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Introduction

» The burden of Type 2 diabetes (T2D) is increasing
exponentially in the world with an alarming rise in
developing countries.
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deaths caused
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Introduction

e The burden of Type 2 diabetes (T2D) is increasing
exponentially in the world with an alarming rise in
developing countries.

Types of diabetes

Type 1 diabetes Type 2 diabetes o
Caused by insulin resistance and relative o
deficiency, where insulin produced by

(or insulin dependent)
the body is not used eﬁectwely

Caused by the destruction of
® ®© ® o of type 2 diabetes

insulin-producing cells,
cases are believed to be
preventable by
changing diet and levels
of physical activity®

resulting in the body

producing little, or no insulin.’
Almost half of all people with type 2
diabetes are not aware that they have it*

78,000

Number of children developing
type 1 diabetes, globally, every year?

Type 2 diabetes accounts for 85%-95% of
all diabetes in high-income countries®

K Unnikrishnan R et al. Nat Rev Endocrinol. 2016 ]un;12(6):3579




Diabetes Burden

Number of people with People with diabetes who
diabetes worldwide: do not know they have it:

1126 102 @

FACTS & STATS

Lives lost globally [ [I |:| ' Where 77% of people with diabetes live:
from diabetes: almost

5 ~ Low &
onejevery  op middle-income
million countries
7seconds annually

K Unnikrishnan R et al. Nat Rev Endocrinol. 2016 ]un;12(6):357-y




Diabetes in India

 India is one of the epicentres of the global diabetes mellitus
pandemic.

e India has about 90 million diabetic patients, and the disease
leads to the enormous burden on the health care systems of
the country

e [In 2000, India (31.7 million) topped the world with the
highest number of people with diabetes mellitus followed
by China (20.8 million) with the United States (17.7 million)
in second and third place respectively.

Kumar KH et al. Med ] DY Patil Univ 2016;9:195-9 /




o]
©
o ©

[ ] <8

B 81-10
B 10.1-15
N -7

-

Prevalence of diabetes/raised blood glucose (%)*

M

[ ] Data notavailable
[ Not applicable

etes in India

o
o o
.
‘. -
ZARN h
{2 World Health
N 14
NS Organization
WHO 2014, All rights reserved. %
The designations employed and the presentation of the materialin ~ Data Source: World Health Organization — (o7

this publication do not imply the expression of any opinion NCD RisC (NCD RISk factor qul_aboratlon) '

whatsoever on the part of the World Health Organization concerning Map Production: Health Statistics and Information Systems (HSI)
the legal status of any country, territory, city or area or of its World Health Organization
authorities, or concerning the delimitation of its frontiers or 0 850 1700
boundaries. Dotted and dashed lines on maps represent approximate

border lines for which there may not yet be full agreement.

3400 kilometers

* Defined as fasting blood glucose > 7 mmol/l or on medication for raised blood glucose or with a history of diagnosis of diabetes.

Unnikrishnan R et al. Nat Rev Endocrinol. 2016 Jun;12 (6):3579




Type |l Diabetes Mellitus
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Mortality due to diabetes

Adults who died from diabetes, HIV/AIDS, tuberculosis, and malaria

N

93 AR

G

50 million 1.5million 1.5million 0.6 million

from diabetes from HIV/AIDS from tuberculosis from malaria
2015 2013 2013 2013
IDF WHOQ Global Health WHO Global Health WHQO Global Health
Observatory Data Observatory Data Observatory Data
Repository 2013 Repository 2013 Repository 2013

IDF Diabetes Atlas, 2015
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Trends in diabetes burden

World diabetes cases expected to jump 55 percent by 2035

Top 10 countries by number of people with
Current and projected cases of diabetes by region diabetesin 2013, ages 20 to 79
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Diabetes: Risk Factors

*Overweight ~
Unhealthy diet W

CISE

A 3
2
g l
\

FAMILY HISTORY

{  LACK OF EXER

*Physical inactivity
*Increasing age |
*High blood pressure e
*Ethnicity |
*Impaired glucose tolerance
*History of gestational diabetes
*Poor nutrition during pregnancy

IDF Diabetes Atlas, 2015




Complications of Diabetes

Genetic Susceptibility ‘ Diabetes Onset ]

Environmental Factors Complications |
Nutrition ' ‘

Obesity \
Physical Inactivity =

Disability

Ongoing
Hyperglycemia

Insulin Resistance IGT

Hyperinsulinemia Atherosclerosis | Retinopathy |Blindness

! HDL-C Hyperglycemia |Nephropathy |Renal failure
T Triglycerides Hypertension Neuropathy |CHD
Atherosclerosis Amputation
Hypertension

1. http://www.idf.org/membership/sea/india
2. http://www.searo.who.int/india/mediacentre/events/world_health_day/brief_note_on_diabetes_in_india-6april.pdf
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Managing Diabetes

The human and economic costs of diabetes could be significantly
reduced by investing in prevention, particularly early detection, in
order to avoid the onset of diabetic complications

At least 50% of all people with diabetes are unaware of their
condition

undiagnosed

K IDF Diabetes Atlas, 2015 /




Diabetes Management




Decision cycle for patient-centered glycemic management in type 2 diabetes

REVIEW AND AGREE ON MANAGEMENT PLAN

» Review management plan
s Mutual agreement on changes

« Ensure agreed modification of therapy is implemented

in a timely fashion to avoid clinical inertia
»  Decision cycle undertaken regularly
(at least once/twice a year)

ONGOING MONITORING AND
SUPPORT INCLUDING:

« Emotional well-being
« Check tolerability of medication
*  Monitor glycemic status
« Biofeedback including SMBG,
weight, step count, HbA_,
blood pressure, lipids

IMPLEMENT MANAGEMENT PLAN

+  Patients not meeting goals generally
should be seen at least every 3
months as long as progress is being
made; more frequent contact initially
is often desirable for DSMES

ASCYD = Atherosclerotic Cardiovascular Disease
CKD = Chronic Kidney Disease
HF = Heart Failure

ASSESS KEY PATIENT CHARACTERISTICS

GOALS
OF CARE

* Prevent complications
* Optimize quality of life

X

AGREE ON MANAGEMENT PLAN

= Specify SMART goals:
- Specific
- Measurable
- Achievable
- Realistic

DSMES = Diabetes Sell 2@nb@mAnieuktiamald Bajpeties Association (ADA)
SMBG = Self-Monitored Blood Glucose

- Eime limited iation f

+  Current lifestyle

- Comorbidities, i.e., ASCVD, CKD, HF

»  Clinical characteristics, i.e., age, HbA, , weight
« Issues such as motivation and depression
Cultural and socioeconomic context

CONSIDER SPECIFIC FACTORS THAT IMPACT
CHOICE OF TREATMENT

* Individualized HbA,_target

= Impact on weight and hypoglycemia

= Side effect profile of medication

+  Complexity of regimen, i.e., frequency, mode of administration
»  Choose regimen to optimize adherence and persistence

= Access, cost, and availability of medication

SHARED DECISION MAKING TO CREATE A
MANAGEMENT PLAN

« Involves an educated and informed patient (and their
family/caregiver)

= Seeks patient preferences

= Effective consultation includes motivational
interviewing, goal setting,and shared decision making

= Empowers the patient

= Ensures access to DSMES

the Study of Diabetes (EASD) Diabetologia 2018,61:2461-2498

Standards Of Medical Care In Diabetes—2019 Diabetes Care. 2019 Jan;42(Suppl 1):S1-S205.
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ESTABLISHED ASCVD OR CKD

\

GLUCOSE-LOWERING MEDICATION IN TYPE 2 DIABETES: OVERALL APPROACH

FIRST-LINE THERAPY IS METFORMIN AND COMPREHENSIVE LIFESTYLE (INCLUDING WEIGHT MANAGEMENT AND PHYSICAL ACTIVITY)
IF HbA,_ ABOVE TARGET PROCEED AS BELOW

Y

!

)

WITHOUT ESTABLISHED ASCVD OR CKD

TO AVOID
CLINICAL INERTIA
REASSESS AND

MODIFY TREATMENT
REGULARLY
(3-6 MONTHS}

ASCYD PREDOMINATE J J J
. : HF OR CKD PREDOMINATES
; . . X COMPELLING NEED TO MINIMIZE WEIGHT | A
PREFERABLY COMPELLING NEED TO MINIMIZE HYPOGLYCEMIA GAIN OR PROMOTE WEIGHT LOSS COST IS A MAJOR ISSUE'?
SG6LT2i with evidence of reducing
SGLTZj with HF and/or CKD pragression in -
. . GLP-1 RA with
BLP-1RA proven CVD CVOTS if eGFR adequate DPP-4 6L-1RA SGLT2F ™ qood eficary G 51 T
with praven benefit, | f--------- OR ---------1 for weight loss®
CVD benefit! if eGFR IF SGLT2i nof tolerated or
adequate’ contraindicated or if eGFR less Ifm If iﬂ. lfm If.lt\ ¢ ¢
than adeuuate’tadd bLP-1 ]HA above ta;aet above tal.'cget above target above targel IFHbA,_ ahove target l I HbA, ahove target
with proven CVD benefit
( J\ )\ ’ ) ¥ ¥ ¥ ¥ ¥ ¥ R ¥
v v GLP-1RA seLrai
[ If HuA,_above target ] [ If HbA, _above target ] SGLT2i SGLTAY OR OR GLP-1 RA with
- 3 - 3 0R ] DPP-4i DPP-4i S6LT2i good efficacy Tt sU¢
TID TI0 OR on for weight Loss®
If further intensification is required or « fwoid TZD in the setting of HF T GLP-1RA
Ei:‘lfrﬂi :s;;:;gl&;? ET:‘::? Choose agents demanstrating CV safety: \lf \Ir slf \L ~lf \lw 4( \b
agents demonstrating CV safety: = Consider adding the other class If HbA, above target IfHbA, above target IFHbA, above target

+ Consider adding the other class
(GLP-1 RA or SGLTZi) with praven
CVD benefit

= DPP-4iif not on GLP-1 RA

+ Basal insulin®

« TID

o S

with proven CVD henefit’

DPP-4i {not saxagliptin) in the setting
of HF (if nat on GLP-1 RAJ

Basal insulin’

« Sl

. Proven CVO 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

stronger for empagliflazin - canapliflozin,
for initiation and continued use

progression in CV0Ts

. Be aware that S5LTZi vary by region and individual agent with regard to indicated level of eGFR

. Degludec or UT00 glargine have demonsiraied CVD safety

= | o3 eeon

10. Consicler country arg
expensive and OPP-4i rela

¥

v ¥

¥ 4

Conlinue with addition of ather agents as oullined above

2

If HbA, above target

2

Consider the addition of 5U% DR basal insulin:

+ Choose later generation SU with lower risk of hypoglycemia
= Consider basal insulin with lower risk of hypoglycemia’

If triple therapy required or SGLTZi

andfor GLP-1 RA not tolerated or

contraindicated use regimen with
lawest risk of waight gain

PREFERABLY
DPP-4i {if not on GLP-1RAI

hased on weight neutrality

v

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

. Deolude ! glargine U300 < glargine U100/ detemir < NPH insulin

. Semaglutide = liraglutide = dulaglutide = exenatide = lixisenatide

If no specific comorbidities (i.e.. no established CVD, law risk of hypoglycemia, and lower

[t OPP-4i not tolerated or
contraindicated or patient already on
GLP-1RA, cautious addition of:

+ SUf « TZDF » Basalinsulin

* |nsulin therapy basal insulin with
lowest acquisition cost

OR

» Consider DPP-4i DR SGLT2i with
lowest acquisition cost™

. Both empagliflozin and cana @ DdnBavdsme rican iDiab etesAssb ciation (ADAB: anddhe:Luropearfssocistion for the Study of Diabetes (EASD) Diabetologia 2018,61:2461-2498
f@ﬁg@ggmmawwmw Tt 8tes—2019 Diabetes Care. 2019 Jan;42(Suppl 1):5S1-S205.



WITH ESTABLISHED ATHEROSCLEROTIC CARDIOVASCULAR

CHOOSING GLUCOSE-LOWERING MEDICATION IN THOSE @
DISEASE (ASCVD) OR CHRONIC KIDNEY DISEASE (CKD)

T0 AVOID
CLINICAL INERTIA
REASSESS AND

Use principles in Figure 1 (i v | MODIFY TREATMENT

REGULARLY
(3-6 MONTHS)

(

Use metformin unless contraindicated or not tolerated
If not at HbA, target:

« Continue metformin unless contraindicated (remember to adjust dose/stop metformin with declining eGFR)
« Add SGLT2i or GLP-1 RA with proven cardiovascular benefit' (see below)

If at HbA, _target:

« |falready on dual therapy, or multiple glucose-lowering therapies and not on an SGLT2i or GLP-1 RA, consider switching to one of these
agents with proven cardiovascular benefit' (see below)

OR reconsider/lower individualized target and introduce SGLT2i or GLP-1RA

OR reassess HbA. at 3- month mtervals and add SGLT2i or GLP-1 RA |f HbA goes above target

2018 American Diabetes Association (ADA) and the European Assoction for the Study of Diabetes (EASD) Diabetologia 2018,61:2461-2498

Standards OI'\/I d al Care In Diabetes—2019 Diabetes Care. 2019 Jan:42(Suppl 1):S1-S205.



hoosing glucose-lowering medication in those with established

ASCVD, HF, and CKD

4

SGLT2i with proven

GLP-1 RA with proven CVD benefit', if

CVD benefit’

PREFERABLY
SGLT2i with evidence of reducing HF and/or CKD
progression in CVOTs if eGFR adequate®

If further intensification is required or patient is unable to tolerate
GLP-1 RA and/or SGLT2i, choose agents demonstrating CV safety:

« Consider adding the other class (GLP-1 RA or SGLT2i) with
proven CVD benefit’

«  DPP-4iif not on GLP-1 RA

= Basal insulin®

- TZD*

F 2
S6TR adeguate If SGLT2i not tolerated or contraindicated or if eGFR less
than adequate? add GLP-1 RA with proven CVD benefit'*
‘ 3 - J J
~ ™ r )
If HbA, _above target If HbA, above target

« SV

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 stronger for empagliflozin >
canagliflozin.

2. Be aware that SGLT2i vary by region and individual agent with regard to
indicated level of eGFR for initiation and continued use

=  Avoid TZD in the setting of HF

Choose agents demonstrating CV safety:

« Consider adding the other class with proven CVD benefit’

=  DPP-4i (not saxagliptin) in the setting of HF (if not on GLP-1 RA)

- Basal insulin®
« SV

Caution with GLP-1 RA in ESRD

Degludec or U100 glargine have demonstrated CVD safety

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

Neo e

3. Both empagB0e8nMamé rivarnDiltbetém s sboluviord (ADA) iartf hredBareégean Association for the Study of Diabetes (EASD) Diabetologia 2018,61:2461-2498

CKD progression in CVOTs

Standards Of Medical Care In Diabetes—2019 Diabetes Care. 2019 Jan:42(Suppl 1):S1-S205.



CHOOSING GLUCOSE-LOWERING MEDICATION
IF COMPELLING NEED TO MINIMIZE WEIGHT

GAIN OR PROMOTE

WEIGHT LOSS

In those WITHOUT established ASCVD OR CKD

]

TO AVOID
CLINICAL INERTIA

Use principles in Figure 1

REASSESS AND
MODIFY TREATMENT

REGULARLY
(3-6 MONTHS)

First-line therapy is metformin

If HbA,_is 217 mmol/mol (1.5%) above individualized
HbA, _target consider early combination therapy

4

If HbA_above target

|

|

4 A

GLP-1 RA with good

efficacy for weight loss’ SGLT2i if eGFR adequate’

If HbA,_above target

N2 N2 )

e

B GLP-1 RA with good
SGLTZi if eGER adequate, Di;mt% Assd¢iatiop (OD#Layist thesEurope

Non-
surgical energy
restriction for weight loss

Weight loss of 15 kg can lead
to remission of T2DM in patient
<6 years’ duration, consider
evidence-based weight
loss programs

General lifestyle advice

« Medical nutritional therapy
« Eating patterns
« Physical activity

S
Consider
medication for
weight loss

an Association for the Study of Diabetes (EASD) Diabetologia 2018,61:2461-2498

Consider
metabolic

surgery

s Of Medical Care In Diabetes—2019 Diabetes Care. 2019 Jan;42(Suppl 1):S1-S205.



/Choosing glucose-lowering medication if compelling need to minimize
weight gain or promote weight loss

4 . 4

If HbA _above target J

J 1

~ )
If triple therapy required or SGLT2i and/or GLP-1 RA not tolerated or
contraindicated use regimen with lowest risk of weight gain

PREFERABLY
DPP-4i (if not on GLP-1 RA) based on weight neutrality
L ¢ J

If DPP-41 not tolerated or contraindicated or patient
already on GLP-1 RA, cautious addition of:

e SU® « TZD*  Basal insulin

2018. American Diabetes Association (ADA) and the European Association for the Study of Diabetes (EASD) Diabetologia 2018,61:2461-2498




CHOOSING GLUCOSE-LOWERING [3]
MEDICATION [F COMPELLING NEED B
10 MINIMIZE HYPOGLYCEMIA

In those WITHOUT established
ASCVD OR CKD

N

N CLINICALINERTI |dentify patient groups at highest risk of
Use principles in Figure 1 W@l hypoglycemia and set and/or adjust HbA,
= Lippnectet target to minimize risk of hypoglycemia

\
First-line therapy is metformin
If HbA, is 217 mmol/mol (1.5%) above individualized
HbA, target consider early combination therapy
2018. American Diabetes Association (AD¢\d the European Association for the Study of Diabetes (EASD) Diabetologia 2018,61:2461-2498

Standards Of Medical Care In Diabetes—2019 Diabetes Care. 2019 Jan;42(Suppl 1):S1-S205.




Choosing glucose-lowering medication if compelling need to minimize
hypoglycemia

[ If HbA _above target ]

s T I 2

DPP-4i GLP-1 RA SGLTZ¥ TZD?
if eGFR adequate

. o . o . . L
[ If HbA, above target B B If HbA, above target h g If HbA, above target ] P If HbA, above target h
. L e _— - - _—
-+ X+ ¥ 4+

GLP-1 RA or SGLT2i'" or

SGLT2i" or TZD? SGLT2i' or TZD? DPP-4i or DPP-4i or

TZD? GLP-1 RA
o A . A e e >

N 2 N B L L

If HbA, above target

) < §
Continue with addition of other agents as outlined above

€L

If HbA, above target

4

" ™
Consider the addition of sulfonylurea OR basal insulin:
- Choose later generation SU with lower risk of hyfpngls\{cemi.a , .
- [:Dn'ZS()HieAm rggla ab'e'tgs Alss%aatlog‘_IA]ié? ang the Eu opeagl ﬁssoaatlorflxor the Study of Diabetes (EASD) Diabetologia 2018,61:2461-2498
L iger IRSULIn wi WET L 90 MR Bar¥ L sths— 2019 Diabetes Care. 2019 Jan;42(Suppl 1):51-S205.




C

ChOC

NG GLUCOSE-LOWERING
MEDICAT O

N IF COST IS AMAJORISSUE ==

o O

In those WITHOUT established
ASCVD OR CKD

y N TO AVOID
additional ns"?t WV, CLINICAL INERTIA
to support weig . - — REASSESS AND
loss/maintenance Use principles in Figure 1 \ MDD:% Lﬁmm
and avoidance of (3-6 MONTHS)

hypoglycemia '

First-line therapy is metformin

If HbA, is =17 mmol/mol (1.5%) above individualized HbA,
target consider early combination therapy

J
2018. American Diabetes Association (ADA) and the E%an Association for the Study of Diabetes (EASD) Diabetologia 2018,61:2461-2498
Stand3¥ds Of Medical Care In Diabetes—2019 Diabetes Care. 2019 Jan;42(Suppl 1):S1-S205.




Multifactorial Intervention

* Type 2 diabetes mellitus is associated with a high rate of
complications related to cardiovascular disease and
diabetic nephropathy, retinopathy, and neuropathy

* The rate of death among patients with type 2 diabetes is
approximately twice as high as that among persons
without the disorder

e However, trials of interventions for single risk factors
have shown efficacy in reducing the development and
progression of complications

Gaede P et al. Diabetologia. 2016 Nov;59(11):2298-2307




Results from UKPDS Study

UK Prospective Diabetes Study assessed the association between micro and macro
vascular complications and glycemia in 4585 white, Asian Indian, and Afro-
Caribbean patients from 23 hospital based clinics

e 21% reduction in any end point related
to diabetes (p<0.0001),

e 219% reduction in deaths related to
diabetes (p<0.0001)

e 14% reduction in myocardial infarction
(p< 0.0001)

e 37% reduction in microvascular
complications (p<0.0001)

/

1. Stratton IM, et al. BMJ. 2000;321:405-12. /




Patients (36)

Multifactorial Intervention and Cardiovascular
Disease in Patients with Type 2 Diabetes

100-

B Intensive therapy [ Conventional therapy

P=0.14

P=0.35 P=0.005

Glycated Cholesterol Triglycerides Systolic Blood Diastolic Blood
Hemoglobin <175 mg/dl <150 mg/dl Pressure Pressure
<b.5% <130 mm Hg <80 mm Hg

Gaede P et al. N Engl ] Med. 2003 Jan 30;348(5):383§
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Cumulative Incidence of Death (%)

Mo. at Risk

Intensive therapy 80

Conventional
therapy

Multifactorial Intervention and Cardiovascular
Disease in Patients with Type 2 Diabetes

Conventional therapy

T

P=0.001

Intensive therapy

B

&0 20—

70 E"‘ 704
*®

60~ | B o 60-
2§

50+ %lﬁ 50—
Conventional therapy o .

40 98 404
P=0.02 < 3

30 g8 304
®3

20 T =® 204
Intensive therapy E S

10 "_'_'4_ IS 104

0 — T T T T T T T T T T T 1 o
o 1 2 3 4 5 & 7 & 9 10 11 12 13 1]
Years of Follow-up

No. at Risk

78 75 72 &5 62 57 39 Intensive therapy 20

80 80 77 69 63 51 43 30 Conventional 0

therapy

rTrr 1 1T 1T 1T 17T 1T T T T "1 1T
1 2 3 4 5 6 7 & 9 10 11 12 13

Years of Follow-up

72 65 61 56 50 47 31
70 60 46 38 29 25 14

Kaplan-Meier Estimates of the Risk of Death from Any Cause and
from Cardiovascular Causes and the Number of Cardiovascular

Events, According to Treatment Group.

Gaede P et al. N Engl ] Med, 2003 Jan 30;348(5):38

3-93.
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21 years follow-up on the Steno-2 trial

» Forest plot of the HR (95% CI) for secondary and tertiary endpoints.

e Significant risk reductions for all-cause mortality, CVD mortality, CVD
events and progression of retinopathy, autonomic neuropathy and
macroalbuminuria in intensive group

Event HR 95% Cl pvalue
All-cause mortality - 0.55 (0.36, 0.83) 0.005
CVD mortality . 0.38 (0.19, 0.75) 0.006
non-CVD mortality - 0.70 (0.41,1.20) 0.195
Death | CVD state . 0.83 (0.54,1.30) 0425
CVD event | CVD state > 0.55 (0.39,0.77) 0.001
Hetinopathy progression . — 0.67 (0.51,0.89) 0.005
Autonomic neuropathy b 0.59 (0.40, 0.89) 0.011
Peripheral neuropathy » 1.12 (0.71,1.77) 0.630
Macroalbuminuria » 0.52 (0.32, 0.84) 0.008
T | |
0.2 0.5 1.0 2.0

HR — intensive vs conventional

Gaede P et al. Diabetologia. 2016 Nov;59(11):2298-2307/




21 years follow-up on the Steno-2 trial

Progression of microvascular complications

Intensive Conventional

-09 autonomic neuropatt

Progression of retinopathy was |
decreased by 33% in the | =
intensive-therapy group. - a1

-0.1

Blindness in at least one eye was B

reduced in the intensive-therapy | | L mmm—"
group with an HR of 0.47 (95% | »n s
C10.23, 0.98, p =0.044). |

-0.1

Autonomic  neuropathy was
decreased by 41% in the

-09 Retinopathy

_07 Photocoagulation

intensive-therapy group. | R
Progression to diabetic | "
nephropathy | '3
(macroalbuminuria) was
reduced by 48% in the intensive- g

therapy group

- 0.3

0.1 3 0.1

10 15 20 20 15 10 5 o

Time since baseline (years)
Gaede P et al. Diabetologia. 2016 Nov;59(11):2298-2307/




e .
Conclusion

* Preventing diabetes is of enormous value for any nation
particularly in the developing world because of the high cost
of treating diabetes and its complication.

e The need of the hour is to develop pragmatic, cost effective
strategies for primary prevention to extend the benefits to
the population at large.

» The significance of early, intensified risk factor control in
patients with complicated type 2 diabetes to be emphasized.
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