with regard to Indicated level of eGFR

in HF and to reduce CI

in CVOTs. Canaglifiozin has primary renal outcome data from CREDENCE, Dapaglifiozin has primary heart

faiure outcome dats from DAPA-HF
Degludec and U100 glargine have demanslrated CYD safety

0.

Consider the addition of SU* OR basal insulin:

« Choose later generation SU with lower risk of hypoglycaemia
+ Consider basal insulin with lower risk of hypoglycaemia®

PREFERABLY

DPP-Gi {if not on GLP-1 RA)
based on weight neutrality

e

Choose Later generation SU o lover isk of hygoglycaria,Glimepiride has shown similarCV safey to DPP-4i
Degludec  glargine U300 < glargine U100  deterir < NPH insulin

Semaglutide ~ liraglutide ~ dulaglutide ~ exenatide » ixsenatide

1f o speific comarbidities (.. no established CVD. Low risk of hypoglycaemia and lower priarty o avoid
weight gain or no weight-related comarbidities)

Gansider country- and region-speeifc cost o drugs In some counlries TZDs relatively mare expensive and

1f DPP-4i not tolerated or
contraindicated or patient already on
GLP-1RA, cautious addition of:
o SUP  TZ0* « Basalinsulin

DPP-i relatively cheaper

lowest acquisition cost™

Low dose may be belter lolerated though Less well studied far CVD effects

LVH = Left Ventricular Hypertrophy; HF(EF = Heart Failure reduced Ejction Fractn
Actoned whenever clinical regardless of L i

UACR = Urine Albumin-to-Creatinine Rafio; LVEF = Left Veniricular Ejection Fraction

-

ing medications. Updales fothe 2018 consensus report are indicated in magenta font

Buse JB, Wexler DJ, Tsapas A, Rossing P, Mingrone G, Mathieu C, D'Alessio DA, Davies MJ. 2019 Update to: Management of
Hyperglycemia in Type 2 Diabetes, 2018. A Consensus Report by the American Diabetes Association (ADA) and the European

Association for the Study of Diabetes (EASD). Diabetes Care. 2020 Feb;43(2):487—493.



NapeuPaocelc yia Heiwon KAWVIKAG adpAvELOG
Meiwon Alc avaloya HE TO £160C TNC MApEUBAoNC

Study-specific HbA1c reduction (hy type of intervention)

- | * Conclusions: The most
T o effective approaches to
Sl R i mitigating therapeutic
inertia and improving
HbA1lc were those that
empower nonphysician
providers such as
s pharmacists, nurses and
diabetes educators to
initiate and intensify
N treatment independently,
supported by appropriate
—— guidelines

Bl 1] w6
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Meneghini L, Pantalone KM, Rajpathak S, Scribner P, Skelley JW, Khunti K. Strategies for overcoming therapeutic inertia
in type 2 diabetes: A systematic review and meta-analysis. Diabetes Obes Metab. 2021 Sep;23(9):2137-2154
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TPOTIOL AVTLHETWTILONC OO PAVELOLC
“Its all on the follow-up”

- TAakTKA pavrteBoU o acBeveic appuUuBuicTtoug n
Xwpic cuppuopdwon

Karmoweg setTtitoke P el povo yua tov SafBntTn
- Mpoypappa/cvpudbwvia/cvpupBoAaro

C EKTtaildseuvon Kal ETTAVEKITalSsevon, akopun KL av
vitootTtnNpeileL otL yvwpileL o acBevnig

Evtatikn mapakoAouUuOnon Kkat eAsyxoucg HbA 1 c kat
TPOTIOTIOLNON Aywyng s - ..

TnAedpwvIKN EMKOWVWVILO KoL JLE VOGNAEUTEG



ZEMEPVWVTOC TNV adpaverla PE TNV XpRnon
CGM(Continuous Glucose Monitoring)

Metadotng Mérpnon Zx utrodopia

ZX oTov UTTodOPIO I0TO O OXEON ME
TPIXOEIBIKG Z) — lag time ~ 5-12min

(transmitter)

Aéxtng
(receiver)

ZUuoKEUR

edappoyrig
(applicator)




FREE STYLE LIBRE: Z¢ ZA tUmovu 2 umo
EVTATLKOTIOLNMEVN (VOOUAWVvOOepaneia:
gvtunwotakn petaBoAn otnv A1C

| Meiwon HbA1c |

p<0.001

@ Control
B Intervention

0%

MeraBoAr) HbA1c ot 10 efboudadeg

§

o p=0.0023
CGM | 0,

Control |

§

% of subjects

Table 2§-Scores on the DTSQc questionnaire at the end of the study
Questi LT e e Intervention group (n = 46) P

Satisfied with current treatment 2.50 (0.85) 2.28 (1.11) 0.458
Convenience of treatment 1.92 {1.18) 233 (1.14) 0.052
Flexibility of treatment 1.61 (1.59) 2.28 (1.28) 0,019

Willngness to recommend treatment to someone else 2.19 (1.04) 2.61 (0.86) 0.023
Satistied to continue present form of treatment 2.17 (1.32) 2.50 (1.05) 0.084
Average score for each question (per patient) 2.18 (0.83) 247 (070 0.053
Perceived frequency of hyperglycemia 0.64 (1.69) 0.87 (L73) 0.49%0

Perceived frequency of hypoglycemia 0.75 (1.57) 1.41 (1.29) 0.066

Data are means (SD). P values were calculated using the Wilcoxon rank sum test.



Evtunwolakn ntwon HBA1c o€ ZA tunov 2 uno
EVTOATLKOTIOLNUEVN WVGOUALVOOEeparmeia
MeA€tn Landmark pe Dexcom G6

Overall (n=248) TiD (n=182) 3 12D (n=0606) \
Pre Post Pre Post Pre Post
Mean HbAlc¢ (SD), % 8.2 (1.9 T.1(L1)* 8.1 (1.7) 7.0 (1.0)* 8.5(2.2) 7.1 (1.1)*
Proportion with HbAlc <7.5% 39.5% 73.0% 38.5% 73.1%" 42.4% 72.7%"
Proportion with HbAlc <7.0% 24.6% 50.8%* 25.8% 51.1%* \_ 21.2% 50.0% J
P <0001 versus “Pre™ value,
SD, standard deviation; TI1D, type 1 diabetes: T2D, type 2 diabetes HbA1 C l 1 ’4(yo

-

AMBALE (%)

Sz

=59 GOL6O% TO79%N D029% H089% 100109% a10N
(n=15) (e 46) (=85) (= 57) (e 34) (=9) (n=22)

Baselne HbAIC Category (%) n

Gilbert et al Diabetes Technol Tt



RT-CGM-ZA tumov 2 - tTnAsioTpiki
Meiwon Alc-2,3%

A Virtual Type 2 Diabetes Clinic Using
Continuous Glucose Monitoring and
Endocrinology Visits

HbAlc (%)

MopakohoUBnon yAukaipikoU eAéyxou (Dexcom GE) 8o
Exmalideuan — akhayeg Tpommou {Wwig

USA, 21 States
n=740
Aedopéva mapaxkoholBnane éwce kal 6 pAvee

o <l Jio
n=1 =

Initial HbvAlc category




ADA: Xpnowo CGM o€ ZA tumov 2 o€

LVOOUALVN

oA [

7. Diabetes Technology: Standards
of Care in Diabetes—2023

Diobetes Care 2023,46(Suppl. 1):5111-5127 | https.//dol.org/10.2337/dc23-5007

Management of hyperglycaemia in type 2 diabetes, 2022,

Diabetologia (2022) 65:1925-1966

»  Consider CGM in people with type 2 diabetes on insulin.

A consensus report by the American Diabetes Association (ADA)
and the European Association for the Study of Diabetes (EASD)

Place of technology

Real-time continuous gluco:
monitoring A or intermitten
scanned continuous glucos:
monitoring B should be
for diabetes management i
adults with diabetes on mul-
tiple daily injections or con-
tinuous subcutaneous insuli
infusion who are capable of

themselves or with a care-
giver). The choice of device
should be made based on the
individual’s circurnstances, pref-

wes, and needs.

7.14

I'he use of technology in the therapy of people with type 2
diabetes 1s ncreasing through a broad range of approaches, for
example telehealth, remote monitoring systems, CGM and

n T[V]
Real-time continuous m

monitoring or Intermittently
scanned continuous glucose
monitoring should be offered
for diabetes management in
youth with type 2 diabetes

on multiple daily injections or

continuous subcutaneous in-

sulin infusion who are capable

of using the devices safely
(either by themselves or with
a caregiver). The choice of de-
vice should be made based
on the individual's circumstances,
preferences, and needs. E

behavioural aids to support physical activity, meal planning

and monitoring. medication-taking behaviour, mindfulness and

stress management. Evidence on the impact of these systems is




KatevBuvtnpiec odnyiec EAE 2023

9. "EAgyxog yYAUKQIPIKIG EIKOVAG aTTo TO
dropo pe ZA. AutoéAeyxog - ZUuveXng
Karaypagn MNukélng (ZKI)

* H xprion mg ZKI evdeikvural o¢:
Aropa pe ZAt1 rou axorouBolv oxrpa TTOAGTTAWY EVECEWV 1] PEpOUV

avtAia voouAivng wes emmrpooBero BonBnniké epyalsio otn pUBuion Tou
yAUKaIpikoU eAEyxou

Aropa pg ZAT12 T evramikoTromnuévr ivoouhivoBeparreia frou Bev emi-
TUYXAVOUV TOUC YAUKQIUIKOUC OTOXOUC Ba UTropougay va weeAnbouv
 2e Eykueg yuvaikeg pe ZAT1 kabug oupBdaliel ammoreAeoparika ot BeA-

Tiwon ¢ HbA1c kar oty éxBaon ¢ kunong




CGM-T2 ZA: Zuvoyn

Mnxaviopog

Evrarikorroinpévo oxniua ivoouAivoBeparreiag loxupr EvBeiEn  émwg o T1ZA

®

: - - TiTAotroinon IvoouAivng
Baoikn ivoouAivn + Un IvoouAIvVIKH aywyn BeTIkéG oToIXEl

| 96Bog umoyAukaipiag @

+ aAhayég TpdTrou dwrig

| Mn ivoouAvikn aywyr ggaroplikevon + aMayég TpéTTou Jwrig
1 @6Bog uroyAukaipiag




JUMUTITEPACLOTOL

2A tOomov 2 e€eAlooopevn voooc. Mpwiun Bepamnevtikni
noapepPaon pe emBetikn Oepamneia odnyei o kaAUTeEPN
HETOBOALKN pLUOLLON KOl KAAUTEPEC ULKPO KOl LOKPOOAYYELKEC
eKBAOELC

MoAMoi neploplotikol mapayovtec SUGKOAEVUOUV TNV EMITELEN TWV

Bepansutikwyv otoXwv (Oeparmeutikn adpavela) - Kupiwc o dpoBo¢
lvoouAwvoBepaneiag

Néeg nopeUPACELC TPOKUTITOUV YLl QVTLHETWIILON TNG KATAOTOONG QUTAG
NoapepBaoels Baol{OUeEVEG OTOUG VOONAEUTEG

NopepBaoerls Baol{OMEVEG OTOUG EKTIOLOEUTEG

Baowlopeveg otoug pappakomnolous, PuxoAoyoug

OAwotikn ppovtida vyeiag anapaitntn

Arntatteiton e§otopikeuon AUGEWV yLOL TTEPLOPLOTLKOUG TIOLPAYOVTEG TTOU
gvBlvovtal yla thv Oepanevutiki adpdavela o KAOe aoBevr) kol o€ KAOe
ocloTNUO UYEiag

Xpriowpn ko n epappoyn tng texvoloyiag (cuotApatog cuveXoug Kataypadng
YAUKOATNG R tnAgiatplkig)
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