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Abstract: Sodium-glucose co-transporter-2 (SGLT2) inhibitors and glucagon-like peptide 1 (GLP-1)
agonists are important drugs in our armamentarium of treatment for Type 2 diabetes mellitus (DM).
In addition to their glucose-lowering effects, they have effects on weight, other metabolic diseases and
perhaps most importantly, a cardioprotective and reno-protective effect. Liraglutide is a long-acting
GLP-1 agonist which was originally used at 1.8 mg daily for the treatment of DM. However, high-dose
liraglutide—liraglutide 3 mg daily, has been demonstrated to be a safe and effective treatment for
obesity, with or without DM. In this manuscript, I present two patients who had unusual responses
to combination therapy with high-dose liraglutide and SGLT2 inhibitor—marked and/or rapid
improvement in glycemic control and weight loss. Drawing from the observations in both cases,
I discuss the complementary mechanisms of actions of both drugs, review the clinical effects of
combination therapy and distil them into clinical pearls of practical utility for the physician. Given
the “clash of the two pandemics” of obesity and COVID-19 and the burgeoning rates of obesity which
loom in the near horizon, this is most timely.
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1. Introduction

Both glucagon-like peptide 1 (GLP-1) agonists and sodium-glucose co-transporter-2
(SGLT2) inhibitors are important drugs in our armamentarium of treatment for Type 2
diabetes mellitus (DM) and obesity. Of the GLP-1 agonists, the clinical utility of high-dose
liraglutide (liraglutide 3 mg daily) for the treatment of obesity is of growing interest. This
is of particular relevance today, given the “clash of the two pandemics” of obesity and
COVID-19 which threaten to lead to an exponential increase in the rates of obesity and its
multiple associated complications, not least of which include DM [1].

In this report, I describe two patients on combination therapy with high-dose liraglu-
tide and SGLT-2 inhibitor to highlight lesser-known, yet important learning points of
practical utility.

2. Case Presentation
2.1. Patient #1

This was a 40-year-old female with obesity as well as young-onset Type 2 DM, diag-
nosed at the age of 21. There was a family history of DM in her mother, who was diagnosed
in her 30 s. There were no prior episodes of diabetic ketoacidosis and insulin auto-antibodies
were negative. There was persistent poor glycemic control (HbA1c 12.1–14% since 2012), re-
sulting in microvascular complications of retinopathy and neuropathy. Other comorbidities
included hypercholesterolemia on atorvastatin.

During initial review in July 2019, the patient was obese (weight 95 kg, body mass
index (BMI) 39.1 kg/m2) and HbA1c was 11.5%. This was despite treatment with premixed
insulin 0.79 units/kg/day and metformin 850 mg twice daily, with compliance to all medi-
cations. The patient was started on liraglutide, which was up-titrated to 3 mg daily. Three
months later, dapagliflozin 10 mg daily was added. The patient was adherent to lifestyle
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modifications for weight loss and was on a regular exercise regime. The combination
of high-dose liraglutide and dapagliflozin led to a rapid and dramatic improvement in
glycemic control (decrease in HbA1c of >4%, from 11.5% to 7.2%) after 4 months, which
was sustained at 8 months. In contrast, weight loss was gradual—weight was 93 kg in
October 2019, representing 1.4% weight loss over 12 weeks, followed by further weight
loss to 90 kg in February 2020 and 88 kg in June 2020. The maximum weight loss of 6.3 kg,
representing 6.4% of her initial weight, was achieved at 49 weeks following initiation of
therapy. Both medications were well-tolerated with no adverse effects. In addition, there
was improvement in her lipid profile (LDL cholesterol decreased from 3.07 to 1.71 mmol/L,
triglycerides decreased from 2.38 to 1.62 mmol/L and HDL cholesterol increased from 0.84
to 0.98 mmol/L).

2.2. Patient #2

This was a 74-year-old female with obesity and multiple associated comorbidities:
Type 2 DM, hypertension, hypercholesterolemia, obstructive sleep apnea (OSA), NAFLD
and osteoarthritis of the knees.

The patient was first seen in Feb 2019. During initial review, the weight was 101.9 kg
and BMI was 40.6 kg/m2. Glycemic control was adequate (HbA1c 6.7%) on metformin
1 g twice daily and canagliflozin 100 mg daily. Treatment options were discussed—as the
patient was unable to exercise due to knee pain, liraglutide was started for weight control.
Six weeks later, the patient had lost 19.8% of weight (weight decreased from 101.9 kg to
81.7 kg, BMI decreased from 40.6 kg/m2 to 37.8 kg/m2) with improvement in glycemic
control (HbA1c decreased from 6.7% to 5.9%). This was achieved with the lowest dose of
liraglutide at 0.6 mg daily—despite instructions for up-titration, the patient had intention-
ally continued low-dose liraglutide due to concerns of adverse effects. Despite subsequent
up-titration and continuation of high-dose liraglutide for 12 months, weight plateaued at
81–83 kg, although there was no significant weight regain. There was improvement in OSA
as evidenced by decreased apnea hypopnea index (AHI), improvement in lipid profile (LDL
cholesterol decreased from 1.73 to 1.64 mmol/L) and maintenance of glycemic control.

2.3. Key Clinical Questions

(1) What are the clinical benefits of combination therapy with GLP-1 agonist, specifically
high-dose liraglutide, and SGLT2 inhibitor?

(2) Given that Patient #1 experienced a marked improvement in glycemic control while
Patient #2 experienced dramatic weight loss—are there any synergistic effects with
combination therapy, and what are the underlying mechanisms?

(3) How should combination therapy be initiated—both at the same time or one after the
other, and is there any difference in efficacy?

(4) What are the factors which predict response to combination therapy with high-dose
liraglutide and SGLT2 inhibitor? How should the physician assess response to treatment?

(5) Do patients on combination therapy experience a plateau in clinical effect, and when
does this typically occur?

3. Discussion

Does a perfect marriage exist? This is certainly a contentious question, but one
that was suggested by Nauck et al. [2] with regard to combination therapy with GLP-1
agonist and SGLT2 inhibitor, and one we shall seek to answer through a closer look at the
described patients.

GLP-1 agonists, through an increase in gastrointestinal incretin effect—increase insulin
and inhibit glucagon secretion, reduce hepatic glucose production, reduce appetite and
decrease muscle-mediated glucose uptake, while SGLT2 inhibitors decrease renal glucose
reabsorption. Thus, the combination of GLP-1 agonist and SGLT2 inhibitor corrects seven of
the eight key pathophysiological defects of Type 2 DM described in the “Ominous Octet” [3].
This translates to decrease in blood glucose, body weight and blood pressure and beneficial
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effects on hypertension, hyperlipidemia and non-alcoholic fatty liver disease—benefits
clearly observed in the described patients. Perhaps of greatest clinical significance are
the cardio-protective and reno-protective effects of both drug classes demonstrated in
landmark trials—it remains to be determined whether combination therapy could lead to
synergistic benefit in these realms.

Not only do the two drug classes accentuate each other’s strengths, they also “cover
for” each other’s weaknesses. GLP-1 agonists induce satiety and delay gastric emptying,
neutralizing appetite stimulation caused by SGLT2 inhibitor-induced glycosuria [3]. GLP-1
agonists increase insulin and suppress glucagon secretion, counteracting SGLT2 inhibitor
induced hyperglucagonemia which not only increases endogenous glucose production, but
is also implicated in ketone formation [4]. Through this mechanism, GLP-1 agonists might
reduce the risk of euglycemic diabetic ketoacidosis, an uncommon but feared complication
of SGLT2 inhibitors [5]. As a word of caution, as ketone bodies are theorized to serve as an
energy substrate for the failing heart, the clinical impact of decreased ketone availability
on cardiovascular outcomes remains to be determined [2]. In addition, SGLT2 inhibitor
induced glycosuria might lead to a compensatory increase in hepatic glucose production,
which once again is reduced by GLP-1 agonists [6]. This is particularly significant, consider-
ing that the degree of hepatic glucose production is proportional to the degree of glycosuria
and might offset up to 50% of the glucose excreted in the urine [6].

Combination therapy with GLP-1 agonist and SGLT2 inhibitor has been studied in
both randomized controlled trials and real-world observational studies, in which liraglutide
0.9–1.8 mg daily, exenatide and dulaglutide were combined with SGLT2 inhibitor [7–10].
In contrast, both patients in this report received combination therapy with high-dose
liraglutide and SGLT2 inhibitor. Although liraglutide was originally used at 1.8 mg daily
for the treatment of DM, the clinical utility of high-dose liraglutide for the treatment
of obesity, both in patients with and without DM, was first established in the SCALE
trials [11,12]. In the SCALE Diabetes study, high-dose liraglutide led to increased reduction
in HbA1c and weight as well as decreased use of oral hypoglycemic agents when compared
to liraglutide 1.8 mg daily [12]. As far as I am aware, there are no prior studies on the
combination of high-dose liraglutide and SGLT2 inhibitor.

There are two methods for initiating combination therapy—sequential initiation and
simultaneous initiation. Comparing both methods, simultaneous initiation led to a greater
and more rapid reduction in HbA1c and weight, although these differences were unlikely
to be significant in the long term [13,14]. The American Diabetes Association (ADA)
recommends the sequential initiation of GLP-1 agonist and/or SGLT2 inhibitor in four
groups of patients: established atherosclerotic cardiovascular disease, heart failure or
chronic kidney disease, obesity and at risk of hypoglycemia. This approach aids compliance
and is financially advantageous, given the significant cost of these drugs. Thus, it is likely
that sequential initiation would be the more commonly adopted approach, including
Patient #1 in whom liraglutide was started followed by SGLT2 inhibitor, and Patient #2 in
whom liraglutide was added to existing SGLT2 inhibitor therapy. Gomez et al. [15] found
that a greater reduction in HbA1c and weight was observed when GLP-1 agonist was
added to existing treatment with an SGLT2 inhibitor, rather than vice versa [13]—which
was the approach in Patient #2.

In Patient #1, a marked improvement in glycemic control (decrease in HbA1c of 4.3%)
was observed, which is significantly higher than reported in the literature—simultaneous
initiation of dapagliflozin and exenatide decreased HbA1c by 1.75%, while addition of
empagliflozin to liraglutide 0.9 mg daily and liraglutide 1.8 mg daily to SGLT2 inhibitor
decreased HbA1c by just 0.77% and 0.98% respectively [7,9,10]. Given that monotherapy
with high-dose liraglutide and dapagliflozin would be expected to lead to HbA1c reduction
of 1.3% and 0.4% respectively [12,16], the HbA1c reduction was far greater than the additive
effect of liraglutide alone plus dapagliflozin alone. It is worth highlighting that this was
particularly unusual in sequential, as compared to simultaneous initiation of therapy [6].
In addition, the long duration of diabetes and insulin treatment in Patient #1 were actually
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predictors of poorer glycemic response to high-dose liraglutide [17]. Conversely, the high
baseline HbA1c and long duration of liraglutide treatment in Patient #1 were predictors of
greater HbA1c reduction with high-dose liraglutide [17].

In addition, the improvement in glycemic control was disproportionately greater than
would be expected from the weight loss, with a loss of just 1.5% of weight at 12 weeks.
The actual degree of weight loss was likely masked in the initial phase by the catabolic
effect of uncontrolled hyperglycemia. In support of this, she went on to lose 6.3 kg (6.4% of
weight) at 49 weeks, which was similar to the mean weight loss of 6.4 kg at 56 weeks in the
SCALE Diabetes study [12]. While on treatment with high-dose liraglutide, loss of weight
of ≥4% at 16 weeks was predictive of ≥5% weight loss at 56 weeks [12]. Thus, it has been
proposed that if patients do not achieve ≥4% weight loss at 16 weeks, the physician should
consider stopping liraglutide and/or switching to an alternative pharmacological agent
for treatment of obesity [18]. If this recommendation was applied to Patient #1, liraglutide
might be prematurely terminated. Thus, when initiating liraglutide, it is important to
consider the baseline degree of glycemic control and recognize that early weight loss might
be masked in patients with uncontrolled hyperglycemia.

In Patient #2, the magnitude of this weight loss was unusual and usually associated
with bariatric surgery—certainly, it was much higher than in the aforementioned studies on
combination therapy in which weight loss of 2.8–3.3 kg was observed [7,9,10]; as well as the
SCALE Diabetes study in which high-dose liraglutide led to an approximate weight loss
of 3% in 6 weeks [12]. Clearly, the weight loss response was far greater than the additive
effect which might be anticipated from liraglutide or SGLT2 inhibitor monotherapy. Higher
baseline weight, treatment with metformin and a longer duration of liraglutide treatment
predicted a better weight loss response to high-dose liraglutide. Of these, the first two
factors were applicable to Patient #2.

Another observation worth highlighting in Patient #2 was the rapid weight loss
over just 6 weeks, which was followed by a plateau in weight despite up-titration and
continuation of high-dose liraglutide for 12 months. This was an unusual observation for
two reasons—firstly, the rate of initial weight loss was exceedingly rapid, and secondly,
this weight loss was achieved with the lowest dose of liraglutide (0.6 mg daily), seemingly
defying the well-documented dose-dependent effect of liraglutide [12].

What could account for the discrepancy in the weight loss response between Patient
#1 and #2? The first point to highlight is that both patients were females. Contributed by
the dramatic decrease in estrogen following menopause, there is a shift in fat distribution
such that the visceral fat deposit increases from 5–8% of total body fat during the pre-
menopausal period to 15–20% of total body fat during the post-menopausal period [19].
GLP-1 agonists, including liraglutide, have been demonstrated to decrease visceral fat and
increase subcutaneous fat via tissue-specific modulation of lipid metabolism, as well as
stimulate browning of subcutaneous white adipose tissue [20]. Therefore, this could explain
the significantly greater weight loss in Patient #2 who was post-menopausal, compared to
Patient #1 who was pre-menopausal. Conversely, what could account for the discrepancy in
glycemic control between Patient #1 and #2? Estrogen leads to improved insulin sensitivity
and glucose homeostasis—therefore, the combined effect of GLP-1 agonists and estrogen
may explain the greater improvement in glycemic control observed in Patient #1 who was
pre-menopausal compared to Patient #2 who was post-menopausal [21]. Putting all of
this together, this could also account for the disproportionately greater improvement in
glycemic control compared to weight loss in Patient #1, as earlier discussed.

Are there any differences in the response to GLP-1 agonists between males and fe-
males? In a retrospective study of patients with Type 2 DM treated with exenatide for
1 year, males had improved glycemic response while females had improved weight loss
response [22]. In support of the latter observation, females displayed higher sensitivity
to the food reward impact of central GLP-1 receptor activation, postulated to be estrogen-
mediated, in an animal study [23]. However, the former observation is at odds with the
previously described effect of estrogen on improved insulin sensitivity, and could be ex-
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plained by other factors such as the duration of DM and treatment with other medications
for DM. Apart from this study, there has been a stark paucity of data in this area. Certainly,
future large-scale studies are required to further study the effect of gender and menopausal
status on the clinical response to GLP-1 agonists.

In a real-world study of patients with Type 2 DM on liraglutide, maximum decrease
in HbA1c and weight was achieved after 12 months and 18 months respectively [15]. Thus,
why did an early plateau of the effect of liraglutide occur in Patient #2? Relevant to this
observation was a study performed by Farr et al. [24], in which participants who received
liraglutide with dose escalation over 5 weeks had increased activity over the reward-related
right orbitofrontal cortex (OFC) on functional MRI (fMRI) in response to food cues when
controlled for body weight and BMI [24]. This counter-regulatory increase in OFC activity
could explain the weight plateau in Patient #2, and is supported by other studies in which
the early decrease in reward-related central nervous system activation in response to food
cues after 10–17 days of liraglutide treatment subsequently disappeared after 12 weeks [23].
This suggests that apart from an “early responder” group of patients, there might also
be an “early plateauer” group, in whom we could consider down-titrating liraglutide to
the minimum dose in which therapeutic benefit can be achieved to reduce adverse effects
and save costs. On the opposite end of the spectrum are patients with minimal response
to therapy. Thus, it is evident that individual response to high-dose liraglutide is highly
variable. A postulated etiology is genetic polymorphisms of the GLP1 receptor and related
genes—a promising field deserving of further research [25].

4. Conclusions

In conclusion, I wish to summarize the key learning points from both cases as follows:

(1) Due to complementary mechanisms of action, combination therapy with high-dose
liraglutide and SGLT2 inhibitor has significant clinical benefits including the potential
for marked improvement in glycemic control and weight loss.

(2) Initiation of combination therapy can be sequential or simultaneous. In clinical
practice, sequential initiation is usually the preferred approach and is not inferior to
simultaneous initiation in the long term.

(3) Individual response to combination therapy with high-dose liraglutide and SGLT2
inhibitor is highly variable. Although the response to liraglutide is typically dose-
dependent, a subset of patients might have an exquisite response to low doses.

(4) High baseline HbA1c and longer duration of treatment predict increased HbA1c re-
duction, while high baseline weight, treatment with metformin and a longer duration
of treatment predict increased weight reduction.

(5) Clinicians can use ≥4% weight loss at 16 weeks as a marker of response to treatment,
although an important caveat is patients with poorly controlled DM who might have
an apparent absence of initial weight loss.

(6) A plateau in clinical effect is typically observed after 12–18 months, although it might
occur as early as 6 weeks after therapy initiation.

Funding: This research received no external funding.

Institutional Review Board Statement: Ethics review and approval was not required for this case
report.

Informed Consent Statement: Informed consent was obtained from the patients for publication.

Data Availability Statement: Not applicable.

Conflicts of Interest: The author declares no conflict of interest.



Clin. Pract. 2022, 12 6

References
1. Chua, M.W.J.; Zheng, S. Obesity and COVID-19: The clash of two pandemics. Obes. Res. Clin. Pract. 2020, 14, 380–382. [CrossRef]
2. Nauck, M.A.; Meier, J.J. GLP-1 receptor agonists and SGLT2 inhibitors: A couple at last? Lancet Diabetes Endocrinol. 2016, 4,

963–964. [CrossRef]
3. Busch, R.S.; Kane, M.P. Combination SGLT2 inhibitor and GLP-1 receptor agonist therapy: A complementary approach to the

treatment of type 2 diabetes. Postgrad. Med. 2017, 129, 686–697. [CrossRef]
4. Saponaro, C.; Gmyr, V.; Thévenet, J.; Moerman, E.; Delalleau, N.; Pasquetti, G.; Coddeville, A.; Quenon, A.; Daoudi, M.; Hubert,

T.; et al. The GLP1R Agonist Liraglutide Reduces Hyperglucagonemia Induced by the SGLT2 Inhibitor Dapagliflozin via
Somatostatin Release. Cell Rep. 2019, 28, 1447–1454.e4. [CrossRef] [PubMed]

5. Peters, A.L.; Buschur, E.O.; Buse, J.B.; Cohan, P.; Diner, J.C.; Hirsch, I.B. Euglycemic Diabetic Ketoacidosis: A Potential
Complication of Treatment With Sodium–Glucose Cotransporter 2 Inhibition. Diabetes Care 2015, 38, 1687–1693. [CrossRef]
[PubMed]

6. DeFronzo, R.A. Combination therapy with GLP-1 receptor agonist and SGLT2 inhibitor. Diabetes Obes. Metab. 2017, 19, 1353–1362.
[CrossRef] [PubMed]

7. Jabbour, S.A.; Frías, J.P.; Hardy, E.; Ahmed, A.; Wang, H.; Öhman, P.; Guja, C. Safety and Efficacy of Exenatide Once Weekly Plus
Dapagliflozin Once Daily Versus Exenatide or Dapagliflozin Alone in Patients with Type 2 Diabetes Inadequately Controlled with
Metformin Monotherapy: 52-Week Results of the DURATION-8 Randomized Controlled Trial. Diabetes Care 2018, 41, 2136–2146.
[CrossRef] [PubMed]

8. Deol, H.; Lekkakou, L.; Viswanath, A.K.; Pappachan, J.M. Combination therapy with GLP-1 analogues and SGLT-2 inhibitors in
the management of diabesity: The real world experience. Endocrine 2017, 55, 173–178. [CrossRef]

9. Terauchi, Y.; Utsunomiya, K.; Yasui, A.; Seki, T.; Cheng, G.; Shiki, K.; Lee, J. Safety and Efficacy of Empagliflozin as Add-
On Therapy to GLP-1 Receptor Agonist (Liraglutide) in Japanese Patients with Type 2 Diabetes Mellitus: A Randomised,
Double-Blind, Parallel-Group Phase 4 Study. Diabetes Ther. 2019, 10, 951–963. [CrossRef]

10. Blonde, L.; Belousova, L.; Fainberg, U.; Garcia-Hernandez, P.A.; Jain, S.M.; Kaltoft, M.S.; Mosenzon, O.; Nafach, J.; Palle, M.S.; Rea,
R. Liraglutide as add-on to sodium-glucose co-transporter-2 inhibitors in patients with inadequately controlled type 2 diabetes:
LIRA-ADD2SGLT2i, a 26-week, randomized, double-blind, placebo-controlled trial. Diabetes Obes. Metab. 2020, 22, 929–937.
[CrossRef]

11. Pi-Sunyer, X.; Astrup, A.; Fujioka, K.; Greenway, F.; Halpern, A.; Krempf, M.; Lau, D.C.W.; Le Roux, C.W.; Ortiz, R.V.; Jensen,
C.B.; et al. A Randomized, Controlled Trial of 3.0 mg of Liraglutide in Weight Management. N. Engl. J. Med. 2015, 373, 11–22.
[CrossRef]

12. Davies, M.J.; Bergenstal, R.; Bode, B.; Kushner, R.F.; Lewin, A.; Skjøth, T.V.; Andreasen, A.H.; Jensen, C.B.; DeFronzo, R.A. Efficacy
of Liraglutide for Weight Loss Among Patients with Type 2 Diabetes. JAMA 2015, 314, 687–699. [CrossRef]

13. Gómez, J.C.; Lorido, J.C.A.; Huelgas, R.G.; de Lucas, D.G.; Polo, L.M.; Aguilar, J.M.V.; Ripoll, J.M.S.; Ena, J. Combination Therapy
with Glucagon-Like Peptide-1 Receptor Agonists and Sodium-Glucose Cotransporter 2 Inhibitors in Older Patients with Type 2
Diabetes: A Real-World Evidence Study. Can. J. Diabetes 2019, 43, 186–192. [CrossRef] [PubMed]

14. Díaz-Trastoy, O.; Villar-Taibo, R.; Sifontes-Dubón, M.; Mozo-Peñalver, H.; Bernabeu-Morón, I.; Cabezas-Agrícola, J.M.; Muñoz-
Leira, V.; Peinó-García, R.; Martís-Sueiro, A.; García-López, J.M.; et al. GLP1 Receptor Agonist and SGLT2 Inhibitor Combination:
An Effective Approach in Real-world Clinical Practice. Clin. Ther. 2020, 42, e1–e12. [CrossRef]

15. Gomez-Peralta, F.; Lecube, A.; Fernández-Mariño, A.; Troncoso, I.A.; Morales, C.; Morales-Pérez, F.M.; Guler, I.; Cadarso-Suárez,
C. Interindividual differences in the clinical effectiveness of liraglutide in Type 2 diabetes: A real-world retrospective study
conducted in Spain. Diabet. Med. 2018, 35, 1605–1612. [CrossRef] [PubMed]

16. Baglioni, P.; Wiviott, S.D.; Raz, I.; Sabatine, M.S.; Akinci, B. Dapagliflozin and Cardiovascular Outcomes in Type 2 Diabetes. N.
Engl. J. Med. 2019, 380, 1880–1881. [CrossRef] [PubMed]

17. Toyoda, M.; Yokoyama, H.; Abe, K.; Nakamura, S.; Suzuki, D. Predictors of response to liraglutide in Japanese type 2 diabetes.
Diabetes Res. Clin. Pract. 2014, 106, 451–457. [CrossRef]

18. Fujioka, K.; O’Neil, P.; Davies, M.; Greenway, F.; Lau, D.C.; Claudius, B.; Skjøth, T.V.; Jensen, C.B.; Wilding, J. Early Weight Loss
with Liraglutide 3.0 mg Predicts 1-Year Weight Loss and is Associated with Improvements in Clinical Markers. Obesity 2016, 24,
2278–2288. [CrossRef]

19. Karvonen-Gutierrez, C.; Kim, C. Association of Mid-Life Changes in Body Size, Body Composition and Obesity Status with the
Menopausal Transition. Healthcare 2016, 4, 42. [CrossRef] [PubMed]

20. Zhao, L.; Zhu, C.; Lu, M.; Chen, C.; Nie, X.; Abudukerimu, B.; Zhang, K.; Ning, Z.; Chen, Y.; Cheng, J.; et al. The key role of a
glucagon-like peptide-1 receptor agonist in body fat redistribution. J. Endocrinol. 2019, 240, 271–286. [CrossRef]

21. Gupte, A.A.; Pownall, H.; Hamilton, D. Estrogen: An Emerging Regulator of Insulin Action and Mitochondrial Function. J.
Diabetes Res. 2015, 2015, 1–9. [CrossRef] [PubMed]

22. Anichini, R.; Cosimi, S.; Di Carlo, A.; Orsini, P.; De Bellis, A.; Seghieri, G.; Franconi, F.; Baccetti, F. Gender difference in response
predictors after 1-year exenatide therapy twice daily in type 2 diabetic patients: A real world experience. Diabetes Metab. Syndr.
Obes. 2013, 6, 123–129. [CrossRef]

23. Kulve, J.S.T.; Veltman, D.J.; Van Bloemendaal, L.; Groot, P.F.C.; Ruhé, H.G.; Barkhof, F.; Diamant, M.; Ijzerman, R.G. Endogenous
GLP1 and GLP1 analogue alter CNS responses to palatable food consumption. J. Endocrinol. 2016, 229, 1–12. [CrossRef]

http://doi.org/10.1016/j.orcp.2020.06.003
http://doi.org/10.1016/S2213-8587(16)30263-7
http://doi.org/10.1080/00325481.2017.1342509
http://doi.org/10.1016/j.celrep.2019.07.009
http://www.ncbi.nlm.nih.gov/pubmed/31390560
http://doi.org/10.2337/dc15-0843
http://www.ncbi.nlm.nih.gov/pubmed/26078479
http://doi.org/10.1111/dom.12982
http://www.ncbi.nlm.nih.gov/pubmed/28432726
http://doi.org/10.2337/dc18-0680
http://www.ncbi.nlm.nih.gov/pubmed/30082326
http://doi.org/10.1007/s12020-016-1125-0
http://doi.org/10.1007/s13300-019-0604-8
http://doi.org/10.1111/dom.13978
http://doi.org/10.1056/NEJMoa1411892
http://doi.org/10.1001/jama.2015.9676
http://doi.org/10.1016/j.jcjd.2018.09.001
http://www.ncbi.nlm.nih.gov/pubmed/30415909
http://doi.org/10.1016/j.clinthera.2019.12.012
http://doi.org/10.1111/dme.13769
http://www.ncbi.nlm.nih.gov/pubmed/29943854
http://doi.org/10.1056/NEJMc1902837
http://www.ncbi.nlm.nih.gov/pubmed/31067393
http://doi.org/10.1016/j.diabres.2014.09.052
http://doi.org/10.1002/oby.21629
http://doi.org/10.3390/healthcare4030042
http://www.ncbi.nlm.nih.gov/pubmed/27417630
http://doi.org/10.1530/JOE-18-0374
http://doi.org/10.1155/2015/916585
http://www.ncbi.nlm.nih.gov/pubmed/25883987
http://doi.org/10.2147/DMSO.S42729
http://doi.org/10.1530/JOE-15-0461


Clin. Pract. 2022, 12 7

24. Farr, O.M.; Upadhyay, J.; Rutagengwa, C.; Diprisco, B.; Ranta, Z.; Adra, A.; Bapatla, N.; Douglas, V.P.; Douglas, K.A.A.;
Nolen-Doerr, E.; et al. Longer-term liraglutide administration at the highest dose approved for obesity increases reward-related
orbitofrontal cortex activation in response to food cues: Implications for plateauing weight loss in response to anti-obesity
therapies. Diabetes Obes. Metab. 2019, 21, 2459–2464. [CrossRef] [PubMed]

25. Karras, S.N.; Rapti, E.; Koufakis, T.; Kyriazou, A.; Goulis, D.G.; Kotsa, K. Pharmacogenetics of Glucagon-like Peptide-1 Agonists
for the Treatment of Type 2 Diabetes Mellitus. Curr. Clin. Pharmacol. 2018, 12, 202–209. [CrossRef] [PubMed]

http://doi.org/10.1111/dom.13827
http://www.ncbi.nlm.nih.gov/pubmed/31282006
http://doi.org/10.2174/1574884713666180221121512
http://www.ncbi.nlm.nih.gov/pubmed/29473524

	Introduction 
	Case Presentation 
	Patient #1 
	Patient #2 
	Key Clinical Questions 

	Discussion 
	Conclusions 
	References

