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Si puo impostare una terapia insulinica
anche da remoto?
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La percentuale di soggetti non trattati con insulina, nonostante valori di HbAlc 9%, in-
dicatore di inerzia terapeutica, & invariata rispetto al 2018 (28.2%) e non modificata nemmeno
rispetto ai dati 2016. Questo & un dato difficile da interpretare: nell'ultimo quinquennio non siamo
infatti riusciti ad incidere su un aspetto importante dell'atteggiamento terapeutico del diabetologi.



Identification of barriers to insulin therapy and approaches
to overcoming them

4 R

e Fear of hypoglycaemia and weight
gain

e Fear of injections

* Impact on daily life

* Negative appraisal of insulin

e Lack of HCP resources, assistance and
education for patients

* [nerzia terapeutica

o /

Russell-Jones D et al. Diabetes Obes
Metab. 2018;20:488—-496.




Barriers to self-titration identified by HCPs and patients

Results of a quantitative survey

HCPs

e fear of hypoglycaemia

e failure to titrate in the
absence of symptoms

* |ow patient motivation

Patients

e fear of hypoglycaemia

* weight gain

e perception that titration
meant worsening disease

e frustration over the time to
reach HbAlc goals

Responders (26)

1004

Fear of

hypo-
glycaemia

No Limted ~ Concem  Diffcuty ~ Treatment Concems Dose Frustration
symptoms  motivation ~ over under- isaburden/ about increase  thattime fo
meansno  and injecting  standing  nota weight gain means  reach goal
needto  involvement toomuch  howto  priority diseaseis istoo long
increase Bl increase getling
dose the dose worse

Berard L et al. Diabetes Obes
Metab. 2018;20:301—-308.




Barriers to intensification: Barriers to intensification:

What the physicians think What the PATIENTS think
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Fonte: A. Nicolucci, M. Comaschi, S. Frontoni, K. Vaccaro
Perceptions of diabetes control among physicians and people with type 2 diabetes on basal insulin in Italy submitted
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LU'evoluzione della terapia insulinica
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Unique properties of the liraglutide and insulin
degludec combination

FORMULATION PROPERTIES

Degludec dihexamers
(100 U/mL)

® Once-daily administration,
independent of meals, in a
single pen device

® Glycaemic control

I YTy throughout the day
-+ “

e FPG reduction

Liraglutide heptamers | 3 mL pre-filled pen o PrecoverEge el el meel

(3.6 mg/mL) e Steady titration resulting in
‘db‘ a more favourable
\ "\ 4 tolerability profile



Complementary actions of basal insulin and a GLP-1 RA target the
underlying pathophysiology of type 2 diabetes

GLP-1 RA Basal insulin
Brain Liver
* Decreased energy intake * Inhibition of hepatic
*® Increased satiety glucose production
Pancreas Adipose tissue
* Glucose-dependent ® Insulin receptor
insulin activation
and glucagon secretion Skeletal muscle
® Insulin synthesis * Increased glucose
Gi tract disposal
* Inhibits gastric emptying
Liver
* Inhibition of hepatic
glucose production

1. Baggio & Drucker. Gastroenterol 2007;132:2131-57; 2. Niswender. Postgrad Med 2011;123:27-37



What can we expect when combining a GLP-1 RA and a
basal insulin in one pen?

.t 2

J U
‘.u HYPOGLYCAEMIA NAUSEA
GLP-1 RA
V monotherapy

‘ Basal insulin

[ ) GLP-1 RA/insulin
. . combined
For illustrative purposes only, not drawn to scale

FPG, fasting plasma glucose; GLP-1 RA, glucagon-like peptide-1 receptor agonist; PPG, postprandial glucose
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Cardiovascular safety
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Cornelis T et al. ADA 2018; 438-P; 6. Brown-Frandsen et al. ADA 2018; 1065-P
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. 1. Marso et al. N Engl J Med 2017;377:723-32; 2. Marso et al. N Engl J Med 2017;377:723-32; 3. Vilsboll T et al. EASD 2017; OP #113; 4. Billings et al. Diabetes Care 2018;41(5):1009-1016; 5.



Management of hyperglycaemia in type 2 diabetes, September 2022.
A consensus report by the American Diabetes Association (ADA)
and the European Association for the Study of Diabetes (EASD)

PLACE OF INSULIN'

HOLISTIC PERSON-CENTRED APPROACH TO T20M MANAGEMENT [ R O R B B R E e
@ Consider immediate L N Hl_ﬂ already on GLP-1 RA,
start of insulin | consider use of GLP-1 RA _ & When not familiar with insulin use

= Severe hyperglycaemia or when targets not reached, consider
» Acute glycaemic dysregulation shared care with specialist team
* When T1D is suspected Consider adding insulin when

————————— personalised HbA, targets are not SRR
met with strategies described in Fig. &

¥

Start using basal insulin®
(10 U or 0.1-0.2 Wkg per day) at
bedtime or more flexibility with
timing for longer-acting analogues

Titrate to FPG target but avoid
overbasalisation of insulin
{consider introduction of CGM)

1

When FPG is on target but
Hb,, or TIR is not

If not already on GLP-1 RA,
consider use of GLP-1 RA

ADD MEALTIME INSULIN UNDER FORM OF:

Basal plus
(progressive addition
of boluses)
(&
https://doi.org/10.1007/s00125-022-05787-2 injections)

Diabetologia




Patients with T2D
n=1012 K

Inclusion criteria

* Age 218 years
* Insulin naive

* OAD(s)
* Hba,, 7.0-11.0%
» BMI 220 kg/m?

Duration 104 weeks
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Philis-Tsimikas et al, Dinbetes Obes Metab. 2019. 21(6):1399-1408
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Philis-Tsimikas et al, Diabetes Obes Metab, 2019, 21(6);1393-1408
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European Review for Medical and Pharmacological Sciences

IDegLira fixed-ratio combination in the
real world: a retrospective observational
single-center Italian experience

C_ DI LORETO, R. CELLENQ, L. PIASTRELLA, P. DEL SINDACO

Servizio di Diabetologia — Distretto del Perugino — USL Umbria 1, “Poliambuiatorio Europa’,
Perugia, Italy

Results: IDeglira results to be effective in
reducing HbAlc and fasting plasma
glucose, especially among GLP-1 RA and
BOT subgroup. In BOT group, a statistical
difference was noted from the first month
of treatment, also for post-prandial
glycemia. Obtained results were achieved
at a moderate dose of IDeglira reported
during the study, which also represents a
significant reduction of the amount of
basal insulin in BB patients

T T T - T
rienced side effects such as weight gain and  into the circulation for a stable glucose-low-
hypoglycemia of other insulin therapies. ering effect”. Liraglutide is a GLP-1 analogue
) (administered subcutanecusly) with a protracted
Key Words: _ . o ) action and a long plasma half-life. This improves
Iﬂs'tJI n.ceglufsec_ LII'.'I—glLIfIdE_ IDeglira, —u_ed. ratio glycemic control by lowering both fasting and

combination, Diabetes, Basal bolus, Oral anti-diabet = - - T - T
ic therapy. postprandial blood glucose levels, stimulating
insulin secretion and lowering inappropriately
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Sono disponibili associazioni precostituite
di degludec e liraglutide (iDeglira) e di
glargine e lixisenatide (LixiLan)
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Tabella 4.H4. Terzpia insulinica nel disbele o lpo 2.

Iniziare |a terapia insulinica secondo uno schema adeguate all'andamento delle glicemie del pazien-
te.

Qli sehemi possibill comprendon:

1. La somministrazione di sola insulina lenta, preferibilmente serale fschema pil frequente]

2. Lo somministrazionsg di sola insuling rapida a uno o pil past

3. 1a somministraziong di insuling lenta associata ad insulina rapida a una o pin past

In gienerale, & consigliabile iniziare con gl schemi pil semplict possibili per pei aumentare il numero di
SOMMINIStEZIon| 58 necassara,

Nel caso sia necessaria la sola insulina lenta e non si reputi utile una dose massimale di agonisti del
recettore del GLP.1, considerare come opzione alternativa I'assaciazione precostituita di liraglutide

@ degludec o di lixisenatide e glargine.

Nei trial clinici di confronto diretto con la sola
insulina basale, con adeguata titolazione,
queste associazioni producono una riduzione
dell’emoglobina glicata piu ampia, con effetti
piu favorevoli sul peso corporeo e con minor
rischio di ipoglicemia

Le associazione precostituite di insulina basale
e GLP-1RA possono rappresentare
un’alternativa all’insulina basale, oppure
un’opzione per l'intensificazione della terapia
con insulina basale, qualora non sia desiderata
I'associazione con altri farmaci incretinici

Istruire il paziente adeguatamente sulla tecnica di iniezione al momento della preserizione.

Verificare che il paziente sia ben addestrato all'automenitoraggio della glicemia « che sia in grado
di riconoscers & trattare adequatamente ['ipoglicamia,

Se nen contraindicata, associare all'insuling la metformina,

fiche [associazions di inibitor DPP, inlbitor SGLTZ ¢ agonisti GLPY, con o senza metforming, &
vantaggiasa, in quanto eonsente di confrastare ['aumenta di pesa, | idurre il fabbusagna di insulina &, in
cuialche case, di idure anche il numers i iniczioni neoossaris

Cualora si intenda asaocizre allinsuling il pioglitszone, sorvegliare 'eventuzle comparsa di edemi.
(ualora si intenda associare allineuling ['acarnse, informare i pariente che eventual ipealicemie vanno
cormelle con glucosio & non con saccas,

|2 terapia combinata di insuling e sultaniluree o glinidi & sconsigliabile per 'elevato nischio di ipoglice-
i,

Titolare e dosi di insulina sulla base delle glicemie demicilian del pazients, fine al raggiungimen-
to degli obiettivi terapeutici, Mer una ttolazione elficacs, & devono prevedere contatt frequant, o in
alternativa fstnre il paziente ad effettuare una auto titolazione,




Inibitori
DPPIV

¢ Alogliptin
e Linagliptin
o Sitagliptin
e Saxagliptin
o Vildagliptin

Agonisti

recettoriali

GLP1

e Dulaglutide
e Exenatide

e Exenatide
LAR

e Liraglutide
e Lixisenatide
e Semaglutide

Nota 100

SGLT2- Associazioni Associazioni Associazioni
' precostituite precostituite precostituite

e Canaglifozin
e Dapaglifozin
e Empaglifozin
e Ertuglifozin

¢ Canaglifozin
/metformina
e Dapaglifozin
/metformina
e Empaglifozin
/metformina
e Ertuglifozin/
metformina

e Degludec/lir
aglutide

e Glargine/lixis
enatide

e Alogliptin/m
etformina

¢ Alogliptin/pi
oglitazone

e Linagliptin/m
etformina

e Saxagliptin/
metformina

e Sitagliptin/m
etformina

o Vildagliptin/
metformina

Sono state inserite nella Nota 100 le associazioni precostituite insulina basale/GLP1
come possibili opzioni terapeutiche con associazioni di farmaci prima non
rimborsabili : SGLT?2



Subjects with T2D
uncontrolled on
basal insulin
(N=506)

DUAL VII

DUAL VII

HbA,_ over time

—@-IDeglira (n=252)

85 ——IGlar U100 + IAsp (n=254)
8o ETD:
<0.02% [-0.16; 0.12)sss, o1
gg- 75 p<0.0001 for test for non-inferiority margin of 0,3%
;o "
% S — . 6.7%
65 . T 6.7%
80
F4
0.0
0 H 4 6 g 10 12 14 16 18 0 2 24 %

Time (weeks)

Mean observed values with ermar bars (standard error mean) based on full analysis set, ETD s based on LSMeans from full analysis set, using mixed model for repeated

measurement, —--ADAEASD HbA,, targat <7.0% and AACE HbA,, targat €6 5%

AACE, American Association of Clinical Endocrinelogists; ADA, American Diabetes Aseociation; C1, confidence interval; EASD, European Assadiation for the Study of Diabetes;

ETD, estimated treatment difference; [Asp, insulin aspart; 1GIar L1100, insulin glargine U100; LSMean, least squere mean ﬁ
Billings et 3. Diahetes Cave 2018;41(5) -1016

E

DUAL VII

Total daily insulin dose over time

—9-1Deglira (n=252)

34% of subjects were at maximum dose of 50 dose 4 IGlar U100 + TAsp (n=253)

100y | steps at Week 26, of which 57% achieved HbA,, <7.0%
84.1 units
& : ) 52.3 units basal
32.1 units bolus
E 80
s
5 w0 40.4 units
o ETD:
» -44.50 units
[-48.30; -40.71)g50, ¢1
p<0.0001
]
0 2 4 ] 8 10 12 14 16 18 20 22 24 26

Time (weeks)

th enor bars (standard error mean) based on safety analysis set. ETD is based
iing and basaline HOALE a5 covariates;
nsulinglargine U100; MMREM, mixed model repeated measurement ﬁ

Based on observed mean values at end of trlal from the safety analysis set; Maan observed val
0N observed data using MMRM With reatmient, region and visit a5 factors and insulin dose at
CL, confidence interval; ETD, estimated treatment difference; 1asp, insulin aspait; 161ar Lt
Billings et 2. Diahates Cara 2018;41(5): 1009-1016

Starting dose: 16 dose steps
Maximum dose: 50 dose steps

IGlar U100
Starting dose: Pre-trial dose
Maximum dose: None

IDeglira + metformin
(n=252)

IGlar U100 + IAsp (<4 times) +
metformin (n=254) B s al

Maximum dose: None

DUAL VII

Change in body weight over time

—§—1Deglira (n=252)
—4—1Glar U100 + 1Asp (n=254)

v o3
o +2.6 kg

v 2

z Superiarity confirmed
E ETD:

_8 = =3.57 kg

- = o [-4.19; 2.95)ss 1
o p<0.0001

g2 1 + 8 $ b 0.9 kg

2

u o2

Time (weeks)

LSMean values with emor bars (standard emor mean] based on full analysks set, using MMRM. MMRM with treatment, region and visit as factors and baseline value as covariate.
Interactions batwean visit and all other factors and covatate ar included.
€I, confidence intesval; ETD, estimated treatment diffesence; Lasp, insulin aspart; 1GIar U100, insulin glargine U100; LSMean, least square mean; MMRM, mised model for

repeated measurement ﬁ
Billings et al. Diabetes Care 2018,41(5):1008-1016

DUAL VII

Severe or BG-confirmed symptomatic hypoglycaemia
. —IDaglira (n=252)
IDegLira —1Glar U100 + [hsp (n=253)

45

40 ERR 0,11 [95% CI: 0.08, 0.17],
p< 0.0001 for superiority

per p
.
B

25
E
20
L 15
% w0
05
E:
00
0 H 4 B 8 10 12 1 18 1 w on % 2

Time (weeks)

Mean cumulative fanction based on safety analysis set. Severe or BG-confirmed symptomatic: an episode that is severe according to the ADA classification or BG-confirmed by 3
plasma glucosevalue <3.1 mmalfL (<56 ma/dL) with symptoms consistent with hypoalycaenia

ADA, Amerizan Diabetes Association; BG, blood glucose; CI, e ; 1Asp, Insulin aspart; [Glar U100, Insuln glargine U160 ﬁ
Billings at al, Diabates Care 2018;41

016




Europasan Review for Medical and Pharmacological Scisnceas 2021 25 9Z23-9231

Real-word study on the effectiveness and
safety of basal insulin IDeglLira in type 2
diabetic patients previously treated with
multi-injective insulin therapy

M. PERSANO, L. NOLLING, M. SAMBATARO, M. RIGATO, |- NEGRO,
5 MARCHETTO, A. PACCAGMNELLA

Endocrine, Metabolism. and MNutrition Dissase Unit. Santa Maria di Ca” Foncello Hospital., Trewiso, taly

Abstract. — OBJECTIVE: Achieving glyce- combination therapy also proved more conve-

mic target is paramount to l::l::ntrDI diabetes mel- nient than basal-bolus therapy in terms of costs,
Nifyar SUVBEY ool eoclygse meieome o pallmge ol srithy mm sverans nee natient cost difference of

Results: HbAlc (8.4 vs. 7.4%; p<0.0001) and body weight (94.1 vs.
93 kg; p<0.0001) were significantly lower after 6 months for
patients on the degludec/liraglutide combination. A similar trend
was observed in fasting glycemia levels (159 vs. 125 mg/dl;
p<0.0001). An improved glycemic control was achieved with
degludec/liraglutide despite a reduction in total daily insulin units
(42 U at 6 months vs. 22 U at baseline; p<0.0001). In addition,
higher scores in the DTSQ were registered after 6 months on
degludec/liraglutide (mean score: 27 vs. 20; p<0.0001). The
combination therapy also proved more convenient than basal-
bolus therapy in terms of costs, with an average per-patient cost
difference of €-0.41+0.59/die (p<0.0001).

TF= F oIC O TITF Q- = . b v |

p—::l] ﬂ.,:.,]-”. In addition. hlgherscores inthe DTuD manasement, recommend an add-on therapy for
were registered after 6 months on degludec/lira- patients who do not achieve their glycemidc tar
glutide (mean score: 27 ws. 205 p=0.0001). The get by means of metformin intake alone® The

Corresporiding Author: Mariasara Perszarno. MDD e-mail: mariazara. persano@aulss 2 veneto.it 2923




Management of hyperglycaemia in type 2 diabetes, September 2022.
A consensus report by the American Diabetes Association (ADA)
and the European Association for the Study of Diabetes (EASD)

@ Consider immediate
start of insulin

= Severe hyperglycaemia
« Acute glycaemic dysregulation
* When T1D is suspected

+ Maintain cardiorenal
protective agents

+ Maintain metformin,
SGLT2i and GLP-1 RA to
avoid weight gain and
limit insulin dose and
hypoglycaemia risk

+ Consider using
combination products of
basal insulin/GLP-1 RA

PLACE OF INSULIN'
consider use of GLP-1 RA

Consider adding insulin when
personalised HbA,, targets are not
met with strategies described in Fig. &

&

Start using basal insulin®
(10 U or 0.1-0.2 Ufkg per day) at
bedtime or more flexibility with
timing for longer-acting analogues

Titrate to FPG target but avoid
overbasalisation of insulin
lcensider introduction of CGM)

1

When FPG is on target but
HbA,. or TIR is not

4

If not already on GLP-1 RA,
consider use of GLP-1 RA

MDI (multiple daily

@ When not familiar with insulin use

or when targets not reached, consider
shared care with specialist team

Intensify along the way and
preferentially at each step
« Healthy behaviour
. Nutritional tF
+ DSMES: with
additional focus on
injection technigue,
hypoglycaemia, weight

ADD MEALTIME INSULIN UNDER FORM OF:

Basal plus
Iprogressive addition

of boluses)

injections)

Diabetologia

022-05787-2

https://doi.org/10.1007/s00125-



Tabella 9: Indicatori di intensiti/appropriatezza del trattamento. Confronto 2019 - 2020.

2019 (%) 2020 (%)
Sopgett non trattati con insulina nonostante valori di HbAlc 2 9,0% (%) 28,2 29.3
Suﬁcrti con HbAlc 2 9,0% nonostante il trattamento con insulina (%) )
Soggetti non trattati con ipulipcmizmnti nonostante valori di C-LDL 2 459 462
Soggetti con C-LDL 2 130 mgf'l:u nonostante il trattamento con ipr.:-lipl:r 0.9 95
mizzanti (%) ’ ,
Soggetti non trattati con antiipertensivi nonostante valori di PA = 140/90
26,7 27,1

mmHg (%)
Soggetti con PA 2 140/90 mmHg nonostante il trattamento con antii-

. 48,2 51,1
pertensivi (%)
Soggetti con evento CV pregresso (infarto efo ictus) in terapia antiaggre-

C 75,1 72,7
gante piastrinica (%)

E lievemente pepgiorata dal 2018 anche la percentuale dei pazienti con HbAlc » 9%
nonostante il trattamento con insulinz . Olere ad una quota di pazienti che
“cronicamente” non & possibile riportare a target, potrebbero aprirsi nuovi spazi - in quests cate-
goria di soggetti — per una rivalutazione critica degli schemi di terapia insulinica urilizaci nei DM2
(alcuni pazienti obesi, con secrezione residua non soppressa, potrebbero ad esempio beneficiare
maggiormente dell associazione di un GLP1-RA ad insulina basale rispetto a schemi basal-bolus,
inefficaci in pazienti insulinoresistenti).




Si pu0 impostare una terapia insulinica anche da remoto?

Tabela 12:Liveli medi i HbALe o momentodelienstarione

Tipo di ntensfcaioe my wm T 32

Add-on 2 medorming §.241,7 §2418 30 20

Adbana el Bl | B4 o I . .
no sl bt By | 47 %% ADDONA  ADDONADUAL  INIZIOINSULNA  INIZIO INSULINA
Inizo insulina rpica 5113 93415 METFORMINA ‘i“;;g . BASALE RAPIDA

La Monograha degli Annali AMD 2020 “Indicatori di inerzia clinica nel DM2" ci ha mostrato che
I'inerzia nell'intensificazione della terapia con insulina basale ¢ un fenomeno rilevante, di entith maggiore
rispetro a quanto accade nel momento dell'add-on di altri farmact ipoglicemizzanti, con potenziale danno
PEr | pazienti Con diabete, in termini di Tischio di svilippo di complicanze,

Limpario della pandemia di COVID-19 sulla intensificazione con insulina basale si ¢ rivelaro maggiore
rispetto a quanto accaduto per le altre forme di intensificazione terapeutica: la riduzione relaciva del numero
di soggetti in cui nel 2020 & stara intensificata la terapia mediante insulina basale & stara del 27,5% rispetto
a quanto avvenuto nel 2019, essendosi cid verificato nel 3,7% dei paziend, contro 1l 5,1% del 2019 (hgura
4}. Durante il 2020 una quota rilevance di pazient & stata visitata “da remoto”, in particolare nei primi mesi
di lockdown; l'inizio della terapia insulinica richiede una necessaria educazione terapeutica, che difficilmente
pud avvenire se non in presenza, ¢ cid potrebbe in parte spiegare 'entitl della nduzione, che comunque si
accompagna ad un calo generalizzato del numero di farmaa prescricti per la cura del diabete.




La complessita dell’educazione al trattamento insulinico

Ensuring that patients and/or caregivers
understand correct insulin injection

technique is important to optimize glucose

control and insulin use safety. Thus, it is

important that insulin be delivered into the

proper tissue in the right way.

(Hypoglycemia)

e Appropriate body areas, injection site
rotation

e Appropriate care of injection sites to
avoid infection or other complications

e Intramuscular

e Use of short needles (e.g., 4-mm pen
needles)

To avoid

* lipohypertrophy.

e erratic insulin absorption

* increased glycemic variability

e unexplained hypoglycemic episodes

| pazienti trattati con analoghi ad azione rapida dellinsulina o con mi-
s croinfusore devono modifcare 1 boll i insulna preprandieisula base
- dei carboidrati conteni nei pasti.

latrpamedeoncrizonde (LIVello della prova |, Forza della raccomandazione A)
nel diabete mellto

N

Nei pazienti trattati con dosi costanti di insulina I'introduzione dei car-
&1 mo go boidraticonipastideve essere mantenuta costante nelle quantta e nei
~ tempi
(Livello della prova IIl, Forza della raccomandazione B)

Standards of Medical Care in Diabetes—
2020

. . . . 26
Insulin Injection Technique




Quali opportunita offrono le nuove combinazioni precostituite di
insulina basale piu GLP1-RA in questo ambito ?

Rispetto ad altre basali Rispetto allo schema bb
Controllo glicemico globale (FPG e * Non-inferiorita di HbA,.
PPG) e Minor numero di ipoglicemie e

Maggiore riduzione e controllo
durevole della HbAlc
Sicurezza e tollerabilita sul lungo

variabilita glicemica

e Effetto favorevole sul rischio CV

termine e 1 somministrazione giornaliera
Rischio minimo di ipoglicemia e Riduzione significativa del peso
Effetto favorevole sul peso e Costi minori

Effetto favorevole sul rischio CV » Maggiore aderenza alla terapia
Semplicita di somministrazione « Migliore qualita della vita

Semplicita di trattamento



Efficacy and Safety of Basal Insulin/GLP-1 Receptor Agonist Used in
Combination for Type 2 Diabetes Management

Management of type 2 diabetes is complex and
multifactorial.

Utilizing combination products is a way to target several
areas of the disease while decreasing the complexity
and burden to the patient.

Basal insulin/glucagon-like peptide-1 (GLP-1) agonist
combination products have the benefit of being highly
efficacious while having favorable effects on weight,
reduced gastrointestinal adverse effects, and low
hypoglycemic risks compared to the individual agents
used alone.

Journal of pharmacy practice Delilah McCarty, Volume 32, Issue 6
https://doi.org/10.1177/0897190018764984



Clinical Considerations When Initiating and Titrating
Insulin Degludec/Liraglutide (IDeglira) in People with
Type 2 Diabetes

Therapeutic inertia is a substantial obstacle to the
initiation of insulin therapy in people with
uncontrolled type 2 diabetes......As an injectable
therapy that is simple to titrate, IDeglLira has the
potential to optimize the ability to achieve relevant
glycemic targets, and offers a suitable treatment
option for people with T2D requiring insulin therapy
who are at risk of hypoglycemia or weight gain.

Harris Drugs 2020 Feb;80(2):147-165




Si puo impostare una terapia insulinica anche da remoto?
Quali opportunita offrono le nuove combinazioni precostituite di
insulina basale piu GLP1-RA in questo ambito ?

Efficacia - Sicurezza — Durability -
Semplicita !!!
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