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Abstract: Sodium-glucose cotransporter 2 inhibitors (SGLT-2i) are increasingly utilized in the treatment of type 2 diabetes,
especially for their efficacy in weight reduction and improvement of cardiovascular and renal outcomes, and are progressively
gaining widespread utilization in primary medical and healthcare institutions. During their administration, it is imperative to
remain vigilant regarding the potential risks of genitourinary infections, SGLT-2i-related ketoacidosis, hypotension, and acute
kidney injury in certain patients. This recommendation systematically and popularly introduces the SGLT-2i concept,
classification, hypoglycemic mechanism, indications, contraindications, methods of use, super-label scheme, precautions for
combined use of SGLT-2i, adverse reactions and their management, as well as the use of SGLT-2i in special patients, in order to
help the doctors in primary medical and healthcare institutions to standardize, reasonably and safely use SGLT-2i and correctly
grasp the relevant precautions.
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In recent years, a series of large clinical trials have
confirmed that sodium-glucose transporter-2 inhibitors
(SGLT-21) have heart and kidney protective effects in
diabetic patients [1-5]. Both domestic and international
guidelines advocate utilizing SGLT-2i in diabetic patients
with chronic kidney disease (CKD), heart failure (HF),
atherosclerotic cardiovascular disease (ASCVD), as well
as high-risk populations. Presently, the therapeutic
advantages of SGLT-2i have been expanded to
non-diabetic individuals as an innovative approach for
CKD and HF. Nevertheless, numerous issues warrant
attention regarding their utilization within primary
healthcare settings; lack of familiarity with drug
indications, apprehensions about adverse reactions, and
clinical inertia pose potential barriers. This expert
recommendation aims to furnish primary care physicians
with clinical guidance on appropriate SGLT-2i usage for
optimizing patient outcomes.

1. Whatis the SGLT and SGLT-2i?

The kidneys play a crucial role in glucose
metabolism, as filtering glucose through the glomeruli

and reabsorbing it in the proximal convoluted tubules.
Over a century ago, it was observed that urine glucose
concentration correlates positively with blood glucose,
leading to the concept of "kidney glucose threshold",
which is influenced by genetic mutations or drugs.
Research has revealed that renal glucose reabsorption is
primarily mediated by sodium-glucose cotransporters
(SGLTs), with SGLT-1 and SGLT-2 playing key roles in
regulating sodium and glucose reabsorption. SGLT-2,
located at the beginning of the proximal curved tubule of
the kidney (segment S1), is responsible for reabsorbing
approximately 97% of urinary glucose in healthy
individuals. The natural product phlorizin was among the
earliest SGLT inhibitors, while newer hypoglycemic
agents such as SGLT-2i are now commonly used for type
2 diabetes mellitus (T2DM). In recent years, dual
inhibitors targeting both SGLT-1 and SGLT-2 have been
developed to enhance hypoglycemic efficacy. It's worth
noting that all SGLT-2i can also inhibit SGLT-1; however,
their selective inhibition ratio varies for example,
canagliflozin is -250:1 and empagliflozin is -2,500:1.
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2.  What are the varieties and categories of
SGLT-2i?

SGLT-2i is listed in five types, including up to

Glenn net, net, Craig, Glenn net, net atto Glenn, and
constant Glenn net [Table 1]. In addition, it has a good
Glenn net, net of lattice column, and constant Glenn net
with metformin in different dosage proportions of
compound preparations [Table 2].

Tab. 1 Varieties, specifications and usage of SGLT-2i

Representative drugs

Selectivity of SGLT-2 / SGLT-1

Dose per tablet (mg)

Usage and dosage

Once daily, in the morning

Empagliflozin 2,700 10/25 Control blood sugar: 10mg to 25 mg
CKD and HF: 10mg
Once daily, in the morning
Dapagliflozin 1,200 5/10 Control blood sugar: Smg-10 mg
CKD and HF: 10mg
Once daily, before the first meal
C liflozi 160-410 100
anagitiozin 100mg-300mg
v, in th .
Ertugliflozin 2,200 5 Once daily, in the morning
Smg
Henagliflozin 1824 5/10 Once daily, in the morning
Smg-10mg
Tab. 2 Compound preparations containing SGLT-2i and their usage and dosage
Representative drugs Dose per tablet (mg) Usage and Dosage

Metformin empagliflozin tablets (I)

Metformin empagliflozin tablets (III)
Metformin empagliflozin tablets (IV)
Metformin empagliflozin tablets (V)

Metformin empagliflozin tablets (VI)

Dapagliflozin metformin sustained-release
tablets (I)

Metformin 500 mg and empagliflozin 5mg
Metformin 850 mg and empagliflozin Smg
Metformin 850 mg and empagliflozin 12.5 mg
Metformin 1,000 mg and empagliflozin 5 mg

Metformin 1,000mg and empagliflozin 12.5 mg

Dapagliflozin 5 mg and metformin 500 mg
Dapagliflozin 10 mg and metformin 1,000 mg

Twice daily, with food and gradually increase the
dose, but do not exceed the maximum recommended
daily dose (metformin 2,000 mg and empagliflozin
25 mg)

Dapagliflozin metformin sustained-release
tablets (IT)

Dapagliflozin metformin sustained-release
tablets (IIT)

Dapagliflozin metformin sustained-release
tablets (IV)

Henagliflozin metformin sustained-release
tablets (I)

Dapagliflozin 2.5 mg and metformin 1,000 mg

Dapagliflozin 5 mg and metformin 1,000 mg

Henagliflozin 5 mg and metformin 500 mg

With a meal in the morning or evening, once daily.
According to the efficacy and tolerability dose
adjustment, but should not be more than the daily
maximum recommended dose (Dapagliflozin 10
mg and metformin hydrochloride 2,000 mg )

Dapagliflozin 10 mg and metformin 500 mg

Usually with a meal in the morning and once daily.
According to patients now use treatment, individual
decision starting dose, but should not exceed the

Henagliflozin metformin sustained-release . . maximum recommended dose constant
Henagliflozin 5 mg and metformin 1,000 mg oy .
tablets (IT) (henagliflozin 10 mg and 2,000 mg metformin
hydrochloride)

3.  What is the mechanism of decreasing blood
glucose by SGLT-2i?

The glycoside ligand of SGLT-2i competes with
glucose for binding to the kidney SGLT-2 receptor,
thereby inhibiting its activity. This leads to a reduction in
glucose reabsorption by proximal renal tubule epithelial
cells, lowering of the renal glucose threshold, an increase
in urinary glucose excretion, and consequently a decrease
in blood glucose levels. Therefore, the hypoglycemic
effect of SGLT-2i is not dependent on improvements in
islet B cell function or insulin sensitivity.

4. What are the indications for SGLT-2i?

Domestic indications for SGLT-2i: Used to improve
blood glucose control in T2DM patients based on diet
control and exercise and used in combination with
metformin, while empagliflozin, dapagliflozin, and
canagliflozin can be prescribed as monotherapy.
Canagliflozin and empagliflozin may be used with
sulfonylureas, whereas henagliflozin can be used in triple
combination  with  metformin and  retagliptin.
Dapagliflozin and empagliflozin are suitable for use with
insulin. Additionally, dapagliflozin and empagliflozin
have been approved for treating CKD and HF [Table 3].
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Tab.3 Indications of SGLT-2i

Indications Dapagliflozin  Canagliflozin  Empagliflozin  Ertugliflozin = Henagliflozin
Single agent R - \ - V
Indications for decreasing Combined with metformin R R V \ V
blood glucose Combined with metformin and _ N N _ _
sulfonylurea
Combined with insulin J - J - -
Indications for disease HF N _ N _ _
treatment
CKD® J - V - -
Note: * DKA, diabetic ketoacidosis.
5. What are the contraindications for SGLT-2i? SGLT-2i?

According to the instructions for SGLT-2i,
contraindications include: (1) Individuals with a history
of severe hypersensitivity to the active ingredient or any
excipient of the drug, such as allergic reactions or
angioedema; (2) Patients with type 1 diabetes mellitus
(T1DM); (3) Patients with DKA; (4) Due to insufficient
safety and efficacy data, individuals under 18 years of age
are prohibited from using it; (5) Lactating patients who
are breastfeeding; (6) Pregnancy: henagliflozin and
ertugliflozin are contraindicated in pregnant patients.
Dapagliflozin, empagliflozin, and canagliflozin are not
recommended in the second and third trimesters of
pregnancy; (7) Patients with renal insufficiency:
canagliflozin, henagliflozin, and ertugliflozin are
contraindicated in those with severe renal impairment
[estimated glomerular filtration rate (eGFR) below 30
mL/(min « 1.73m?] and patients on dialysis receiving

empagliflozin and dapagliflozin; (8) Hepatic insufficiency:

dapagliflozin, canagliflozin, ertugliflozin, and
empagliflozin are not recommended for patients with
severe  hepatic  insufficiency. = Henagliflozin  is
recommended to be reduced to 5 mg daily in patients with
moderate to severe hepatic insufficiency.

6. Is SGLT-2i taken before or after a meal?

High-fat diet has a specific impact on the
pharmacokinetics of SGLT-2i, leading to decreased
plasma peak drug concentration (Cmax) and area under
the curve (AUC). However, this effect is not clinically
significant, allowing for administration on fasting or
postprandial status. SGLT-2i reduce glucose reabsorption
by inhibiting the action of SGLT-2 and/or SGLT-1,
thereby decreasing the renal glucose threshold and
promoting urinary glucose excretion to reduce blood
glucose level. Canagliflozin inhibits both SGLT-2 and
SGLT-1. Given its potential to reduce postprandial blood
glucose fluctuations through delayed intestinal glucose
absorption, it can be taken before the first meal of the day.

7. What precautions should take when
engaging in physical activity while using

When using SGLT-2i, especially in combination with
insulin and oral insulin secretagogues, the exercise plan
should be tailored to the patient's age and condition to
minimize the risk of inadvertent injuries such as
hypoglycemia, hypotension, and falls. In case of
hypoglycemia during exercise, cease exercising
immediately and consume carbohydrate-containing foods.
If experiencing fatigue, weakness, dizziness, angina
pectoris-like pain or discomfort, discontinue exercise
promptly to prevent falls and seek medical attention if
necessary.

8. What is the effect of decreasing blood
glucose of SGLT-2i?

According to different baseline HbAlc levels,
SGLT-2i monotherapy can effectively reduce HbAlc by
0.5% to 1.2%[6], and the extent of reduction is associated
with both the baseline value and the dosage of SGLT-2i. A
meta-analysis revealed that in adult patients with T2DM
treated with Dapagliflozin at doses of 5 mg and 10 mg,
HbAlc decreased by 0.6% and 0.7%, respectively, while
fasting blood glucose (FBG) decreased by 1.1 mmol/L
and 1.4 mmol/L. HbAlc decreased by 0.8% and 0.9%
with the administration of canagliflozin at doses of 100
mg and 300 mg, respectively. Treatment with
empagliflozin at doses of 10 mg and 25 mg decreased
HbAlc by 0.6% and 0.7%, respectively[7]. ertugliflozin
at a dose of 5 mg reduced HbAlc by 0.7%, while patients
with high baseline HbAlc ( = 9%) experienced a
reduction of 1.6%][8]. The use of henagliflozin at doses of
5 mg and 10 mg led to reductions in HbAlc levels by
approximately 0.91% and 0.94%, respectively, with more
significant decreases observed in patients with high
baseline HbAlc (=8.5%)[9].

9. What is the role of SGLT-2i for
cardiovascular benefits?

In patients with T2DM and ASCVD, the use of
SGLT-2i supported by evidence-based data can
significantly reduce the risk of 3-point major adverse
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cardiac events (3P-MACE) including cardiovascular
death, myocardial infarction, and stroke. EMPA-REG
Outcomes [5] demonstrated that Empagliflozin led to a
significant reduction in 3P-MACE risk (-14%) and
cardiovascular mortality risk (-38%). CANVAS study
indicated that canagliflozin reduced the risk of 3P-MACE
(-14%) and cardiovascular death (-13%) [10]. In
CREDENCE study, Canagliflozin was associated with a
significant decrease in 3P-MACE risk (-20%) and
cardiovascular mortality risk (-22%) [11]. Studies of
DECLARE-TIMI 58 showed an overall reduction in
3P-MACE risk (-7%) as well as a decrease in mortality
from cardiovascular causes (-2%). Additionally, the
DAPA-HF study confirmed that Dapagliflozin
significantly lowered the risk of mortality from
cardiovascular causes by -18% [12].

10. What is the impact of SGLT-2i on improving
cardiac function?

SGLT-2i can reduce cardiovascular events related to
HF in both diabetic and non-diabetic patients. The
improvement in cardiac function is typically observed 2-4
weeks after treatment initiation and continues to increase
over time [13-15]. SGLT-2i demonstrates efficacy across
all stages of HF (acute, recently worsening, and chronic).
It is consistently beneficial for HF with reduced ejection
fraction (HFrEF) and HF with preserved ejection fraction
(HFpEF). Currently, dapagliflozin and empagliflozin have
received independent indications for the treatment of HF.
For T2DM patients with cardiovascular disease or high
cardiovascular risk, SGLT-2 is recommended to reduce
the risk of hospitalization due to HF if there are no
contraindications; they should be initiated after
hemodynamic stabilization in patients with acute HF or
exacerbation. When used for treating HF, patients should
be treated with the target dose of SGLT-2i[16], and it is
not recommended to exceed this target dose [Table 1]

11. What is the impact of SGLT-2i on renal
preservation?

SGLT-2i can enhance renal composite endpoint,
delay eGFR decline, and reduce urinary albumin,
independent of lowing glucose effect. CREDENCE study
demonstrated that Canagliflozin significantly decreased
the risk of hard renal endpoints (end-stage renal disease,
doubling of serum creatinine, renal or cardiovascular
death) by 30% and albuminuria by 32% [11].
DAPA-CKD study indicated that Dapagliflozin reduced
albuminuria by 29% and lowered the risk of the primary
endpoint (eGFR decline = 50%, progression to end-stage
renal disease, cardio-renal death) by 39%[17], as well as
the nephron-specific composite endpoint (eGFR decline
= 50%, progression to end-stage renal disease, renal
death) by 44%. EMPA-KIDNEY study revealed that
empagliflozin significantly decreased the risk of renal
endpoint events (end-stage renal disease, persistent eGFR
decline to <10 mL/(min * 1.73m?), renal death, or

persistent eGFR decline of = 40% after randomization)
by 29% [18].

12. What are the off-label combination
glucose-lowering regimens involving
SGLT-2?

Off-label combined hypoglycemic regimens include:
(1) metformin combined with dipeptidyl peptidase four
inhibitors (DPP-4i) and SGLT-2i as a triple
regimen (dapagliflozin-approved indication) [19]. (2) For
T2DM patients with ASCVD or high ASVCD risk, HF, or
CKD, SGLT-2i and GLP-1RA can be combined [20].
Additionally, clinical studies are exploring the
combination of SGLT-2i with thiazolidinediones and
a-glucosidase inhibitors

13. What precautions should be taken when

combining SGLT-2i?

(1) Pharmacokinetic interactions: SGLT-2i is mainly
metabolised by uridine diphosphate
glucuronosyltransferase  (UGT), and dapagliflozin,

canagliflozin, ertugliflozin, and henagliflozin are rarely
metabolised by the cytochrome P450 (CYP450) enzyme,
and are at a low risk of pharmacokinetic interactions with
other drugs. 300 mg of canagliflozin increases the Cmax
of digoxin by up to 36%, and digoxin blood levels should
be closely monitored when used in combination. When
used in combination with rifampicin, the AUC of
carglitazone and hengrezin decreased, with the effect of
reduced glucose-lowering efficacy. (2) Pharmacodynamic
interactions: the risk of hypoglycaemia is higher with the
combination of canagliflozin (100 mg and 300 mg) with
insulin and sulphonylureas, and careful monitoring of
blood glucose levels is required [21]. Diabetic states can
lead to renal cortical hypoxia as well as hypoxic kidney
injury, and SGLT-2i may exacerbate cortical-medullary
junction ischaemia and hypoxia, further increasing the
risk of ischaemic injury to the renal medulla when
combined with NSAIDs or contrast agents. To reduce the
risk of contrast nephropathy, the use of SGLT-2i should
be delayed until 2 weeks after the completion of
iodine-containing contrast examinations [22]. The
combination of SGLT-2i with diuretics,
angiotensin-converting enzyme inhibitors (ACElIs), and
angiotensin I receptor blockers (ARBs) warrants caution
against the possibility of acute renal damage.

14. What are the common adverse effects of
SGLT-2i?

(1) Reproductive and urinary system infections:
including female vulvar and vaginal fungal infections, as
well as male balanitis. Urinary system infection is
characterized by frequent urination, nocturnal urination,
polyuria, urination discomfort, pyelonephritis, and even
sepsis.

Severely infected individuals may develop perineal
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necrotizing fasciitis (Fournier's gangrene), a rare but
life-threatening condition.

(2) Diabetic ketosis and ketoacidosis: The risk of
developing ketosis and ketoacidosis is higher after
surgery, infection, excessive weight loss,
low-carbohydrate diet or low total calorie intake,
impaired islet B cell function, reduction or withdrawal of
exogenous insulin, and alcohol abuse.

(3) Reduced blood volume: manifested by thirst,
dehydration, postural or symptomatic hypotension; acute
transient serum creatinine increase, and eGFR decrease.

(4) Hypoglycemia: When used in combination with
insulin, insulin  analogues, or  secretagogues
(sulfonylureas and glinides), it may lead to hypoglycemia.

(5) Risk of lower limb amputation: The effect of
SGLT-2i on the risk of lower limb amputation remains
unclear. The CANVAS study observed an increased risk
of toe and mid-foot amputation; however, no statistical
difference was found in other studies.

(6) Osteoporosis and fracture risk: In the CANVAS
study, bone mineral density decreased, and fracture risk
increased in the canagliflozin group.

(7) Risk of sarcopenia: Studies have indicated that
SGLT-2i can result in weight loss and muscle mass
reduction[23], but the results from EMPA-ELDERLY
study suggest that englaglizin does not affect muscle
mass or strength in patients[24].

(8) Other adverse reactions: Rare hypersensitivity
phenomena such as rash, angioedema, urticaria, etc.

15. How to manage reproductive and urinary
tract infections?

Considering the benefits of SGLT-2i, it is generally
unnecessary to discontinue the medication in cases of
mild urinary tract infection. Close monitoring can be
implemented alongside anti-infective treatment[10].
However, suspension of SGLT-2i is recommended for
moderate to severe genitourinary infections. Management
of urinary tract infections should emphasize increased
fluid intake, promotion of urination, and completion of a
full course of appropriate anti-infective therapy.
Bacteriuria should be reassessed 2 to 6 weeks after
completion of antimicrobial treatment. Selection of
antibiotics for diabetic patients with wurinary tract
infections should take into account renal function and
other relevant factors based on urine culture and drug
susceptibility. Fungal infection should be treated with
antifungal treatment, washing the genitals with soda water,
as well as local application of Miconazole cream and
clotrimazole ointment locally. Female genital fungal
infections may necessitate Miconazole suppository use
and a consultant gynecologist if necessary[25]. In
suspected cases of Fournier's gangrene, immediate
administration of broad-spectrum antibiotics and surgical
debridement is essential. Discontinuation of SGLT-2i is
recommended while promptly referring the patient to a

superior hospital[26].

16. What are etiology and management
principles of diabetic ketoacidosis induced
by SGLT-2i?

The DKA induced by SGLT-2i is categorized into
hyperglycemic DKA (blood glucose>13.9 mmol/L) and
non-hyperglycemic  ketoacidosis  (euDKA,  blood
glucose<13.9 mmol/L), about 70% of which was euDKA.
Common triggers for DKA during SGLT-2 inhibitor use
include stress, infection, inadequate carbohydrate intake,
substantial (>20%) reducing insulin dose in a short period
of time, heavy alcohol consumption, and perioperative
states [26-27]. The management principles for euDKA
encompass appropriate fluid replacement, insulin
supplementation, correction of acidosis (bicarbonate
administration when arterial blood pH<6.9), maintenance
of electrolyte balance, removal of precipitating factors
and prevention of complications, timely discontinuation
of SGLT-2i and initiation of alternative glucose-lowering
regimens.

17. How to adjust the treatment plan in patients
with renal insufficiency?

From a clinical perspective, the selection of
appropriate SGLT-2i treatment should be based on the
cardiac and renal status of patients (Table 4). To achieve
cardio-renal protection, some experts recommend that
T2DM patients with eGFR>20 mL/ (mine1.73m?) should
give preference to Dapagliflozin and Empagliflozin [28].
According to the guidelines, treatment with
Empagliflozin can be initiated when eGFR is >20
mL/(mine1.73m?); Dapagliflozin may initiated at eGFR
>25 mL/(min*1.73m?); and Henagliflozin may be
considered at eGFR >30 mL/(mine1.73m?). During the
course of treatment, patients experiencing persistent
decline in eGFR should undergo more frequent renal
function assessments and timely adjustments to the dose
and type of SGLT-2i.

It is important to recognize that SGLT-2i are linked
to an elevated risk of acute kidney injury (AKI) in
patients with hypovolemia. AKI should be suspected
when individuals with T2DM exhibit a sustained increase
in serum creatinine (50% or more), a rapid reduction in
urine volume [< 0.5 mL/(kgeh)], or over 25% decrease in
eGFR in the short term. In such cases, it is recommended
not to initiate SGLT-2i. If a patient is already taking
SGLT-2i, they should generally discontinue immediately
and be referred to a superior hospital for further
management and assessment. When patients are in the
recovery stage of renal function (with urea nitrogen and
serum creatinine levels tending to normalize and
eGFR>45 mL/ (mine1.73m?), re-administration of
SGLT-2i at the initial dosage may be considered, while
closely monitoring changes in renal function.
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Tab. 4 Summary of application of SGLT-2i in patients with different eGFR

R tati R ded GFR [ml/(mine
egl:::ge: ative Initial dose ecor;l:sl:n ¢ Maximum dose  Appropriate patients € 1‘75,’“1:12;;“]“ Dose adjustment
>60 No dose adjustment
SR . 100 mg-300 mg, 300 mg, once Glycemic control in 45-59 <100 mg
C 1ifl 100 dail
anagiiiozimn e, once Caty once daily daily T2DM <45 Not recommended
<30 Prohibition
. 5 mgto 10 mg, 10 mg, once Glycemic control in >45 No dose adjustment
5 mg, once daily . .
once daily daily T2DM <45 Not recommended
>25 No dose adjustment
Dapagliflozin Not recommended to
10
10 mg once daily 10 mg, once daily mg‘, onee HF or CKD < %0 ) St?rt treatm-en-t, 1o dose
daily non-Dialysis adjustment if it has been
taken
Dialysis Prohibition
10 mgmg, once 10-25 mg, once 25 mg, once Glycemic control in >30 No dose adjustment
daily daily daily T2DM <30 Not recommended
. >20 No dose adjustment
Empagliflozin 10 Not ded t
. . mg, on recommen
10 mg, once daily 10 mg, once daily €, onee HF or CKD <20 ot recommended to
daily start
Dialysis Prohibition
Glveemic control in >45 No dose adjustment
. . . . i i
Ertugliflozin 5 mg, once daily 5 mg, once daily 5 mg, once daily 4 TODM <45 Not recommended
<30 disable
ey . 5 mg-10 mg, once 10 mg, once Glycemic control in >30 No dose adjustment
H 1ifl 1
enagliflozin 5 mgmg, once daily daily daily T2DM <30 Prohibition

18. How to use SGLT-2i in patients with hepatic
insufficiency?

Several clinical trials have examined the use of
SGLT-2i in individuals with varying degrees of liver
impairment as per Child-Pugh classification. These
findings suggest that liver function should be assessed
before and during treatment in T2DM patients, and
SGLT-2i may be suitable for those with mild-to-moderate
liver dysfunction. Henagliflozin is not recommended for
patients with severe hepatic insufficiency, except that its
use may be reduced to 5 mg/day[30-31]. Evidence
indicates that SGLT-2i can also ameliorate liver enzymes
in T2DM patients with non-alcoholic fatty liver disease
(NAFLD), leading to reductions in liver inflammation,
steatosis, and fibrosis[32].

19. Is hypoglycemia a common occurrence with
SGLT-2i?

The use of SGLT-2i alone is not associated with an
increased risk of hypoglycemia[33]. However, when
combined with insulin, the risk of hypoglycemia is
heightened, particularly in elderly and non-obese
patients[34]. Additionally, combining SGLT-2i with
sulfonylureas raises the risk of hypoglycemia, and the
severity of hypoglycemia is closely linked to the dosage
of sulfonylureas[35]. It is recommended to discontinue or
reduce the dosage of insulin and sulfonylureas when
adding SGLT-2i. Limited data are available on the risk of
hypoglycemia associated with combining SGLT-2i and
glinides. On the other hand, combining SGLT-2i with

metformin, DPP-4i, thiazolidinediones, and GLP-1RA
has a favorable effect on decreasing blood sugar levels
without increasing the risk of hypoglycemia.

20. Can patients with hypotension safely use
SGLT-2i?

SGLT-2i have a certain antihypertensive effect, and
the standard dosage can reduce systolic blood pressure by
3.6 mmHg -6.3 mmHg and diastolic blood pressure by
2.6 mmHg-3.9 mmHg. However, due to their osmotic
diuretic effects, SGLT-2i may exacerbate existing
hypovolemia. Therefore, SGLT-2i are contraindicated for
T2DM patients with symptomatic hypotension or systolic
blood pressure<95 mmHg. Additionally, in T2DM
patients with a longer duration, SGLT-2i may increase the
risk of postural hypotension in diabetic autonomic
neuropathy [36].

21. Can SGLT-2i be used in patients with low
body weight?

The use of SGLT-2i can lead to weight reduction in
patients, primarily through the promotion of urinary
glucose excretion and osmotic diuretic effects. Regardless
of normal body mas index (BMI), overweight, or obese
T2DM patients, using SGLT-2i may experience
dose-dependent weight loss of 1.3kg-1.9kg[37-38]. It is
important to carefully assess the nutritional status of
patients when considering the use of SGLT-2i in those
with low body weight.
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22. Is SGLT-2i appropriate for patients with
sarcopenia and concomitant excessive
abdominal circumference?

SGLT-2i may induce changes in body composition,
primarily reducing fat content. The impact on sarcopenia
in diabetic patients has yielded conflicting findings.
While several studies have indicated a higher risk of
developing sarcopenia with long-term use of SGLT-2i,
others have suggested that Dapagliflozin and
Canagliflozin  treatments do not affect muscle
mass[39-40]. Patients with sarcopenia using SGLT-2i
should engage in appropriate exercise and maintain a
balanced diet, and monitor muscle mass.

23. Is it appropriate for individuals who have
experienced a stroke to use SGLT-2i?

The use of SGLT-2i in stroke patients remains
inconclusive. A meta-analysis indicated that while
SGLT-2i did not have a significant effect on overall stroke
risk, there was a variation in stroke risk across different
baseline GFR subgroups. Specifically, the subgroup with
the lowest GFR [< 45 mL/(mine1.73m?)] experienced a
50% reduction in stroke risk. Other studies have
suggested that SGLT-2i may reduce the risk of
hemorrhagic stroke by 50%, but do not significantly
affect ischemic stroke[41]. In addition, the use of
SGLT-2i reduced the risk of ischemic stroke in diabetic
patients with atrial fibrillation by 20%. However, reports
of adverse drug events indicated a significantly higher
incidence of adverse events associated with SGLT-2i in
ischemic stroke and lacunar infarction, but not in
hemorrhagic stroke[42].

24. Can SGLT-2i be used in patients with lower
extremity ischemic disease?

In patients with atherosclerotic diseases of the lower
extremities, acute arterial embolism, peripheral arterial
spasm, deep venous thrombosis of the lower extremities,
and varicose veins of the lower extremities, cautious use
of SGLT-2i is advised after assessing the risks and
benefits. SGLT-2i is not recommended in patients with
severe lower limb ischemia, such as resting
ankle-brachial index (ABI)<0.40 or ankle arterial
pressure (AP)<50 mmHg or toe artery pressure (TP)<30
mmHg, or in patients with ischemic ulcer or gangrene and
ischemic resting pain due to the risk of amputation.

25. Can patients with diabetic foot use SGLT-2i?

Caution is necessary when considering the use of
SGLT-2i in individuals with chronic refractory foot ulcers,
a history of amputation, and a high risk of amputation.
The CANVAS study has shown an increased risk of lower
limb amputation with Canagliflozin use. Toe and midfoot
amputations are most commonly reported, with some
patients undergoing multiple major amputations involving

both lower limbs[43-44]. Other studies have not
definitively established an association between SGLT-2i
treatment and lower limb amputation in diabetic patients.
Close monitoring and informed awareness of associated
risks are essential for individuals with diabetic foot ulcers
receiving SGLT-21.

26 Can SGLT-2i be used in patients with
osteoporosis?

The impact of SGLT-2i on fracture risk and bone
mineral metabolism is still controversial. While some
studies have linked Canagliflozin to an elevated fracture
risk. Kohan reported a higher incidence of fracture in
patients using Dapagliflozin[45], Whereas Mcmurray
found no significant change in fracture risk among
patients using Dapagliflozin[12]. The Empagliflozin
study did not show a significant association with fracture
risk[46]. When considering the use of SGLT-2i, it is
important to comprehensively assess the potential for
fractures and take patients' bone mineral density and
specific SGLT-2i drugs into account. It is recommended
to consider the patient's bone mineral density and
selecting the specific SGLT-2i medication. It should be
employed cautiously in individuals with a high
susceptibility to fractures.

27. Can patients with prostate hyperplasia use
SGLT-2i?

The expression of SGLT-2 is upregulated in prostate
cancer tissues and facilitates glucose transport in vitro.
Canagliflozin can partially inhibit SGLT-1, delaying the
progression of prostate hyperplasia, inhibiting the
proliferation and survival of human prostate cancer cells
and tumors, and rendering them more sensitive to
radiation therapy[47]. Men with diabetes who initially
used SGLT-2i experienced a higher incidence of polyuria
and nocturia. Patients with prostatic hyperplasia,
particularly those with chronic urinary retention, are at
significantly increased risk for urinary tract infections.
Male patients with chronic urinary retention are prone to
develop overflow incontinence, renal function
impairment, bladder distension, hydronephrosis, etc.
Therefore, the use of SGLT-2i is not recommended for
diabetic patients with urinary retention.

28 Can SGLT-2i be utilized in patients with
Ti1DM?

SGLT-2i is not approved for the treatment of TIDM
in China, and is also not recommended. Studies
conducted abroad have indicated that combining SGLT-2i
with insulin can lead to improvements in HbAlc,
reduction in postprandial glucose variability, increased
time spent within the target glucose range[48], decreased
insulin dosage, and weight reduction in TIDM patients
without an elevated risk of hypoglycemia [49]. However,
there is an increased risk of developing DKA.
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29. Is it necessary to discontinue SGLT-2i
during the perioperative period?

The potential for an increased incidence of
perioperative AKI associated with their use is a
controversy. Perioperative patients should refrain from
using SGLT-2i in cases of hypovolemia or shock.
Gilbert[50] suggested that perioperative patients who
continued SGLT-2i treatment were less likely to develop
AKI. The half-life of SGLT-2i is prolonged in the
presence of kidney damage, potentially leading to acute,
chronic kidney failure[51]. To minimize the risk of
euDKA, it is recommended to discontinue the medication
3-4 days before surgery[52]. Immediate discontinuation
of SGLT-2i is advised for patients undergoing emergency
surgery, and resumption post-surgery depends on
individual  circumstances. SGLT-2i is typically
administered to patients undergoing local anesthesia and
body surface surgery. Patients undergoing epidural
anesthesia, without involvement of digestive tract
reconstruction, may continue using SGLT-2i after
resuming normal bowel function and diet. SGLT-2i
should be resumed after returning to a regular diet for
patients undergoing general anesthesia. It should be used
after the patient has resumed a regular diet after
gastrointestinal surgery. It should be used after full
recovery for those undergoing genitourinary system
surgery. SGLT-2i should be reinitiated in patients
undergoing catheterization following catheter removal
and upon exclusion of infection, bleeding, and other
related conditions.

30. Can pregnant and lactating diabetic patients
safely use SGLT-2i?

SGLT-2i are classified as category C drugs during
pregnancy. Limited data from current studies on the use
of SGLT-2i in pregnant women do not allow for a
determination of the risk of major birth defects and
miscarriage associated with these medications. Therefore,
it is not recommended to use SGLT-2i in pregnant women
with hyperglycemia. The secretion of SGLT-2i in human
milk has unknown impact on breastfed infants and milk
production. Therefore, the use of SGLT-2i during
lactation is not recommended.

31. Can children with diabetes use SGLT-2i?

The safety and efficacy of all marketed SGLT-2i in
children under 18 years of age have not been established,
so the use of SGLT-2i in children with diabetes is not
recommended.

32. Can SGLT-2i be used in patients with severe
infectious stage diabetes?

Currently, there is a lack of clinical data supporting
the use of SGLT-2i in individuals with severe infections.
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3 SGLT-2i FEHENH 2+ a2

SGLT-2i [T Bo 3k 5 4 45 Bl 52 4+ PR 45 45 B ik SGLT-2,
NI HE A vl 30 /N A iz 200 M6 X 4 0 ) 2 0%
WA, IR AR B 10, 304 o o 4 B ) DAL T 3, e 4 2 i
P o PRI, SGLT-2i B REMIEAE IS MO T8 B 2 g
I & 2R SRR R B0

4 SGLT-2i & RIE R T 47

il A SGLT-2i 1 AIE - 76K B #2531
6 T2DM (835 A IR ] o SGLT-2i Hyml A0 — HSUIE AT, B

RSB ARSI R AEAR 51 i] A2l T o A 04 B A
S AT SRR I N o EAR ST 5 HOBUNEA S 51
TT=2GI0 G BT I A% 2V FREURE 51 4 7T 45 e 02 R Bk L
Flo BN, B S IEAR 51 3t T CKD Al HE 35 6 IE
(£3),

5 SGLT-2i WEFIERITA?

A SCLT-2i Yl AR UG : (1) X255 TEm s>
AT AT A R B N S A A T g Ay it A A
KM (2) 1 BUBE RS (TIDM) J 5 (3) R bR A AR+ 25
(DKA) 5 (4) Dk = T2 09 % VAR S 8, 18 %
IR JLEEEE T (5) SR B LR IR O 2L A 5 (6) 4R Uk
39 AR B e 5 SRR B e B T T A O ) AR, IR 9 R
RSB 5 RS S AR S O SO RS AS HE R AT 5 (7) 2
REAR AR RARGG AEAE 5 5 SLHEE 5 e 1 o 8 0
[AFE A B /N Bk UEE S (eGFR) KT 30 mL/(min + 1.73m”) |
S50, AR SN AN IS S BT R S (8) T IhREA 4
AR SN G RS SRS 51 5 RS 5 e A 5 R I
REAN 4 A0 ) 5 AL 81 v i o 2 T ) REAS 4 R 8 S 10
wEEEH 5 mg i,

6 SGLT-2i Rt 2 ERRA?

BB SGLT-2i 2GR 3h Jy 2 HA — 8 i, I 3K 2
PIEHR B (C,,, ) FIfZE T AR (AUC) B4 T R, HARA
I AR S, PR I s i ok adE B Je AR R 28 7T, SGLT-2i 3 3 # 4fl
SGLT-2 Fil/ 5%, SGLT-1 fy 41 FH a2 51 2 At 5 W Ac , AR A1 ' i 1)
AR A8 PR A DA, B 7 946 AV I S0 34 v A A K. &
& 5 R HI ] SGLT-2 #1 SGLT-1, 3% f 3] fig i 4 45 B W i
BHE LR 1] BE 2 W ARAR 5 MU 3, W] 7E 5 8E — AR R I o

7 A SGLT-2i BHEZEEEF A

FEAS T SGLT-2i JUIHR A R & 22 0 11 AR B &% 22 412 0 57
I, R4 R 2 P 5 T 5 38 I 9 8 3 Bl ) SR A A oA
R ML B BRI A5 TR A B A 0 R A oG8 Bl B v o H B
A, 077 RIS 1E 38 shF B S ok S Y. A
PEZ Tk O X BRI BN AR, 7 RV Ik I B, B
IR, DABE I B R

&1 SCLT-2i dhFh MUK SR T i
Tab. 1 Varieties, specifications and usage of SGLT-2i

&2 SGLT-2/SGLT-1 &4tk B 77 (mg) AR

JEA% %1+ ( Empagliflozin ) 2700 10/25 1 yk/d, B IR 45 0 108 : 10~ 25 mg, CKD F1 HF 58 Ji3iF : 10 mg
iﬁ}%ﬁﬂ?ﬁ(f)apag]iﬂozin) 1200 5/10 1 /d, 5L R H e .5~10 mg,CKD Fil HF & R IE ;10 mg
F & %1 ¥ ( Canagliflozin) 160~410 100 1 R/, 5545 IR A 100~ 300 mg

AEKE B ( Ertugliflozin) 2200 5 1/d, IR 5 mg

E A% %14+ ( Henagliflozin ) 1824 5/10 1 R/d, B2 5~10 mg
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R2 &A SGLT-2i A Jr il KL &

Tab. 2 Compound preparations containing SGLT-2i and their usage and dosage

ez 5 At (m) FHE B
= RBUB SRR (1) —FFBUNR 500 me S5 RUAESUIE S e 411 2 YRR T, 8- ) B, AL T L 5 90 270 B
L HSUNRRAS 8 (D) B 850 mg 5 B SN S mg K (—FFRUIK 2 000 mg B 25 me)
IR S (IV) I BUE 850 mg 5 BLARSI 12.5 mg

U SIS (V) ZHIXUIK 1000 mg 55 B 51 5 mg

USRI “HIRUIK 1000 mg 15 RS 12.5 mg

ARSI I XUIRZERE R (1)

ARSI UG RE A (1)
ARG — HRUIGERE (1)
B HSUIRGERE R (IV)

ASAESU TR S me A HAUILS00 me gL b BN, 45 H LYk, AR RORI 20 8 70 Bt 1

A 10 me A= HIUBUILT 000 me 17 i 5 45 1 45 A 4 95 700 k2 66 91 4 10 mg 155 R — Y UK

KB 2.5 mg A1 FXUAK 1000 mg 2 000 mg
I F 5 mg A1 HOUIK 1 000 mg
KAEF 10 mg F1 = F SUIK 500 mg

AR 51— UG R R (1)
TEAE S O RE A (1)

EA£ 1 5 mg A1 FH AUIK 500 mg
fE A% 311 5 mg A1 F XUIK 1 000 mg

W REEE NN, & H 1. RS IR BRI Or 3R, A
PRA DR R A7) e, (ELAS o7 i e ) e #7571 e AE AR 511 10 mg
FIER AR — H UK 2 000 mg

&3 SGLT-2i i& W ilF
Tab. 3 Indications of SGLT-2i
g R B IR fEAR

3 Rk g I i Bl Sl
Rl 5 L V.- vV -V
38 BIE I — FBUIR Vv Vv Vv v oV
BeARMIERRE - VNV - -
A 2 V< - N - -

PERIATT T2DM 2 2 2 VAR V)
38 R UE HF vV - Vv - -
CKD vV - Vv - -

8 SGLT-2i Ky HE(ER IN{?

MR IELE HbALe AR, SGLT-2i 254 TT 7T A AL HEAR
WM ZT 2 11 (HbAlc) 0.5% ~ 1.2% ' | [ iff 15 JL 3L 2 1 %
SGLT-2i fFIAISE . LR 24507 R A T2DM #835 (8T
IEHES 5 mg 10 mg 33T 5, HbA Te 451 R 0.6%F10.7% , %5
JE I (FBG) (4% 1.1 mmol/L % 1.4 mmol/L; - #% 51 ¥t A
100 mg 300 mg ()57 & i 1, HbAlc 43 51 R [0.8% 11 0.9% ; 1A,
K314+ 10 mg.25 mg JAJT, HbAle 4351 F % 0.6% 1 0.7%'" .
WIARSIG 5 mg 44 HbAlc 0.7%, HbAlc 3481 (=9%) i)
BB TR HbALe 3% 1.6% ™ . fEA{ S5 mg 10 mgiay7 il 43
IR HbAlc 0.91%F10.94% , HbAle 3487 ( =8.5%) %
HbAle FHEHEBEY .

9 LUK A B e, in{a i A SGLT-2i7?

f£4 ASCVD fy T2DM fB 3%, kA PHIEIE Y5 Y SGLT-2i,
Al SRR = OO M FE T O IAEFE A ) 3220 il i
BRI (3P-MACE) X[, EMPA-REG Outcomes fiff 57 %
B, A% 5115 .35 PRI 3P-MACE XURS: (- 14% ) FlO> 148 TR A
BETR (~38%) 1 . CANVAS Program B¢ fib /s, 4% 51
FEA% 3P-MACE JXUES (- 14%) LI K o0l 48 38 T2 K B
(=13%) """ ; CREDENCEBFFE 1, 5 4% 91 v il % 8 5 4 41K 3P-
MACE K& (- 20%) K .0 ifl % %6 12 KU (- 229%) ",
DECLARE-TIMI 58%F5% & 7%, ik 4% 51 i+ F& Ik 3P-MACE XU [%;

(=7%) Bt M8 5L 6 T KUK (—2% ) 3 DAPA-HF B 5 3iF 52
TR B e 3 B A O LA S R T T XU (— 189 ) 112,

10 BLbheedkzsh BEY, nfa iz A SGLT-2i?

SGLT-2i 0] LREAIRME bR 8 FHEA R i 3 LA HF S 3
B S, B O Y BEE FHATEIRYT 2~4 UG R, ALRE
AR 4 T A ) SGLT-2i Wl i3t HE FiAg W B ( & i
SIS AL RN P ) BT, 336 3R 2 75 5 1 4 B A 19 0
(HFrER) R 53 $of B ()0 5 (HFpEF) wj— 30y, HRf,
A S A S L ARARAYT HF WA SOERIE, X T8
o LG o LA 125 16 KUK P T2DM. £, T 28 R i 1 1
T, AR SGLT-2i REAIL HF A Be U, 75 76 2 1 HF 5§ HF
WAL HE M) 2R 5 . LLHF 3897 B,
1 SGLT-2i 1 Hbzsl i (BEILEE D R H AR R A
J7 HF,

11 UBRPAH B8, TR A SGLT-2i?

SGLT-2i A] 036 i I A2 A2 55 I 2% eGFR 1Y T B BB AIK
JREE L, B S T OB A B A AR R
CREDENCEMF5T 871 , 4% 51114tk 25 P MK VF HIE A A A 228 o7 (¢
AV L WUSF A5 3 B RS0 i A B8 T2 ) U 30% , BEAIK
FE Rk 32% " . DAPA-CKD WFSE45 7R , ik 51 4
B IR 29% M 3322845 (eGFR T =50% , g 40K
HAEE , OB BET) KUK 39% , B Eds S A 2005 (eGFR T
WE = 50%, B JE 5 LR WG, B SR T KUK 44%7
EMPA-KIDNEY B 5¢ 775 , MG 51 v 0 35 A6 A0S ' O ¢ 253 5 1
(LR WIE9% eGFR 522 F £ <10 mL/(min - 1.73 m*) [
PEFET S BEHLI LG eGFR £ F I =40% ) K% 29% ' .

12 SGLT-2i BiiFAPB S ETT RE ML

TR I AT A M T A3 - (1) SO &5 — IRk
il 4 I (DPP-4i) & SGLT-2i = Iy 28 (aAs 514 3K iE
BAIE) ™. (2) A3 ASCVD 575 ASVCD KU \HF 5 CKD ff)
T2DM %% , AT k43 1 SGLT-2i 5 GLP-1 Z A 3h 5 ( GLP-
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1RA) ™ b 384 SGLT-2i Sy mehs — i LA K o W5 0
IR A5 I P I RS

13 SGLT-2i S AHMEEETHWLE?

(1) 253l M EAR T SCLT-2i 2@ i JR 1 IR 49
B REL R (UGT) AR, 5 105 L AR 5114 TR 5114 A
TEAR Sl D20 (3 2K PASO il (CYP450 i) Gl , 5 HiAb 24
W A 25 sl A LA TR KU /I e A6 511+ 300 mg T
TR C,la 3 36% , 55 - FH T 13 25 D17 5 00 s g == 19 11 24
WL o SRR T, AR 04 R E A% 51 AUC [
IS AR A TR R . (2) 258 E AR RAR 51 i
(100 mg F1 300 mg) 5k &% 2 AR 25 Wik 6 & 2B AR UM
RF SRR B o, 5 T T8 BB P B 2 O BRI A5 T 3
VB ST e L R B S R P 45 A7, SGLT-2i m] g2 i o f Jou i o
SEHAL BRI, A IR £ PR 5T 58 25 (NSAIDs ) 53 i 52
FRRE St — AP S A 5 A 0 P XU o S D3 B2 79
R RN, SGLT-2i ) fof FH 7 S 38 2 5 Al s 5 79 A 4 5 W
2 81 SGLT-2i 1 FH A PR 5 1L %87 5% K 3% J 48 g 40 ff) 51)
(ACED) K& 55k 5 1 RS2 AR (ARB) I, 75 7% 15 th 31
SEE A (AKD BT RE.

14 SGLT-2i ERA R R B HMpLE?

(1) T8 MR FR G ALFE L PEANE B3 LpR ke 71
TR R IR R YR YL R IR IR RIR 2 IR HE R
B & RN MOE . IR ] H IS B IR AT
JIK 4 (48 JE SR ¥R, Fournier’s gangrene ) , 5 # 25 WL {H 7] 15 B 4B
firo (2) WRARIGEARE K FRRE BR 85  FEAR T B i B R
AR A RSB BB AGT > RS B AT B3
U S5 P AR R B 2R LA B AT 45, A A TR R T e T v
BRI S (3) A R W BRI
S R AT M L 2P — 5 o S5 WLIEE T 5 A eGFR FEAIT
(4) IR IMAE : SGLT-2i S8y R e RIS sl 2 W50 (f45
WENRZE A F0 45 28) B H AT AT BB R B (5) T JBO B XL
SGLT-2i X JH B XU (5% ) 1 AN W B . CANVAS Bif 5%
WL ] A 571 140 L F A TR 2 v 10 R P RURS: = T, {FLAE
HAbBFFE I LG22 (6) BFRHM KoE i KU .
CANVAS 5T, A% 51 1 4 £ 35 1 85 3 AR B/ RURS: I
TENL(7) WUE RS BP9 5 SGLT-2i 1] 51 (K 5 F ¢
AL (3 EMPA-ELDERLY #5545 542 5%, 18
B AN R LA B sl i L (8) HAAS R -
D WABEELGE WS A K B HORIE A

15 HILATE G PR IE B AN 4b R 2

I F SGLT-2i B4kt , 42 B2 IR e I e Z B O T
152, AT BB T IS o T O DR A B R,
BOE5 SCLT-2i, JRERIEYLTRIT I 2 oK fEHRIR, 2 it
AESTREPURISATT . DUBRZYIRI T4 R 2~ 6 JA S A R
0L ARIEIREE IR TS RIS BRI & DR S e 1

PR AT % I B AE S AL, LR A THU LR IR YT,
IATKI VA TR, RRE e FL T | sO R e R R R T, ek
A B B S T B A R, 6B IR 222
5% BUEEA Fourniers SR, 7 37 B FF R ) 32k A
ABREBIARIATT (] SGLT-2i, RIS Z B ™ .

16 SGLT-2i 8|% DKA fiEEF 4B EN?

SGLT-2i 5] % ) DKA 43 & i % Pk DKA (I #f =
13.9 mmol/L) F1 3k & M B% 14 W 5iE B2 v 57 (euDKA, 1 #f <
13.9 mmol/L) , %) 70% J3 euDKA, fifi FfJ SGLT-2i ] [a] & 4=
DKA )5 UL A4 H W 3 8% oK Ak & P At 2
B 5 3R S I ] P R 22 (>20% ) | K TR A LR
ARZEDT L euDKA BOIAYT RN 4045 J2 AN RN ST IS
R A ER P (FIKIN pH<6.9 I R TER R S Eh) (i
7 BT LRI RN B VA I AE , S B3 A SGLT-2i -4t F
HAh RS %2

17 BINgEAREMEE, MAARET TR

IR L RE 25 & B O RIS, e $5 53E ) SCGLT-2i iR
Jr(F4) . IO ERIPEN, A L K EBK eGFR =
20 mL/(min + 1.73 m?) () T2DM % 00 S 628 A4 514 A I A
B AR W S, B 5 ¥ £ eGFR =20 mL/(min -
1.73 m® ) i} A 32 4 i 5 15 4% 31 1+ 78 eGFR =25 ml/(min -
1.73 m® ) If Al 3 4 ff 15 455 4% 51 14+ 75 eGFR =30 mL/( min -
173 m®) AR A . fEIRT7 I R b, eGFR 4L T R0 B
I B DA A OB, O RN R SCLT-2i F i FIAP A

o VE BRI 75 F 5 00 T, SCLT-2i A7 34 i AKI £ XU
2 T2DM f8 #7650 83 P9 s B m LI 22 75 (FHE 50% 5% LA
b)) JREHGER A [ <0.5 mL/ (kg - h) ] 5{eGFR F [ # it
25%M}, 245 AKT BT R, BERFAS @ 380UR A SGLT-2i, #5 i
FEAE ] SGLT-2i, JFU 1 1% <7 B2, 5518 2 B 9IS Beih
JERITTAl . Fr AL T 5 h ek & I (R R A LB K-
FIEH f eGFR=45 mL/ (min + 1.73 m® ) i}, % &35 80 1 77
T SGLT-2i, R i 455 b1 s ) S e A4k

18 Frojge R £rEE, W{ER SGLT-2i?

Z il RIS FE R T Child-Pugh 7026357041 1T SGLT-
20 R AR B 00 AT v B 15, I T2DM J8 25 T 24
HFTH 25 S RIPEAS T DI RE , 2 b B2 T 2 REAS 4 [ ] DLk %
SGLT-2i J& 24y ; T JE JIF D RE AN 42 1) S0 3, 1A 27 v vl ol 22
Smg/ H IS, HABI AR o A UEH R, SCLT-2i if
A LA A AR RS PR 15 T (NAFLD) 5 T2DM 8 35 i
i, R TP AVE SR IR S P LT AL

19 {E/ SGLT-2i F5 & £ RMm#EL?

SGLT-2i 25 AN 5 th SLAR IR ", 2006 &5 e 9 30
I I SN A A AR A9 IS, , 76 4 5 A AL R R vh R A
ARG MR FR JXUR BB 937 7 0 SGLIT-2i 1A i IR DRI KR B 24 1
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%4 SCLT-2i 7R [ eGFR [ vh By N FLE 45
Tab. 4 Summary of application of SGLT-2i in patients with different eGFR

R IR & HEAFF) & R VBIT X4 eGFR[ mL/(min - 1.73 m?) ] RSN
R 100 mg,1 k/d  100~300 mg, 300 mg, JHT T2DM 60 5L | TC T VAR
Canagliflozin 1 %k/d 1 k/d I ] 45 & 59 FH <100 mg

45 LI AR
30 IR |
AR T ¥ 5mg,1%/d 5~10 mg, 10 mg, HF T2DM 45 5L | To e IR
Dapagliflozin 1 %/d 1 %&/d IR 45 IR AR
10mg,1 %/d  10mg,1¥%/d 10mg,1 ¥%/d  HF & CKD 25 5L JC T T
25 LUFANEIRENT AR IRTARYT , 2 TR JC 7 5 i
BT M
BRI 10mg,1 ®&/d  10~25mg, 25 mg, FiF T2DM 30 s | T IR
Empagliflozin 1 %/d 1 &/d IBE A ] 30 LR IR
10mg,1 %/d 10mg,1 %k/d 10mg,1¥k/d HF 5 CKD 20 5G| TC T VAR 5
20 LI ANHEWIFfe i
EHT 2H
SCFEHE SN 5mg,1 %/d  S5mg,1%/d Smg,1¥%/d FF T2DM 45 5L | T PR
Ertugliflozin IR ] 45 LI AR
30 IR |
TEAKZ Smg,1 &K/d 5~10mg,1 K/d 10 mg, JF T2DM 30 8P4 I T & 5
Henagliflozin 1k/d IR 30 I ZH

SV A RS, LA XA P 7™ B R L5 R 2K e i 24 4
BRI SE L a0 SGLIT-2i B 1o 19 175 52 FH s /1 i
B ERBE IR R B, SCLT-21 B4 fi FAR 51 2 4 e
2y 2 A AT A IXUBG 7) BFF 5 A 43 . SGLT-2i kA — H WL
JIC . DPP-4i W e fe — i 25 1 I8 i % 38 MK 1 A2 48 3h 771 ( GLP-
TRA) B 550 (W B AR T A1 R XU IR AN 380

20 {RMEZEER SGLT-2i 15?2

SGLT-2i HA — @R HEAE M, & ML & SGLT-2i REAZ AR
Wi I 3.6~ 6.3 mmHg/ 47K % 2.6 ~3.9 mmHg, SGLT-2i A%
FEAE B B MR PRAVE T, T R R A 2 R R RS B
1M, SGLT-2i 2% JH 4 R M AR 1l i 50 45 & < 95 mmHg (1)
T2DM i # . X TRk ) T2DM f 4%, SGLT-2i 1] A4 il
BEERAG ) 3 b 205525 H % B R AR o R JXUR:

21 RIFEEEWLUER SGLT-2i 1§72

SGLT-2i {fi FH g iyt F o IR, 2202 i 0t (i ik PR B HE
HABEERREN . IS IEF GIETR 2340 (BMI) , & &
R LB RERY T2DM 8 i ] SGLT-2i 2454 J5 17T H 344
R 1.3~ 1.9 kg, HEFIRRBE T, KT RE T
fifi F SGLT-2i B oy v B WAL B 5 5 3RS

22 UMESFEEBIRES A SGLT-2i 157

SGLT-2i 235 A 43 1978 Ak , 5 B2 AR i 7 5 ek,
ST LI PR R LD, BRI AR — . Z TR
R T SCLT-2i ] S EULAME 19 5o S8 . (H-13 A7 F
TR, IS BN AR AR IR T AR LA R L
i L EA T SCLT-2i 3 F v, I 366 2415 3l I -l i £, Wl
LA i ek

23 fNEFEhEE R EA SGLT-2i 137?

SGLT-2i 2S5y T Wl R & I Wil 2 v (B 2 15 3R 2k 1
TAEit . TEET R, SGLT-2i iR %e i KUK JC i3 2 50,
ER ) BE 2 B /INER UE 1o 25 0 21 il 2 op XU 45 22 5, B /N ek g
i REBARAY W 2 [ <45 mL/ (min - 1.73m*) ] o i 25 o XU [
1 50% ; FEAN[R12 R A< o 7 187 SGLT-2i m] f i 2% o % A
JRUS: AR SO0% | (E %6 e it P 4 rp KURS: T S 35 i i o 4,
I F SGLT-2i fHU PRI A -0 1 B 5 28 2 i o 4k 2 o XL ¥
i 20% , MHZ3HA BB Bon , SGLT-2i 5§ P 7w Al
JE B AT A 1) AN L i 15 S5 2 T v A G VA a4 A G
BEIE

24 TR PR SS BE W LME R SGLT-2i 157

A T ISR AL , L Stk s kw28 | T il 3l
JoRoRZE T IR K AR TR R Ik th ke SR, Al
DR 5 4K it i VEARURE JH SCLT-2i0 ™ Jicasfe o £, BV 6
PRALFE R (ABI) <0.40 B3l ik I (AP) <50 mmHg ik 3l ik
J&('TP) <30 mmHg, s i P35 77 BRI | SR e 5 9 A
H, P AR XU , ARl SGLT-2i,

25 #ERFRFEBETUER SGLT-2i 157

FEAT A MEIAE JE 350 A st R4 e XU 1 AT
i ] SGLT-2i 75 %4, CANVAS BF52 4 i, i 45 %71
AT SIS | 2 kA R RS R L, DR
F UM, 2 BT R AR b i ok
HIESE SGLT-2i YATP 755 o T REAR AT 56 AR M PRI J2 35
o NHEP AL SGLT-2i, 75 85 YIWEE , 25 HIAHSC XU o
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26 BB B E W LUER SGLT-2i 15?2

SGLT-2i X5 H KUK LA B 15 Ay A it i 5 i B 473
G, ZIWEFE K IR 5 e 2 5 BB P AU 38 .
Kohan %1% % Bl 3k 4% 31 ¥ 38 0 B 47 & 7k %, {5 McMurray
a2V s (o FH R 0 v ) R T KU G T A Ak
BRSNS B 5 4 AU =22 8] G I eI e A
SGLT-2i 25 2 i 0 12 4 T VAl S8 B 4T 14 i 26 XU, s 4
A% R R R L R Bk SGLT-2i 254, 76 B 47 KU A
T v o VLA

27 RIFRRIE 4 BE W LUER SGLT-2i Ig?

SGLT-2 TEHTSI R R AL LU b3 n , BAT RSN 12 A %
BERIDIRE . AR S HAT R4 SCLT-1 (945 1, 4 2% fiif 1)
PR A R, L T A N 2K i 57 s 2 D R 114 6 5 A
TS IFREFCXT RO R T BUR Y o WAL SCLT-2i 1 3 1
BEPRIG AT, R A PRI IR MG 22 1 J LR & i A R A 0
FUHEAR N PRUE B AR, I8 DR T R e AU T S 06 o S A
VR R A oy B 1 R PR IG5 B D REA T LIBS IDE R K
B BUKSS , BCTE R PR PRI PR S8 P ORHERRd ] SCLT-2i,

28 TIDM E&HA[ L E A SGLT-2i I5?

SGLT-2i 1 & N i AR ARt 1] TR 7 TIDM, AR 6l
SGLT-2i, [EAMIFTEHE 7 , SGLT-2i R4 R &% 2 e 16 A 1 Ik
XU A B, B3 TIDM 835 (19 HbA Le | AR At
TR I W S804 2 B 14 L 905 T g Tl e 2y 3R
R AL, R AT DKA 1 % 2B KU AT S

29 BEFRHAREEFEREA SGLT-2i?

Bl T AR S0 £ P 5 R A 7 ML 285 S L AR SR S T
JH SGLT-2i , Qs FHT, T 554 il TR 309 AKT % A 34 hm , {EL 77
TE—E G Gilbert 2 A R 4245 SCLT-2i 3677 1) T
A EE AKT KA (7T REPERAG s SGLT-2i )4 I 7E A7 76
BUEM SR IFTRES | K 2 —8 1 s . ATk
BRZE R/ euDKA %224 9 A B4, (R WORTT 3~4 d #5525 %)
TABTFARES  HGT B SCLT-2i, AJF WA FIZ5 f9IHHL
B LR B0 T 5 5 Jo JBR 1R 36 TR B, T 9 i A SGLIT-2i5
REE R MRRIE TA R, R 95 B 300 Ak il o e, K 2 HE < E
WKL JG T ARSE R SCLT-2i5 SRR FAR B, 15 I H IR 5 7K
S8 SCLT-2i; B il T AR B8, R K S 1E 3 Tk £ o 1 5 i
JRAEFERGTARBY T WG R T RIRAR R, HE
PRIRPRAE I HERRIERGE |t i S5 00 S5 A2 A
30 YEIRR EFLEAMERR % B E AL A SGLT-2i 157

SGLT-2i J& T 4#E Uk 301 C 2K 25, B AT 4 IR 10 4 i J
SGLT-2i HyBFFe Kt R , AREAS T 52 5 SGLT-2i A XA T K
A I 7 SRR BB I A 0 ST S 0 00 3 1 2 v fe
JH SGLT-2i, SGLT-2i JE 7 hi AR FLIH 43 s o E FLIE 32 % L,

RS B0 LT3 A B 5 D 08 AN T A L S A LT T LA 1
SGLT-2i,

31 JLEERFEBE W UER SGLT-2i 15?2

FATRTA i SGLT-2i 7 18 % LUT L i 2
SPERIY TR M AR E L MO TR JL M R 58 Tl ]
SGLT-2i,

32 EfERREAERA EE W LUER SGLT-2i 1§72

H Al JC SGLT-2i 78 B AE a8k Y AT v it B9 It PR 253
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