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Million-dollar questions

If your patient was morbidly obese
(BMI > 40 kg/m2), and adding a
GLP1-RA (or SGLT2i) proved ineffective
in controlling his blood sugar, should
bariatric surgery be considered?
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Bariatric surgery should be considered
for a person with diabetes who has a
BMI > 35 kg / m2

Million-dollar questions

And if your patient’s A1C was initially
6.4%, would you have taken a different
approach?
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According to Diabetes Canada’s
recommendations, the addition of a
GLP1-RA and/or SGLT2i can be
considered regardless of glycemic
control.

Million-dollar questions

Is there a class effect with SGLT2i
or GLP1-RAs?
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Since there have been no comparative
clinical trials between the different
agents, it is impossible to determine
whether one agent is more effective than
another in the same class.

Million-dollar questions

What role remains for DPP4 inhibitors as
a treatment option for type 2 diabetes?
Although cardiovascular or renal
benefits have not been demonstrated,
DPP4 inhibitors can be used to safely
lower blood sugar levels
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iDPP-4 = inhibiteur de la dipeptidyl peptidase-4

A little card for our expert…

“Always take these factors into
account:
“Nobody likes injections. Some patients fear
them more than others. When you show them
the size of the needle and how easy the pens
are to use, it usually makes them feel better.
Resources, such as FIT, provide
recommendations for optimal injection
techniques!”
- A nurse

7

FIT, Le Forum sur la technique d’injection, accessible au http://fit4diabetes.com/canada-french/

•
•
•
•
•
•
•

preferences of the person being treated
level of hyperglycemia,
renal function,
comorbidities,
side effects,
insurance costs and coverage,
potential pregnancy.”
- An endocrinologist
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For patients over the age of 60 with CV risk
factors, adding a GLP1-RA and/or SGLT2i
is a great choice.

Think beyond blood sugar levels
and discuss it with your patient!

Key Pearls

Primary care for patients with
cardiovascular disease
Expert tips

Million-dollar questions

What if your patient had pancreatitis six
months ago. How would that change
your approach?
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1. Eli Lilly Canada Inc. Trulicity Monograph. Revision date: September 11, 2020.
2. Novo Nordisk Canada Inc. Victoza Monograph. Revision date: April 17, 2020.
3. Boehringer Ingelheim (Canada) Ltd. Trajenta Monograph. Revision date: May 22, 2019.

Various product monographs1-5 urge
caution regarding the use of GLP1-RA
and DDP4i in individuals with a history of
pancreatitis. Acute pancreatitis has been
associated with both these classes of
agents in clinical trials.

4. Merck Canada Inc. Januvia Monograph. Revision date: November 1, 2018.
5. AstraZeneca Canada Inc. Onglyza Monograph. Revision date: December 12, 2018.

Million-dollar questions

Unfortunately, your patient’s situation is
rapidly deteriorating towards peripheral
vascular disease and is now at high risk
for amputation. What should we do?
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In CANVAS1, canagliflozin was associated
with a twofold increase in the risk of
amputation, a finding not seen with other
SGLT2is2,3. However, in a more recent study,
CREDENCE4, canagliflozin was not
associated with an increased risk of bone
fractures and lower limb amputations.

1. Neal B, et al. N Engl J Med 2017; 377(7):644-57; 2. Zinman B, et al. N Engl J Med 2015; 373(22):2117-28; 3. Wiviott SD, et al. N Engl J Med 2019; 380(4):347-357; 4. Perkovic V, et al. N Engl J Med
2019; 380(24):2295-306.

Million-dollar questions

Should we consider other approaches
to manage your patient’s dyslipidemia?
For example, adding icosapent ethyl
(IPE), ezetimibe, evolocumab/alirocumab
(PCSK9 inhibitors) or other?
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1. Bhatt DT et al. N Engl J Med. 2019 Jan 3;380(1):11-22; 2. Cannon CP et al. N Engl J Med 2015; 372:2387-2397

Studies have shown that IPE (REDUCE-IT1,
patients with CV disease or diabetes) and
ezetimibe (IMPROVE-IT2, patients with acute
coronary syndrome) in combination with a
statin are associated with increased CV
protection. PCSK9 inhibitors are also cardioprotective agents indicated for patients with
established CV disease.

A little card for our expert…

“Always remember the ABCDES3
algorithm, a tool from Diabetes Canada’s
2018 guidelines.”
- A nurse

“A healthy diet, like the Mediterranean diet,
is a key factor in reaching goals for people with T2D.”

“Get moving as often as possible and set realistic
targets (e.g. couch to 5K).”

Here are some helpful apps:
Cronometer

MyPlate

Weight Watchers

Here are some helpful apps and sites:
Noom

- A nutritionist

iPhone
Health App

Strava

MyFitnessPal

Coeur+AVC

Diabète
Québec

- A kinesiologist
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For patients who have a history of
cardiovascular disease, treatment with
SGLT2i and/or GLP1-RA is indicated to
optimize broad-spectrum cardiovascular
protection independent of blood sugar
levels.

Key Pearl

Primary care for patients with
kidney disease
Expert tips

Million-dollar questions

If your patient’s eGFR drops to
28 mL/min, what happens with the
SGLT2i?
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SGLT2i initiation is contraindicated in
patients with an eGFR of < 30mL/min. But
patients who are already taking it* and
have an eGFR of < 30 mL/min can
continue taking it. However, the
treatment must be discontinued if the
patient goes on dialysis.”

* Only canagliflozin has this indication in its product monograph (at 100 mg dose once per day).
Janssen Inc. Invokana Monograph. Revision date: May 20, 2020

Million-dollar questions

Can we continue the GLP1-RA treatment
if your patient’s eGFR declines to
25 mL/min?
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Eli Lilly Canada Inc. Trulicity Monograph. Revision date: September 11, 2020.
Novo Nordisk Canada Inc. Victoza Monograph. Revision date: April 17, 2020.
Novo Nordisk Canada Inc. Ozempic Monograph. Revision date: August 21, 2020.

GLP1-RAs are indicated for patients with
kidney disease, independent of eGFR;
however, liraglutide and semaglutide are not
recommended for patients with end-stage
kidney disease. Patients with an eGFR of <
30mL/min should nonetheless be closely
monitored, and dose adjustments may be
required with some agents.

Million-dollar questions

If a patient has kidney disease AND
cardiovascular disease, which should
you choose – an SGLT2i or a GLP1-RA?
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SGLT2is and GLP1-RAs both offer
benefits in this type of patient. Ideally,
you should discuss these options with
your patients and evaluate their
preferences and priorities. Combining
the agents may also be beneficial.

A little card for our expert…

“Note that SGLT2 inhibitors should only
be initiated if eGFR > 30 mL/min/1.73 m2.
If, during treatment, a patient’s eGFR falls below
this threshold, the treatment should be continued
until dialysis*.”
- A pharmacist

19

“The following acronym will help you
remember which medications should be held if your
patient is at risk of dehydration:
S
A
D
M
A
N
S

sulfonylureas, other secretagogues
ACE inhibitors
diuretics
metformin
angiotensin receptor blockers
nonsteroidal anti-inflammatory drugs
SGLT2 inhibitors”

* Only canagliflozin has an indication to continue treatment below an eGFR of 30 mL/min/1.73 m2, albeit at a lower dose (100 mg OD).
Janssen Inc. Invokana Monograph. Revision date: May 20, 2020

- A nurse
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In a T2D patient with kidney disease, using
a SGLT2i slows the decline in kidney
function, while providing CV protection.
Adding a GLP1-RA may also help reduce
the risk of MACE.

Don’t hesitate to combine
an SGLT2i and a GLP1-RA!
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