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EKG sin alteraciones agudas



HOSPITAL PUNTA EUROPA

ALGECIRAS
Servicio Andaluz de Salud
Hospital Punta de Europa U.G.C. ANALISIS CLINICOS
Algeciras

N° DE PETICION:728812353 w oe istoru J D E I e Xt r a ﬁ O C aS O d e I
—— e obeso infartado

FECHA DE EXTRACCION28/07/2015

DOCTOR: RUIZ PENA. MANUEL SERVICIO: M.FAMILIAR Y COMUNITARIA
DESTINO:C. S. LOS BARRIOS
DIAGNOSTICO: DIABETES CAMA:
OBSERVACIONES:
BIOQUIMICA
VALIDADO POR:Dra.T.Bautista Martin (UCG- A.Clinicos)
BIOQUIMICA SERICA
GLUCEMIA . 226  mg/dl [70-110]
CREATININA-S 083  mg/dl [0.7-12] H
Resultado previo del27/03/2015 96 mg/dl

ACIDO URICO 68  mg/dl [34-7]
COLESTEROL TOTAL 141 mg/dl [110-200] 80/
TRIGLICERIDOS & 319 mg/dl [20-200] ’ o
PROTEINAS TOTALES-S 71 gd [6.4-83]
CALCIO-S ¢ 105  mg/dl [8.4-10.2]
FOSFORO-S 32 mg/dl [27-45]
SODIO-S 137 mEg/ [135-145]
POTASIO-S 42  mEg/ [35-51]
ALT /GPT 37 UL [5-41]
GAMMA GT 47 UL [10-60]
FOSFATASA ALCALINA-S 72 UL [40-129)

OTRAS PRUEBAS DE BIOQ. GENERAL

HEMOGLOBINA GLICOSILADA 2 98 % [4-6]
Resultado previo del27/03/2015 97* %
La prueba Hb A1c debe realizarse dos veces al ano en todos los pacientes Diabeticos controlados ( Hb A1c < 7 %) y trimestralmente para
aquellos pacientes a los que se les haya cambiado la terapia o en los que no se esten cumpliendo las metas del tratamiento.

La Hb A1lc puede usarse para el diagnostico de la diabetes, con valores > 0 = 6,5%, que deberan confirmarse por repeticion de la prueba.
 tealidad do 18 etdonci bR

Fuerzader i
HB GLICOSILADA (mmol/mol) * 84 mmol/mol [20-42]
ENDOCRINOLOGIA
VALIDADO POR:Dra.T.Bautista Martin (UCG- A.Clinicos)
ESTUDIO TIROIDEO

Pég. 1de 3
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9,8%

Metformina
Ramipril
AAS
Atorvastatina
Ezetimiba

Bisoprolol
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Beneficios del tratamiento
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¢El control de 1a DM2
es el control de 1a HbA1c?
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18,5-24,9

IMC <20 20-24,9 25-29,9 30-34,9 35-399 =40

%

ooblacion 27 267 39,8 21,4 6,4 2,7

Y
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Diabético obeso
di@bet.es

Obesidad | Obesidad Il Obesidad Il

18,5-24,9

iMC <20 20-24.9 25-299 >30
%
ooblacion 27 267 39,8 30,5
%
poblacion* 29 1405 1319 69,85
83, 4%

*Adaptado con datos de GOmez-Ambrosi
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n=7.208 P

107 9,6%

8.8-9.1%

| Combinacién de
g 8,6% ’ farmacos orales

Sulfonilurea o
metformina

Dieta y ejercicio

HbA1c media en la Gltima visita (%)

/ T T 1
Obijetivo 2,5 afos 2,9 afos (sulfonilurea) 2.8 anos

de la ADA Afios transcurridos desde el diagndstico inicial

TRATAMIENTO I N>

Brown JB. Diabetes Care. 2004



¢Qué hacemos
con J osé?

P~ monoterapia

TRATAMIENTO

Conthe P. Diabetes Res Clin Pract. 2011.



¢Qué hacemos
con J osé?

AIVIDIU

TRATAMIENTO

P~ monoterapia

Conthe P. Diabetes Res Clin Pract. 2011.



¢Qué hacemos
con J osé?

AIVIDIU

TRATAMIENTO

P~ monoterapia

2 aflos
de mal control

Conthe P. Diabetes Res Clin Pract. 2011.
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SERAR Un 85% de los pacientes

_ + METFORMINA J consiguen la maxima reduccion de
HbAlc (2%)

\ 2 1\/ )1 /\

con dosis de 2000 mg/dia

TRATAMIENTO

Mata Cases M. Med Clin (Barc). 2004
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DM?2
45-75 anos
IMC>25
HbA1c<11%

1200-1800 kcal/dia

175 minutos ejercicio

5 BIC moderado-intenso
TRATAMIENTO

Apoyo psicoldgico

The Look AHEAD Research Group. NEJM. 2013
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GLYCEMIC CONTROL ALGORITHM Py

LIFESTYLE THERAPY

{Including Medically Assisted Weight Loss)

Entry A1C > 9.0

MOMNOTHERAPY* SYMPTOMS
v Metformin + DUAL THERAPY* ‘ NO YES
I
~ GLP-1RA s NN Y TRIPLE THERAPY®
. SGLT-2i o — v GleiRA
e . I
 DPP-ai v DPP-ai o~ SGLT-2i
— MET MET
TZD
j 10 — or other ! — or other y 120 —
: TRIPLE
~ AGi 1st-line | Basal Insulin Ist-line Basal insulin Therapy
——— agent agent + —
SU/GLN v Colesevelam ndline ., DPP-i
I » Bromocriptine QR age .~ Colesevelam v
l v AG I Bromocriptine QR
I T — v —— ADD OR INTENSIFY
® j SUGIN v AGi INSULIN
Ifnot 2t gaalin 3 months SU/GLN Refer to Insulin Algorithm
pracesd to Dual Therapy If not at goal v ! —
in 3 months
T
Triple Therapy .— If not at goal in
3 months procesd Faw adverse events and/or
to or intensify possible benafits

insulin th
* Order of medications represents a suggested hierarchy of usage; inzulin therapy |

length of line reflects strength of recommendation

Use with caution

PROGRESSION OF DISEASE

COPYRIGHT @ 2016 AACE MAY NOT BE REPRODUCED IN ANY FORM WITHOUT EXPRESS WRITTEN PERMISSION FROM AACE.
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NICE 2016
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H If the person is symptomalically hyperglycaemic, consider insulin or an SU. Review treatment when blood glucose control has been achieved. §

If HbA1c rises to 48 mmolimol (6.5%) on lifestyle
interventions:

» Offer standard-release metformn

« Support the person to aim for an HbA1c level of 48 mmol/
mol (6.5%)

FIRST INTENSIFICATION
If HbA1c rises to 58 mmolimol (7.5%):
» Consider dual therapy with:

- metformin and a DPP-4i

- metformin and pioglitazone*

- metformin and an SU

- metformin and an SGLT-2

« Support the person to aim for an HbA1c level of 53 mmol/
mol (7.0%)

SECOND INTENSIFICATION
If HbA1c rises to 58 mmolmol (7.5%):
« Consider:
- triple therapy with:
o matformin, a DPP-4| and an SU
o metformin, pioglitazone® and an SU
o metformin, plogiitazone” or an SU, and an SGLT-2"
- insulin-based treatment
* Support the person to aim for an HbA1c level of 53 mmol/
mol (7.0%)

Iif HbA1c rises to 48 mmol/mol (6.5%) on
lifestyle interventions:
« Consider one of the following™

- a DPP-4i, pioglitazone” or an SU
« Support the person to aim for an HbAlc
level of 48 mmol/mol (6.5%) for people on
a DPP-4i or pioglitazone or 53 mmolmol
({7.0%) for people on an SU

or conlrandlcalod
consider combination
therapy with metformin,
an SU and a GLP-1
mimetic” for adults with
type 2 diabetes who:

- have a BMI of 35 kg'm®

FIRST INTENSIFICATION
If HbA1c rises to 58 mmol/mol (7.5%):
« Consider dual therapy” with:
- a DPP-4i and pioglitazone”
-aDPP-4iand an SU
- pioglitazone® and an SU
« Support the person to aim for an HbAlc
level of 53 mmol/mol (7.0%)

SECOND INTENSIFICATION

If HbA1c rises to 58 mmol/mol (7.5%):

« Consider insulin-basad treatment

« Support the person to aim for an HbA1c
level of 53 mmol/mol (7.0%)

‘--.---------..-----.....-..-.-.-.-.-----.---



Rev Clin Esp. 2015;xx(xx): xxx—xxx

Revista Clinica
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ARTICULO ESPECIAL

Hacia un manejo integral del paciente con diabetes y
obesidad. Posicionamiento de la SEMI, SED, redGDPS,
SEC, SEEDO, SEEN, SEMERGEN y SEMFYC*™

R. Gbmez Huelgas®*, F. Goémez Peralta®, L. Carrillo Fernandez©, E. Galve®,
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Hacia un manejo integral del paciente con diabetes y

obesidad. Posicionamiento de la SEMI, SED, redGDPS,
SEC, SEEDO, SEEN, SEMERGEN y SEMFYC™

HbA1C 6,5-9% e IMC =30

HbA1C > 9% e IMC = 30

‘ Hiperglucemia sintomatica |

’

Insulina basal
+ metformina

Reevaluacion tras
insulinizacion transitoria

E Asi ntomético|
w
©
o
MEV + metformina
HbA1c = objectivo individualizado
en 3 meses Anadir
AR GLP-1
=
o | SGLT-2
3
S | DPP-4
HbA1c > objectivo individualizado
o pérdida de peso < 3% OTRO
en 3 meses
___________________________________________ Afadir .
Metformina Metformina Cirugia bariatrica si:
S AR GLP-1 IMC = 35 y
| DPP-4 | SGLT-2

Considerar insulina basal si HbA1c¢ >1% de objectivo

Considerar: DMBC, orlistat

no contraindicaciones
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METFORMINA

Disminuye las complicaciones en
DM con sobrepeso
Menor ganancia de peso

Holmann. NEJM. 2008
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METFORMINA

UKPDS

Disminuye las complicaciones en Persiste el descenso de las
DM con sobrepeso complicaciones
Menor ganancia de peso Disminuye el riesgo de IAM

UKPDS 10 anos

Disminuye el riesgo de muerte

Holmann. NEJM. 2008
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[ METFORMINA } SULFONILUREAS

Disminuye las complicaciones
microvasculares

No mejora las macrovasculares
Disminuye la supervivencia
asociadas a metformina

UKPDS Group. Lancet. 1998
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[ METFORMINA } SULFONILUREAS

Disminuye las complicaciones
microvasculares

No mejora las macrovasculares
Disminuye la supervivencia
asociadas a metformina

Disminuye las complicaciones
microvasculares

No disminuye las macrovasculares
No disminuye las muertes
cardiovasculares

No disminuye la mortalidad por
cualquier causa

Patel. NEMJ. 2008
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[ METFORMINA }[ SULFONILUREAS ] GLINIDAS
REPAGLINIDA

Mejora el riesgo cardiovascular
Disminuye el riesgo de muerte

Derosa. Diabetes Res Clin Pract. 2003
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[ METFORMINA ][ SULFONILUREAS ][ GLINIDAS

STOP-NIDDM

ACARBOSA

Disminuye el riesgo de
eventos CV

Chiasson. JAMA. 2003
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METFORMINA l SULFONILUREAS GLINIDAS i-AG
GLITAZONAS PROACTIVE

PROFIT-J Aumenta el riesgo de IAM
Tendencia a mayor
riesgo de muerte CV

ROSIGLITAZONA

TOSCA.IT

RECORD

jLEl

Nissen N. NEJM. 2007
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Zinman B. NEJM. 2015

~
METFORMINA SULFONILUREAS [ GLINIDAS ][ i-AG
_ J
-
GLITAZONAS iDPP4 iISGLT2
\_
20 -
Placebo
HR 0.86
15+ (95.02% 0.74, 0.99)
S p=0.0191* Empagliflozin
g0
:
2
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Zinman B. NEJM. 2015

Muerte CV

Patients with event (%)

\
METFORMINA SULFONILUREAS [ GLINIDAS ][ i-AG
. /
4 )
GLITAZONAS iDPP4 iISGLT2
. /

RRR: 38%
NNT: 45

Placebo

HR 0.62
(95% C10.49, 0.77)
p<0.000]

Empagliflozin

1
24 30 36 42 48
Months
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METFORMINA SULFONILUREAS [ GLINIDAS }[ i-AG
AN /
4 N )
GLITAZONAS iDPP4 iISGLT2
. AN /

Muerte RRR: 32%
cualquier  NNT: 39
cau3a

Placebo

HR 0.48
(95% C1 0.57, 0.82)
p<0.0001

o
1

Empagliflozin

(S,
1

Patients with event (%)

T
0 6 12 18 24 30 36 42 48

Zinman B. NEJM. 2015 Months
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i

Patients with event (%)

Zinman B. NEJM. 2015

Hospitalizacion RRR: 34%
por IC NNT: 72

7

6 -

54

Placebo

HR 0.65
(95% CI 0.50, 0.85)
p=0.0017

Empagdliflozin

0 6 12 18 24 30 36 42 48



EMPA-REG OUTCOME NNT para prevenir una muerte

Discusion en pacientes con alto RCV
i
Simvastatina?l Ramipril? Empagliflozina
a 5.4 anos a 5 anos a 3 anos
i
Alto RCV Alto RCV DM2 y Alto RCV
5% diabetes, 26% hipertension 38% diabetes, 46% hipertension 92% hipertension
Era Pre-IECA/ARA-II >80% IECA/ARA-II
Era Pre-estatina <29% estatina >75%
. . ...... . )
1994 2000 2015

1. 4S investigator. Lancet 1994; 344: 1383-89, http://www.trialresultscenter.org/study2590-4S.htm;
2. HOPE investigator N Engl J Med 2000;342:145-53, http://www.trialresultscenter.org/study2606-HOPE.htm



http://www.trialresultscenter.org/study2590-4S.htm
http://www.trialresultscenter.org/study2590-4S.htm
http://www.trialresultscenter.org/study2590-4S.htm
http://www.trialresultscenter.org/study2590-4S.htm
http://www.trialresultscenter.org/study2606-HOPE.htm
http://www.trialresultscenter.org/study2606-HOPE.htm
http://www.trialresultscenter.org/study2606-HOPE.htm
http://www.trialresultscenter.org/study2606-HOPE.htm
http://www.trialresultscenter.org/study2606-HOPE.htm
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4 N [ N
METFORMINA SULFONILUREAS GLINIDAS i-AG
4 N [ N
GLITAZONAS iDPP4 ISGLT2
G VNS _J
Empaglifiozin Placebo
HR
0,
it evaniin % itk avenitin % oYL Favours empagliflozin Favours placebo
Heart failure hospitalization or
cardiovascular death
All patients 265/4687 5.7 198/2333 8.5 0.66 (0.55-0.79) - e
Heart failure at baseline i
No 190/4225 4.5 149/2089 7.1 0.63 (0.51-0.78) —0:-—
Yes 75/462 16.2 49/244 20.1 0.72 (0.50-1.04) —_—
Hospitalization for heart failure '
All patients 126/4687 2.7 95/2333 4.1 0.65 (0.50-0.85) ——
Heart failure at baseline :
No 78/4225 1.8 65/2089 3.1 0.59 (0.43-0.82) ——
Yes 48/462 10.4 30/244 123 0.75(0.48-1.19) _—
Cardiovascular death !
All patients 172/4687 3.7 137/2333 59 0.62 (0.49-0.77) ——
Heart failure at baseline -
No 134/4225 32 110/2089 53 0.60 (0.47-0.77) s
Yes 38/462 8.2 27/244 1.1 0.71 (0.43-1.16) —_——
All-cause mortality !
All patients 269/4687 5.7 194/2333 83 0.68 (0.57-0.82) ——
Heart failure at baseline -
No 213/4225 5.0 159/2089 7.6 0.66 (0.51-0.81) —0'—
Yes 56/462 12.1 35/244 143 0.79(0.52-1.20) —_—T
0.25 0.50 1.00 2,00

Fitchett. European Heart Journal. 2015.

HR (95% CI)
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METFORMINA

SULFONILUREAS

o\

GLINIDAS

GLITAZONAS

iDPP4

SGLT2 Control Redative risk

inhibiter (m/M) (95% C1)

(n/N)
MACE
Canagliflozin W04/E396  62/3403 e 102 (074-1-42)
Dapaglifizin 735936 62/3403  A—e— 067 (045-094)

4904687  282/2333 —— 086 (0-75-0-9%)
Ipraglifiozin 7628 10368 R e 0-41(016-107)
(P=43%) - 084 (0-75-0-95)
MACE plus
Canaghiflozin 1306395 FU33ETF —_— 095 {072-1-27)
Dapaglfiazin 975936 B13403 _— 069 (0-51-092)
Empaglifiozin 6217082 3583547 — 0-87 (377098}
I"=24%) L4 0-85(077-0:951
Cardiovascular death
Canaghifl 206396 16/3317 - 068 (0-36-131)
Empagliflozin 172j4687 1372333 “+ e 062 {0-50-D78)
(1"=D%) el 063 (3-51-0-77)
Non-fatal Mi
Canagliflozin 45/6396 37i3327 - 0-87(254-130)
Empaglifiozin 21374687 171j2333 * 0-88(0-70-1-00)
(I*=0) el 0-88 (072-1.07)
Mon-fatal stroke
Canagliflozin 47/6306  16(3337 — - 153(0E7-269)

i 15014687 62323 —t 124 ({0931
[I*=0%) e —— 130 (1.00-1-68)
Unstable angina
Canagliflozin 26/6306 183377 24—« L 075 [0-41-
Empaglifiosin  133/4687 662333 —t 100 (075-134)
{1=0) i 095 (373123
Heart failure®
Empaglifiosin 1264687 95/2333 40— 065 (050-0 85)
—— 065 {0-50-085)
Canaghiflozin 436177 37/3262 -— 070 (0-46-1-07)
Dapaglificzin I7/5936 2403403 _ 088 (053-148)
Empagliflozin 2787082 201/3647 — 069 (0-58-0-82)
(=0%) . 071 (361-0-83)
a5 10 1‘5 10 2!5
Relative risk
Faveours SGLT2 Favours control

inhibitar

iISGLT2




El extrano caso del
obeso Infartado

FDA Advisory Committee
recommends approval of
Jardiance® (empagliflozin)
for cardiovascular indication
in 12-11 vote

Endocrinologic and Metabolic Drugs Advisory
Committee votes in favor of CV mortality benefit
for JARDIANCE for adults with type 2 diabetes

Jun 28, 2016, 18:22 ET from Eli Lilly and Company;
Boehringer Ingelheim
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@ European Heart journal JOINT ESC GUIDELINES

CURCPEAN doi:10.1093/eurheartj/ehw106

YOOI TY OF
ARDICHL

@ 2016 European Guidelines on cardiovascular
disease prevention in clinical practice

The Sixth Joint Task Force of the European Society of Cardiology
and Other Societies on Cardiovascular Disease Prevention in
Clinical Practice (constituted by representatives of 10 societies
and by invited experts)

Developed with the special contribution of the European Association
for Cardiovascular Prevention & Rehabilitation (EACPR)

Authors/Task Force Members: Massimo F. Piepoli* (Chairperson) (Italy),

Arno W. Hoes* (Co-Chairperson) (The Netherlands), Stefan Agewall (Norway)',
Christian Albus (Germany)?, Carlos Brotons (Spain)%, Alberico L. Catapano (ltaly)?3,
Marie-Therese Cooney (Ireland)!, Ugo Corra (Italy)!, Bernard Cosyns (Belgium)?,
Christi Deaton (UK)', lan Graham (Ireland)', Michael Stephen Hall (UK)’,

F. D. Richard Hobbs (UK)'?, Maja-Lisa Lechen (Norway)!, Herbert Léllgen
(Germany)?, Pedro Marques-Vidal (Switzerland)', Joep Perk (Sweden)!, Eva Prescott
(Denmark)’, Josep Redon (Spain)?, Dimitrios J. Richter (Greece)!, Naveed Sattar
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Recommendations for management of diabetes E I extraﬁ O C aS O d e I
Recommendations Ch@ l &' &f‘i r]fartad O

Lifestyle changes including smoking cessation, low fat diet, high fibre diet, 2erobie physical activity, and strength training are
recommended.

Reduction in energy intake is recommended to patients to help achieve lower weight or prevent weight gain.

A target HbA ¢ for the reduction in risk of CYD and microvascular complications in DM of <7.0% (<53 mmol/mol) is

recammended for the majority of non-pregnant adules with either type | or ype 2 DM, 388,389

For patierts with a long duraticn of DM, the elderly, frail, or thase with existing CVD, a relaxing of the HeAl e targets (ie. less
stringent) should be considered.

A target HbAl e of <6.5% (<48 mmolimol) should be considered ar diagnosic or early in the course of type 2 DM in patients, whe
are not frail and do not have CYD.

When sereening for DM in individuals with or without CVD, assessment of HbA e (which can be done non-fasting) or fasting
bleed glucsse should be considered. An oral glucose tolerance test can be offered when there is stll doube.

Metformin is recammended as first-line therapy, If tolerated and not contra-indicated, following evaluation of renal function.

389,392,

a9

Awoidance of hypoglycaemia and excessive weight gain should be considered and individual appreaches (with respect te bath

PSS R RNPW T S, S RS I [ SN N AU [ SR S 1 N T R | ——

In patients with type 2 DM and CVD, the use of an SGLT2 inhibitor should be considered early in the course of the disease o

reduce CV and total mortality. e = ™

pid lowering agents (principally statins] are recommended to reduce CV risk in all patients type 2 of type abave the ; 371.312
age of 40 years, '
Lipid lowering agents (principally statins) may be considered alse in individuals below 40 years of age if at significantly elevated m - 371372
rigk, based on the presence of micro-vascular complications er of muldple CV risk factors. '
In DM patients at very high-risk (see table 5),a LDL-C arget <1.8 mmelL (<70 mgfdL), or a reduction of at least 50% if the
baseline LOL-C is berween |8 and 3.5 mmol/L (70 and 135 mg/dL), is recommended.” . 395
In DM patients with high-risk (see rable 5), LDL-C targer <26 mmoliL (<100mg'dl) or a reduction of ar lease 50% if the baseline
LDL-C is between 2.6 and 5.1 mmal/L {100 and 200 mg/dL) is recommended.’
BF targets in type 2 DM are generally recommended to be <140085 mmHg, bur a lower target of <[30/80 mmHg is recommended
in selected patients (e.g. younger patients at elevated risk for specific complications) for additional gains on stroke, retinopathy and . 396 397
alburminuria risk. Renin-angiotensin-aldesterone system blacker is recommended in the treatrment of hypertension in DM, parteulardy '
in the presence of proteinuria or micre- albuminuria. Recommended BP target in patients with type | DM is <130/80 mmHg,
The use of drugs that increase HOL-C to prevent CVD in type 2 DM s not recommended. : 386

Antiplatelet therapy (eg. with aspirin) is not recommended for people with DM whe do not have CVD. A 198
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Contents lists available at Sciencelirect

SEg anadian
P i Canadian Journal of Diabetes E"|£ gg’[cés
o ' jcurnal homepage: Associchion

www.canadianjournalofdiabetes.com

Policies, Guidelines and Consensus Statements

Pharmacologic Management of Type 2 Diabetes: 2016 Interim Update

Canadian Diabetes Association Clinical Practice Guidelines Expert Committee

The initial draft of this commentary was prepared by Ronald Goldenberg MD, FRCPC, FACE, Maureen
Clement MD, CCFF, Amir Hanna ME, BECh, FRCPC, FACP, William Harper MD, FRCPC, Andrea Main
BScPhm, CDE, Ravi Retnakaran MD, M5c, FRCPC, Diana Sherifali RN, PhD, CDE, Vincent Woo MD, FRCPC,
Jean-Francois Yale MD, C5P(Q), FRCPC, and Alice Y.Y. Cheng MD, FRCPC, on behall of the Steering Com-
mittee for the Canadian Diabetes Association 2013 Clinical Practice Guidelines for the Prevention and

Management of Diabetes in Canada.
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Start lifestyle intervention {mutritson therapy and physcal actwviny | +)- Metformen

s e T obeso infartado

[ If ot at glyoemic target (2-3 mos] ] Start metformin irmmedately [ Dnireate insulim + /- myetformin ]
Conzider inital combination with
another antihyperglycemic agent

L]

[ Stary/Increase metformin -]—r-[ If moit ar glycemic targets ]"

Add another agent best suited bo the individual by prioritizing

PATIENT STIC E OF AGER
L Prigrity: Clinical Cardiovascular Disease — SGLTE inhibitor wrth demonstrated O ouwtoomes bensht
+ Degree of hyperghycemia = Consider relative A1C lowering
* Risk of hypoglvoemia = Rare hypoglyoemia
+ Overweight or obesity = Wieaght boss or weght neurral
I = Cardswascular disease or maltiple risk factars = Effect an candiovascoular eutosamse
» Comarbidines {renal, CTHF, hepats) = Sew Uherapeulic considerations, consider «CFR
* Preferences & access o lreatment = See codl column; consider access
. Y
F Add another class of agent best suited to the individual (classes histed in alphabetical order): 1
Class Relative A1C Hypo- Weight Effect in Other therapentic Cost
Lowering ghycemia Cardiovascular  consaderabions
Cartcome Trial
E Alpha-glucosidase + Rare Neutral 1o 4 Improved postprandial control, Gl i
inhibiter {acarbose) side-effects
In<retin agents:
DFP-4 Inhibatoss 44 Rare Meutral to 4 Neutral Caurson with saxagliptin i 555
S (alo, saxa, sita) heart Cailune
GLP-1R agonusts Lhto bbb Rare v Mewtral (lixi] Gl side ellemcts 5558
Insulin +ad Yes tt Wewtral (glar) Mo dose ceiling, Aexible regimens §-5358
T Insulin secretagogue:
Meglinnide s fes t Less hiypeglyoemia in context of i
missed meals bur uswally requires T
o QID dosing
Sullomylurea Ty Yes t Gliclazide and glimepiride 5
Y associated with bess hypoghvemia
than glyburide
SGLTZ inhibitors dhto bl Rare ' Superionty Genital infectons, UTL hypoten- 355
(empa i TZDM fion, dose-related changes in LDL-C,
patients with cautson with renal dysfunction and
L clinkcal OV loop diuretics, dapaglifiozm not to be

used if Bladder cancer, rare diabetic
ketoacidosis [may ooour with noe
hyperghecema)

E Thiazoledinediones 14 Rare it Mewtral CHF, edema, fractures, rare bladder 58
cancet (pioglitazone | cardiovasoular
controversy (rosightazone), 6-12

wieeks requined for maximal effect

Weight boss agent ¥ Mo I Gl sude =flects g%
[orlistat)
alo=alogliptin; empa=empagliflozin: glarsglargine; Doslivsenatide; saxassanaglipting sitassitagliptin
!
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Start lifestyle intervention {mutritson therapy and physcal actwviny | +)- Metformen

e o ez | Obeso infartado

[ If not at glycemic target (2-3 mos) ] Start metiorman immedsately [: Inireate insulin + /- metformin ]
Conzider inital combination with

another antihyperglycemic agent

L]

[ Stary/Increase metformin -]—r-[: If moit ar glycemic targets ]"

Add another agent best suited to the individual b

PATIENT CHARACTERISTIC

L Prigrity: Clinical Cardiovascular Disease SGLTZ inhibitor wath demonstrated O outoome benefit
+ Degree of hyperghycemia Consider relative A1C lowering
* Risk of hypoglvoemia = Rare hypoglyoemia
+ Overweight or obesity = Wieaght boss or weght neurral
l = Cardwwascular disease or multiple risk factors = Effect on cardiovascular eutcome
» Comarbidines {renal, CTHF, hepats) Sew Uherapeulic considerations, consider «CFR
* Preferences & access [o freatment See cosl column: consider access
F [ Add another class of agent best suited to the individual (classes histed in alphabetical order):
Class Relative A1C Hypo- Weight Effect in Other therapentic Cost
Lowering ghycemia Cardiovascular  consaderabions
Cartcome Trial
E Alpha-glucosidase + Rare Neutral 1o 4 Improved postprandial control, Gl i
inhibiter {acarbose) side-effects
In<retin agents:
DFP-4 Inhibatoss 44 Rare Meutral to 4 Neutral Caurson with saxagliptin i 555
s (alo, saxa, sita) heart Cailune
GLP-1R agonusts Lhto bbb Rare v Mewtral (lixi] Gl side ellemcts 5558
Insulin 444 Yes it Wewtral (glar) Mo dose ceiling, Aexible regimens f-E55%
T Insulin secretagogue:
Meglinnide s fes t Less hiypeglyoemia in context of i
missed meals bur uswally requires TIDY
to QI dosing
Sullomylurea Ty Yes t Gliclazide and glimepiride 5
Y associated with bess hypoghvemia
than glyburide
SGLTZ inhibitors dhto bl Rare ' Superionty Genital infectons, UTL hypoten- 355
(empa i TZDM fion, dose-related changes in LDL-C,
patients with cautson with renal dysfunction and
L clinical OV loop diuretics, dapaglifiozm not to be
used if Bladder cancer, rare diabetic
ketoacidosis [may ooour with noe
hyperghecema)
E Thiazoledinediones 14 Rare it Mewtral CHF, edema, fractures, rare bladder 58
cancet (pioglitazone | cardiovasoular
controversy (rosiglitazone), 6-12
wieeks requined for maximal effect
Weight boss agent 4 Mone * Gl side effects 555
[orlistat)
alo=alogliptin; empa=empagliflozin: glarsglargine; Doslivsenatide; saxassanaglipting sitassitagliptin

i
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Start lifestyle intervention {mutritson therapy and physcal actwviny | +)- Metformen

e o ez | Obeso infartado

[ If mot &t glycemse target (2-3 mos] ] Star metforman immediately [ Inirsate insulin + - metdormin ]
Conzider inital combination with

another antihyperglycemic agent

L]

[ Stary/Increase metformin -]—r-[: If moit ar glycemic targets ]"

Add another agent best suited bo the individual by prioritizing
PATIENT CHARACTERISTIC
L Prigrity: Clinical Cardiovascular Disease SGLTZ inhibitor wath demonstrated O outoome benefit
+ Degree of hyperghycemia = Consider relative A1C lowering
* Risk of hypoglvoemia = Rare hypoglyoemia
+ Overweight or obesity = Wieaght boss or weght neurral
l = Cardwwascular disease or multiple risk factors = Effect on cardiovascular eutcome
» Comarbidines {renal, CTHF, hepats) Sew Uherapeulic considerations, consider «CFR
* Preferences & access [o freatment See cosl column: consider access
F [ Add another class of agent best suited to the individual (classes histed in alphabetical order):
Class Relative A1C Hypo- Weight Effect in Other therapentic Cost
Lowering ghycemia Cardiovascular  consaderabions
Cartcome Trial
E Alpha-glucosidase + Rare Neutral 1o 4 Improved postprandial control, Gl i
inhibiter {acarbose) side-effects
In<retin agents:
DFP-4 Inhibatoss 44 Rare Meutral to 4 Neutral Caurson with saxagliptin i 555
s (alo, saxa, sita) heart Cailune
GLP-1R agonusts Lhto bbb Rare v Mewtral (lixi] Gl side ellemcts 5558
Insulin 444 Yes 't Wewtral (glar) Mo dose ceiling, Aexible regimens £-5558
T Insulin secretagogue:
Meglinnide s fes t Less hiypeglyoemia in context of i
missed meals but uswally requines TID
to QI dosing
Sullomylurea Ty Yes t Gliclazide and glimepiride 5
Y socialed with kess hypoghvemia
han glyburide
SGLTZ inhibitors dhto bl Rare ' Superionty ital infectons, UTL lypoten- 355
(empa i TZDM ion, dose-related changes in LDL-C,
patients with autson with renal dysfunction and
L clinical OV pop diuretscs, dapaglifiozm not to be
sed if bladder cancer, rare diabe=tic
dosis [may coour with ne
yperghvcemial
E Thiazalsdinediones i1 Rare it F, edema, fractures, rare bladder i
cancet (pioglitazone | cardiovasoular
controversy (rosiglitazone), 6-12
wieeks requined for maximal effect
Weight boss agent 4 Mone * Gl side effects 555
[orlistat)
alo=alogliptin; empa=empagliflozin: glarsglargine; Doslivsenatide; saxassanaglipting sitassitagliptin
-y
!




El extrano caso del
obeso infartado

4 N N ([ )
METFORMINA SULFONILUREAS GLINIDAS [ i-AG J
. NS AN J
4 N N ([
GLITAZONAS iDPP4 iISGLT2 aGLP1
. /AN AN




El extrano caso del
obeso infartado

N N )
METFORMINA SULFONILUREAS GLINIDAS [ i-AG ]
AN

.
p
GLITAZONAS iDPP4 iISGLT2 aGLP1
. AN VAN

X
1
\




El extrano caso del
obeso Infartado

Patients with an event (%)

( N [ N [ )

METFORMINA SULFONILUREAS GLINIDAS [ i-AG }

J _/ U J

( N [ N [

GLITAZONAS iDPP4 iSGLT2
\_ L _/ U

Muerte CV RRR: 21%
NNT: 79

.-
=

......

Liraglutide

HR: 0.78

Patients atrisk

Liraglutide 4668

Placebo

Marso S. NEJM. 2016

________ 95% CI (0.66 — 0.93)
p=0.007
0 6 12 18 24 30 36 42 48 54
Time from randomization (months)
4641 4599 4558 4505 4445 4382 4322 1723 484
4672 4648 4601 4546 4479 4407 4338 4267 1709 465
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4 N N )

METFORMINA SULFONILUREAS GLINIDAS [ i-AG }
. AN AN J
4 N N

GLITAZONAS iDPP4 iISGLT2

- VNS NS

Muerte RRR: 14%
cualquier  NNT: 71
causa

[
o
1

HR: 0.85
95% Cl (0.74 — 0.97)
p=0.02

Placebo ___.

e

i Liraglutide

e
P

[%2]
L

_——

----

B
Patients with an event (%)

o

0 6 12 18 24 30 36 42 48 54
Patients at risk Time from randomization (months)
Liraglutide 4668 4641 4599 4558 4505 4445 4382 4322 1723 484
Placebo 4672 4648 4601 4546 4479 4407 4338 4268 1709 465

Marso S. NEJM. 2016
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GLITAZONAS iDPP4 iISGLT2

- VNS NS

Hospitalizacion RRR: 12%
por IC NNT: 159

no s.e.

[+
[=]
1

:3:_‘— 95% CI1 (0.73 - 1.05)
| ‘ o 154 p=0.14
>
A @
o
W
= 104
5 Placebo .. __
T 51 et
| AN s |\ e Liraglutide
= |
o
0 6 12 18 24 30 36 42 48 54
Patients at risk Time from randomization (months)
Liraglutide 4668 4612 4550 4483 4414 4337 4258 4185 1662 467

M arso S N EJ M 20 16 Placebo 4672 4612 4540 4464 4372 4288 4187 4107 1647 442
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El extrano caso del
obeso Infartado

Marso S. NEJM. 2016

100+

e N aYa ™
METFORMINA SULFONILUREAS GLINIDAS [ i-AG }
- AN AN Y,
e ™ N
GLITAZONAS iDPP4 iISGLT2
- VAN
A Primary Outcome

904 109 Hazard ratio, 0.74 (95% Cl, 0.58-0.95) Placeb
9 P<0.001 for noninferiority acee
g 807 3' P=0.02 for superiority
g 704 6-
Q
o 604 5 Semaglutide
£ 50 53
3 3
0 40— 2
g 304 17
?‘f 0 0_ I I | | | | | | | | | | | |
a 204 0 8 16 24 32 40 48 56 64 72 8 88 96 104109
10
0 | I I I I I I I I I I I I |
0 8 16 24 32 40 48 56 64 72 80 8 96 104 109
Weeks since Randomization
No. at Risk
Placebo 1649 1616 1586 1567 1534 1508 1479
Semaglutide 1648 1619 1601 1584 1568 1543 1524
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B Nonfatal Myocardial Infarction

100+
59 Hazard ratio, 0.74 (95% Cl, 0.51-1.08)
ol P=0.12
< 80- 44 Placebo
X
-g 704 3
S 604 .
e o Semaglutide
= 504
E
ﬂ 40" 1_
3 304
"c'é 0 | I I | | ! |
a 20 0o 3 24 32 40 48 56 64 72 80 88 96 104109
10
0 I 1 I o i 1 I I I I | | 1
0 8 16 24 32 40 48 56 64 72 80 8 96 104 109
Weeks since Randomization
No. at Risk
Placebo 1649 1624 1598 1587 1562 1542 1516
Semaglutide 1648 1623 1609 1595 1582 1560 1543
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C Nonfatal Stroke

100+
9% 59 Hazard ratio, 0.61 (95% Cl, 0.38-0.99)
3 P=0.04
g 80 4
2 701 3 Placebo
> 60+
£ 50- 2+
g |
w40 1 Semaglutide
3 30-
T‘f 0 1 1 1 1 1 1 1 1 I 1 1 1 1
a 20+ 0 16 24 32 40 48 56 64 72 80 88 96 104109
10+
0 , | : T ' I#ﬁ
0 8 16 24 32 40 48 56 64 72 8 8 96 104 109
Weeks since Randomization
No. at Risk
Placebo 1649 1629 1611 1597 1571 1548 1528
Semaglutide 1648 1630 1619 1606 1593 1572 1558
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D Death from Cardiovascular Causes

100-
% 5 Hazard ratio, 0.98 (95% Cl, 0.65-1.48)
7 P=0.92
g 80 e
2 70 3 Placebo
S 60+
£ 50- 2
E
g 40 14 Semaglutide
<
T 30- /
‘6 0 0‘ I I 1 1 1 I 1 1 1 1 I 1 ' |
a 204 0 8 16 24 32 40 48 56 64 72 80 88 96 104109
10+
0 T T T -1 T T T T T T T T T 1
0 3 16 24 32 40 48 56 64 72 80 8 96 104 109
Weeks since Randomization
No. at Risk
Placebo 1649 1637 1623 1617 1600 1584 1566
Semaglutide 1648 1634 1627 1617 1607 1589 1579

Marso S. NEJM. 2016
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MORTALIDAD RRR: 37,52% RRR: 21% RRR: 4,31%

CARDIOYASCULA NNT: 45 NNT: 79 NNT: 833*
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MORTALIDAD RRR: 37,52%
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HOSPITALIZACION
POR RRR: 33,98%
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NNT: 833*



MORTALIDAD
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HOSPITALIZACION
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MORTALIDAD

El extrano caso del
obeso infartado

RRR: 37,52%
NNT: 45

RRR: 33,98%
NNT: 72

RRR: 32%
NNT: 38,81

RRR: 21%
NNT: 79

RRR: 11,81%
NNT: 158,73*

RRR: 14%
NNT: 71,42

RRR: 4,31%
NNT: 833*
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El extrano caso del
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¢Qué hacemos, El extrafio caso del
con José? ﬁ? obeso infartado
.\-. -7/'

DESAYUNOE ALMUERZO® CENAB DESAYUNOR ALMUERZOE CENAB
METFORMINAR V V ﬁ METFORMINAR V v’ g

i-SGLT2E i-SGLT2E
aGLP1E aGLP1E
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-2,19ky -1,2ky
No No
Gl Genitales
Inyectable Oral

Datos extraidos de ficha técnica
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aGLP1 iISGLT2
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OTRAS PRUEBAS DE BIOQ. GENERAL

HEMOGLOBINA GLICOSILADA * 98 % [4-6]
Resultado previo del27/03/2015 97* %

FUNCION RENAL

FILTRADO GLOMERULAR ESTIMADO 106 ml/min/1,73 m2
CKD -EPI



¢Qué hacemos

con Jose 4
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INFORME DE UTILIZACION DE MEDICAMENTOS
U/AN/V1/03092015

Utilizacion de medicamentos
antidiabéticos en Espana
durante el periodo 2000-2014

Fecha de publicacion: 3 de septiembre de
2015

L F

JCIOE RERIEFDE

Los antidiabéticos orales gjercen su accion hipoglucemiante

msulinga a nivel de las células pancredticas  (sulfonilureas,
meglitinidas), aumentando la sensibilidad a la insulina en ¢l tejido
pancredtico con la consecuente disminucion de la glucogénesis vy
neogénesis (biguanidas), aumentando la sensibilidad a insulina en
el tepido periférco (metformina, tiozolidinadionas, glitazonas),
retrasando la digestion de los hidratos de carbono a nivel del
intesting  (mhibidores de la alfa-glicosilasa). Ademas  otros
farmacos como sitagliptina v vildagliptina inhiben la dipeptidil
peptidasa-4 (DPP4) v prolongan la vida media de las meretinas
aumentando la secrccion de  mmsuling. Recientemente se han
autorizado firmacos con mecanismos de aceidn complementarios
para el tratamiento de la  hiperglucemia  gue  inhiben el
cotransportador sodio-glucosa tipo 2 (dapagliflozina) o que actian
como agonista de los receplores de péptido similar al glucagon

Biim e 1 ST T 10 Plas alccald
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Fig. 2 Evolucion de la utilizacién de los antidiabéticos
orales en Espaiia (DHD)
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METFORMINA + EMPAGUFLOZINA vs GUMEPIRIDA

Empagliozina2s | ol

769 pacientes 780 pacientes

28 semanas

52 semanas

104 semanas



METFORMINA + EMPAGLFLOZINA vs GUMEPIRIDA

824 Empagliflozin versus glimepiride in change from baseline at week 104
-0-11; (95% C1-0-21 to -0-01); p=0-0263

Adjusted mean HbA,, concentration (%)

Glimepirida
EI-E_',.-' . .
Empagliflozina

T
0 4 12 28 40 L2 b5 78 91 104
Weeks

Ridderstrale M. Lancet Diabetes & Endocrinology. 2014



METFORMINA + EMPAGUFLOZINA vs GUMEPIRIDA

Difference -4-61;

(95% C1-5-04 to —4- 1E} .
p<0-0001

Weeks
raA

Ridderstrale M. Lancet Diabetes & Endocrinology. 2014

¢ tY

78 104

-4.61 kg

Glimepirida
Empagliflozina



METFORMINA + EMPAGUFLOZINA vs GUMEPIRIDA

6 — —® Empagliflozin
=i Glimegiride

1) TS

- . L i -
Difference -6-1; (95% C1-7 G to-47) | 601 mmﬂg

p<0-0001

Adpusted meanchange from baseling in systolic blood pressus
{mm Hg}

Mumber analysed
Glimepiride 739 737 706 679 652 615 557 4594 443 401 366 136
Ermgagliflozin 736 733 698 673 654 623 584 542 c19 485 456 437

B*‘ TAD
{___] | -3 mmHg

Glimepirida
Empagliflozina

Difference -3-0; {$5% O -4-0 to 2-1);
pet 0L i

}%}

Acljus ted mesn dhange from bas eline in diss tolic blood presune

= T T T T T T T T T T 1
o 4 8 12 16 28 40 52 &5 78 41 104
Weeks
Mumber analysed
Glirmepiride 733 737 706 679 652 615 LT 494 443 401 366 136
Ermgagliflozin 736 733 698 673 654 623 584 542 c19 485 456 437

Ridderstrale M. Lancet Diabetes & Endocrinology. 2014



METFORMINA + EMPAGUFLOZINA vs SITAGUPTINA

METFORMINA
H Empagliflozina 25 Sitagliptina

166 pacientes 166 pacientes 56 pacientes




METFORMINA + EMPAGUFLOZINA vs SITAGUPTINA

Week
0 6 12 18 24 30 36 42 48 54 60 66 72 78 84 90

0.61%
0.1 {-0.81,0.41) s y
6.7mmol/mol [ .. .
-0.2 8.9,-45) s ks o

-0.3

-0.4

-0.5

-0.6

-0.7

0.8

-0.9

-1 -o-Empaglifiozin 10 mg + metformin —e-Empaglifiozin 25 mg + metformin  —a—Sitagliptin + metformin

Ferrannini E. Diabetes Care. 2013



METFORMINA + EMPAGUFLOZINA vs SITAGUPTINA

Week
0 6 12 18 24 30 36 42 48 54 60 66 72 78 84 90

0 NSRS Al
0.5 " l
-1 -
\ —
2
25 \

35 ~ L

4.5
-e-Empaglifiozin 10 mg + metformin  -#~Empaglifiozin 25 mg + metformin  -a—Sitagliptin + metformin

Ferrannini E. Diabetes Care. 2013



METFORMINA + EMPAGUFLOZINA vs SITAGUPTINA %

TAS TAD
1.8 19
Empagliflozina 10 T
-2

Ferrannini E. Diabetes Care. 2013
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Seguridad

Infecciones micoticas

Placebo Empagliflozina Empagliflozina
(n=2333) 10 mg 25 mg
(n=2345) (n=2342)
n (%) Tasa n (%) Tasa n (%) Tasa
Acontecimientos 42 0,73 153 2,66 148 2,55
relacionados con infeccién (1,8%) (6,5%) (6,3%)
genital
Acontecimientos graves 3 0,05 5 0,08 4 0,07
(0,1%) (0,2%) (0,2%)
Acontecimientos que 2 0,03 19 0,32 14 0,23
provocaron la (0,1%) (0,8%) (0,6%)
interrupcién del
tratamiento
Por sexo
Hombre 25 0,60 89 2,16 77 1,78
(1,5%) (5,4%) (4,6%)
Mujer 17 1,09 64 3,93 71 4,81
(2,6%) (9,2%) (10,8%)
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Hipoglucemias




Seguridad

Infecciones micoticas

Placebo Empagliflozina | Empagliflozina
(n=2333) 10 mg 25 mg
(n=2345) (n=2342)
n (%)
Acontecimientos adversos 650 (27,9%) 656 (28,0%) 647 (27,6%)
hipoglicémicos
confirmados
Acontecimientos que 36 (1,5%) 33 (1,4%) 30 (1,3%)
requieren asistencia
Pacientes en tratamiento
con insulina al inicio del
estudio
Total 483 (42,6%) 494 (43,6%) 464 (41,4%)
Acontecimientos 28 (2,5%) 27 (2,4%) 25 (2,2%)

que requieren
asistencia
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Seguridad

Infecciones micoticas

Hipoglucemias

Placebo Empagliflozina Empagliflozina
(n=2333) 10 mg 25 mg
(n=2345) (n=2342)
n (%) Tasa n (%) Tasa n (%) Tasa
Cetoacidosis diabética* 1 0,02 3 0,05 1 0,02
(<0,1% (0,1%) (<0,1%
) )
Insuficiencia renal aguda® 155 2,77 121 2,07 125 2,12
(6,6%) (5,2%) (5,3%)
Acontecimientos 115 2,04 115 1,97 124 2,11
relacionados con (4,9%) (4,9%) (5,3%)
hipovolemia$
Acontecimientos graves 24 0,42 19 0,32 26 0,43
(1,0%) (0,8%) (1,1%)
Acontecimientos que 7 0,12 1 0,02 4 0,07
provocaron la (0,3%) (<0,1% (0,2%)
interrupcion del )
tratamiento
Acontecimientos 20 0,35 9 0,15 21 0,35
trombdticos venosos** (0,9%) (0,4%) (0,9%)
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Seguridad

Infecciones micoticas

Hipoglucemias

CAD

Placebo Empagliflozina Empagliflozina
(n=2333) 10 mg 25 mg
(n=2345) (n=2342)
n (%) Tasa n (%) Tasa n (%) Tasa
Dafio hepatico* 108 1,91 80 1,35 88 1,48
(4,6%) (3,4%) (3,8%)
Hipersensibilidad* 197 3,59 158 2,75 181 3,14
(8,4%) (6,7%) (7,7%)
Fracturas éseas’ 91 1,61 92 1,57 87 1,46
(3,9%) (3,9%) (3,7%)
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Seguridad

SYNJARD | SYNJARD
Y® Y®
10 mg 25 mg

Infecciones micoticas

Placebo 1v/d+ 1v/d+
Acontecimientos adversos, + MET MET MET

n (%) (n=926) | (n=1271) | (n=1259)
Hipovolemia® 0,1 0,6 0,3

Hipoglucemias

[ J
[ J
B
E J

Fracturas

Hipovolemia



RESUMEN DE LA EVIDENCIA Caso Clinico:

¢, Estoy bien controlado?

— .

1. Empagliflozina 10 y 25 mg reducen la HbAlc
asociada a metformina

Haring HU. Diabetes Care. 2014



RESUMEN DE LA EVIDENCIA Caso Clinico:

¢, Estoy bien controlado?

— .

/
2. Empagliflozina 25 mg asociada a metformina reduce la HbAlc
mas que glimepirida y sitagliptina asociadas a metformina

Ridderstrale M. Lancet Diabetes & Endocrinology. 2014
Ferrannini E. Diabetes Care. 2013



RESUMEN DE LA EVIDENCIA Caso Clinico:

¢, Estoy bien controlado?

— .

3. Empagliflozina asociada a metformina disminuye el peso, la TAS y TAD
y en un porcentaje superior a glimepirida y sitagliptina

Haring HU. Diabetes Care. 2014

Ridderstrale M. Lancet Diabetes & Endocrinology. 2014
Ferrannini E. Diabetes Care. 2013



RESUMEN DE LA EVIDENCIA Caso Clinico:

¢, Estoy bien controlado?

— .

4. Empagliflozina presentd menos casos de hipoglucemias que glimepirida

Ridderstrale M. Lancet Diabetes & Endocrinology. 2014



RESUMEN DE LA EVIDENCIA Caso Clinico:
¢, Estoy bien controlado?

— .

5. Empagliflozina no presentd diferencias en cuando
efectos adversos graves

Haring HU. Diabetes Care. 2014
Ridderstrale M. Lancet Diabetes & Endocrinology. 2014
Ferrannini E. Diabetes Care. 2013



RESUMEN DE LA EVIDENCIA Caso Clinico:
¢, Estoy bien controlado?

—_—

6. El efecto mas frecuente de empagliflozina fue infecciones
micoticas genitales, sobre todo, en mujeres

Haring HU. Diabetes Care. 2014
Ridderstrale M. Lancet Diabetes & Endocrinology. 2014
Ferrannini E. Diabetes Care. 2013



RESUMEN DE LA EVIDENCIA Caso Clinico:
¢, Estoy bien controlado?

—_—

1. Empagliflozina 10 y 25 mg reducen la HbAlc
asociada a metformina

2. Empagliflozina 25 mg asociada a metformina reduce la HbAlc
mas que glimepirida y sitagliptina asociadas a metformina

3. Empagliflozina asociada a metformina disminuye el peso, la TAS y TAD
y en un porcentaje superior a glimepirida y sitagliptina

4. Empagliflozina presentd menos casos de hipoglucemias que glimepirida

5. Empagliflozina no presentd diferencias en cuando
efectos adversos graves

6. El efecto mas frecuente de empagliflozina fue infecciones
micoticas genitales, sobre todo, en mujeres

Haring HU. Diabetes Care. 2014
Ridderstrale M. Lancet Diabetes & Endocrinology. 2014
Ferrannini E. Diabetes Care. 2013
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¢, Como funcionan?

Carga de glucosa

filtrada 180 g/dia 'Q

.,
—

Practicamente
( toda la glucosa
\ ‘ filtrada se
reabsorbe en los
tubulos proximales
a través de SGLT2

y SGLT1,; el
SGLT2 reabsorbe
el ~90 % en los

segmentos S1y
S2,yel SGLT1 el
~10% en el
segmento S3

SGLT1

SGLT, cotransportador de sodio y glucosa.
1. Gerich JE. Diabet Med. 2010;27:136—-142. 2. Bakris GL, et al. Kidney Int. 2009;75;1272-1277.

Ferrannini E, et al. Nat Rev Endocrinol. 2012;8:495; figura reproducida con autorizacion.
de McMillan Publishers Ltd.



¢, Como funcionan?

Carga de
glucosa filtrada
> 180 g/dia

( 3 Cuando la
glucemia aumenta
por encima del
umbral renal
(~11 mmol/l o

198 mg/dl), se
supera la
| capacidad de los
SGLT1 | transportadores, 1o
gue provoca la
~10 % eliminacion de
glucosa en la orina

SGLT, cotransportador de sodio y glucosa.

1. Gerich JE. Diabet Med. 2010;27:136-142. 2. Bakris GL, et al. Kidney Int. 2009;75;1272-1277.
Ferrannini E, et al. Nat Rev Endocrinol. 2012;8:495; figura reproducida con autorizacion.

de McMillan Publishers Ltd.



¢, Como funcionan?

Carga de
glucosa filtrada
> 180 g/dia

Los inhibidores de
SGLT2 reducen la
reabsorcion de

Inhibidor de
SGLT2

glucosa
en el tubulo proximal,
lo que provoca la
eliminacién de
glucosa en la orina* y
diuresis osmotica

SGLT, cotransportador de sodio y glucosa.

*Pérdida de ~80 g de glucosa/dia = 320 calorias/dia.

1. Gerich JE. Diabet Med. 2010;27:136-142. 2. Bakris GL, et al. Kidney Int. 2009;75;1272-1277.
Ferrannini E, et al. Nat Rev Endocrinol. 2012;8:495; figura reproducida con autorizacion.

de McMillan Publishers Ltd.
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Tampoco estoy tan gordo

DM2 y obesidad

DESAYUNO ALMUERZO CENA




El extrano caso del
obeso infartado

JULIO 2015

IMC: 33,295

TA: 110/60 mmHg QN
P abdominal: 11§ cms



El extrano caso del
obeso infartado

OCTUBRE 2015

Peso: 91,6 kg
- 6,9 kg

IMC: 30,96
- 2933

P abdominal: 111 cms
-4 cms



El extrano caso del
obeso Infartado

HOSPITAL PUNTA EUROPA H
e ALGECIRAS b A I c
0\ Servicio Andaluz de Salud

JUNTA D ANDALUCIA Hospital Punta de Europa U.G.C. ANALISIS CLINICOS
Algeciras

N° DE PETICION:1016817268 N° DE HISTORI ' z /o
APELLIDOS; N°de S.S.: ’
NOMBRE EDAD: 46 SEXO: Hombre

FECHA DE EXTRACCION:16/10/2015

DOCTOR: RUIZ PENA. MANUEL SERVICIO: M.FAMILIAR Y COMUNITARIA
DESTINO:C. S. LOS BARRIOS

DIAGNOSTICO: DIABETES CAMA:

OBSERVACIONES:

BIOQUIMICA
VALIDADO POR:Dr. M. A. Sempere (UGC-A. Clinicos)
OTRAS PRUEBAS DE BIOQ. GENERAL

HEMOGLOBINA GLICOSILADA * 72 % [4-6]
Resultado previo del28/07/2015 98* %

La prueba Hb A1c debe realizarse dos veces al ano en todos los pacientes Diabeticos controlados ( Hb Alc < 7 %) y trimestralmente para
aquellos pacientes a los que se les haya cambiado la terapia o en los que no se esten cumpliendo las metas del tratamiento.

La Hb Alc puede usarse para el diagnostico de la diabetes, con valores > o = 6,5%, que deberan confirmarse por repeticion de la prueba.
Fuerza de recomendacion A (calidad de la evidencia moderada)

HB GLICOSILADA (mmol/mol) E 55 mmol/mol [20-42]



El extrano caso del
obeso infartado

Riesgos potencialmente
asociados con hipoglucemia

Duracion de la enfermedad

Expectativa de vida

Complicaciones vasculares
establecidas

Actitud del paciente

Sistema sanitario




HbAlc 7.2% (Objetivo 6.5-7%)




HbAlc 7.2% (Objetivo 6.5-7%)




HbAlc 7.2% (Objetivo 6.5-7%)




HbAlc 7.2% (Objetivo 6.5-7%)




HbAlc 7.2% (Objetivo 6.5-7%)




HbAlc 7.2% (Objetivo 6.5-7%)




HbAlc 7.2% (Objetivo 6.5-7%)




HbAlc 7.2% (Objetivo 6.5-7%)

- Mas barato
- Mantiene la doble terapia



HbAlc 7.2% (Objetivo 6.5-7%)

- Mas barato
- Mantiene la doble terapia

- No tiene mas efectos secundarios



HOSPITAL PUNTA EUROPA

— ALGECIRAS
/A\ Servicio Andaluz de Salud
RS Hospital Punta de Europa U.G.C. ANALISIS CLINICOS
Algeciras

N° DE PETICION N° DE Hlst,A_ E I eXtra ﬁ O C aS O d e I
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ZCHA DE EXTRACCION:09/02/2016

/OCTOR: RUIZ PENA. MANUEL SERVICIO: M.FAMILIAR Y COMUNITARIA
DESTINO:C. S. LOS BARRIOS
DIAGNOSTICO: DIABETES CAMA:
OBSERVACIONES:
BIOQUIMICA

VALIDADO POR:Dr. E. Berruguilla Pérez
BIOQUIMICA SERICA

GLUCEMIA % 151 mg/dl [70-110]

CREATININA-S 08  mg/d [07-12] HbA 1 c
Resultado previo del28/07/2015 .83 mg/dl

ACIDO URICO 59  mg/dl [34-7]

COLESTEROL TOTAL 145  mg/dl [110-200] 6 90/

TRIGLICERIDOS 198 mg/dl [20-200] ’ o

PROTEINAS TOTALES-S 72 g [6.4-83]

CALCIO-S 102  mg/dl [8.4-10.2]

FOSFORO-S 38  mg/dl [25-45]

SODIO-S 141 mEq/ [135-145]

POTASIO-S 46  mEql [35-5.1]

ALT / GPT 38 UL [5-41]

GAMMA GT 27 UL [10-60]

FOSFATASA ALCALINA-S 64 UL [40-129]

OTRAS PRUEBAS DE BIOQ. GENERAL

HEMOGLOBINA GLICOSILADA * 69 % [4-6]
Resultado previo del16/10/2015 72 %

La prueba Hb A1c debe realizarse dos veces al ano en todos los pacientes Diabeticos controlados ( Hb Alc < 7 %) y trimestralmente para
aquellos pacientes a los que se les haya cambiado la terapia o en los que no se esten cumpliendo las metas del tratamiento.

La Hb A1c puede usarse para el diagnostico de la diabetes, con valores > o = 6,5%, que deberan confirmarse por repeticion de la prueba.
Fuerza de recomendacion A (calidad de la evidencia moderada)

HB GLICOSILADA (mmol/mol) * 52 mmol/mol [20-42]
ENDOCRINOLOGIA
VALIDADO POR:Dr. E. Berruguilla Pérez
ESTUDIO TIROIDEO
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El extrano caso del
obeso infartado

Peso: 87,5 kg
(-4,1 kg)

IMC: 29,57
('1939)

P abdominal: 107 cms
(-4 cms)



El extrano caso del
obeso infartado

Riesgos potencialmente
asociados con hipoglucemia

Duracion de la enfermedad

Expectativa de vida

Complicaciones vasculares
establecidas

Actitud del paciente

Sistema sanitario
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Llamadas
No sms, no internet
Pesan
Baratos

Comumcamon
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SULFONILUREAS

Llamadas Disminuyen HbAlc
No sms, no internet Hipoglucemias
Pesan Aumenta el peso
Baratos Baratos
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Llamadas
Sms, no internet
NoO pesan
Mas caros

Comunicacion
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IDPP4
Llamadas Disminuyen HbAlc
Sms, no internet No hipoglucemias
No pesan No aumenta el peso
Mas caros Mas caros

Comunicacion
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Llamadas

Sms, whatsapp, redes sociales,
apps, internet,...

Pesan poco
Caros

Comunicacion
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C ISGLT2
Llamadas Disminuyen HbAlc
Sms, whatsapp, redes sociales, No hipoglucemias
apps, internet,...
Pesan poco Bajan el pesoy TA
Caros Caros

Comunicacion
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:*MUCHAS GRACIAS POR
VUESTRA ATENCION!!!

dr.manuel.ruiz@agmail.com
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