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Abstract

Diabetes mellitus (DM) is linked to poor outcomes after cardiovascular events and renal complications.
Recently, novel antidiabetic agents, such as dipeptidyl peptidase-4 inhibitors, sodium-glucose
cotransporter 2 (SGLT2) inhibitors, and glucagon-like peptide-1 receptor agonists, are available. Among
them, studies on SGLT2 inhibitors show favorable results both for cardiovascular and renal outcomes.
SGLT?2 inhibitors are well-tolerated with few side effects. Urinary tract infection has not been increased
in many studies of SGLT2 inhibitors. The most frequent side-effect associated with SGLT2 inhibitors is
mycotic infections in the genital area. Fortunately, these are generally mild in severity and easily treated
with antibiotics. Hypoglycemia can occur when an SGLT2 inhibitor is added to sulfonylureas or insulin.
Volume depletion and hypotension can be minimized by adjusting diuretics or other antihypertensive
agents. Of note, acute kidney injury was observed in a few studies with SGLT2 inhibitors. However, in
more recent observational studies, acute kidney injury was less frequently observed in conjunction with
SGLT?2 inhibitor treatment. An increased incidence of lower extremity amputation and fractures was
observed in a large study with canagliflozin but not with other SGLT2 inhibitors. In conclusion, it is
critical to understand the benefits and risks associated with use of SGLT2 inhibitors.
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o] xA|e} PdSHA M AR 5 Utk SGLT2 AAAIE
thiazideoll F7}sPd 4 HH% o] °F 100~400 mL/d &
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= ofAI9) ARE-S WA stolof Al ARl aert 2
{3t
1948 ALY T S5, Polv grE g 54 Al
Y o= J3t7] flalA= SGLT2 AAA| Aol 2k}
NA ALS e 7 = v ofAl (el x| 8L
o

5N

J

gy

(N

.

2

A A (angiotensin converting enzyme inhibitor)
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Table 1. Conditions or medications that should be used with caution when patients treated with SGLT2 inhibitors

are sick (sick day strategy)

A) Conditions or medications that can deleteriously affect kidney function associated with SGLT2 inhibitors

o Dehydration

o Very old age (> 75 years)
» Major operation

« Severe trauma

« Type 1 diabetes

« Use of renin-angiotensin system blockers (ACE inhibitors or ARBs)

« Use of renin inhibitors

« Use of diuretics

B) Medications that can increase risk for adverse effects associated with SGLT?2 inhibitors, such as diabetic ketoacidosis and hypoglycemia

« Avoidance of sup-optimal insulin use

« Concomitant use of sulfonylureas (glimepiride, gliclazide)

SGLT?2, sodium-glucose cotransporter 2; ACE, angiotensin converting enzyme; ARBs, angiotensin receptor blockers.

o5 okA|9] LRS- 7heksljof & P o v) Qu) T4 A3k
= i) -9, Ssick day strategy ol Wt 3]EA171744]
AAA 0 7 SGLT2 AAAS AFR-3 |22 Zukglof slt}
(Table 1).
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