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Destruktion av insulinproducerande
betaceller (coxackie virus)

Leder till insulinbrist

Behandling typ 1
diabetes

Behandlas med exogen insulintillforsel

Insulin ges parenteralt (iv, sc,
intraperitonealt, intrapulmonellt)

Vanligen via pennor eller pump



Humant insulin




Insulatard®

Schematiska insulinprofiler
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Den ideala insulinregimen bor efterlikna
den endogena insulininsondringen

Basal—-bolus insulinregim
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Kruszynska YT. et al. Diabetologia 1987;30:16—-21



Tillférsel av insulin kraver diabetes hjalpmedel
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Behandling typ 2
diabetes

* Insulinresistens, over tid sjunkande insulinproduktion

Behandlas med flertal olika glukossankande lakemedel,
olika MOA

Insulinbehandling vanligt efter manga ars diabetes
duration

Heterogen sjukdomsgrupp, olika beh till olika typer




Patofysiologi vid typ 2-diabetes

Mag-tarmkanal
Minskad inkretineffekt

Hjarna
Samre funktion av
signalsubstanser

Bukspottkortel

Okad glukagonsekretion

Typ 2-diabetes'

Lever

Bukspottkortel L
Okad glukosproduktion

Minskad insulinsekretion

Muskulatur

Fettvav
Minskat glukosupptag

Minskat gl__ukosupptag
Okad lipolys

Okat glukosaterupptag
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Referenser: 1. DeFronzo RA, Eldor R, Abdul-Ghani M. Pathophysiologic approach to therapy in patients with newly diagnosed w <5
type 2 diabetes. Diabetes Care. 2013;36(Suppl2):S127-S138. @ &~
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Effekt och sakerhet olika diabeteslakemedel DM-2

Insulin —

Sulfonylurea — 2
Metformin — ' ?
a-glukosidas inhibitorer ?

Glitazoner (TZDs)

DPP4 hammare

GLP-1 receptor agonister

SGLT-2 hammare

- - e
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Dual agonister GLP-1 and GIP

1. Tahrani AA, et al. Lancet. 2011 Jun 24 [Epub ahead of print]. 2. Tanaka T, et al. 2011 Jul 6. [Epub ahead of print]. 3. Chu NV, et al. Diabetes Care. 2002;25(3):542-549.
4. Wagner H, et al. Diabetes Care. 2006;29(7):1471-7. 5. Boyne MS, et al. Diabetes Care. 1999;22 Suppl 3:C45-53.



Joint ADA/EASD2022—
Management of Hyperglycaemia in Type 2 Diabetes

FIGURE 4: HOLISTIC PERSON-CENTRED APPROACH TO T2DM MANAGEMENT

Management of hyperglycaemia in type 2 diabetes, 2022.

A consensus report by the American Diabetes Association (ADA)

and the European Association for the Study of Diabetes (EASD)
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Davies MJ, Aroda VR, Collins BS, Gabbay RA, Green J, Maruthur NM, Rosas SE, Del Prato S, Mathieu C, Mingrone G, Rossing P, Tankova T, Tsapas A, Buse JB

Diabetes Care 2022; https://doi.org/10.2337/dci22-0034. Diabetologia 2022; https://doi.org/10.1007/s00125-022-05787-2.



FIGURE 4: HOLISTIC PERSON-CENTRED APPROACH TO T2DM MANAGEMENT

Shared decision
making
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GOALS OF CARE

« Prevent complications
« Optimise quality of life

Social
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of health therapeutic

inertia

Health behaviour
modification

Monitoring and
ongoing review
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Reducing risk of
hypoglycaemia

Effective practice and
organisation of

Consider
underlying
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Davies MJ, Aroda VR, Collins BS, Gabbay RA, Green J, Maruthur NM, Rosas SE, Del Prato S, Mathieu C, Mingrone G, Rossing P, Tankova T, Tsapas A, Buse JB

Diabetes Care 2022; https://doi.org/10.2337/dci22-0034. Diabetologia 2022; https://doi.org/10.1007/s00125-022-05787-2.

1 = American Diabetes Assaciation Professional
Practice Committee. 10. Cardiovascular Disease
and Risk Management: Standards of Medical
Care in Diabetes-2022. Diabetes Care. 2022 Jan
1;45(Suppl 1):S144-T4.

ACEi, Angiotensin-Converting Enzyme Inhibitor;
ARB, Angiotensin Receptor Blockers; ASCVD,
Atherosclerotic Cardiovascular Disease; BP,
Blood Pressure; CKD, Chronic Kidney Disease;
CV, Cardiovascular; eGFR, Estimated Glomerular
Filtration Rate; GLP-1 RA, Glucagon-Like
Peptide-1 Receptor Agonist; HF, Heart Failure;
SGLT2i, Sodium-Glucose Cotransporter-2
Inhibitor; T2D, Type 2 Diabetes.



FIGURE 3: USE OF GLUCOSE-LOWERING MEDICATIONS IN THE MANAGEMENT OF TYPE 2 DIABETES,

HEALTHY LIFESTYLE BEHAVIOURS; DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT (DSMES); SOCIAL DETERMINANTS OF HEALTH (SDOH)

TO AVOID
THERAPEUTIC
INERTIA REASSESS AND
MODIFY TREATMENT
REGULARLY
(3-6 MONTHS)
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Goal: Cardiorenal Risk Reduction in High-Risk Patients with Type 2 Diabetes (In a

n to comprehensive CV risk ma

+ASCVD' +Indicators of high risk +HF 6lycaemic Management: Choose Achievement and Maintenance of
Defined differently across While definitions vary, most Current or prior eGFR < 60 mUmin per 1.73 m? OR approaches that provide the Weight Management Goals:
. FYUTs but fnll |ncludfzd comprise 2 55 years of age sympinl-ns albuminuria (ACR = 3.0 mg/mmol efficacy to achieve goals: [ Setindividualised weight management goals ]
individuals with established with two or more additional of HF with (30mg/g)). These measurements Metformin OR Agent(s) including
CVD (e.g. MI, stroke, any risk factors (including obesity, documented may vary over time; thus, a repeat COMBINATION therapy that provide
revascularisation procedure). hypertension, smoking HFrEF or HFpEF measure is required to document CKD. adequate EFFICACY to achieve General lifestyle advice: Intensive evidence-
Variably included: conditions dyslipidaemia or albuminuria) and maintain treatment qoals medical nutrition based structured
such as transient ischaemic 9 therapy/eating patterns/ weight management
attack, unstable angina, Consider avoidance of hypoglycaemia a physical activity programme
amputation, symptomatic +CKD (on maximally tolerated dose priority in high-risk individuals
nati of ACEi/ARB
o asyn:lpton:ia.hc coronary ) 1 Consider medication Consider metabolic
S SeLTZi6 PREFERABLY In general, higher efficacy approaches for weight loss surgery
with proven SGLT2i with primary evidence of have greater likelinood °l' achieving - - —
HF benefit reducing CKD progression glycaemic goats When choosing glucose-lowering therapies:
+ASCVD/Indicators of High Risk in this Use SGLT2i in people with an eGFR > Efficacy for glucose lowering Consider regimen with high-to-very-high dual
population 20 mUmin per 1.73 m% once initiated VEVV Hl!_lh: glucose and weight efficacy
GLP-1 RA* with proven SGLT2 with proven should be continued until initiation Dulaglutide (high dose),
CVD benefit CVD benefit of dialysis or transplantation Semaglutide, Tirzepatide 1
_GI._P;R;\ ~ h_ OR _C\;D; _f_ f- Insulin Efficacy for weight loss
-1 RA with proven enefit i - __ :
. - Combination Oral, Combination Very High:
e r— S6LT2i not tolerated or contraindicated | Injectable (GLP-1 RA/Insulin) Semaglutide, Tirzepatide
= High: High:
If HbA,, above target, for patients GLP-1RA (no.t listed above), Metformin, Dulaglutide, Liraglutide
. . . L on SGLT2i, consider incorporating a SGLT2i, Sulfonylurea, TZD Intermediate:
* For patlg‘r;;sbon af!iiLP-l.RA consider adding SGLT2i with GLP-1 RA o vice versa Intermediate: GLP-1RA (not listed above), SGLT2i
) $;|JJ‘TH enefit or vice versa DPP-ii Neutral:
i DPP-4i, Metformin
[ If additional cardiorenal risk reduction or glycaemic lowering needed } {

If HbA, _above target ]

Identify barriers to goals:

« Consider DSMES referral to support self-efficacy in achievement of goals

« Consider technology (e.g. diagnostic C6M) to identify therapeutic gaps and tailor therapy
« |dentify and address SDOH that impact on achievement of goals

Davies MJ, Aroda VR, Collins BS, Gabbay RA, Green J, Maruthur NM, Rosas SE, Del Prato S, Mathieu C, Mingrone G, Rossing P, Tankova T, Tsapas A, Buse JB

ACEi, Angiotensin-Converting Enzyme Inhibitor; ACR, Albumin/Creatinine Ratio; ARB, Angiotensin Receptor Blocker; ASCVD, Atherosclerotic Cardiovascular Disease; CGM, Continuous Glucose Monitoring; CKD, Chronic Kidney Disease; CV, Cardiovascular; CVD, Cardiovascular Disease;
CVOT Cardiovascular Outcomes Trial; DPP-Ai, Dipeptidy! Peptidase-4 Inhibitor; eGFR, Estimated Glomerular Filtration Rate; GLP-1 RA, Glucagon-Like Peptide-1 Receptor Agonist; HF, Heart Failure; HFpEF, Heart Failure with preserved Ejection Fraction; HFrEF, Heart Failure with
reduced Ejection Fraction; HHF, Hospitalisation for Heart Failure; MACE, Major Adverse Cardiovascular Events; MI, Myocardial Infarction; SDOH, Social Determinants of Health; SGLT2i, Sodium-Glucose Cotransparter-2 Inhibitor; T2D, Type 2 Diabetes; TZD, Thiazolidinedione.

* In people with HF, CKD, established CVD or multiple risk factors for CVD, the decision to use a GLP-1 RA or SGLT2i with proven benefit should be independent of background use of metformin; A strong recommendation is warranted for people with CVD

and a weaker recommendation for those with indicators of high CV risk. Moreover, a higher absolute risk reduction and thus lower numbers needed to treat are seen at higher levels of baseline risk and should be factored into the shared decision-making
process. See text for details; A Low-dose TZD may be better tolerated and similarly effective; § For SGLT2i, CV/renal outcomes trials demonstrate their efficacy in reducing the risk of composite MACE, CV death, all-cause mortality, MI, HHF and renal outcomes
in individuals with T2D with established/high risk of CVD; # For GLP-1RA, CVOTs demonstrate their efficacy in reducing composite MACE, CV death, all-cause mortality, M, stroke and renal endpoints in individuals with T2D with established/high risk of CVD.

Diabetes Care 2022; https://doi.org/10.2337/dci22-0034. Diabetologia 2022; https://doi.org/10.1007/s00125-022-05787-2.



Vilka lakemedel vid typ 2 diabetes?
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METFORMIN GLP-1 RA SGLT-2 HAMMARE KOMBINATIONER AV
OVAN MED INSULIN



