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ABSTRACT

Background: Latest studies have shown the remarkable ability of sodium-glucose co-transporter-
2 inhibitors (SGLT2i) to reduce cardiovascular morbidity and mortality. However, real-life data and the
results of several other studies seem to contradict these outcomes, pointing out possibilities of serious side
effects. Ketoacidosis (KA) remains one of the most dangerous complications, yet, not fully understood. All
of the above urgently requires real-practice data, which may shed some light on side effects of this novel
anti-diabetic drug family.

Aims: To investigate the real-life rates of hypoglycemia and ketosis (K) in SGLT2i treated patients, using
Continuous Glucose Monitoring (CGM) and capillary blood B-hydroxybutyrate measurements.

Methods: We report the results of a two-year retrospective analysis of 136 Type 2 Diabetes (T2DM) patients,
all (100%) treated with a SGLT2i, combined with Metformin or Metformin with Incretin-Based Therapy
(Mt-IBT). CGM recordings were done in 52 persons. In 9 patients (Group A), CGM-proved hypoglycemic
episodes were discovered. The rest of 43 patients (Group B) didn't show any hypoglycemia. Three patients
in Group A and 11 from Group B were also treated with small doses of basal insulin on admission; the insulin
wass later discontinued in all patients of Group A and seven patients of Group B . Main characteristics of
two groups were subsequently compared.

Results: CGM data analysis showed significantly lower average Sensor Glucose (SG) , 72+1.3 vs. 8.2+17
mmol/l, p=0.04, and estimated HbA,_, 6.1+0.7 vs. 6.8£11%, p=0.02, in Group A patients.

We also report three cases of ketosis, proved by elevated capillary B-hydroxybutyrate concentrations.
Pathophysiological link between frequent hypoglycemia rates (Six patients without insulin treatment (11.5
% in total CGM group of 52 patients)) and ketosis development (Three patients (2.2% in total cohort of 136
participants)) was suggested.

Conclusions: More frequent than previously reported rates of hypoglycemia and ketosis were discovered
in patients taking SGLT2 inhibitors. Pathophysiological link between the two conditions is assumed. More
studies are needed to confirm our hypothesis.
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Based therapy.
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PE3IOME

AKTYQNbHOCTb UCCNEedoBAHVS: ocnenHme MCCNenoBOHMS MOKO3AIM 3aMEUATENBbHYIO CMOCOOHOCTb UHMMOW-
TOPOB HATPUIA-TTKOKO3HOTO KOTRAHCMopTepa-2 (SGLT2i) CHXATh CepaeUHO-COCYAMCTYIO 3060/EBAEMOCTb U
CcMepPTHOCTb. OAHAKO PEarbHbBIE AOHHBIE W PE3YNETATHI PSAC APYMMX MCCNEAOBOHMM, MO-BUOVMOMY, MPOOTVBOpE-
YOIT STUM MOCHINOM, YKOBIBAS HOl BO3MOXHOCTH CEPbE3HBIX MOGOUHBIX 3 dexToB. Ketoaumnos (KA) octaercs oaHim
113 COMBbIX OMACHBIX OCTTOXHEHMIA, MOKA ELLIEe He [0 KOHLIO M3yHeHHbIX. Bce BbiLenepeumcrieHHoe CpoqHO TpedyeT
OAHHBIX 0EANBHOM MPAKTUKM, KOTOPBIE MOTYT MPOMMTL CBET HO MOGOUHbIE 3PPEKTLI STOFO HOBOMO CEMENCTBA OH-
TUANOBETUHECKMX MPENTPATOB.

Llens: MayumTb pearnbHbie MOoKAsaTeny rnormkeMiand 1 ketosd (K) y naumeHTos, MPUHAMOBLLMX UHMMGUTOPSI
SGLT2i, Mcronbayst HEMPEPbIBHBI MOHUTOPUHI rTokoabl (CGM) 1 MaMepeHUs B-rapoKCHBY TUPATA B KOMMIISOHOM
KIooBM.

MeTombl: Mbl COOBLLGEM O PE3YETATAX ABYXIIETHErO PETOOCTIEKTUBHOMO GHAM3A 136 MALMEHTOB C COXAPHbLIM
avoéeTom 2 Tna (T2DM), Bcex (100%), nonyuaBLUMX NedeHmne MHMEMTopamMi SGLT2i B COHETAHMM C METGOPMUHOM
(MT) 1 MeThopPMUHOM C Tepanmen Ha ocHoBe MHKPETUH (MT-IBT). 3arc CGM Bbinm caenaHsl y 52 denosex. Y
9 naumeHTos (rpynna A) bl 06HAPYXeHbI noaTeepxaeHHble CGM runormkeMmyeckmne anmsofbl. Y OCTArTbHbIX
43 naupmeHTos (rpynna B) runorvkemMinn He Gbi1o OBHAPYXEHO. 3 NAUMEHTA 13 rpyrsl A 1 T1 13 rpynnbl B Takxe
MOMYHOI HeGOosbLLIME O03bl 6AZANBHOMO UHCYIMHA NPV MOCTYMIIEHN; MO3OHEE MHCYIIMH Oblf1 OTMEHEH Y BCEX Mal-
LMEHTOB rpynmbl A 1 7 NAUMEHTOB rpynnbl B. 3aTeM 6bln COMOCTaRNEHbLI OCHOBHbIE XOROKTEPVICTUKM ABYX MoyrmM.

PeaynstaTsl: AHanma AaHHBIX CGM MoK AOCTOREHO GOMnee HM3KOE CpeaHee COOEPXOHME MIOKO3bl MO CEH-
copy (CT) - 72+13 npotvs 8,2+1,7 MMorib/ 1, p=0,04, 1 pacHeTHbIn yposeHb HoAlc-61+0,7 npotve 6,8+11%, P=002 y
MAUVEHTOB rpynnbl A. Mbl TOKXe COOBLLGEM O TPEX CIyHOSIX KETO30, MOATBEPXAEHHbIX MOBBILLIEHHbBIMM YOOBHS-
MW KQMMAASIOHBIMK YOOBHSMM B-TVAOOKCUOYTURATA B KAMMAISIOHOM KPOBW. YCTOHOBIEHA NATO(M3MONOrMUecKas
CBA3b MEXy YOCTOTOM MUMOMIMKEMI (6 NALMEHTOB 6e3 MHCYNHOTepanum (115% B obLuern royrnne LIMM 1s 52 na-
LIMEHTOB)) M pasB1TUEM keTosd (3 naumeHTa (2.2% B oLuen koropTe 13 136 YUACTHUKOB)).

BoiBodp!: Bonee uacTble, Hem COOBLLANOCH PAHEE, MOKAZATENM MUMOMIMKEMUN 1 KETO3C GblN OBHAPYXEHbI Y Ma-
LIMEHTOB, MPUHMMOBLLIMX MHMMEWTOPLI SGLT2. MpennonaraeTcs NoTopranonoryeckas Ces3b MeEXay TMMM OByMS
COCTOSHVAMU. L1119 MOATBEDXASHNS HALLEM MMNOTE3bl HEOOXOOMMbI AOMONHUTENBHBIE MCCEAOBOHMS.

KJTIOYEBDIE C/IOBA

COXApHbIK OMAGET 2 TUNA; MHIMOUTOPBI HATPWIA-TMKOKO3HOIO KOTPOHCMOPRTEPA-2; KETOALMAOS; KETO3;
6eTA-TUAPOKCUOYTUPAT; HEMPEPBIBHBIN MOHUTOPUHI MIHOKO3bI; TUIOMMKEMUS; TUNOUHCYSIHEMUS, TePO -
nMga HO OCHOBE MHKDETUHOB.
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BACKGROUND

The data of the EMPA-REG study came as a surprise for
those who expected the results to be more modest.
Indeed, most researchers are puzzled as to the actual
reasons for such a high efficacy. However, reallife
data and the results of several other studies seem to
contradict these outcomes, pointing out possibilities of
serious side effects, such as renal impairment, urinary
tract and genital infections, ketoacidosis (KA), and
even toe amputations[3-10]

Sodium-glucose cotransporter 2 inhibitors (SGLT2i)
are arelatively novel class of antidiabetic medications.
Latest studies have shown their remarkable ability
to decrease cardiovascular morbidity and mortality,
while significantly reducing body weight and glucose
levels[1, 2].

Recent publication indicates SGLT2i at least double the
risk of ketoacidosis (KA) [11].
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Figure 1(a) The Gravicentric Algorithm for Diabetes Treatment (uplated and corrected).
SGLT2 - Sodium - glucose co-transporter 2 inhibitors; GLP-1 - Glucagon - like peptide-1
CSII - Continuous Subcutaneous Insulin Infusions (pump therapy); MDI - Multiple Daily
Injections; Mt - Metformin; MT-IBT - Metformin + Incretin-Based Therapy; OAD - Oral
Antidiabetic Drugs; Delta - Difference between basal and current measurement; Psysiolog-
ical doses of basal Insulin <0.4 U/kg; Psysiological doses of Total Daily Insulin <0.6 U/kg;
Growing parameter; <> Stable parameter

Five “No” Rule:

« No cascade “add-on” therapies to obese (overweight)

patient with a positive weight balance (progressive weight gain)

« No weight gain allowed regardless the type of treatment

« No prescription of pro-energetic agents

« No chronic insulin therapy for morbidly obese patient

« No supra-physiological doses (more than 0.5-0.6 U/kg of

current body weight) of insulin.

Puic. 1 (a) [paBowieHTpIdecKiit a/ropuT™ iedeHist fyabera (JONOMHeHHbII 11
vcnpas/ieHHbIiT). SGLT2 - MHrMOMTOpbI HATPYEBO-T/IIOKO3HOTO KO-TpaHcroprepa 2; GLP-1
- IJIFOKArOHOTIOOOHBII rerTu-1

CSII - HenpepbIBHbIE MOAKOXKHbIE MHY3MM MHCY/MHA (TIoMIIoBast Teparis); MDI

- MHOTOKpATHbIE ©XKe[JHeBHbIe MHbeKLyy; Mt - Merdopmyts; MT-IBT - Teparmist
MetopmyHOM + vHKpetnH; OAD - riepopaibHble IIPOTHBOa0e TIHECKIIe [IPENapaThl;
[lerbra - pasHimLia MeXKTy 6asa/IbHbIM U TEKYILIM V3MepeHyieM; [IcyXomoryeckite 103bl
GasaybHOro MHCymHa <0,4 ext / Kr; [Icnxomnorideckyie f03bI OOILEro CyTOYHOTO MHCY/IMHA
<0,6 e/ kr; Parameter pacTyumit mapametp; <> CraGi/IbHBbIii IIapaMeTp

IIpaBuno msarm «HeT»:

» Het KacKa/THOVI «JOIIO/THUTE/IBHON» TepaIy OXKMPeHyis (M30bITOUHBLI BeC)

TTAIVEHT C IO/IOKITENMbHBIM 6a/TaHCOM Beca (ITPOrpeccUBHOE YBE/IYeHNE Beca)

« He fioryckaeTcs yBe/mdenvie Beca, He3aBJCVMO OT THIIA JIEYCHNS

« Her perjerrra mposHepreTIUecKyX areHToB

« Her XpoHidecKoit MHCY/IHOBOI TepaImy 1A MALMEHTOB C IATOTIONMYeCKIM
OKIpeHIeM

» Huxakux Hapdmsmonorndeckux o3 (6ornee 0,5-0,6 En / kr

TeKYIIIas Macca Tela) MHCY/IVHA.

Consider MDI or CSII

Remember the "Five

Increased fracture risk is another concern clinician
should be aware of. In September 2015, the FDA has
issued a safety warning specifically noting increased
risk for fractures in patients receiving Canagliflozin[15].
Although the warning was limited to just one drug, the
FDA notes that they are continuing to evaluate the risk
for bone fractures with other drugs in the SGLT2i class.

As for hypoglycemia occurrence, it was suggested
that SGLT2i per se do not cause it, until combined with
some well-known hypoglycemic agents like Insulin,
Sulfonylurea or Glinides. As for a combination of SGLT2
with anti-hyperglycemic agents like GLP-1analogues,
Metformin, DPP4 inhibitors etc., SGLT2i were claimed
"hypoglycemia - safe""[16-18]. All of the above urgently
requires real-practice data, which may shed some light
on those not fully understood effects of this novel anti-
diabetic drug family[19].

Primary objectives

The aim of the study was to investigate the realife
rates of hypoglycemia and ketosis (K) in SGLT2i- treated
patients with Continuous Glucose Monitoring (CGM)
and capillary blood B-hydroxybutyrate measurements.

Secondary objectives

To reveal the factors predisposing to Hypoglycemia
and Ketosis development

Methods
Study design

We provide one-center retrospective-controlled pilot
clinical trial. The overall design of this study presented
on Figure 1b.

Participant's selection and groups forming

Inclusion criteria. For primary evaluation, we have
included medical records of all 136 T2DM ambulatory



patients in our institute, who were treated with SGLT2i
from August 2014 to August 2016, when retrospective
analysis was completed. Of those, medical records of
52 patients who performed a routine CGM on SGLT2i
therapy were separately assessed. Hypoglycemia was
routinely defined as reduction of Sensor Glucose (SG)
below 70 mg % (3.9 mmolll).

Exclusion criteria. Patients were not included in the
study if the following criteria were met:

e type of diabetes other than T2DM;

e severe intercurrent diseases like infections,
systemic connective tissue diseases, renal failure with
glomerular filtration rate (GFR) less than 50 ml/min,
severe chronic heart failure; liver insufficiency; severe
respiratory malfunction; active stages of cancer;

e age less than 30 years at a moment of starting
SGLT2i (as to prevent accidental type 1 diabetes (TIDM)
inclusion);

e hospitalized patients.

The subgroup of patients with CGM-confirmed
hypoglycemia was allocated. Collected data were
subsequently compared between the two patient
groups:

e Group A - "Hypoglycemia" - 9 patients;

¢ Group B-"Non-hypoglycemia" - 43 patients.

In order to further confirm the impact of SGLT2i in
hypoglycemia development we compared the sensor-
derived hypoglycemia Time-in-range (hypo-TIR) in
group “A” with the hypo-TIR in the control group.
Patients of control group were not the members of 136
patients of our study cohort and were analyzed from
the data of parallel study (the paper is pending) and
included all patients who performed CGM in this study.
Of note, the patients of this control group were treated
according to the very same (Gravicentric) treatment
algorithm and by the same medical stuff (Figure 1a).
Moreover, all of them have reached the same estimated
HbA1c level of <7,0%, but without implementation of
SGLT2i, which is generally prescribed in our institute
as a third-line therapy (when Metformin and Incretin-
based therapy only partially succeed).

The subgroup of three patients who developed ketosis
was analyzed separately. Forth case of severe KA (after
study closure) will be reported later in this paper.

Study endpoints

As the primary endpoints we evaluate a real-life
and precise rate of hypoglycemia events derived as
hypo-TIR on CGM, and a real-life and precise rate
of ketosis derived from regular measurements of
B-hydroxybutyrate in capillary blood.

Medical interventions protocol
endpoints registering methods

and study

Treatment program for all study participants as well as
for control group of patients was based on our recently
updated Gravicentric (Energetic) (in opposite to
Glucocentric) approach, where reduction of patient's
weight (Gravis, Lat. - heavy) through restoration of

Medical records of all 136 T2DM patients in our institute who
were treated with SGLT2i from August 2014 to August 2016
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Group A. * CGM-
confirmed hypoglycemia
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Hypo-TIR in Group A
compared to Hypo-TIR of a
control Group**

Comparison

Comparison

energy balance is of the highest priority (fig. 1a). Our
therapeutic approach is based on several fundamental
points (all of them were published previously)
[20,21,22]. Thus, study patients were treated with
Metformin, dipeptidyl peptidase 4 (DPP-4) inhibitors
or GLP-1 (glucagon-like peptide-1analogue, Liraglutide).
This is so-called, Mt-IBT (Metformin plus Incretin-
Based Therapy) approach. SGLT2i was added later on.
Eleven of 52 patients (25.6%) with no hypoglycemia at
CGM and three patients (33.3%) in whom hypoglycemia
was revealed, were treated with small amounts of
additional basal insulin (an average dose of 25.6 U/
day) at the moment of CGM recording. These patients
were initially treated by Multiple Daily Injections
(MDI) of insulin at the time of admission to our clinic.
In these persons, Mt-IBT (Metformin plus Incretin -
Based Therapy), and later on SGLT2i, were started as
addition to intensive insulin therapy in order to bring
about weight reduction along with de-escalation of
insulin treatment. Indeed, insulin dose was significantly
reduced and multiple daily injections (MDI) were
soon substituted by only one injection of basal insulin.
Subsequently, the insulin treatment was completely
discontinued in three patients of Group A and seven
patients of Group B.

CGM. Our institute practices routine professional
'blind"  Continuous Glucose Monitoring (CGM)
recordings (iPro®, Medtronic, USA) in all types of
diabetes patients. We consider CGM to be the "ECG of
diabetes" and recommend its performance to every
diabetes patient, especially in those who change their
treatment program. Unfortunately, professional CGM
has not yet been approved by our health funds as a
routine medical procedure for T2DM patients. Hence,
patients are forced to perform CGM recordings at their
own expense. Therefore, we carry out CGM recordings
only in some of our T2DM patients.

|

.t

Group B.* No Hypoglycemia

(n=43)

Control group of parallel study.

e- HBAIC level S 7%, due to the same
treatment algorithm, but without
imolementation of SGLT2i

Figure 1b. Study design. All patients
were treated with the help of the same
therapeutic algorithm (see the text for

further explanation).

*CGM - derived data from Group
A and Group B were compared
statistically.

** In order to further confirm the
impact of SGLT2i in hypoglycemia
development we compared the
sensor-derived hypoglycemia Time-
in-range (TIR) in group A with the

TIR in the control group. Patients of

control group were not the members
of 136 patients of our study cohort
and were analyzed from the data of
parallel study. They have reached the
estimated HbA, level < 7%, due to
the same treatment algorithm, but
without implementation of SGLT2i.

Pucyrok 16. [lu3ailH ncCIefOBaHIA.
Bce nateHThI JIEYCh C IOMOIIIBIO
OJJHOTO ¥ TOTO K€ TEPAIIEBTIYECKOrO
azropurma (cm. Texer st
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* Mannbie CGM, nomydenHble

3 TPyIIIBI A V1 TpyTIIBI B,
CPaBHIBA/IVICh CTATVCTIYECKIL.
Y106l JOMOTHATETHLHO
nopTBepayTh BivstHye SGLT2i

Ha pa3BI/ITI/Ie TUIIOIJINKEMN I, Mbl
CPaBHIIV BPEMEHHYIO IITKa/Ty
TUIIOITINKEMI, BI)ISBaHHyIO
narankoM (TIR) B rpymie A, ¢ TIR

B KOHTPO/IbHOIA rpyriie. IlarpenTor
KOHTPOJIBHO IPYTIIbI He 6bU
wreHamyt 136 TaIeHToB Hallen
TPYTIIBI MICCTIEOBAHIEA U ObIIN
TIPOAHA/IMSYPOBAHBI 11O JAHHBIM
ITAPAJIIETIBHOTO VICC/IEOBAHIIS.

OHM IOCTUI/IV TTPETIONATaeMoro
yposust HbA,_<7%, 6maromaps
TOMY >Ke a/ITOPUTMY JIedeHst, HO 6e3
nipymveHernst SGLT 2.
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Figure 2 (A) Average SG (mg %)
in Groups A (Hypoglycemia)
and B (No Hypoglycemia).
Sensor Glucose (SG) in mmol/I:
7.2+1.3 vs. 8.2+1.7 mmol/l,
p=0.04. Student’s T-test.

PricyHok 2 (A) Cpeppnit
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runorviKemuit). CeHCopHast
mokosa (SG) B MmMonb / 11: 7,2 +
1,3 mpotus 8,2 + 1,7 Mmmornb / 11,
p = 0,04. Crynenyeckmii T-tecr.
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Hypoglycemia  assessment. Hypoglycemia was
routinely defined as reduction of Sensor Glucose (SG)
below 3.9 mmol/l during the CGM-period.

Ketosis assessment. Virtually every T2DM patient
starting SGLT2iin our institute receives a kit to measure
B-hydroxybutyrate concentration in capillary blood
(Free Style Optium, Abbott, USA). The evaluation of
ketosis relies on routine conventional gradation of
B-hydroxybutyrate concentration:

¢ <0.6 mmol/l - a normal blood ketone value;

¢ 0.6-1.5 mmol/l - indicates that more ketones are
being produced than normal, (test again later to see if
the value has lowered);

0 T

Figure 2 (B) Estimated HbA, levels
in groups A (Hypoglycemia) and B
(No Hypoglycemia) and estimated
HbA,_ -6.120.7 vs. 6.8+1.1%,
p=0.02, Student T-test.

Pucynok 2 (B) Ouenentbie
yposrn HbA, B rpyrmax

A (runormkemus) u B

(6e3 rumormmKeMun) 1
npenronaraembit HbA | -6,1 +
0,7 mpotus 6,8 + 1,1%, p = 0,02,
Crynenyeckmii T-Tecr..

* 1.6-3.0 mmol/l - a high level of ketones and
could present a risk of ketoacidosis (KA), (it is strongly
recommended to contact healthcare team for advice);

¢ >3.0 mmol/l- a dangerous level of ketones, which
will require immediate medical care.

We ask our patients to measure their capillary
B-hydroxybutyrate once a week in the morning, before
meals. Patients whose B-hydroxybutyrate levels were
over 2.0 mmol/L (performed twice) were considered to
be experiencing ketosis (K), regardless of their clinical

signs. These patients were instructed to immediately
stop SGLT2i and to inform their treating physicians.

Ethics approval

This study was carried out in accordance with the
recommendations of 'Helsinki declaration guidelines,
Human Experimentation Committee'. The protocol was
approved by the 'Human Experimentation committee',
approval number is 16-0090ASMC

Statistics

Statistical analysis was performed using SPSS software
version 23. Continuous variables are presented as
means + SD and dichotomous/categorical variables
as proportions. The normality of the distribution of
continuous variables was assessed by the Kolmogorov-
Smirnov test. If normality was rejected, non-parametric
(Mann-Whitney) tests were used. P<0.05 was selected
as the p—value for statistical significance.

Results

The main patient’s characteristics and study results are
reflected in Tables 1 and 2. A retrospective analysis of
136 files of all SGLT2i treated patients was performed.
Of 136 participants, 52 patients made professional CGM
(24 males and 28 females). The mean age was 59.4+10.6
years and mean diabetes duration was 14.8+8.5 years.
In all 52 patients, sensor data analysis was performed
routinely. Surprisingly, hypoglycemia was found in nine
patients, (17.3% of all CGM-documented cases): four
from the Dapagliflozin subgroup and five from the
Empagliflozin subgroup. Chi-square test revealed a non-
significant trend between these two medications. (p
=0.2). In Group A, three of the nine patients reported
clinical signs of mild (non-severe) hypoglycemia (none
of them received insulin) and two patients were able
to neutralize it with food. In other words, six persons
(11.5% of all CGM-documented cases) did not get any
medication, knownto belinked directly to Hypoglycemia.

Main patient’s characteristics, like mean age, mean
diabetes duration, gender, baseline HbA1c levels, last
estimated levels of HbA1c on CGM, last average Sensor
Glucose (SG), A HbA1c (basal HbA1c - estimated HbA1c),
number of patients receiving Metformin; number of
patients receiving DPP-4-i, number of patients receiving
GLP-1 analogues, number of patients receiving basal
insulin at the time of CGM were analyzed.

No differences between the groups were discovered,
besides last average SG (was significantly lower in
Hypoglycemia group — Group A, p=0.04), and last
estimated levels of HbA1c on CGM, which also was
significantly lower in patients from Group A (p=0.02).
These findings probably reflect a well - known formula: the
more precisely we control the diabetes, the more likely the
patient is to have hypoglycemia (see Fig. 2aand 2b).

Of note, Insulin was subsequently withdrawn in ten
patients (19.2%), whose glycemic control remained
excellent, in full accordance to our de- intensification
approach.[21]



Sub analysis of the ‘Hypoglycemia’ group

Out of nine patients with documented hypoglycemia,
presence of hypoglycemia in three Insulin-treated
patients was not surprising and could likely be
attributed to insulin itself.

The following are examples:

In a 36-year-old woman (Patient 3 in Table 3),
Dapagliflozin was started as part of the insulin de-
intensification process. Insulin Degludec (Tresiba)
dose was reduced from 24 to only 10 units/
day. Nevertheless, patient still was able to enter
the prolonged (TIR = 4 hours and 30 minutes)
hypoglycemia with minimal Sensor Glucose (SG) of
50 mg %. These hypoglycemic events completely
resolved after insulin withdrawal.

A 69-year-old patient (patient 4 in table 3), showed
prolonged hypoglycemia on combined therapy (Mt-
IBT + SGLT2i plus insulin Glargine at the dose of only
20 unites per day). After insulin discontinuation, no
hypoglycemia was found. See Figures 3a and 3b.

These examples demonstrate the impact of very low
doses of insulin on hypoglycemia development. Those
patients clearly had no insulin resistance (IR) at the
time of CGM recording. Otherwise, it would be difficult
to explain hypoglycemia development on a dose of
insulin, which comprises only 0.42 to 0.83 units per
hour on average.

While hypoglycemia in insulin-treated patients,
even at very low such doses, did not come as a
surprise and was apparently linked to insulin itself,
it was unexpected to observe hypoglycemic events
in non-insulin treated patients. Thus, in six patients
(11.5% of a total CGM group), despite the absence of
hypoglycemic therapies like insulin, sulfonylurea, or
Glinides, hypoglycemic events occurred.

Interestingly enough, in three patients, clinical
manifestations of hypoglycemia were observed.
Two of them were able to control the hypoglycemic
attacks with food. In one patient (patient 1 in
table 3), hypoglycemia was manifested by night
perspirations. Since this patient did not link these
signs to hypoglycemia, no intervention was done.
All of the above raised our suspicion regarding
the impact of SGLT2i per se on hypoglycemia
development.

Figure4 addresses patient1in Table 3and demonstrates
CGM chart of 66-year old patient, who suffered from
T2DM for 10 years. Before CGM recording, this patient
was treated constantly with Linagliptin 5mg/day
and Metformin 2000 mg/day. Recently Dapagliflozin
10 mg/day was added to background therapy. The
patient referred to our clinic because of newly
appeared perspirations at nights. The CGM recording
indicates prolonged hypoglycemic episodes, which
most probably are the source of his newly appeared
symptoms.

Avg SG: 129 mg/dL

Estimated A1C": 6.1% calculated from SG values
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Figure 5 demonstrates a CGM chart of 71-year old man
suffering from T2DM for last 12 years (Patient 5 in table
3). He is constantly treated with Metformin 2550 mg/
day, Liraglutide 0.3mg/day and Empagliflozin 10 mg/
day. Clinical manifestations of hypoglycemia (5 % of
time, 4 hours and 40 minutes) appeared after elevating
the dose of Empagliflozin from 10 mg to 25 mg/day and
were well-documented at CGM - recording. When the
Empagliflozin dose was adjusted back to 10 mg/day,
hypoglycemia disappeared.

It has to be summarized, that in some patients
hypoglycemia comprised up to 7% of TIR. The average
Hypoglycemia TIR for all nine patients was 3,5%, at
some patients blood sugar got lower than low limit of
sensor functional capability (less than 40 mg%), three
patients had clinical signs of low blood sugar, none of
them on insulin therapy.

Avg SG: 181 mg/dL
previous avg SG 180 mg/dL on 26/10/2016

Estimated A1C": 7.9% calculated from SG values

Figure 3(A). Patient 4 in Table 3:
Prolonged hypoglycemia, time in range
7 hours, 20 minutes (5%), minimal SG
49 mg %, in 69-year-old female. Before
adding Empagliflozin 10 mg/day, the
insulin dose was adjusted from 42 units/
day in 4 injections to 20 units/day of
Glargine only; Liraglutide 0.3 mg/day
and Metformin 850 mg x 3/day
Pucyrok 3 (A). ITarment 4 B Tabmmtie
3: JlymTenbHas TUITOTIVIKEMIAS,

BpeMs B MHTepBajie 7 4acos, 20

MuHyT (5%), MuHIMaIbHbI SG 49
Mr%, y 69-neTHeit sxenumublL. [eper
nobasnenyeM ammarmdnosnxa 10 mr /
JieHb JI03y MHCY/IHA KOPPEKTUPOBAIN
C 42 enyHni / ieHb B 4 MHBEKIN

110 20 emyHMIL / IeHb TOMTBKO

Glargine; Juparmytup 0,3 Mr / fieHb 1
Metdopmut 850 Mrx 3 / ieHb
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Ketosis development

Three patients (2.2% of total cohort, 136 patients)
demonstrated ketosis development according to the
B-hydroxybutyrate measurement in the blood. All
three received Empagliflozin (see Table 4).

First patient. A 59-year old man, suffers from a
long-standing (20 years at least) untreated and
uncontrolled T2DM. Ketosis appeared 3 weeks

Figure 3(B). Patient 4 in Table 3: Empagli-
flozin 10 mg/day, Liraglutide 0.3 mg/day
and Metformin 850 mg x 3/day contin-
ued. Insulin stopped. No hypoglycemia.

Pucynok 3 (B). ITarment 4 B

Tab/mne 3: amrarmdyiosus 10 mr/
IeHb, party Ty 0,3 Mr / ieHb 1
meropmH 850 Mrx 3 / ieHb. Vucymn
npexparwicst. Her rumormkemmm.
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Figure 4. Patient 1 in Table 3: Daytime and nighttime hypoglycemia (7% of time, 9 hours and 15 minutes),
in 66-year-old-man, who's suffered from diabetes for the last 10 years. Patient was treated constantly with
Linagliptin 5mg/day and Metformin 2000 mg/day. Recently Dapagliflozin 10 mg/day was added. Com-
plains of newly-appeared perspirations at nights.

Pucynok 4. Ilanment 1 B Tab/miie 3: JHeBHasI 1 HOYHas rurorkemust (7% BpemeHy, 9 yacos u 15
MIHYT), ¥ 66-7IeTHEr0 MY>X41HbI, KOTOPBIiT CTpafa oT fmabeTa B TedeHye nocaentux 10 et. ITanventa
TIOCTOSIHHO JIUV/IN IMHATIAIITIHOM 5 Mr / cyT 11 MeThopmmtzom 2000 mr / cyt. HeraBHo 6511 l06aB/IeH
manarmdyiosut 10 mr / cyt. JKamyeTcst Ha BHOBb IOSIBUBLIECS IIOTBI [0 HOYaM.
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Figure 5. Patient 5 in Table 3: Hypoglycemia in a 71-year-old patient whos had T2DM for the last 12 years.
Clinical manifestations of hypoglycemia (5% of time, 4 hours and 40 minutes) appeared after elevating
Empagliflozin dose form 10 mg to 25 mg/day. Metformin 2550 mg/day was continued. Patient reported
clinically manifested hypoglycemia after first days of CGM recording. The Empagliflozin dose was adjusted
back to 10 mg/day and hypoglycemia disappeared.

Pucynok 5. ITaument 5 8 Tabmuie 3: Inmorymkemus y 71-1eTHero nanpenTa, y koroporo 6suta T2DM B
TeyeHye nocnefHux 12 net. Kmiumnyeckue npossnenns runormvikemmn (5% BpeMenw, 4 yaca v 40 MYHYT)
HOSIBI/IVCH HOC/IE TIOBBIIIEHYIs 103bI sMIarmdosnta ¢ 10 o 25 mr / genb. Metdopmus 2550 mr/ cyT
npopo/pKancs. [TarmeHT coo6LIT O KIIMHNYECKN BHIPKEHHO! TUIIOI/IMKEMI TI0C/Ie [IEPBBIX AHel
perucrparyt CGM. Jlosa ammarmdriosnta 6bia josefieHa 10 10 Mr / Cy'T, 1 IUIIOI/IMKeMIsI YICUes/Ia.

after discharge from the hospital, where coronary
artery bypass grafting was done. While hospitalized,
this patientreceived a very intensive insulin therapy,
4-5 injections per day, at average daily doses of 54-
63 units (including basal insulin). After successful
operation, patient started losing his weight due to
low - carbohydrate diet and his insulin resistance
rapidly disappeared. Few days before his discharge
from the hospital his treatment was completely
switched from insulin to Mt-IBT combination with
a satisfactory glycemic control. In a trial to add
on an Empagliflozin at the dose of 10 mg/day only

resulted in appearance of ketosis (Concentration of
B-hydroxybutyrate = 2.1 mmol/l). This patient most
likely did not have time to develop clinical signs of
KA and no manifestations of KA were noticed. He
stopped Empagliflozin immediately in accordance
to our recommendations and renewed it at the
dose of 5 mg/day after several weeks, when his
B-hydroxybutyrate level returned to be normal. His
glycemic control remained satisfactory that entire
time.

Second patient. 70 — year old female, who have been
suffered from T2DM for 38 years. From her past:

Patient have been treated by Multiple Daily Injections
of Insulin (MDI)for 33 years. For the last 4 years — by CSlI
(insulin pump) therapy. Total daily insulin dose (TDI) =30
U/day. Subsequently, and according to our Gravicentric
approach, insulin therapy was gradually stopped.
Patient continued her treatment by Sitagliptinioo mg/
day, Metformin850 mg x 3/day. Empagliflozin 10 mg/
day was added later on. Her glycemic control was ideal,
with estimated HbA1c of 6.1% on CGM. Two month later,
in spite of the good glycemic control and without any
insulin therapy, weakness and fatigue has appeared as
a possible clinical sign of KA. Her B-hydroxybutyrate
concentration revealed to be 2.0 mmol/l.

She immediately stopped Empagliflozin and renewed
it a month later, while her B-hydroxybutyrate levels
returned to be normal. After K development, basal
insulin of 10 U/day was added. Diabetes control
remained very good.

Third patient. A 66-year old female, who has been
suffering from T2DM for thelast 20 years. From her past:
patient has been treated by Multiple Daily Injections
(MDI) of Insulin for 10 years. She has been referred
to our clinic due to a combination of uncontrolled
diabetes, metabolic syndrome and recently discovered
cancer of abdominal cavity (the primary source was
unknown). She reacted very well to chemotherapy with
disappearance of her abdominal masses. Nevertheless,
her T2DM remained uncontrolled. Mt-IBT (Liraglutide)
were started and insulin was completely withdrawn
in several weeks. Empagliflozin 10 mg/day was added
later on.

She continued her follow — up at institute of oncology,
whereas no cancer progression was noticed. She
used to stop GLP-1 therapy while receiving the
repetitive courses of chemotherapy because of gastro
— intestinal side effects. At some point, on routine
course of chemotherapy for stable cancer, which
provoked anorexia and very low carbohydrate (CHO)
consumption, she developed nausea and vomiting. Her
B-hydroxybutyrate concentration was revealed to be
2.3 mmol/l. Empagliflozin was immediately stopped.
Subsequently, her B-hydroxybutyrate level returned to
be normal and clinical signs disappeared.

Afterward, she was treated with Mt-IBT for years
while her glycemic control remained satisfactory.
Eventually, her diabetes reached the remission and her



glycemic control remained good on Metformin only.
Empagliflozin has never been renewed.

In order to substantiate our suspicion of SGLT2i —
provoked hypoglycemia, we studied all CGM -
recordings of all T2DM patients in our institute. Eleven
CGM recordings of patients who passed the step-by-
step therapeutic de-intensification from multiple insulin
injections - up to insulin discontinuation (achievement of
HBA1C < 7% was stated as a main criteria) were found.
We used this data as a control. Of note, patients of
both groups (study group and control group) were
instructed and followed - up identically by the same
medical staff and the same dietitian, with the very
same recommendations regarding low — carbohydrate
diet and physical activity. Both groups had an identical
therapeutic approach with intention to lose weight
in order to achieve the best glucose control and de-
intensification of therapy. Indeed, patients of both
groups had reached a very good control with average
HBA1C well below 7%. There was no difference between
degree of HBA1C reduction attained in both groups. It is
particularly interesting to note the impressive difference
in hypoglycemia occurrence in SGLT2i- treated group,
routinely defined as Time-in-Range (TIR) below 70 mgZ%.
Given a study group was treated with Mt-IBT plus SGLT2,
while control group — by Mt-IBT only, most probably,
this phenomenon could be attributed to the effect of
SGLT2 per se or specific effect of combination of SGLT2i
with other glucose - lowering medications (mainly—
Mt-IBT), see Table 5.

DISCUSSION

All study participants were treated according to our
energetic (Gravicentric) concept and algorithm,[20-22]
where patient's weight reduction is of the highest
priority.

Given the fact that progressive weight gain is a
"natural history" of T2DM,[23] it becomes clear that

SGLT2i

AV4

Daily leakage of hundereds of kilocalories

A4

Disappearance of insulin resistance on hyperinsulinemia background

<

Prolonged and reucrrent Hypoglycemia, Elevation of Glucagone and Insuin supression

N

Glycogen store depletion

<

Shifting of Gluconeogenesis From Glycogen to Fat sources

.

Ketone bodies production

the so-called "weight-neutral” medications, like
DPP4-i or AGI, are actually weight lowering. As a
part of our concept, we refrain from using "pro-
energetic" medications (Sulfonylurea; Glinides;
TZDs; high doses of insulin) in T2DM. That is why
none of the participants of this study received these
drugs. As for insulin, we managed to combine it with
energy-wasting medications, like Metformin, GLP-
1 analogues; DPP4-; SGLT2i etc. This is in order to
cause therapeutic de-escalation and in some cases,
even diabetes remission. The latter, according to our
data, may comprise up to 13% and probably does not
directly depend on disease duration.[24]

SGLT2i cause the daily leakage of hundreds of
kilocalories [20, 27, 28], significantly improving
metabolic health by restoring proper energy balance
and facilitating body weight reduction, thus probably
saving patients' lives. In the EMPA-REG study, the
difference in the primary endpoint was mainly driven
by the 38% relative risk reduction of CV death.[1] While
the therapeutic benefits of SGLT2i prevail over its side

Figure 6. The proposed
mechanism of KA development
through hypo-insulinemic
hypoglycemia.

Pucynoxk 6. ITpenmonaraembrit
MexaHusM passutus KA yepes
FI/IHOI/IHCYHI/IHCMM‘{CCKY]O
TUTOITIMKEMUIO.

Table 1- Main results: total
cohort of 136 T2DM patients
* Of those, 1 patient received

basal insulin;
** Of those, 2 patients
received basal insulin

Ta6bmuna 1 - OcHOBHbBIE
Ppe3y/IbTaThl: 001ast IPyIIa 13
136 mauentos ¢ T2DM

* V3 Hyx 1 manmeHT nomryyan
6a3a/IbHBIIT VHCY/INH;

** I3 Hux 2 manyenTa
HOTy4amu 6a3a/IbHbIil MHCYINH

Patients wh? reﬁ:ewed Patients wh? ret':elved Total cohort with SGLT 2
Dapagliflozin Empagliflozin N (%)
N (%) N (%) )
Total N 49 87 136
Performed CGM 13 39 52
With Without With Without With Without
Hypoglycemia hypoglycemia hypoglycemia hypoglycemia Hypoglycemia hypoglycemia
4 (30.8 %) 5(12.8%)
Of those, Of those,
Performed CGM 1 patient 9692 %) 2 patients 34812 %) 9 (17.3%) 43 (82.7%)
received basal received basal
insulin insulin
Ketosis development
according to
p- hydroxybutlrt.:te 3 (100%) 3(2.2%)
measurement in
capillary blood
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Table 2- Patients’ basal char-

acteristics and a comparison
of the “Hypoglycemia” and
“Non - hypoglycemia” groups
* Basal HbA, - is the last
laboratory HbA_performed
before CGM recording;

** Estimated HbA| - isa
CGM-derived HbA ;

A HbA, = Basal HbA | -
estimated HbA ;

P p<0.01

Tabnuua 2. OCHOBHbIE
XapaKTepPUCTHKY MALVEHTOB
U CpaBHEHMe IPYIIIT
«[umornmukemus» n «He
TVOIIVIKEMILS»

* Basampupiit HbA, -
TOCTIeIHMIT 1Ta6OPaTOPHBIIL
HbA, , BBITIOTHEHHbITT TTeper
samcpio CGM;

** Pacuetnprit HbA - a10
nponsBogHblit oT CGM
HDbA ;

** A HbA, = basanbubrit
HDbA, - pacuernbiit HbA ;
k%% p <0,01

effects, it seems to have become one of the most
promising medication classes in T2DM.

As shown in Table 2, virtually all our patients were
treated with a combination of Metformin and Incretin-
Based Therapy (Mt-IBT), while SGLT2i were usually
added later on, as a third step. This therapeutic scheme
was also applied in 14 (26.9%) patients initially treated
with multiple daily injections (MDI) of insulin. This
approach allowed the de-intensification of insulin
therapy in parallel with weight reduction. In these
patients, short-acting insulin was stopped first, while
SGLT2i were added at the stage of a single injection
of basal insulin with substantially reduced total daily
insulin (TDI) dose. With this kind of approach, further
de-escalation of treatment has been successfully
provided. Insulin was later withdrawn in 10 diabetes
patients, comprising 7.4% of total cohort (136 T2DM
patients) and 71.4% of all insulin-treated patients. Four
patients (28.6% of insulin-treated patients) remained
on low-dose basal insulin therapy. This data, in
concordance with other studies, showed an almost
50% reduction of insulin requirements when SGLT2i was
added and could be attributed to a rapid disappearance
of insulin resistance (IR), due to development of a
negative energy balance.[27] Disappearance of IR
already in first 24 hours of SGLT2i implementation was
also shown in studies of De Fronzo.[18]

Later on, patients were divided into those whose CGM
demonstrated hypoglycemia episodes (Group A) and
those without hypoglycemia (Group B). In 3 (33%)
Group A patients and 11 (26.9%) Group B patients,
CGM was performed on basal insulin background (See
Table 2). There was no difference between the groups
in terms of age, sex, diabetes duration, and baseline
HbA1c.

Time, spent in hypoglycemia range (Hypoglycemia
TIR) was 3.53% on average in Group A and with no
hypoglycemia episodes in Group B. Our attempts to find
predisposing factors for hypoglycemia revealed mean
SG and estimated (sensor-derived) HbA1c as the only
significantly diverse parameters (see Figures 1a and b).

This data comes in accordance with a well-known
statement, which claims the stricter the diabetes control,
the more likely the patient is to have hypoglycemia.
[28, 29] This point was confirmed in our study, where
the strictest glycemic control was linked to significantly
higher hypoglycemia rates. Nevertheless, a control group
(without SGLT2i) comparison indicates the impact of
SGLT2 per se on hypoglycemia development (see Table 5).

While it was not surprising to observe hypoglycemia on a
combination of Mt-IBT + SGLT2i with insulin (even at low
doses of the last), it was unexpected to see hypoglycemia

Total CGM Group A Group B P
Cohort PA (Non-hypoglycemia) Avs.B
N (%) (Hypoglycemia)
Number of patients with CGM, n (%) 52 (100) 9 (173) 43(82.7) NS
Mean age, years 594+10.6 60.611.3 58.8+10.7 NS
Mean diabetes duration, years 14.8+8.5 13139 15.4%8.8 NS
Males, n (%) 24 (46.2) 6 (66) 18 (419) NS
Females, n (%) 28 (53.8) 3(33) 25(58.1) NS
Baseline HbA , % 8.2+1.3 8.0 09 8.2+1.4 NS
Last Estimated HbA,_on CGM**, % 68411 61+0.7 69410 0.02
Last Average Sensor Glucose (SG), mg/dl 148.4%30.7 1290+22.5 1519+30.6 0.04
A HbA, ***< % 11+1.3 1.7+0.67 11£1.5 0.47
BMI at admission to the clinic (kg/cm2) 349+ 6.2 348+37 351+ 53 NS
BMI at the end of the study**** 313+ 41 3142 3546 NS
Received Metformin; n (%) 52 (100) 9 (100) 43 (100) NS
Received DPP-4-i, n (%) 9 (173) 1(11.0) 8 (18.6) NS
Received GLP-1analogues, n (%) 43(82.7) 8 (890) 35 (81.4) NS
Received Basal Insulin at the time of CGM, n (%) 14 (269) 3(33.3) 11 (269) NS
Insulin was subsequently withdrawn, n (%) 10 (192) 3(33.3) 7(16.3) NS




on MT-IBT + SGLT2i combination only, knowing that
neither Metformin, nor IBT per se, or combined, result in
any significant hypoglycemia.[24, 30, 31]

Apparently, more frequent and prolonged
hypoglycemia events (as shown on CGM) could be
attributed to SGLT2i itself or to the specific effect of
combining SGLT2i with IBT and Metformin in particular,
knowing that the last suppresses gluconeogenesis,
thus probably aggravating the process of recovery
from hypoglycemia.

Wesuggestanexplanationforthisphenomenonfroman
energy-balance position. Hypoglycemia development
can be addressed to a rapid disappearance of insulin
resistance (IR) in SGLT2i-treated patients, which in turn
is the result of constant energy leakage. It could be
easily demonstrated in practice by a reduction of insulin
demands in our patients. First, with these therapies,
insulin-treated patients were able to reduce their doses
dramatically, most of them up to complete withdrawal.
In addition, as shown on the CGM recordings, even
at very low doses of basal insulin and in spite of
insulin dose adjustments, patients rapidly became
normoglycemic and even hypoglycemic. These findings
come in concordance with other works, showing insulin
resistance disappearance and propensity to diabetes
remission on very low-calorie diets and/or IBT.[32-34]
In our opinion, all this is a convincing confirmation of
IR-disappearance on energy-wasting therapy.

Providing most T2DM patients suffer from
hyperinsulinemia in parallel with IR,[35] one
may suggest rapid IR disappearance may cause

hypoglycemia. While most hypoglycemia discovered
by CGM seems to be silent and occurring mainly
at nights, there were three cases of clinically overt
hypoglycemia in our patients (none of them on
insulin). The silent night hypoglycemia may potentially
be very dangerous given patients' unawareness and
its prolonged duration: up to 7% of time-in-range in
some patients on CGM recordings (see Table 3). From
the pathophysiological point, recurrent and prolonged
hypoglycemia results in three main compensatory
reactions: first, enhancement of glucagon secretion;
second, the suppression of insulin secretion; and
third, the mobilization of glycogen from depot and
augmentation of gluconeogenesis.

Interestingly enough, Glucagon seems to be a major
player. Studies in TIDM with insulin withdrawal, suggest
glucagon has an important role in the pathogenesis of
ketoacidosis, since neither severe hyperglycemia nor
hyperketonemia developed during suppression of
glucagon with somatostatin.[36]

Alink to ketosis (K) and ketoacidosis (KA)

The term ‘Euglycemic Diabetic Ketoacidosis’ was
recently introduced, as the clinical experience of SGLT2i
implementation grows.[4] Nevertheless, the American
Association of Clinical Endocrinologists & American College
of Endocrinology (AACE/ACE) considers "Euglycemic"
diabetic ketoacidosis (DKA) a misleading term and instead
recommends the use of “DKA with lower-than-anticipated
glucose levels"[5] However, the question of how low
glucose may still be, causing KA development seems to
remain unanswered. In this paper, we intentionally avoid

Table 3- Characteristics of
patients with CGM-proved
hypoglycemia on SGLT2i

Tabmuga 3 - XapakTepucTuKm

MaIIeHTOB C

noareepxerHoit CGM
runornnkemueit Ha SGLT2i

; po slpz::r:i'; Minimal Clinical Kind and dose of | ;4 ang Kind and Kind and
ypogryce . Metformin SGLT2i dose of Basal | dose of GLP 1
range *, SG level signs of (mg/day) dose of Insulin analogue
% (Hours: (mg %) hypoglycemia DPP4-i
Minutes) (mg/day) (U/day) (mg/day)
Patient 1 70 (9:15) <40 ves 2000 DODO%'ﬂOZ'“ L'”Ogs"p““ -

. . Empagliflozin ~ Glargine Liraglutide
Patient 2 40 (555) <40 no 1700 0 0 03
Patient 3 30 (430) 50 o 1275 Dapagliflozin ~ Degludec Liraglutide

10 10 1.8

. . Empagliflozin ~ Glargine Liraglutide
Patient 4 5.0 (7:20) 49 no 2550 0 20 03
Patient5 | 50 (4:40) 43 ves 2550 Empozgs“ﬂoz'” - - -
Patient6 | 04 (035 ) 64 no 2550 Fmpagifiozn - - -
Patient7 | 50(345) 6t no 1700 Dgpg%'ﬂoz'” - - L'm?'g“de
Patient8 | 20 (115) 45 no 1275 Dapaglifiozin - - Liraglutide

10 0.6
Patient9 | 04 (025 ) 54 yes 2550 Empo%'ﬂoz'” - - L”O%'Lf‘de

*Hypoglycemia was defined as reduction of SG (Sensor Glucose) below 70 mg %.
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Table 4. Characteristics of patients
with ketoacidosis (KA)

Tab/mua 4. XapakTrepyucTika
nanyeHTos ¢ KeroanumosoM (KA)

the term ‘Diabetic Ketoacidosis’ or DKA, thus emphasizing
the possibility of this kind of ketosis (K) and ketoacidosis
(KA) even in non-diabetes patients.

In our study, three (2.2%) of 136 patients were found
to develop K, as was indicated by repeatedly elevated
levels of capillary blood B-hydroxybutyrate. Interestingly
enough, two out of three patients had mild clinical signs
such as nausea, loss of appetite, general weakness,
and fatigue. These signs and symptoms could easily be
attributed to other pathologies, like gastro-intestinal viral
infections, except for the finding of elevated (>2.0 mmol/l)
B-hydroxybutyrate concentration in capillary blood.

Unfortunately, recently published waming of Israeli
Ministry of Health [53] confirmed our concerns regarding
particularly high incidence of KA (67 cases) on SGLT2i
therapy background, (41 cases were reported in 2017). All
of themrequired hospitalization, while two patients died. In
May 2015, the US Food and Drug Administration (FDA) sent
out a wamning to alert the healthcare community about the
potential for "euglycemic ketoacidosis " in patients with
type 2 diabetes who are using SGLT2 inhibitors.[4] The
warning ensued after20acidosis cases werereportedtothe
FDA Adverse Event Reporting System database between
March 2013 and June 6, 2014. The risk was particularly high

in patients undergoing anesthesia for surgery procedures.
Nevertheless, subsequent to this FDA waming, the results
of the EMPA-REG trial did not find any increased risk for KA
with Empagliflozin compared with placebo.[1]

While even low doses of exogenous insulin may effectively
prevent K and KA development, it is not surprising, that
many patients develop this complication particularly after
insulin withdrawal. Interestingly, in analysis of Ogawa et
al, in six (21.4%) out of 28 patients who developed KA, the
cessation of insulin or insulin secretagogue was suggested
as a possible contributing factor. In 12 (41.8%) patients
the reason was not found, while in most other patients,
starvation and appetite loss as well as low-carbohydrate
diet were the trigger.[13] Accordingly, in all three of our
patients who subsequently developed ketosis, insulin
had been stopped earlier because of very good glucose
control and absence of the necessity for insulin therapy
continuation (Table 4), thus elevating the suspicion of
Hypoglycemic-Hypoinsulinemic ketosis.

Development of K and KA on low-carbohydrate (CHO)
diet combined with SGLT2i is especially interesting since
in this case, acceleration of urinary glucose excretion by a
SGLT2 inhibitor, would lead to a no-carbohydrate-available
hypoglycemia state and a completely-insulin-deficient

development

Case 1 Case 2 Case 3
Age, years 59 70 66
Sex Male Female Female
Diabetes duration, years 20 38 20
Time from beginning of
treatment with SGLT2i to KA 1.5 months 2.5 months 7 months

Combined therapy

Metformin (850 mg x 3/day)
Liraglutide (1.2 mg/day)

Sitagliptin (100 mg/day)
Metformin (850 mg x 3/day)

Metformin (850 mg x 3/day)

SGLT2i

Empagliflozin (10 mg/day)

Empagliflozin (10 mg/day)

Empagliflozin (10 mg/day)

Concentration of 3-hydroxy-
butyrate, mmol/L

21 20

2.3

Possible trigger

Treated with MDI for the last 10

Stopped insulin therapy

Stopped insulin gradually, while
her diabetes control remained ex-
cellent without any insulin therapy.

Estimated HbAlc = 6.1% on CGM

years. Insulin was stopped on
Mt-IBT therapy. Subsequently
remained on Metformin only

Comments

Long-standing untreated and
uncontrolled T2DM. Ketosis
appeared 3 weeks after dis-
charge from the hospital, where
coronary artery bypass grafting
was done. No clinical signs of
KA. Stopped Empagliflozin and
renewed it after several weeks.
Diabetes control remained
satisfactory

Patient was treated with MDI for
33 years. For last 4 years — by
insulin pump therapy. Total daily
insulin dose (TDI) = 30 U. Sub-
sequently pump therapy was
stopped. Two month later, in spite
of the good glycemic control
without any insulin, weakness has
appeared as a possible clinical
sign of KA. After K development,
basal insulin of 10 U/day was add-
ed. Stopped Empagliflozin and
renewed it a month later. Diabetes
control remained good

Routine course of chemotherapy for
stable cancer provoked anorexia
and very low CHO consumption.

Vomiting and nausea. Hard to dif-
ferentiate from chemotherapy side
effects. Stopped Empagliflozin and
did not renew. Diabetes control
remained good on Metformin only




condition, resulting in exacerbating ketosis and finally in
ketoacidosis.[37] In this case report, authors describe a
32-year-old diabetes woman who developed severe KA
on SGLT2i combined with low-carbohydrate diet. Though
authors were unable to confirm hypoglycemia, they found
urinary C-peptide, which was undetectable at admission,
increased up to 40.2 ug/day after initiation of a diet
containing 210 g carbohydrate/day. Clearly, the patient’s
endogenous insulin secretion was suppressed, most likely
by silent prolonged hypoglycemia, and rapidly recovered
after retuming to anormal diet. This report may indicate the
common pathway of Hypoglycemic-Insulinopenic ketosis
and KA development in SGLT2i treated patients. In spite
of a quite different pathogenesis of T2DM and Addison’s
disease, both of them most probably demonstrate the
same Hypoinsulinemic hypoglycemia mechanism as a
cornerstone of ketosis and KA development.

As insulinopenia and hypoglycemia are classic signs
of Addison's disease, it seems interesting to discover
numerous reports regarding KA as a presenting sign
of a new-onset Addison's. One of them describes
KA development in type 1 diabetes mellitus patient
with newly - diagnosed Addison's, accompanied by
a recurrent and severe hypoglycemia before hospital
admission and even during hospitalization.[38] In
another patient, without diabetes, ketoacidosis was a
presenting sign of an inadequately treated Addisonian
crisis. In this patient, prolonged starvation and
absence of counter-regulation probably resulted in
Hypoinsulinemic hypoglycemia and KA development.
[39] Interestingly, hypoglycemia and ketoacidosis were
a presenting sign in almost 30% of children with new-
onset Addison’s disease[40].

Starvation-provoked ketoacidosis may also serve as
analogue of no-carbohydrate-available hypoglycemic-
insulinopenic state, with complete insulin deficiency and
resulting K and KA, which is probably quite similar to
what we observe on SGLT2i therapy.

Under normal circumstances, with optimal glucose
availability and normal insulin secretion, glycolysis
generates pyruvate, which enters the citric acid cycle for
energy generation by the production of ATP. In any low-
glucose-availability situation, due to either starvation or
insulin deficiency, or both, as well as glucose leakage on
SGLT2i, there is a deficiency of pyruvate entering the
citric acid cycle due to a depletion of glycogen stores.
Alternative sources of energy in such circumstances are
provided by the generation of acetyl-CoA from beta-
oxidation of fatty acids. The amount of the produced
acetyl-CoA may exceed the capacity of the citric acid
cycle, resulting in the generation of B-Hydroxybutyrate,
acetoacetate, and acetone.[41-45]

The proposed mechanism of KA development through
Hypoinsulinemic hypoglycemia is reflected in Figure 6.

Interestingly, we recently (after study closure) observed
the 4th case of severe KAina51-yearold diabetes patient
from our study who developed this complication with
need for lung ventilation in ICU. His venous blood pH has
reached 7.022 at admission, while no hyperglycemia was

observed. This patient started Empagliflozin 10 mg/day
added to Mt-IBT five months before KA development.
He received the kit for - Hydroxybutyrate measurement
but unfortunately have ignored our recommendation to
check it concentrations. Four months later he developed
viral infection with subsequent pneumonia. His appetite
was low and he started losing weight rapidly. Clearly,
there was a necessity to stop Empagliflozin, but
unfortunately, his family physician didn’t discontinue this
medication timely. Immediately after this, he developed
severe KA and was hospitalized in ICU. Empagliflozin
was stopped. His venous blood pH at discharge was
7.42. Given severe infections may cause exacerbation
of IR, relative, but not absolute insulin deficiency [46],
we attribute KA development in this patient to the
same proposed pathophysiological mechanism (SGLT2i-
enhanced negative energy balance - hypoglycemia —
Hypoinsulinemia — KA).

During starvation, there is significant elevation of
glucagon concentrations, together with low insulin,
the later also appears to be biologically inactive and
rapidly disintegrating.[47] Unger et al. report the
results of glucose-insulin-glucagon-free fatty acids (FFA)
changes in eight volunteers during and after 72-hours
of starvation. Remarkably, participants demonstrated
hypoglycemic or near-hypoglycemic values, their
glucose concentration declined progressively during
starvation to a mean level of 54.0 mg% on the third day,
and in three individuals, values of 45 mg % or less were
observed during the fast. FFA levels went up sharply,
more than threefold compared to pre-starvation levels.
[47] Clearly, all of the above predisposes to ketoacidosis
development. Our suggestion, the pathophysiological
changes in well-controlled T2DM patient continuing
the unadjusted full-dose SGLT2i therapy may be quite
similar to above-mentioned condition. Interestingly,
all three our patients, who later developed ketosis,
were well-controlled, making their insulin treatment
unnecessary. Therefore, in the SGLT2i case, it is probably
Hypoinsulinemic hypoglycemic ketosis and ketoacidosis
development that is discussed, rather than "euglycemic
ketoacidosis".

As for type 1 diabetes, patients showed clear and
statistically significant propensity to hypoglycemia
development when Empagliflozin was added on stable
insulin doses. However, no ketosis elevation was
observed, most probably because patients were further
allowed to reduce the insulin doses on flexible insulin
regimen, thus avoiding hypoglycemia.[48] Interestingly
enough, in another study addressing type 1 diabetes
patients, high fasting beta-hydroxybutyrate levels were
observed in one patient on Empagliflozin 2.5 mg and one
patient on Empagliflozin 25 mg during routine safety
laboratory monitoring at week 4, albeit, these patients
were asymptomatic.[49] Finally, recent DEPICT study
clearly demonstrated SGLT2i — induced elevation of KA
frequency. [50]

In our opinion, glycogen stores depletion is an important
condition, necessary for K and KA development. In
fact, ketosis would not appear until an opportunity to
easily mobilize sufficient glucose from the depot would
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Table 5. A comparison of Group
A and Control Group reveals

the highly significant difference
in the percent of time spent in
hypoglycemia range (TIR) in
SGLT2i-treated patients.

* Basal HbA, _ - is the last labo-
ratory HbA, performed before
CGM recording;

** Estimated HbA, ~isa CGM~
derived HbA ;

** The BMI reduction was highly
significant in both groups, p<0.01

Ta6miga 5. CpaBHeHMe IPYTIIbI

A VI KOHTPOJILHOIA TPYTIIIBI
TIOKA3bIBAeT OYeHb 3HAYNTEILHYIO
PA3HMILY B IPOLIEHTAX BPEMEHI,
IIPOBEEHHOTO B AVIAIla30He
rumormkemyn (TIR) y
TAIIeHTOB, omy4apix SGLT2i.
* BasabHbIit HbAlc - TIOCTIETHUT
na6oparopubiit HbA, ,
BBINOTHEHHBbII1 [IEPE]] 3aIICHI0
CGM;

** Pacuernpiit HbA - 310
niponsBoaHblit o CGM HbAk;
0 Camkenne VIMT 6b110
BBICOKO 3HAUMMbIM B 00€1X
rpymmax, p <0,01

present itself. Only after glycogen depletion, which
apparently depends on time spent in hypoglycemia,
gluconeogenesis shifts from glycogen to fat sources.
Free fatty acids (FFA) concentration rises and ketone
production begins. Preserved glycogen stores may
explain why our hypoglycemia-proved patients kept
normal levels of B-hydroxybutyrate. This may also
explain why patients undergoing prolonged fasting
before surgeries are at maximal risk. It is not surprising
therefore, that the PRAC recommends temporarily
stopping SGLT2i in patients hospitalized for major
surgical procedures or due to serious illness.[14]

Our findings may have valuable practical
implementations. First of all, we recommend considering
SGLT2i dose adjustment when patient approaches
HbA1c of 7% or less, as to prevent the development of
hypoglycemia. Measuring 3-hydroxybutyrate is helpful,
since even subclinical propensity to ketoacidosis may
reflect an elevation of FFA with their deteriorating
effect on the heart. Pilz et al, showed that FFA levels
independently predict all-cause and cardiovascular
mortality in subjects with angiographic coronary artery
disease [51].

We discovered more frequent than previously reported
hypoglycemia rates in SGLT2i treated T2DM patients.
After excluding three patients with hypoglycemia
events on insulin therapy, our data demonstrate
hypoglycemia rate of 11.5% of the total 52 patient's group,
who performed CGM. Silent (night) hypoglycemia, is a

well-known risk factor for cardiovascular events, silent
myocardial infarction (MI) and stroke. The EMPA-REG
study did not include silent Ml in the primary analysis for
major adverse cardiovascular events (MACE). Only about
half of the patients were screened for silent MI. When
this was included in the primary analysis, the primary
MACE endpoint still demonstrated non-inferiority but
no longer showed superiority as compared to placebo.
No significant difference was also observed between
Empagliflozinand placebo for non-fatal stroke[52]. Could
it be attributed to silent hypoglycemia in Empagliflozin
arm? So far, the question remains unanswered.

Study limitations

We were unable to track the possible link between
time of exposure to SGLT2i therapy and hypoglycemia/
KA development. Theoretically, it seems plausible this
kind of dependence may exist, since glycogen stores
depletion is a time-consuming process. We were also
unable to discover KA development in patients with
CGM-proved hypoglycemia. It is likely they simply have
not had enough time for glycogen store depletion.
Additional studies are required to evaluate this
suggestion.

SUMMARY

To our knowledge, this is the first study investigating
reallife rates of hypoglycemia and ketosis with the
help of such precise tools as CGM and capillary blood

Group A Control group P
(Hypoglycemia) (Mt-IBT only), n=11 A vs. control

Number of patients with CGM, n 9 il NS
Mean age, years 60.6%11.3 502+8.3 NS
Mean diabetes duration, years 13.1£39 14.3£6.8 NS
Males, n (%) 6 (66) 7 (63.6) NS
Females, n (%) 3(33) 4 (36.4) NS
Baseline HbA, , %* 8.0 09 8.2+17 NS
Last Estimated HbA,_on CGM™*, % 6.1+£0.7 6.6+0.45 NS
Last Average Sensor Glucose (SG), mg/dl 1290+22.5 142.6+30.6 NS

Time in Hypoglycemia Range (%) 35+23 0.4%14 0.0005
BMI at admission to the clinic (kg/cm2) 348+37 349+ 53 NS
BMI at the end of the study*** 3142 32.3+58 NS
Received Metformin; n (%) 9 (100) 11 (100) NS
Received DPP-4-i, n (%) 1(11.0) 0 NS
Received GLP-1 analogues, n (%) 8 (820) 11 (100) NS

Received SGLT2i 9 (100) 0




B-hydroxybutyrate measurement in T2DM patients
treated with SGLT2i. Surprisingly, hypoglycemia rates
(11.5% of the total 52 patient's group, who performed
CGM) were revealed to be higher than previously
reported. Moreover, in a significant proportion of
patients these side effects were clinically silent.
Additionally, combining SGLT2i with basal insulin (even
at very low such doses) frequently resulted in silent
hypoglycemia, confirming our proposal regarding
IR disappearance on a negative-energy-balance
background. We suggest a link between prolonged
hypoglycemia and ketosis development. The outcome
seems to be exposure-and-dose-dependent, relying on
glycogen stores depletion. Diabetologists and general
practitioners (GP) should be aware of these effects.

Despite the fact that the benefits of SGLT2 inhibitors
continue to outweigh their risks in T2DM treatment,
we strongly recommend to preventively discontinue
SGLT2i, or at least to adjust its dose, in severely ill and/or
hospitalized patients, as well as in patients undergoing
prolonged fasting. Considering dose adjustment is also
recommended in patients approaching HbA1c levels of <
7%. Routine measurement of blood ketones and regular
performance of CGM recordings are advised.

CONCLUSIONS

More frequent than previously reported rates of
hypoglycemia and ketosis were discovered in patients
taking SGLT2 inhibitors. Pathophysiological link between
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