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Objectives
During this 30 minutes  presentation the audience will be able to :

• Recognize that DM 2 is a multifactorial disease

• DM is a progressive disease and eventually many 
patients will need insulin in their therapies

• Oral therapies included in the presentation:

• Metformin;  DPP4 inhibitors;   SGLT2 inhibitors

• Parenteral,  non insulin therapies: GLP-1 RA

• Some non FDA approved therapies will be 
discussed

The organizers of the activity have been 
authorized to distribute handouts of this 

presentation



Pre- Test

• Treatment  of Diabetes Mellitus should be 
centered in the patient and individualized.

• Due to the multifactorial nature of the disease 
combination therapy is needed early in the 
treatment of this condition

• Efforts should me made to prevent DM in high 
risk individuals.
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Rationale for SGLT2 Inhibitors

• Inhibit glucose reabsorption in the renal 
proximal tubule

• Resultant glucosuria leads to a decline in 
plasma glucose and reversal of glucotoxicity

• This therapy is simple and nonspecific

• Even patients with refractory type 2 diabetes 
are likely to respond







SGLT2 and DKA

















Class effect??

















Many patients with type 2 diabetes continue to have poor 
control and would benefit from insulin therapy . However, 
resistance to the introduction of insulin therapy can be high 
on both  the part of the healthcare provider  and the 
patient . 
A number of new, long acting basal insulins are in 
development  that provide good metabolic control , with 
lower  a risk of hypoglycemia ,  than the currently available 
insulins.
Providing greater  flexibility  in dosing time from day to 
day.

These attributes may address some of the current  barriers 
to insulin initiation and intensification that currently limit 
the effectiveness of diabetes care. 

New Long acting basal Insulins
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Glp-1 receptor agonists

Short acting

• Exenatide ( twice a day)

• Liraglutide ( once daily)

• Lixisenatide* (once daily)

Long acting ( one a week)

• Exenatide QW (Bydureon)

• Albiglutide (Tanzeum)

• Dilaglutide (Trulicity)

• *Semaglutide

• *ITCA 650 pump ( exenatide
continuous)

*not yet approved by FDA





















Degludec and liraglutide



Lixenatide GLP-1 RA








