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Patmrtng ABavaociog




Laxxapwdng dwapfntng Tomov 2

...olaTagaxT) TG evatocONoiag Twv LOTWV 0T OQACT] TG LVOOVALVNG

KAl dLaTaQAaxr) OTNV EKKQLOT] LVOOVALVNG



NMapakoAouBnon Twv acBevwyv pe ZA

l. Apxik} ETriokeyn

Il. TakTIKA €mIKOIVWVia — ETravedeTdoelg £éwg Tn oTaOEPOTTOINO

lll. MapakoAouBnon:
AvaAoya ue Tov TUTTO OIaBNTN, TN BEpartreia, Tov KivOuvo UTTOYAUKQIYIaG, TN
pUBMIOoN, TIC ETTITTAOKEG, TIC TIPOKUTITOUCEG OVAYKEC

* 2AT11: KGOt 1-3 pRveg

* 2 AT2: KGOt 3-6 pRveg



l. ApxIK} ETTiokeyn

AvaAuTikO loTopikd
NMARPNGS KAIVIKA €€€TaON
MapakAIVIKOG EAeyX0OG

Extmraideuon (Siaita — AOKNON — QUTOUETPNON-TEXVIKN EVEONG-
TEPITTOINON TTOOIWY)



AQYN 10TPIKOU IGTOPIKOU

*  Anpoypa@ikd oToixeia: @UAO, QUAN, NAIKia, OIKOYEVEIOKN KATAOTAON,
EKTTAiOEUON, EOIKEIWON ME VEEG TEXVOAOYIEG, ETTAYYEAMA, TOTTOG KATOIKIOG-
TPOORAOCT OE UTTNPECIEG UYEIQG

* KwoTtag A., 59 eTwv

* Mapia ., 45 eTwv * Xnpog
e ‘Eyyoun pe 2 Taid1d 0T0 SNHOTIKO * AuToKIvNTIOTAG
* EKTTaIdeuTIKOG * Xwpig e€oIKeiwon PE VEEG

TEXVOAOYIiEG

* Karoikia Toug 6 pijveg otnv Avaen
Kal Toug uttéAoitToug oTnv ABRva

Eoikeiwon pe VEEG TEXVOAOYIEG
Kartoikia otnv A8Rva



AQYN 10TPIKOU IGTOPIKOU

HAIKia ka1 XapakTnpIoTIKa didyvwong d1aBnTn (Tuxaio epyacTnpiako eUpnua,
O1aBNTIKO KWHA, KTA)

NMponyouuevn @OPUAKEUTIK aywyr Kal puduion Tou d1aBATN

* Aidyvwon o€ nAiKia 47 eTwv ME
CUMTITWHATO UTTEPYAUKAIMIOG
(TroAuoupia, TToAudIYia) Kai

) Fglu:285mg/dl, HbA1c:8.9%

° N£06’|ava09r|g ZA o e TGP aywyn pe

* TUXAIO EPYAOTNPIAKO eUupnUa CITAYAITTTIiVN/JETQOPMIVN
(Fglu:145 mg/dl, HbAlc:7.3%) 50/850*2, yAIMETIPI®N 2*1



AQYN 10TPIKOU IGTOPIKOU

2uVvNBgigg TTOU aopouv oTn PpUBMIoN Tou dIaBATN (S1a1TOAGYIO, AOKNON,
QUTOMETPNON CAKXAPOU, YVWOEIG aoBEVOUG 600V apopd oTn pUBUION TOU
O1aBATN, KATTVIOHA, AQYN AAKOOA 1) TOSIKWYV OUCIWYV)

* "Exel AdBe1 odnyieg amrod
« KamvioTpia 5I'GITO)\6VO Tou aKoAouOei
KATTOIEG POPEG

* MEéTpia KAOTOVAAWO AAKOOA
Autopétpnon ~4 eopég/efOopada

* KaBioTikn {wn
* Aiyegg yvwoeig yia 1o diaiRTn



AQYN 10TPIKOU IGTOPIKOU

YTTOYAUKOAIMIKA £TTEICOIA
Kwpuarta (utrep-, UTTOYAUKOIUIKG)

oxI

2tmravia (~1-2 gopég/unva) urropeEi
va ENPAVICEI TTIEG UTTOYAUKQIUIEG
(101aiTepa OTOV £XEI TTAPAAEIWPEI
KATTol10 YEUMA Kal £X&l AABEl TN
YAIHETTIPION)



AQYN 10TPIKOU IGTOPIKOU

o Xpovieg emITTAOKEG TOU dI1ABATN (MIKPO-, HOKPOAYYEIOKEG)
* AAAO VOOHMOTO, XEIPOUPYIKES ETTEURACEIG, PAPMOKEUTIKA aywyn
* AAMAegpyieg, avetrapkeia G6PD

* 2N (ASCVD) utré kAotridoypéAn 75 mg
* Yméptaon utrd BaAcaptavn 160 mg
* YmrepAimdaipia utré aropBaocTtarivn 10 mg

* OxI



AQYN 10TPIKOU IGTOPIKOU

* TuvaikoAoyikoé 10TOopIKO (KUNOEIG, BAPOG YEvvNoNng TTaidiwy, atToBOAEG,
TTPOEKAQMWYIA, KTA)

* 2 TéKVd
 BI (3400yp, 4300yp)



AQYN 10TPIKOU IGTOPIKOU

OIKOYEeVEIOKO I0TOPIKO (KANPOMOMIKOTNTA, EAEYXOG ATTOYOVWYV, TUTTOG d1afBRTN
X MODY)

Narépacg pe TA2 * Mnrépa kal 1oTa 2 adép@ia pye 2A2



AQYN 10TPIKOU IGTOPIKOU

EpBoAlacpoi (€Ovikd ocuoTnpa eppoAiacuwy, HBV, ypiTrirn, TTVEUHOVIOKOKKOG)

* MAARPNC CUPPWVA PE TO EBVIKS * Aev éxel epfoAiaoTei yia HBV
ouoTnpa eyBoAlacpuwY TTANV * EpBoAidoTnKe TTPO 3ETIOG YIA
™G HBV TTVEUHUOVIOKOKKO (23-0Uvapo)

* Aev éxel eyBoAiaoTEi yia ypitrn * EppoAidornke oto PBIvoTTWPO

KOl TTVEUMOVIOKOKKO yia ypitrn



EupoAiacpot
ADA 2015 Guidelines

Immunization Recommendations

ek Fealany
Communicalices

Provide routine vaccinations for all children and adults with diabetes

Influenza Annually in all patients with diabetes aged 26 mos
vaccine

'Pneumococcal |+ All patients with diabetes aged 22 yrs

eg%';ggcgg fde 1 Aged >695 not previously vaccinated with PPSV23:
— Administer pneumococcal conjugate vaccine 13

(PPSV23) (PCV13) followed by PPSV23 6-12 mos after initial
vaccination*

Aged >65 previously vaccinated with PPSV23:

— Follow-up vaccine in 212 mos with PCV13

— Ifadd'l doses of PPSV23 needed, subsequent
doses given 6-12 mos after PCV13 and 25 yrs since
most recent PPSV23 dose

| Hepatitis B '+ Unvaccinated adults with diabetes aged 19-59 yrs
vaccine + Consider in unvaccinated adults aged 260 yrs

“Two doses should not be coadminstered; minimum interval between dosing: 8 wks
American Diabetes Association. Diabetes Care. 2015,38(suppl 1):51-S93




KAwikn e€étaon

®* Yiog, fagog, deiktng patas cwpatog (BMI), mepipetgog
ueons/Loxiwv




AcgikTng padag cwparog (BMI) : Bapog(kg)/ ' Ywog?(m?)

BMI Chart Template
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H MNepipeTpog péong/ MepipeTpog 1I0XiwWV HETPATAI
OIOPOPETIKA OE AVTPEG KAl YUVAIKEG

Waist
Measure at
navel

Waist
Measure
at narrowest

place Hips

. Measure at
Hips hip bones
Measure at
widest part of
the booty

7\

Waist to Hip Ratio (WHR) Ranges for Standard

Acceptable Unacceptable
Sex

Waist

Execellent| Good Average High Extreme
~ Hip - Female <0.75 |0.75-0.80/0.80-0.85|0.85-0.90| >0.90
Male <085 |0.85-0950/090-0595(095-1.001 =1.00

TESTBODYFAT.COM




KAwikn e€étaon

® Agtnoiakn nieorn (kaBwotn, 000l Oeon), odpvelg
* YnAadnon Ovgeoetdovg

¢ Efétaon Owoaka — koldiag




KAwikn e€étaon

° Eéetaoq 6£Qpatog (peAaviCovoa akavOwaon, a)\)\omwoelg OTA
onueia TWV evecrewv) ,

00 onimmsM 99l @ |



KAwvikr) eetaon

¢ Eetaon katw akQwv (EMOKOMNOT] YK XAAOLWOELG TOV DEQUATOG,
VXLV Kal aglowoewv, PnAadnon oPpvéewy, eEetaon
AVTAVAKAAOTIKWV, EAEYXOG EMITOATIG KAl €V Tw PaOet
aloONTIKOTNTAG e dDaATACwWV KAl HOVOoividilo)

Lpnhu(pr]gn TWY g(puvumv TV Figure 1: Diagram r;::n;*.-inlgtrln positions of the
dkpwv (Unpeidia, Iyvuakn, paxiaia e

Tou TTOOOC KAl oTTicBia Kvnuiaia)
(o€ puoloAoyiKa aToua dev
wnAagpuwvrtal . 8% n payidia Tou ¢ ) ——
TOd6C¢, 2% n oTicBia Kvnuiaia ) W, o, "

¢ .- £ -+l .-:J" Iy

Wodal
maleohs

AKpOaon TNG ETITTOAAC MnpPlaiag
yia puonuara
(enoiw¢ yia 0Aoug Toug Siapnrikol

agBEevEic)

YTTOAOYIGHOC TOU
opupopBpaxioviou deikTn (ABI)



KAwvikr) eetaon

ESeétaon katw akQwyv (eMLOKOM 0T YIX AALOLWTELS TOV DEQUATOG,
vuxlwv Kat agbowaoewv, YnAadnon opviewy, eEétao
AVTAVAKAACTIKWV, EAEYXOG ETUTOATG KAl €V Tw Babel atgOnTikoTnTAC
Ue dlamaowy Kat p.ovowlblo)

KAwvikn eé€taon

EAadpa adn
Movocg

Micon
Oepuokpaocia

MoaAAawoBnoia 1

18108ekTikA aiaBnon -

Movoiviéio Awmacwv BlOBEGlOp.ETpO
Semmes-Weinstein 5,07 (10 g) 128-Hz (kg: VPT < 25 Volts)




[TagakAvikog eAeyxog (1)

Touxoeldikr) YAvkoln oe kaOe emiokedn

I'AvkoCuAtwpévn ayroodargivn (kata Tnv mMEWTn eniokedn Kat
Katom kabe 3-6 urnveg)

Emion¢ kata TNV mMQWTn eMLOKEPT KAL KATOTLV Ava €106 (N
ovxvotepa av epudaviCovv maboAoyikég Tipég) Cnrovvtal ta eENe:
OAwkn, HDL, LDL xoAnotegoAn, totyAvkepidia, AST, ALT, vy GT, ALP,
CPK, ovoia, kgeatwvivr), K, Na, yevikn alpatog, yevikr) ovQwv

‘EAeyxog Ovpeoedikng Aettovgyiag (kvgiwg e cakxagwon dwafrtn
TUTov 1, dvoAmdatuia, yvvaikes avw twv 50 eTtwv).



ITagaxAwvikog eAdeyxog (2)
‘EAeyxog vedoikng Aettovgyiag

‘EAgyx0G yIa HIKPOAEUKWMATIVOUpPIa (METPNON TOU AGyou
AsukwpaTivng/kpeaTtivivng og deiypa TpwIviG oupnong 1 HE TNV HETPNON
AgukwpaTivng o€ cuAAoyn oupwv 24wpou)

O1 d1afnTiKoi aoBeveig TUTTOU 1 pE didpkela dIABATN Avw TwV 5 eTwWyV

‘OAoi o1 d1afnTIKoi TUTTOU 2 TTPETTEI VO UTTORBAAAOVTOI OE EAEYXO TWV OUPWYV YIA
TNV TTOPOUCIia AEUKWHATIVNG Hia popd TO XPOVO.



Enineda Asuropativoupiag

Albuminuria categories in CKD

AER ACR (approximate equivalent)
Category (mg/24 hours) (mg/mmol) (ma/g) Terms
Al <30 <3 <30 Mormal to mildly increased
A2 30-300 330 30-300 Moderately increased®
A3 =300 =30 =300 Severely increased™

9. Microvascular Complications
and Foot Care
Diabetes Care 2015;38(Suppl. 1):558-566 | DOI: 10.2337/dc15-5012 K D I G O 2 O 1 2



0 20 40 60 BO 100 120 140 160 180

~ Inulin clearance (mLimin per 1.73m?)



[Mpoodloploog Ttne vedpLlknc Asttoupyiag
Cockroft-Gault formula

eGFR

10 - Age) x Mass (in kilograms) x [0.85 if Female
140 - A Mass (in kil ) 0.85 if Femal
72 x Serum Creatinine (in mg/dL)

¥
eCep =

IGFR=186.3 x (sCr) 1% x (Age) P x (0.742 __ )x(1.21,..)
(ml/min per 1.73m?)

MDRD (Modification of Diet in Renal Disease) formula

does not require a body weight variable because it normalizes GFR
for a standard BSA of 1.73 m?




eGFR

CKD-EPI Equation (2009)

GFR =141 X min(Scr/k,1)* X max(Scr/k,1) 2% X 0.993%% X 1.018 [if female] X 1.159 [if black]

Where Scr is serum creatinine (mg/dL), k is 0.7 for females and 0.9 for males, ais—0.323 for
fernales and —0.411 for males, min indicates the minimum of Scrfk or 1, and max indicates
the maximum of Scr/k or 1.

eGFR Calculator - http://mdrd.com/

GFR Calculators: Serum Creatinine and Cystatin C (2012)
(With SI Units)

4 vanable MD § & > B T a » o PO12) (with 54

.~ Ry Dy Bl = M B = §F S0

' Qm.. s APP Center

Serure creatinng

® myd O und eGFR Calculator

Ssrurn Qystetin (3
NOTE CKD-EPY
&ge

Fan

Gender
IRACEABLE TOX

EQUATION:

CKD.EP CREAT
CKD-EP CYSTA TS
CKD-EP CREATSINE-UYS TRIIN G 22y "

MNRN STUMY FOUATION an




Prognosis of CKD by GFR
and Albuminuria Categories:
KDIGO 2012
ﬁE G1 | Mormal or high >80
e
=& |62 | Midy decreasad 50-59
=
ZE
o Mildly to moderataly
% E G3a dac I 45.50
-
oo Moderately to
'g E. Gab severaly decreasad 0-44
oG
g E G4 | Severcly decreasad 15-20
14
E G5 | Kidney failure =15

Persistent albuminuria categories

Al

Nomal to

increased

=30 mg'g
<3 mg/mmol

Description and range
A2 A3
Moderately Severaly
increased increased
30-300 mg'g =300 mg/g
3-30 mg/mmol =30 mg'mmol

Green: low risk (if no other markers of kidney disease, no CKD); Yellow: moderately increased risk; Orange: high risk; Red, very high risk.

KDIGO 2012



Emrépevo BRua

2T1OXOI

OepaTTEUTIKA aywyn yia ZA

OePATTEVUTIKN Aywyn Yia ouvodd Voo HaTa

Extmraideuon (Siaita — aoknon — autopéTpnon )-NMapatroutrég



Emrépevo BRua

2T1OXOI

OepaTTEUTIKA aywyn yia ZA

OePATTEVUTIKN Aywyn Yia ouvodd Voo HaTa

Extmraideuon (Siaita — aoknon — autopéTpnon )-NMapatroutrég



Emrépevo BRua

2T1OXOI

OepaTTEUTIKA aywyn yia ZA

OePATTEVUTIKN Aywyn Yia ouvodd Voo HaTa

Extmraideuon (Siaita — aoknon — autopéTpnon )-NMapatroutrég



ADA-EASD Position Statement Update 2019

OgPATTEUTIKOI OTOXOI OTOV CAKXAPpWON diafnTn

*HbAlc < 7.0%

*Méon yAukoln ~150-160 mg/dl
*[1poyeupartikr} yAukoln <130 mg/dl
*MeTayeupaTik YAukoln <180 mg/dl

» EZATOMIKEYZSH:
- AuoTnpPOTEPOI OTOXOI (<6.5%) — VEOTEPOI, TTIO UYIEIC
- XaAapotepol aToxol (>7.5%) — nAIKIwuEvVOl JE

guUVOONPOTNTEG KAl KivOUVO UTTOYAUKAIUIOG



XapakKTnPIoOTIKA TWV acOevwyY Hag ME BACEI TO IATPIKO ICTOPIKO KAl
TIG OAPXIKEG ECETACEIG

Kwotag A., 59 etwv

Xneog

AvtoxivnTiotng

Xwolig eCotkelwan pe vEEg TeEXVOAOYLEG

Kartowkia tovg 6 urjveg atnv Avaodn kat
TOUG VTTOAOLTIOVG 0TV AOnva

* Fglu:285mg/dl, HbA1c:8.9%
* Twpa aywyn pE
e Neodlayvwobic ZA oItayAIrrrivn/geT@opuivn 50/850*2,
, L . YAIpeTIpidn 2*1
° TUXOiO EPYNOTNPIOKO EUPNHA
(Fglu:145 mg/dl, HbAlc:7.3%)



OeoamevTIKOL OTOXOL OTOV CaKXaQwdn draPr)tn
KAL VYELLVOOLALTNTIKEG TtQeEUPAOELS

Alakomn Kanviopatog
KaOnuegvr cwpatikn
Aoxknon duagketag 30 min
ITopoygapua cwotrg dratgodnes

I1eQLOQLONOG AAATOG KAl OLVOTIVEVATOG




MoAAQTTAOI PNXOVIOUOI £XOUV OUOXETIOTEI ME TNV
mafo@uoioAoyia Tou Zakxapwdn AiaBATn TUtTOU 21

‘Exkkpion ]

Mapaywyn
IvoouAivng

[ U/ YAuk6gng

~ 'EKKplo[] MpéoAnyn
J yAukayévng YAUkGZng
TWEPYAUKAINI
Apdaon
v AitréAuon IVKPETIVWV ]

g“mf ’
. Emavappopno AgiToupyia
I nyAukéldng veupodiafifacTwyv

H XpAon ouvduacoU BEPATTEUTIKWY TTAPAYOVTWY UE
oupﬂ)\npwpaTlKoug pnxawopoug dpaong ea pTropouos va

1. DeFronzo RA. Diabetes. 2009;58:773-795. 2. Garber AJ et al. Endocr Pract. 2013;19:536-557.



Ocpancieg TAT2

Axagpoin

MeT@opuivny

Atota + Aoknon !

LovAdovvAovgies - &
MeyArtivide _
GLP-1 avo’c)\o;a\A ¢;\ 3, s
DPPIV-inhibitors + ; \’L T y 5%

Ma‘r(popiv\n/:

IvoouAivn

OetaloAdvedLoveg,

MeT@opuivny



HbAlc

HAIkia

ZwuaTiké Bapog

®UAo

ZuvoonpoTnTa

(AACE)
Kapdiakn
AVETTAPKEIA
Xpovia
NITATIKA VOO OG,
NITATIKA

ducAsiToupyia
YtroyAukaiyia

Neopikn

duoAsiToupyia

Start with Monotherapy unless:

AIC is greater than or equal to 9%, consider Dual Therapy.

amd Combination Injectable Therapy

ATC is greater than or equal to 10%, blood glucose is greater than or equal te 300 ma/dL
or patient is markedly symptomatic, consider Combination Injectable Therapy (See Figure 8.2).

Y

Monotherapy Metformin Lifestyle Management

EFFICACY* high

HYPO RISK low risk

WEIGHT neutral/loss
SIDE EFFECTS Glflactic acidosis
COsTS" Iy

If AIC target not achieved after approximately 3 months of monotherapy, proceed to 2-drug combination (order not

f meant to dencte any specific preference — choice dependent on a variety of patient- & disease-specific factors):
Y

Dual Therapy Metformin + Lifestyle Management
sutorsues | hiasadneions | ove-aiwnier | soirzimibtior | cupmeporapore [CEIXENNR

EFFICACY" high high Intermed|ate Intermediate high highest
HYPO RISK moderate risk low risk low risk low risk low risk high risk
WEIGHT gain gain neutral loss loss gain

SIDE EFFECTS hypoglycemia edema, HF, fxs rare GU, dehydration, fxs Gl hypoalycemia
COSTS* low low kigh high high high

If AIC target not achieved after approximately 3 months of dual therapy, proceed to 3-drug combination (order not

v meant to dencte any specific preference — cholce dependent on a variety of patient- & disease-specific factors):

L ERLGEGTS  Metformin + Lifestyle Management

Sulfonylurea+  Thiazelldinedione +  DPP-4 inhibitor + GLP- receptoragonist+ DL
R - su su su su

o OPPAi o OPPdi o (NNNZONEN o DEZONN o DENEONMN o OPPai
o MSGUZN o WSGUZEN o WSGHEM o OPeai o [NSGHZEN o SGEZEN

or  GLP-1-RA or  GLP-1-RA or or  GLP-I-RA or or  GLP--RA
or g nsuin® | g nsuin®

If AIC target not achieved after approximately 3 months of triple therapy and patient (1) on oral combination, move to

basal insulin or GLP-1RA, (2) on GLP-1 RA, add basal insulin, or (3) on optimally titrated basal insulin, add GLP-1 RA or

mealtime insulin. Metformin therapy should be maintained, while other oral agents may be discontinued on an individuags ¢ .

basis to avold unnecessarily complex or costly regimens (e, adding a fourth antihyperglycemic agent). T)Ia betes ca re 2017I
40(Suppl. 1):S64-S74

(See Figure 8.2)




AoOevoKevTplkn MPOCEyyLon Tou aacBevouc otnv dLaxeipion
Tou Zakyapwdouc Awapntn Tumov 2

DECISION CYCLE FOR PATIENT-CENTERED GLYCEMIC MANAGEMENT IN TYPE 2 DIABETES

= Review management plan = Current lifestyle

= Mutual agreement on changes = Comorbidities, i.e., ASCVD, CKD, HF

= Ensure agreed modification of therapy is implemented = Clinical characteristics, i.e., age, HbA , weight
in a timely fashion to avoid clinical inertia = lIssues such as motivation and depression

« Decision cycle undertaken regularly « Cultural and sociceconomic context

(at least once/twice a year)
GOALS CONSIDER SPECIFIC FACTORS THAT IMPACT
ONGOING MONITORING AND CHOICE OF TREATMENT
SUPPORT INCLUDING: OF CARE «  Individualized HbA__target
= Emotional well-being oy = Impact on weight and hypoglycemia
- Check tolerability of medication « Prevent complications - Side effect profile of medication
= Monitor glycemic status = Optimize quality of life «  Complexity of regimen, i.e., frequency, mode of administration

« Choose regimen to optimize adherence and persistence
= Access, cost, and availability of medication

« Biofeedback including SMBG,
weight, step count, HbA,

blood pressure, lipids
SHARED DECISION MAKING TO CREATE A
IMPLEMENT MANAGEMENT PLAN MANAGEMENT PLAN
o Palionts not mesting geals generally ” . . Invqlm an o.ducatod and informed patient (and their
should be seen at least every 3 ; = family/caregiver)
months as long as progress is being AGREE ON MANAGEMENT PLAN 3 m:";:mmu PRI
made; more frequent contact initially . i 1B : : .
is often desirable for DSMES . W&::ﬁ“ goals: murvimn& goa:-::ttting.and shared decision making
e . Elnpm e pal
- *{uﬂble « Ensures access to DSMES
ASCVD = Atheroscleratic Cardiovascular Disease - Achievable
CKD = Chronic Kidney Disease - Realistic
HF = Heart Failure - i
DSMES = Diabetes Self-Management Education and Suppert L Time Uimited J

Diabetes Care Dec 2018, 41 (12) 2669-2701; DOI: 10.2337/dci18-0033



[I'Ipooéyvlon oTn dlaxEipion TNG unepy)\umlpiag]

Xapaktnplotikd AcOsvwv/MNabnong

AuvoTtnpoi otoyol /\WOT€PO'
avotnpol

Kivéuvol tov mibavwg va
oxetilovrol pe
urtoyAuKatpio Ko AAAEG
OVETILOUUNTEG EVEPYELEG TWV
bappakwv

Awdpkela vooou

Npocdokipo empiwong
ZNUOVTLKEG GLUVVOONPOTNTES
EYKOTEOTNMEVEG OLYYELOKEG
ETUITAOKEG

AwaBeon acBevoug Kat
OLVOLLEVOLEVN TIPOOTIAOELL

Noépoy, cbotnua urtootnpLEng

Glycemic Targets:

4 HbA | . 7% ) :

_—

XapunAog YPnAog

et

MeyaAn StapkeLa

Muwkpn Suapkela

ZuvnOwg dev
TpoTonoLovvTal
Meydalo Muwpo
Anouocia EAGxioteg/Hrmueg ZoBapég
Anouoia EAdyoteg/Hmueg ZoBapég _
IoXUPE KWNTOMOHEVOG, AyOTEPO KLVNTOTIOLNUEVOG, nleavw?
npoohAwan, uPnAf npocilwan, xapnAn [POTIOTIOLOUVTOL

auté-efuninpétnon auté-g§uninpétnon

AwaOgopol Neploplopévol

Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S55-S64



ESTABLISHED ASCVD OR CKD

J

ASCVD PREDOMINATES

GLUCOSE-LOWERING MEDICATION IN TYPE 2 DIABETES: OVERALL APPROACH

FIRST-LINE THERAPY IS METFORMIN AND l:lIMPIlEIIEIISI\‘E LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)

J

bA, ABOVE TARGET PROCEED AS BELOW

!

\!

2

T0 AVOID
CLINICAL INERTIA
REASSESS AND

MODIFY TREATMENT
REGULARLY
(3-6 MONTHS)

WITHOUT ESTABLISHED ASCVD OR CKD

! \:

HF OR CKD PREDOMINATES
_ EITHER . . COMPELLING NEED TO MINIMIZE WEIGHT
oR PREFERABLY COMPELLING NEED TO MINIMIZE HYPOGLYCEMIA GAIN OR PROMOTE WEIGHT LOSS COST IS A MAJOR ISSUE™*
SGLT2i with evidence of reducing EITHER!
SGLT2i with HF and/or CKD progression in [ 6LP-1 RA with OR
. CVOTs if eGFR adequate’ i 2 o . .
GLP-1RA proven F}’D 1 DPP-4i GLP-1RA S6LTZi T good efficacy SELTIR g 20"
with proven benefit, | p--------- OR ---------1 for weight oss'
CVD benefit’ if eGFR I SGLT2i not tolerated or v ¥ V¥ ¥
adequate’ contraindicated or if eGFR less 1F HbA 1 HbA 1f HbA If HbA,
1 - e e e &
than adequate’ add GLP 1 RA above target above target above target above target [ If HbA,, above target ] [ If HbA, above target ]
with proven CVD benefit' /
{ J|L ) J ¥ € ¥ ¥ R 2
2 v BLP-TRA ST
[ It HbA, above target ] [ If HbA,_above target ] SGLT21 S6LT2¢ OR R 6LP-1 RA with
¢ 'b OR OR DPP-4i OPP-4i SBLT2i good efficacy Tn" SU*
TID D OR 0R for weight loss®
I further intensification is required or « Avoid TZD in the setting of HF 12D GLP-TRA
atient is now unable to tolerate )
ELF—'I RA and/or SELT2i, choose Choose agents demanstrating CV safety: ‘1’ slr \ll \I/
agents demonstrating CV safety: + Consider adding the other class If HbA, above target } [ If HbA,  above target ] If HbA, above target ]
H i
+ Consider adding the other class with proven oo he"_Ef'F sl/ \lf &lf ’«lf *ll
{6LP-1 RA or SGLTZi] with proven » DPP-4i (not saxagliptin) in the setting - —
benafi P of HF (if nat on GLP-1 RA) [ Continue with addition of other agents as outlined abave J If triple therapy required or SGLT2i * Insulin therapy basal insulin with
. E::[F]’ ;r!feflt ton GLP-1 RA = Basal insulin* 4, and/or GLP-1 RA not tolerated or lowest acquisition cost
T not onBLE T contraindicated use regimen with OR
. BES:I[ insulin [ If HbA, above target J lowest risk of weight gain + Consider DPP-4i OR SGLTZi with
. ;E? \l{ PREFERABLY lowest acquisition cost”

1. Proven CVD benefit means it has label indication of reducing CVD events. For GLP-1 RA strongest
evidence for liraglutide » semaglutide = exenatide extended release. For SGLT2i evidence modestly

stranger for empagliflozin = canaglifiozin.

2. Be aware that SGLTZi vary by region and individual agent with regard to indicated level of eGFR

for initiation and continued use

Consider the addition of SU® OR basal insulin:

« Choose later generation SU with lower risk of hypoglycemia
« Cansider basal insulin with lower risk of hypoglycemia’

DPP-4i (if not on GLP-1 RA)
based on weight neutrality

v

5. Low dose may be better tolerated though less well studied for CVD effects
6. Choose later generation SU with lower risk of hypoglycemia

7. Degludec / glargine U300 < glargine U100/ detemir < NPH insulin

8. Semaglutide = liraglutide > dulaglutide = exenatide > lixisenatide

9

. I no specific i.e.no

hed CVD, low risk of hypoglycemia, and lower

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

« SU® « TZD' « Basalinsulin

3. Both empagliflozin and canagliflozin have shown reduction in HF and reduction in CKD
progression in CVOTs
4. Degludec or U100 glargine have demonstrated CVD safety

priority to avoid weight qain or no weight-related comorbidities)
10.Consider country- and region-specific cost of drugs. In some countries, TZDs relatively more
expensive and DPP-&i relatively cheaper

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)



XapakTnPIOTIKA TNG ac0evoUg Hag ME BACEI TO IOTPIKO ICTOPIKO KAl
TIG ECETAOEIG

* Neodiayvwobng ZA
"_‘;“i * TUXOiO EPYOOTNPIOKS EUPNUO

Laxxago aipatog 145mg% (Nnotig)
HbAlc:7,3 %

Koeativivn 1,2 mg/dl, eGFR 71 ml/min
XoAnoteoAn 149 mg/dl
ToryAvkegidia 130 mg/dl

HDL xoAnotegoAn 45 mg/dl

LDL xoAnotegoAn 78 mg/dl

SGOT, SGPT, YGT, ALP, T3,T4,TSH: 1
ACR= 24 mg/gr Cr

ATl=135/85 mmHg

BX=76 Kg

BMI=30




[I'Ipooéyvlan oTn dlaxEipion TNG unepy)\uxalpiag]

Xapaktnplotikd AcOsvwv/MNabnong

AuvoTtnpoi otoyol /\WOT€PO'
avotnpol

Kivéuvol tov mibavwg va
oxetilovrol pe
urtoyAuKatpio Ko AAAEG
OVETILOUUNTEG EVEPYELEG TWV
bappakwv

Awdpkela vooou

Npocdokipo empiwong

ZNUOVTLKEG GLUVVOONPOTNTES

EYKOTEOTNMEVEG OLYYELOKEG
ETUITAOKEG

AwaBeon acBevoug Kat
OLVOLLEVOLEVN TIPOOTIAOELL

Noépoy, cbotnua urtootnpLEng

Glycemic Targets:

4 HbA | . 7% ) :

_—

XapnAog YPnAog

et

MeyaAn StapkeLa

Muwkpn Suapkela

Meydalo Muwpo

-

Anouocia EAGxioteg/Hrmueg ZoBapég

—

Anouoia EAdyoteg/Hmueg ZoBapég

____—_

AyOTEPO KLVNTOTIOLNUEVOG,
npocilwan, xapnAn

loxupd Kwvntomotnpuévog,
npooiAwon, uPnAn

auté-efuninpétnon auté-g§uninpétnon

ZuvnOwg bev
TpoTonoLovvTal

MBavwg
[pOTOTIOLOUVTOL

AwaBéopol Neploplopévol

Standards of Medical Care in Diabetes - 2018. Diabetes Care 2018; 41 (Suppl. 1): S55-S64



GLUCOSE-LOWERING MEDICATION IN TYPE 2 DIABETES: OVERALL APPROACH

FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY) el

bA, ABOVE TARGET PROCEED AS BELOW MODIFY TREATMENT
REGULARLY
¥ (3-6 MONTHS)
ESTABLISHED ASCVD OR CKD J'
l WITHOUT ESTABLISHED ASCVD OR CKD
ASCVD PREDOMINATES ,L i J,
HF OR CKD PREDOMINATES
- EITHER/ N . . COMPELLING NEED TO MINIMIZE WEIGHT
oR PREFERABLY COMPELLING NEED TO MINIMIZE HYPOGLYCEMIA GAIN OR PROMOTE WEIGHT LOSS COST IS A MAJOR ISSUE* "
SGLT2i with evidence of reducing EITHER!
SGLTZi with HF andior CKD progression in I BLP-1 RA with e
GLP-1RA proven CVD CVOTs if eGFR adequate’ OPP-4i 6LP-1RA S6LTZF ™ good eficicy SGLTIF s T
with proven benefit!, | p========- DR ----=-=-=-=~ . \
CVD benefit’ if eGFR 1§ SGLT2i not tolerated ¢ ‘L’ \ ¢ \L for weight loss*
i not tolerated or
adequate? contraindicated or if eGFR less 1f HbA If HbA If HbA Ii “b"‘i ¢ \L
1 - e e e &
lhi"“";de:;it: Eift:]dhﬁeiﬁ]t‘m above target | above target above target above target [ If HbA,  above target ] [ If HbA, above target ]
\ J L ) F ) ¥ + 4 € D 2 v 2
2 v BLP-1RA ST
[ If HbA,, above target J [ If HbA,, above target ] seLrai sLrai OR OR GLP-1RA with
¢ 'b OR OR DPP-4i OPP-4i SBLT2i good efficacy Tn" SU*
D TID 0R OR for weight loss®
If further intensification is required or « Avoid TZD in the setting of HF 12D GLP-1RA
patient is now unable to tolerate ) i
6LP-1 RA andlor SGLTZi choose Choose agents demanstrating CV safely: b J J <+ 4 4 4 J ]

agents demonstrating CV safety: Consider adding the other class [ If HbA, above target } [ If HbA,  above target ] [ If HbA, above target

H =}
+ Consider adding the other class with proven oo he"_Ef'F sl/ \lf &lf ’«lf *ll

o » DPP-4i (not saxagliptin) in the setting
EI?JIEJPI;1 R'::I‘" SGLT2:) with proven of BF (if not on GLP-1 RA) [ Continue with additien of other agents as outlined above J If triple therapy required or SGLTZi * Insulin therapy basal insulin with
DPP :nfe 'tt 6LP-1RA + Basal insulin* 4, and/or GLP-1 RA not talerated or lowest acquisition cost
B _l ! nﬁ oo . Sl contraindicated use regimen with OR
. T;;j insutin [ If HbA, above target } lowest risk of weight gain = Consider DPP-4i OR SGLT2i with
. _— o
. S \lf PREFERABLY lowest acquisition cost
- Consider the addition of SU* OR basal insulin: DPP-4i (if nat on GLP-1 RA)
« Choose later generation SU with lower risk of hypaglycemia based on weight neutrality
« Cansider basal insulin with lower risk of hypoglycemia’ .b
If DPP-4i not tolerated or
1. Proven CVD benefit means it has label indication of reducing CVD events. For GLP-1 RA strongest 5. Low dose may be better tolerated though less well studied for CVD effects contraindicated or patient already on
evidence for liraglutide > semaglutide = exenatide extended release. For SGLT2i evidence modestly 6. Choose later generation SU with lower risk of hypoglycemia GLP-1 RA, cautious addition of:
stranger for empagliflozin = canaglifiozin. 7. Degludec / glargine U300 < glargine U100/ detemir < NPH insulin . ; o
2. Be aware thal SGLT2i vary by region and individual agent with regard to indicated level of é6FR 8. Semaglutide > liraglutide > dulaglutide > exenatide > lixisenatide * SUF « TID* + Basalinsulin
for initiation and continued use 9. IF no specific comorbidities (i.e., no established CVD, low risk of hypoglycemia, and lower
3. Both empagliflozin and canagliflozin have shown reduction in HF and reduction in CKD priority to avoid weight qain or no weight-related comorbidities) Managc ment of vacrglvc emia
progression in CVOTs 10.Consider country- and region-specific cost of drugs. In some countries, TZDs relatively more . i iab " e
4. Degludec or U100 glargine have demonstrated CVD safety expensive and DPP-&i relatively cheaper m T-.'!' pe 2 Dia etes, 2018.

A Consensus Report by the
American Diabetes Association
(ADA) and the European Association
for the Study of Diabetes (EASD)



XapaKTNPIOTIKA TOU a00EVOUG NOG HE BACEI TO 1IATPIKO ICTOPIKO Kl
TIG ECETAOEIG

Epoyaotnoiakog eAeyxogs

Laxxago atpatog 285 mg% (N1otig)
HbA1c: 8,9 %

Koeativivn 1,4 mg/d],

eGFR 58 ml/min
XoAnoteoAn 235 mg/dl
ToryAvkegidia 170 mg/dl
HDL xoAnotegoAn 38 mg/dl
LDL xoAnotegoAn 140 mg/dl
ACR= 35 mg/gr Cr

SGOT, SGPT, yGT, ALP,
T3,T4,TSH: k¢

XA amo 12eting

* Twpa aywyn ME
oiTayAirrrivn/per@opuivn 50/850%2,
YAIETTIPiION 2*1

KAwikn e€etaon

B2=85 K¢
2BA=0,8

BMI = 29

AlN= 150/90 mmHg



GLUCOSE-LOWERING MEDICATION IN TYPE 2 DIABETES: OVERALL APPROACH

FIRST-LINE THERAPY IS METFORMIN AND l:lIMPREIIEIISI\‘E LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)
bA, ABOVE TARGET PROCEED AS BELOW

T0 AVOID
CLINICAL INERTIA
REASSESS AND
MODIFY TREATMENT
REGULARLY

N/ NO (3-6 MONTHS)
ESTABLISHED ASCVD OR CKD
l WITHOUT ESTABLISHED ASCVD OR CKD
ASCVD PREDOMINATES J, i ~L
HF OR CKD PREDOMINATES
- EITHER/ N 3 COMPELLING NEED TO MINIMIZE WEIGHT
oR PREFERABLY COMPELLING NEED TO MINIMIZE HYPOGLYCEMIA GAIN OR PROMOTE WEIGHT LOSS COST IS A MAJOR ISSUE* "
SGLT2i with evidence of reducing EITHER!
. F I _
SGLT2i with H Ei‘nndeU(lEP(GIJF E“’jms't‘"] in ) 6LP-1 RA with g
GLP-1RA proven F}’D S [T €bFH adequate DPP-Li GLP-1RA SGLTZP D good efficacy SELTIR g 20"
with proven benefit’, | p-=-=-==-==--- OR ---------4 . .
CVD benefit’ if eGFR 1§ SBLT2i not tolerated ¢ ‘L’ ¢ \v for weigh loss'
i not tolerated or
adequate? contraindicated or if eGFR less 1f HbA If HbA If HbA Ii “b"‘i ¢ \L
than adequate’ add GLP-1 FA above ta:"get above ta?get above Ia;;et above taraet [ If HbA,  abave target ] [ If HbA, above target ]
with proven CVD benefit /
( )| )\ ) ¥ J + € 2 2 v v
2 ¥ BLP-1 RA STz
[ If HbA,, above target J [ If HbA,_above target ] SGLT2i SGLT2¢ OR OR GLP-1RA with
¢ 'b 113} OR DPP-4i DPP-4i SGLT2¢ good efficacy TIn® Su¢
D TID 0R OR for weight loss®
If further intensification is required or « Avoid TZD in the setting of HF 12D GLP-1RA
patient is now unable to tolerate ) i
GLP-1 RA andlor SGLT2i, choose Choose agents demanstrating CV safety: b \L \l, <+ 4 4 4 J
agents demonstrating CV safety: + Consider adding the other class If HbA, above target [ If HbA,  above target If HbA, above target ]
. . with proven CVD benefit'
fg:; ItlllelgzddlgthTI;e']otlj;r class » DPP-4i (not saxagliptin) in the setting J’ \lf J’ 4’ ¢
; o SbLIZH with proven of BF (if not on GLP-1 RA) [ Continue with additien of other agents as outlined above If triple therapy required or SGLTZi * Insulin therapy basal insulin with
E::[F]’ ;r!feflt GLP-1 RA = Basal insulin* 4, and/or GLP-1 RA not tolerated or lowest acquisition cost
» DPP-Gii ”?tf" - . o contraindicated use regimen with OR
. ?;Is;l insulin [ If HbA, above target lowest risk of weight gain + Consider DPP-4i OR SGLTZi with
. . 0
- " \lf PREFERABLY lowest acquisition cost

1. Proven CVD benefit means it has label indication of reducing CVD events. For GLP-1 RA strongest
evidence for liraglutide » semaglutide = exenatide extended release. For SGLT2i evidence modestly
stranger for empagliflozin = canaglifiozin.

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

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

4. Degludec or U100 glargine have demonstrated CVD safety

| Consider the addition of SU® OR basal insulin:

‘ « Choose later generation ﬁ with lower risk of hypoglycemia I

DPP-4i (if not on GLP-1 RA)
based on weight neutrality

v

5. Low dose may be better tolerated though less well studied for CVD effects
6. Choose later generation SU with lower risk of hypoglycemia

7. Degludec / glargine U300 < glargine U100/ detemir < NPH insulin

8. Semaglutide = liraglutide > dulaglutide = exenatide > lixisenatide

9

. IF no spetific ¢ (i.e.no hed CVD, low risk of hypoglycemia,
priority to avoid weight qain or no weight-related comorbidities)

and lower

10.Consider country- and region-specific cost of drugs. In some countries, TZDs relatively more

expensive and DPP-&i relatively cheaper

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

« SU® « TZD' « Basalinsulin

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)




[I'Ipooéyylon oTn dlaxEipion TNG unepy)\uxalpiag]

Xapaktnplotikd AcOsvwv/MNabnong

Glycemic Targets:

AuvoTtnpoi otoyol /\WOT€PO'
avotnpol

Kivéuvol tov mibavwg va
oxetilovrol pe
urnoyAuKatpio Kot AAAEG
OQVETILOUUNTEG EVEPYELEG TWV
dbappakwv

Awdpkela vooou

Npocdokipo empiwong
ZNUOVTLKEG GLUVVOONPOTNTES
EYKATEOTNHUEVEG OLYYELOKEG
ETUITAOKEG

AwaBeon acBevoug Kat

OLVOLLEVOLEVN TIPOOTIAOELL

Noépoy, cbotnua urtootnpLEng

4 HbA | . 7% ) :

_—

XapnAog YPnAog

et

MeyaAn StapkeLa

Muwkpn Suapkela

Meydalo

Anouocia EAGxioteg/Hrmueg ZoBapég
Anouoia EAdyoteg/Hmueg ZoBapég :

___—_

AyOTEPO KLVNTOTIOLNUEVOG,

loxupd Kwvntomotnpuévog,
npocilwan, xapnAn

npooiAwon, uPnAn
auto-e§unnpétnon
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MBavwg
[pOTOTIOLOUVTOL
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XapakKTnPIoOTIKA TWV acOevwyY Hag ME BACEI TO IATPIKO ICTOPIKO KAl
TIG OAPXIKEG ECETACEIG

Epoyaotnoiakog eAeyxogs

Laxxao aipatog 285 mg (FBG)
HbA1c: 8,9 %

Koeativivn 1,4 mg/dl,

eGFR 58 ml/min
XoAnoteoAn 235 mg/dl
ToryAvkegidia 170 mg/dl
HDL xoAnotegoAn 38 mg/dl
LDL xoAnotegoAn 140 mg/dl
ACR= 35 mg/gr Cr

SGOT, SGPT, yGT, ALP,
T3,T4,TSH: k¢

XA amo 12eting

* Twpa aywyn ME
oiTayAirrrivn/per@opuivn 50/850%2,
YAIETTIPiION 2*1

KAwikn eéétaon

B2=85 Kg

2BA =10,8

BMI =29

AlN= 150/90 mmHg



T1 eivat XNN ;

2taodlo eGFR
XNN (mL/min)

Xwpic XNN 290*

1 290**

2 60-89

3a 45-59

3B 30-44

15-29

|

5 <15 i ENY

*Xwpl¢ onpeia VEPPIKAG BAAPNG
** Neukwpoatvoupia — vedpikr) BAABN

Koro CE, et al. Clin Ther 2009;31:2608-17.



GLUCOSE-LOWERING MEDICATION IN TYPE 2 DIABETES: OVERALL APPROACH

TO AVDID
CLINICAL INERTIA
FIRST-LINE THERAPY IS METFORMIN AND CIIMPREIIEIISI\'E LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY) REASSESS AND
IBWE TARGET PROCEED AS BELOW MODIFY TREATMENT
REGULARLY
NO (3-8 MONTHS)
ESTABLISHED ASCVD OR CKD J,
WITHOUT ESTABLISHED ASCVD OR CKD
ASCVD PREDOMINATES ,l, i J,
HF OR CKD PREDOMINATES
COMPELLING NEED TO MINIMIZE WEIGHT
PREFERABLY COMPELLING NEED TO MINIMIZE HYPOGLYCEMIA GAIN OR PROMOTE WEIGHT LOSS COST IS A MAJOR ISSUE* "
SGLT2i with evidence of reducing EITHER!
SGLTZi with HF andlor CKD progression in [ ) R
. 3 GLP-1 RA with

GLP-1RA proven CVD CVOTs if eGFR adequate® OPP-4i 6LP-1 RA S6LT27 T good eficicy SGLT2R o e
with proven benefit’, for weigh loss

CVD benefit’ i GFR If SGLT2i not tolerated or )

adequate? contraindicated or if eGFR less IfH¢hA ";t II‘*& If;tAI ¢ \L
1 - e e e &
lhi"“";d::;it: Eift:]dhﬁeiﬁ]t‘m above target | above target above target above target [ If HbA,  above target ] [ If HbA, above target

If HbA,, above target If HbA,_above target SGLT2i SGLT2¢ OR OR GLP-1RA with
¢ 'b OR OR DPP-4i OPP-4i SGLT2¢ good efficacy TIn® Su¢
D TID 0R OR for weight loss®
If further intensification is required or « Avoid TZD in the setting of HF 12D GLP-1RA

patient is now unable to tolerate

GLP-1 RA andlor SGLT2i, choose Choose agents demanstrating CV safety: ¢¢ \L \l, .,I, 4 4 4 J

]
2 ¥ 6LP-1RA SGLI2 |
J

i . Consider adding the other class If HbA, above target If HbA, above target If HbA, above target
agents demonstrating CV safety: e e 1e
H =}
+ Consider adding the other class with proven oo he"_Ef'F sl/ \lf &lf ’«lf *ll
{6LP-1 RA or SGLTZi] with proven DPP-4i (not saxagliptin) in the setting - —
benafi P of HF (if nat on GLP-1 RA) Continue with addition of other agents as outlined above J If triple therapy required or SGLTZi * Insulin therapy basal insulin with
EII:[F]’ :'r!femt GLP-1RA Basal insulin’ \l, and/or GLP-1 RA not tolerated or lowest acquisition cost
B _l ! nﬁ oo su¢ contraindicated use regimen with OR
EIS:I insulin If HbA above target } lowest risk of weight gain + Consider DPP-4i OR SGLT2i with
;E? \l{ PREFERABLY lowest acquisition cost”
Consider the addition of SU* OR basal insulin: DPP-4i (if not on GLP-1 RA)
« Choose later generation SU with lower risk of hypaglycemia based on weight neutrality
« Cansider basal insulin with lower risk of hypoglycemia’ .b

If DPP-4i not tolerated or

1. Proven CVD benefit means it has label indication of reducing CVD events. For GLP-1 RA strongest . Low dose may be better tolerated though less well studied for CVD effects contraindicated or patient already on

5
evidence for liraglutide » semaglutide = exenatide extended release. For SGLT2i evidence modestly 6. Choose later generation SU with lower risk of hypoglycemia GLP-1 RA, cautious addition of:
stranger for empagliflozin = canagliflozin, 7. Degludec / glargine U300 < glargine U100/ detemir < NPH insulin i o
2. Be aware that SGLT2i vary by region and individual agent with regard to indicated level of €6FR 8. Semaglutide > liraglutide > dulaglutide > exenatide > lixisenatide * SU* « TZD° » Basal insulin
for initiation and continued use 9. If no specific comorbidities (i.e, no established CVD, low risk of hypoglycemia, and lower
3. Both empagliflozin and canagliflozin have shown reduction in HF and reduction in CKD priority to avoid weight qain or no weight-related comorbidities) Managc ment of vacrglvc emia
progression in CVOTs 10.Consider country- and region-specific cost of drugs. In some countries, TZDs relatively more . , - e
4. Degludec or U100 glargine have demonstrated CVD safety expensive and DPP-&i relatively cheaper m T}rpe 2 Dlabﬂtﬁﬁ, 2018.

A Consensus Report by the
American Diabetes Association
(ADA) and the European Association
for the Study of Diabetes (EASD)
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ADA-EASD Position Statement Update 2019: lIvoouAivoBepaTtreia
Basal Insulin

(usually with metformin +/-
other non-insulin agent)
i

Alatnpoupe atrd Ta d10Kia TN METPOPMIVN TNV id1a d6on
AIOKOTTTOUME TIG MEYAITIVIOEG
AIOKOTTTOUME TIG OOUAQPOVUAOUPIEG

Ta piunTika GLP-1 Kai o1 avaocToAeic SGLT2 £€xouv £voEIgn
xopnynong



ADA-EASD Position Statement Update 2019: IvoouAivoBepatreia

Basal Insulin

(usually with metformin +/-
other non-insulin agent)

I
4 )

« Start: 10U/day or 0.1-0.2 U/kg/day

* Adjust: 10-15% or 2-4 U once-twice weekly to
reach FBG target.

* For hypo: Determine & address cause;
0 dose by 4 units or 10-20%.

/




ADA-EASD Position Statement Update 2019:lvoouAivoBepaTtreia

Basal Insulin

(usually with metformin +/-
other non-insulin agent)

(T T

- =

‘Evagén Meyiotn Alagrela
dgaong dpaom ogaong
Glargine/ Detemir/ Degludec 2-4hr - ~24

(Lantus®/Levemir®/Tresiba®)



Insulin level

ADA-EASD Position Statement Update 2016

PapHAKOKIVNTIK] OKEUAOHATWY IVOOUAiIVNG

Rapid (Lispro, Aspart, Glulisine)
hort (Regular)

Intermediate (NPH)

\wa)

2 4 6 8 10 12 14 16 18 20
Hours after injection

22

(Degludec)

24



ADA-EASD Position Statement Update 2019: lIvoouAivoBeparTreia

ITooeg povadeg Paoikr)s tVOOUALVTG?

® Xaxxapa vnorteiag: 200-220mg/dl, XB: 100kg

Agxkr) 000m 10 povadeg Agxikr) 6060on 10 povadeg
1) 0.1-0.2 U/kg/mpueoa

Yia ao0eveig MOV MALQVOUV MEWTT
$oga tvoovAivn

10 -20U



Tic emopeveg 3 nuéges:
LAKXAQX VIOTELAG:

190 mg/dl
180 mg/dl
185 mg/dl

TitAomoinon Baoikng tvoovAivng?

Augnon amré Tov acOevy KATd 2-4 HOVADES I
10-15% 1-2 @opég TNV eROOMAdA HEXPI TNV
ETiTELUEN TOU OTOXOU

(ocaky. vnot:70-130mg/dl)

12-14U —— @

‘EAeyxog YAukolng daiparog Ttrpiv amd TO
TPWIVO YEUHA YIa 3 CUVEXOMEVES NHEPES. Me
Bdaon To péoo 6po:

2 180 mg/dl Au§non katd 4 povadeg

120 - 180 mg/dl Augnon kKaTd 2 povadeg

80 - 120 mg/dl Kauid perafoAn otn d60on

< 80 mg/dl EmoTtpo@nR oTnV TTPONYOUMEVH
o6on

ETreioc6di0  utroyAukaipiog
Meiwon katd 2 - 4 Hovadeg)
2e OoOBapéG UTTEPYAUKOAIMIEG MTTOPOUME va
augavoupe Tn 660on pe TaxuTEPO PUOBNO.

(<70  mg/dl)



Tic emopeveg 3 nuéges:
LAKXAQX VIOTELAG:

150 mg/dl
135 mg/dl
140 mg/dl

TitAomoinon paoikr)g tvoovAivneg?

Augnon amré Tov acOevy KATd 2-4 HOVADES I
10-15% 1-2 @opég TNV eROOMAdA HEXPI TNV
ETiTELUEN TOU OTOXOU

(ocaky. vnot:70-130mg/dl)

‘EAgyxog YAukOlng daiparog Trpiv amd TO
TPWIVO YEUHA YIa 3 CUVEXOUEVES NHEPES. Me
Baon To péoo 6po:

2 180 mg/dl Au§non katd 4 povadeg

120 - 180 mg/dl Augnon kKaTd 2 povadeg

80 - 120 mg/dl Kauid petafoAn otn d60on

< 80 mg/dl EmoTtpo@nR oTNV TTPONYOUMEVH
o6on

Etreioc6dio utroyAukaipiag (<70 mg/dl
oupTrTwpara) Meiwon Katd 2 - 4 HovAdEeg)
2e OoOBapéG UTTEPYAUKOAIMIEG MTTOPOUME va
augavoupe Tn 660on pe TaxuTEPO PUONO.

ME



Tic emopeveg 3 nuéges:

LAKXAQX VIOTELAG:

130 mg/dl TitAomoinon Bacikrg tvoovAivng?

85 mg/dl
120 mg/dl

‘EAeyxog YAukolng aiparog mrpiv amd T1o

Al¢non amrdé Tov acBevy Katd 2-4 HJovadeg
10-15% 1-2 @opég TNV epOOpAdO HEXPI TV
ETITEUEN TOU OTOXOU

(ocaky. vnoT.70-130mg/dl)

e o)

TPWIVO YEUMA YIO 3 CUVEXOMEVES NUEPEG.
Me Bdon To péoo 6po:

2 180 mg/dl Auénon katd 4 povadeg

120 - 180 mg/dl Au§non katd 2 yovadeg
80 - 120 mg/dl Kauid perafoAr otn d6on
< 80 mg/dl EmioTpo®n otnv
TTPONYoUpEVN 860N

Emeic6d1i0 utroyAukaipiag (<70 mg/dl)
Meiwon katd 2 - 4 povadeg)

2 & oofapég UTTEPYAUKAIMIEG UTTOPOUME va
augavoupe Tn 860N e TaXUTEPO PUBUO.



Tig emopeveg 3 nuégec:
LAKXAQX VIOTELAG:
120 mg/dl

100 mg/dl TitAomoinon facikr)g tvoovAivng?
60 mg/dl

2.€ TTPWIVH UTTOYAUKOIia: ) ]
avalATnon Kai 516pdwan aitiag, peiwon Emeioodio  umroyAukaipiag (<70 - mg/dl)
doong kard 4U R} 10-20% Meiwon kara 2 - 4 yovadeg

o — @D



HuepoAOyIo auToeEAEYXOU PETA 1 pnva

[1po Meta [1po MeTa [Mpo MeTa
2WPEC 2WPEC 2WPEC
1 110 16
EEES :
3 97 16
4
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HuepoAdyio autoeAéyxou TapakoAolBnong

MeTa
2WPEC

TTpo

MeTa
2WpPEC

TTpo

MeTad
2WpPEC

16

16

16
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XapaKTNPIOTIKA TOU a00EVOUG NOG HE BACEI TO 1IATPIKO ICTOPIKO Kl
TIG ECETAOEIG

Aywyn pe
* GLP1 (MipayAouTtidn)
* lvoouAivn Glargine 16 povadeg 1o Bpadu

Egyaotnoiaxog eAeyxog KAwikn e€etaon
Larxago aipatog 285 mg% (NHoTig) B2=85 Kg

HbA1c: 8,9 % 2BA =08

Koeartwvivn 1,4 mg/d], BMI =29

eGFR 58 ml/min A= 150/90 mmHg
XoAnoteoAn 235 mg/dl

ToryAvkegidia 170 mg/dl

HDL xoAnotegoAn 38 mg/dl , , ,
LDL xoAnotegoAn 140 mg/dl Ymagxovv ouvoda voonuata;
ACR= 35 mg/gr Cr

SGOT, SGPT, YyGT, ALP,

T3,T4,TSH: k¢



XapaKTNPIOTIKA TOU a00EVOUG NOG HE BACEI TO 1IATPIKO ICTOPIKO Kl
TIG ECETAOEIG

Aywyn pe
« GLP1
* IvoouAivn Glargine 18 povadeg 1o Bpadu

EQyaotneiakog éAeyxos  KAwvikr e&étaon

Laxxago aipatog 285 mg% (FBG) BZ=85 Kg

HbA1c:8,9 % 2BA=0,8

Koeatwvivn 1,4 mg/dl, A= 150/90 mmHg

eGFR 58 ml/min

XoAnoteQoAn 235 mg/dl Oepameia CLVOOWV VOO HATWV
ToryAvkegidia 170 mg/dl

HDL xoAnotegoAn 38 mg/dl

LN (ASCVD) vmo kAomidoyéAn 75 mg
Ynegraon vno Parloagtavr 160 mg
YnepAtmdatpia vno atogfaoctartivr) 10 mg

LDL xoAnotegoAn 140 mg/dl
ACR= 35 mg/gr Cr

SGOT, SGPT, YGT, ALP,
T3,T4,TSH: «d



OeoamevTIKOL TOXOL OTOV CaKXaQwdn draPr)tn

AvoAlmudapia (EAE, 2019)

LDL <100 mg/dl, <70 1) <55 o€

KAN (EvaAlaxtika -30-40%)
HDL > 40 mg/d]l (avdec)
HDL > 50 mg/dl (yvvaikeg)
TG <150 mg/dl




OeoamevTIKOL TOXOL OTOV CaKXaQwdn draPr)tn

AvoAlmudapia (EAE, 2019)

LDL <100 mg/dl, <55 oe KAN
(EvaAlaxtika -30-40%)

HDL > 40 mg/d]l (avdec)

HDL > 50 mg/dl (yvvaikeg)

TG <150 mg/dl




OeQameVTIKOL 0TOXOL OTOV OAKXAQWON dtaPntn
Avohimudatpia -Paguaxevtikny aywyr (EAE, 2018)

Ab0EIG OTATIVWYV ME TIG OTTOIEG avapéveTal pgiwon TnG LDL xoAnotepdAng karta
Méoo 6po katd 30% - 40% atrd Tn BacIKA TIMA

2rarivn Hueprioia 6oon (mg) Meiwon LDL%
ATopRaCTATIiVRD 10 39
AofaoTarivn 40 31
I'Ipa%acm'rivn 40 34
oooufaoTariv 5 39
21uBaoTaTtivn 20 35
®AouBaoTarivn 40 25

Xopnyouvrai epartrag To Bpadu

2 & KABe dITTAacI00MO TNG OO0 NG AVAUEVETAI TTEPAITEPW MEiwoNn TG LDL
XOANoTEPOANG KATA 6%



OeQameVTIKOL 0TOXOL OTOV OAKXAQWON dtaPntn
Avohimudatpia -Paguaxevtikny aywyr (EAE, 2018)

*H xopiynon otartivng yiveral Je TrpoodeUTIKA augavouevn 660 £wg 6Tou
EMITEUXOEI 0 ETIOIWKOPEVOG OTOXOG-TIMA TG LDL (<55mg/dl, <70 mg/dl R <100
mg/dl avaGAoya pE TNV TTEPITITWOT)

*Edv Tapd tn Xoprnynon otartiving otn MEYIOTH AVEKTH) 8OO O OTOXOG dEV
emITeVXOei TOTE peiwon TG LDL katd 30-40% BswpeiTal IKAVOTTOINTIKI

*2TIG TTEPITITWOEIG TTOU TTAPA TN XOPRYNON OTATIVNG OTN MEYIOTN OVEKTI

000N eV ETMITUYXAVETAI O OTOXOG, N £0TW pEiwon TG LDL katd 30%, n
TTPOCOAKN Q@AIVOPINTTPATNG N ECETIMIMTTNG CUMPBAAAEI O€ TTEPAITEPW MEIWON TNG
LDL. EvrouTtoig O&v UTTAPXOUV EVOEISEIG OTI ME TNV KAT QUTOV TOV TPOTTO TTEPAITEPW
Meiwon TnG LDL peiwvetal Trepaitépw Kai o Kivouvog yia KAN

*Edv pia otartivn o€ peyaAeg 060¢€IC | KAl O€ NIKPOTEPEG OEV Eival AVEKTN

TOTE MJia GAAN OTATIVI) AKOMN KOl OE MIKPOTEPES DOOEIG EVOEXOMEVWIG VA Ei-

val a1TodOoTIKN

*2TIG TTEPITITWOEIG TTOU EVOEIKVUTAI N XOpAynon otartivng Kai n TiuR Tng LDL

gival EAAXIOTA TTAVW K TTEPI TOV ETTIOIWKOMEVO OTOXO TOTE N OTATIVN XOPN-

yeital og 66on trou peiwvel Tnv LDL katd 30-40%

Edv utrapyel duocavedia o€ OAEG TIG OTATIVEG HTTOPEI va DOKIJAOTEI povoBepaTtreia
ME GAAa @ApHAKA UTTOAITTIOAIMIKA TTOU £XOUV TN OXETIKN £VOEIEN.



OeQamevTIKOL GTOXOL OTOV OAKXXQwWOT draPrtn
Agtnowaxn vnégraon (EAE, 2019)

Aptnplakn triean: <140/90mmHg

2.€ veapr) nAikia, Aeukwpuartoupia, €ITTAEOV
K/a kivduvouc: <120-130/70-8080mmHg

2.€ NAIKIWPEVOUC OxI <130/70mmHg

1" emAoyn: a MEA | a AT1 (TrTapakoAouBnon
creat, K)

AvaaoToAgic dilauAwv aoPeaTiou:
OIudPOTTUPIDIVES

AiloupnTika: 8€1adidika av eGFR>30,

Aloupnriké aykuAng av eGFR<30
B-blockers g ZN (OEM)

Mépog Tng aywyng 1o Bpdadu ;;;



Avatrpoocapuoyr Tou aoBevoug pag he Bacel Ta véa dedopéva

Aywyn pe
« GLP1(AipayAouTtidn)
 lvoouAivn Glargine 18 povadeg 1o Bpadu

EQyaotneiakog éAeyxos  KAwvikr e&étaon

Laxxago aipatog 285 mg% (FBG) BZ=85 Kg

HbA1lc: 8,9 % 2BA=0,8

Koeatwvivn 1,4 mg/dl, A= 150/90 mmHg

eGFR 58 ml/min

XoAnoteQoAn 235 mg/dl Avatrpooapuoyn OepaTtreiog
ToryAvkegidia 170 mg/dl

ouvoOWwV VOO NHATWYV

KAomidoyeéAn 75 mg

BaAoagrtavn 160 mg + Mavidimivr 20 mg foadv
Artogfactartivn 20 mg + ECetipipnn 10 mg

HDL xoAnotegoAn 38 mg/dl
LDL xoAnotegoAn 140 mg/dl
ACR= 35 mg/gr Cr

SGOT, SGPT, YGT, ALP,
T3,T4,TSH: k¢



[Tagamounmn yia:
Odnyieg dratgoPpng (LOavika amo KALVIKO dLXLTOAOYO0)

Exmatdevon oto dwafr)tn (avtopéTtonon kat kataygadn tne
YAUKOCTG, OLAKOT] KATIVIOLATOG, KOKT|0T, X0 OT] LVOOVALVNG,
AVTOEEETAOT)-TIEQLTIOLNOT] MOJLWYV, K.A.)

BuvOooxkonnomn (Etovg aoOeveig pe dtafntn TOMoL 2 kata T
OLayvwaoT kat 0Tovg acgBeveig pe dtafr)tn tumov 1, peoca ota 5
MQWTA €T ATO TN OLAYVWOT]. AV 1] TOWTT] EEETAOT] ELVAL
dvooroyikn, enavalappfavetal kabe 1-2 €tn)

EvnuéQwaorn OXETIKA e TOV OLKOYEVELAKO TQOYQAUUATIOUO
(avTIoUVAAN YT, MEOYQAUUATLIONOG EYKUHOOGUVNG)

HKT'- KagdioAoyikr) eSétaomn (epooov kgivetal avaykaio)
Odovtiatoikr) egetaon (ehpOoOV KQLVETAL AVAYKAKLO)

WuxoAoykn-Puxiatoikr) vmootnoLén (epooov kgivetat
avVAaYKQALo)



ETraveééTaon Tou acOevoug Hag META 3 MNVEG

Aywyn pe
« GLP1(AipayAouTtidn)
* IvoouAivn Glargine 24 povadeg 1o Bpdadu (auénon)

EQyaotneiakog éAeyxos  KAwvikr e&étaon

Laxxago aipatog 125 mg% (FBG) BZ=87 Kg

HbAlc:7,1 % ZBA =0,8

Koeativivn 1,5 mg/dl, AlN= 135/75 mmHg

eGFR 55 ml/min

XoAnote@oAn 180 mg/dl Ocepamelag OVVOOWV VOOT|UATWYV

ToryAvkegidia 130 mg/dl KAomidoygéAn 75 mg

HDL xoAnoteQoAn 40 mg/dl BaAoagrtavn 160 mg + Mavidintivn 20 mg foadv
LDL xoAnoteQoAn 114 mg/dl Atogpaoctativn 20 mg + ECetipipunn 10 mg
ACR= 38 - 42 mg/gr Cr

SGOT, SGPT, yGT, ALP,

T3,T4,TSH: ko



ETTraveéTaon Tou acOevoug Hag META 3 MAVEG

Aywyn pe
« GLP1 (AipayAourtidn)
* IvoouAivn Glargine 24 povadeg 1o Bpdadu (auénon)

EQyaotneiakog éAeyxos  KAwvikr e&étaon

Laxxago aipatog 125 mg% (FBG) BZ=87 Kg

HbAlc:7,1 % ZBA =0,8

Koeatwvivn 1,5 mg/dl, AlN= 135/75 mmHg

eGFR 55 ml/min

XoAnote@oAn 180 mg/dl Ocepamelag OVVOOWV VOOT|UATWYV

TotryAviegidia 130 mg/dl KAomidoyeéAn 75 mg
HDL xoAnoteQoAn 40 mg/dl BaAoagrtavn 160 mg + Mavidintivn 20 mg foadv

LDL xoAnoteQoAn 114 mg/dl  p,aouBaotativn 20 ma + EZeTipiumn10 m
ACR= 38-42 mg/gr Cr ¥ 1 g+ Egemipipmmn J
SGOT, SGPT, yGT, ALP,

T3,T4,TSH: k¢



EtTraveééTaon Tou acBevoUg Hag META 12 PRVEG ATTO TNV TEAEUTAIA
ETMIOKEYN

Aywyn pe
« GLP1(AipayAouTtidn)
* IvoouAivn Glargine 28 povadeg 1o Bpdadu (augnon)

EQyaotneiakog éAeyxos  KAwvikr e&étaon

Laxxago aipatog 135 mg% (FBG) BZ=89 Kg

HbAlc:7,9 % ZBA =0,8

Koeatwvivn 1,4 mg/dl, AlN= 135/75 mmHg

eGFR 60 ml/min

XoAnote@oAn 164 mg/dl Ocepamelag OVVOOWV VOOT|UATWYV

ToryAvkegidia 120 mg/dl KAomuidoyoéAn 75 mg

HDL xoAnoteQoAn 51 mg/dl BaAoagrtavn 160 mg + Mavidintivn 20 mg foadv
LDL xoAnoteQoAn 89 mg/dl Pooovfactartivn 20 mg + ECetipipnn 10 mg
ACR=43 mg/gr Cr

SGOT, SGPT, YGT, ALP,

T3,T4,TSH: k¢



EtTraveééTaon Tou acBevoUg Hag META 12 PRVEG ATTO TNV TEAEUTAIA
ETMIOKEYN

Aywyn pe
« GLP1 (AipayAourtidn)
* IvoouAivn Glargine 28 povadeg 1o Bpdadu (augnon)

EQyaotneiakog éAeyxos  KAwvikr e&étaon

Laxxago aipatog 135 mg% (FBG) BZ=89 Kg

HbAlc:7,9 % ZBA =0,8

Koeatwvivn 1,4 mg/dl, AlN= 135/75 mmHg

eGFR 60 ml/min

XoAnote@oAn 164 mg/dl Ocepamelag OVVOOWV VOOT|UATWYV

ToryAvkegidia 120 mg/dl KAomuidoyoéAn 75 mg

HDL x0AnoteQoAn 51 mg/dl BaAoagrtavn 160 mg + Mavidintivn 20 mg foadv
LDL xoAnoteQoAn 89 mg/dl Pooovpactartivn 40 mg + ECetipipnn 10 mg
ACR=43 mg/gr Cr

SGOT, SGPT, YGT, ALP,

T3,T4,TSH: k¢



HuepoAdyio autoeAéyyxou (HbAlc: 7.9%)

[Mpo MeTd 2hrs [Mpo MeTd 2hrs [Mpo MeTd 2hrs
1 125 28
2 152 228 164 28
3 28
4 94 167 204
) 149 216 175
6
7 108 197
8 168 268 183
9




Basal plus oxfua ivoouAivoBepartreiag

RN ¢

Add 1 rapid insulin* injection
before largest meal

/" Start: 4 U, 0.1 Ulkg, or 10% basal dose. If )
HbA,.<8%, consider W basal by same amount.

» Adjust: 4 dose by 1-2 U or 10-15% once-
twice weekly until SMBG target reached.

* For hypo: Determine and address causs; Inzucchi S E et al. Dia Care 2015:38:140-149
\_ W comesponding dose by 2—4 U or 10-20%. )
2§




HuepoAoyio autoeAéyxou pe Basal plus oxqua ivoouAivoOepaTtreiag

[Mpo MeTd 2hrs [Mpo MeTd 2hrs [1po MeTa 2hrs

1 130 169 158 160 28
2 122 151 28
3 151 160 152 28
4 116 158 138

5 148 168 150

6 126 134

7 146 151 163

8 110 161 140

9 112




HuepoAdyio autoeAéEyxou 8 uAveg META
HbA1c:8,0%

[Mpo Meta 2hrs [Mpo Meta 2hrs [Mpo Meta 2hrs 30
1 115 184 30
2 192 163 30
3 122 198
4 94 188
5 202 148
6 134 204
! 108 189
8 198 137
9 112 210




Evratikotroinuévo (basal bolus) oxqua iIvoouAivoBepaTreiag

i ¢ i



Evratikotroinuévo (basal bolus) oxqua iIvoouAivoBepaTreiag

i ¢ i

lMAsovekTnuara. n )
. . . EPIOPICIOI:
Ipo )SJ iﬁfpal oAofeRn BaoIKN [TOAANQTTAEG evEDEIC, > 4 NUEPNTIWCG

) ) ) ATTQITEI TTOAEG HETPAOEIC

BeATiwon yAukogng vnoTeiag MpoUTToBETEl ECAIPETIKNA EKTTAISEUTN
KaAuyn 6Awv Twv yeupdaTwy KOl CUVEPYOTTO TOU 00BEVOUC
EUEAIKTN QuaoioAoyIKA puBuion Agv gival eUKOAa
ATTOOEKTO/EPAPUOOIHO



EtTraveééTaon Tou acBevoUg Hag META 12 PRVEG ATTO TNV TEAEUTAIA
emiokeyn (Mpoocappoyn Oepatreiag)

Aywyn pe
* IvoouAivn Aspart 4-8-6
« IvoouAivn Glargine 28 povadeg 1o Bpadu

EQyaotneiakog éAeyxos  KAwvikr e&étaon

Laxxago aipatog 135 mg% (FBG) BZ=89 Kg

HbAlc:7,9 % ZBA =0,8

Koeatwvivn 1,4 mg/dl, AlN= 135/75 mmHg

eGFR 60 ml/min

XoAnote@oAn 164 mg/dl Ocepamelag OVVOOWV VOOT|UATWYV

ToryAvkegidia 120 mg/dl KAomuidoyoéAn 75 mg

HDL x0AnoteQoAn 51 mg/dl BaAoagrtavn 160 mg + Mavidintivn 20 mg foadv
LDL xoAnoteQoAn 89 mg/dl Pooovpactartivn 40 mg + ECetipipnn 10 mg
ACR=43 mg/gr Cr

SGOT, SGPT, YGT, ALP,

T3,T4,TSH: k¢



HuepoAdyio autoeAéEyxou 6 HAVEG META
HbA1lc:7,0%

[Mpo Meta 2hrs [Mpo Meta 2hrs [Mpo Meta 2hrs 33
1 115 145 33
2 125 150 33
3 122 135
4 94 140
5 135 155
6 134 160
! 108 130
8 140 150
9 112 150
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