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Abstract
The increasing burden of diabetes in India is imposing significant economic strain, particularly on lower socioeconomic groups. 
Therefore, the E-Tulip program aimed to improve healthcare outcomes for these patient groups with diabetes in India. Six nationwide 
continuing medical education sessions, each led by an expert healthcare professional (HCP) and attended by regional HCPs, 
focused on various aspects of ‘Democracy in Diabetes Care’. Discussions from all the sessions were compiled to prepare this expert 
opinion. The recommendations provided tailored approaches for managing type 2 diabetes mellitus (T2DM) across different patient 
scenarios. Economic strategies emphasized affordability and adherence, advocating for metformin as a cost-effective first-line option 
and rationalizing dual (metformin + glipizide) and triple (glimepiride + metformin + pioglitazone) therapy choices based on glycemic 
control needs. Metformin was also endorsed for prediabetes to delay T2DM onset. The discussion on the availability and affordability 
of drugs will improve the knowledge of the HCPs, improving the care of lower-income diabetic patients through comprehensive 
management.
Keywords: Metformin, prediabetes, type 2 diabetes mellitus, lower socioeconomic groups ,expert opinion.

INTRODUCTION
An estimated 101 million individuals in India are affected 
by diabetes, accounting for 11.4% of the nation’s 
population [1]. The diabetes crisis has peaked in certain 
highly developed states of the country, while many less 
developed states are still in the early phases of this 
epidemic [1]. Diabetes imposes a significant economic 
burden on affected individuals and healthcare systems, 
especially in low- to middle-income countries, given its 
chronic nature and the associated macrovascular and 
microvascular complications [2].

Traditionally associated with the affluent segments of 
Indian society, diabetes is now increasingly affecting 
individuals from lower socioeconomic groups, carrying 
significant health implications [3]. Diabetes places a 
substantial financial strain on individuals and households 
in India, with medication expenses accounting for a 
major portion of the overall cost of managing the disease 
[4]. An average Indian patient with diabetes faces 

considerable treatment expenses. These expenses 
are further escalated by the presence of one or more 
complications, such as diabetic foot disease or renal 
disease [5]. Additionally, the absence of insurance 
schemes and policies increases the expense of diabetes 
care. Poor medication adherence is highly prevalent in 
type 2 diabetes mellitus (T2DM), often associated with 
patient demographic factors such as low-income levels 
and the perceived burden patients face in acquiring their 
medications, including out-of-pocket costs [6].

While a multidisciplinary approach involving all 
stakeholders in the healthcare sector is crucial to diabetes 
care, patient-centered care emerges as a key method 
to ensure ‘democracy in diabetes care’. It prioritizes 
patient decision-making in diabetes management, 
actively involving them in the planning and monitoring 
their treatment. Democracy in diabetes management 
advocates for health, diagnostic, and pharmaceutical 
equity.

In this regard, the E-Tulip program aimed to improve 
patient healthcare outcomes by increasing accessibility 
and affordability of diabetes care, emphasizing 
alternative therapies to improve treatment adherence 
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and ultimately empowering patients to manage their 
health within the realm of diabetes management. The 
present expert opinion document was developed with a 
particular focus on improving healthcare outcomes for 
lower-income patient groups with diabetes in India.

MATERIALS AND METHODS
Six continuing medical education (CME) sessions were 
held across India. Each session was led by an expert 
healthcare professional (HCP) and attended by regional 
HCPs. The HCPs belonged to tier 1 and tier 2 cities. 
The leading expert guided the session by discussing 
objectives and management strategies supported by 
scientific evidence and their experiences. The discussion 
was further extended during the Q&A session, where 
the expert HCP addressed questions from the session 
attendees. Discussions from all the sessions were 
compiled to prepare this expert opinion.

Each CME session focused on a different aspect within 
the principal domain of ‘Democracy in Diabetes Care’. 
This expert opinion document provides insights on 
managing T2DM in drug-naïve patients, addressing 
the economic burden of uncomplicated T2DM, 
multidisciplinary collaborative care for uncontrolled 
T2DM in lower-income groups, maximizing cost-effective 
pharmacotherapy in T2DM patients with atherosclerotic 
cardiovascular disease (ASCVD), achieving glycemic 
control and treatment of comorbidities in patients with 
T2DM, and evaluating the cost-effectiveness of intensive 
management approaches for T2DM patients with chronic 
kidney disease (CKD).

The HCPs referred to the American Diabetes 
Association (ADA) and the Research Society for the 
Study of Diabetes in India (RSSDI) guidelines, along 
with their clinical experience, to categorize the groups 
according to the criteria mentioned above, where dual 
and triple drug combinations are relevant. Parameters 
such as glycated hemoglobin (HbA1c), cardiovascular 
disease (CVD)/CKD history, body mass index (BMI; 
obesity), and variability in fasting plasma glucose (FPG) 
and postprandial glucose (PPG) are the most common 
indicators according to the guidelines for assessing the 
risk of complications and comorbidities in T2DM, where 
dual and triple drug combinations become pertinent.

Definition: The Reserve Bank of India (RBI) classifies 
cities based on population, with tier 1 cities having 
populations of 100,000 or more, and tier 2 towns ranging 
between 50,000 and 99,999.

DISCUSSION
This section talks about the various origins of the 
principal domains in the democracy of diabetic care. 
The E-Tulip program is a patient-centered initiative that 
fosters democracy in diabetes care, placing patients at 
the forefront of decision-making and actively involving 
them in managing their health. There has been a lack 
of expert opinion on improving healthcare outcomes for 

lower-income patient groups in the context of diabetes 
in India. This expert opinion report comprehensively 
discusses the insights and recommendations provided 
by the experts in all the CME sessions, aiming to 
empower Indian patients with diabetes to manage their 
health effectively (Fig. 1).

Changing Scenarios in Managing T2DM in Drug-Naïve 
Patients: Medical Therapy and Cost-Effectiveness
Patients with diabetes can be broadly classified as drug-
experienced (those already on a particular antidiabetic 
drug or drug combination) and drug-naïve (those who 
never received any antidiabetic medication). Drug-naïve 
patients can be further categorized as prediabetes 
with HbA1c <6.2% or drug-naïve with HbA1c <7.5%, 
drug-naïve with HbA1c 7.5%- 8%, and drug-naïve with 
HbA1c >8%. According to the experts, patient treatment 
should adhere to the Law of Therapeutic Parsimony, 
which states that the least number of drugs, drug 
combinations, or drug preparations should be used, in 
the minimum required dose and frequency, to achieve 
the predetermined therapeutic outcomes [7]. However, 
monotherapy does not suffice for drug-naïve patients 
with HbA1c >7.5%, requiring dual oral therapy. This 
is supported by the American Association of Clinical 
Endocrinologists (AACE) consensus statement [8], 
which recommends early combination therapy with two 
agents if the initial HbA1c is >7.5%. Similarly, the ADA 
guidelines [9] recommend considering initial combination 
therapy for those presenting with HbA1c levels 1.5-2.0% 
above the glycemic goal.

Experts recommended the combination of metformin 
and glipizide as the most cost-effective treatment for 
dual therapy. Metformin + glipizide is a safe combination, 
reducing FPG levels, and HbA1c, with minimal risk of 
nocturnal hypoglycemia. The complementary modes 
of action of metformin and glipizide enable a safe 
and effective combination therapy that improves 
glycemic control without significant weight gain. 
Feinglos et al. demonstrated that adding 2.5 mg of 
glipizide to metformin significantly improved glucose 
control in patients with T2DM inadequately controlled by 
metformin alone, allowing a higher proportion of patients 
to achieve their HbA1c goals [10]. Additionally, glipizide/
metformin tablets proved more effective than individual 
monotherapies in controlling HbA1c and FPG levels in 
patients previously uncontrolled on sulfonylurea (SU) 
treatment [10].

As per expert opinion, patients with an HbA1c level 
between 8.5% and 10% may require triple oral therapy, 
a recommendation in line with the guidelines [8, 9]. One 
of the most cost-effective combinations for this therapy 
includes glimepiride, metformin, and pioglitazone [10]. 
The triple dose combination of glimepiride + metformin 
+ pioglitazone demonstrated improved glycemic control 
compared to placebo (-1.31% vs -0.33%; p<0.001), 
with an acceptable tolerability profile. Another study 
[10] confirmed the safety and efficacy of glimepiride + 
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pioglitazone + metformin in achieving glycemic goals, 
significantly reducing triglycerides (TG), low-density 
lipoproteins (LDL), and total cholesterol, with no serious 
adverse events or drug interactions reported.

The progression of diabetes can be prevented or delayed 
in prediabetes or in drug-naïve patients with HbA1c 
<7.5% using metformin. This perspective aligns with 
the approval granted by the Drugs Controller General 
of India (DCGI) [11] for metformin sustained-release 
tablets, which are indicated for reducing the risk or 
delaying the onset of T2DM in adult, overweight patients 
with impaired glucose tolerance (IGT) and/or impaired 
fasting glucose (IFG), and/or increased HbA1c levels. 
These patients are at high risk of developing T2DM and 
continue to progress towards it despite implementing 
intensive lifestyle changes for 3 to 6 months. Moreover, 
the ADA [12] recommends considering metformin therapy 
for preventing T2DM in high-risk adults, particularly 
those aged 25-59 years with a BMI ≥35 kg/m2, higher 
FPG (≥110 mg/dL), and HbA1c (≥6.0%), and those with 
a history of gestational diabetes mellitus (GDM).

According to the RSSDI guidelines [13], initiating 
metformin therapy is advisable if patients with 
prediabetes do not experience any improvement with 
lifestyle modifications after six months. Additionally, it is 
recommended to add metformin (500 mg, twice daily) for 
younger individuals who have one or more additional risk 
factors for diabetes, if they are overweight or obese with 
IFG + IGT, or IFG with HbA1c >5.7%. The International 
Diabetes Federation (IDF) [14] has acknowledged 
metformin as a cost-effective pharmacological option for 
individuals at high risk of developing diabetes.

Addressing the Economic Burden of Uncomplicated 
T2DM: Strategies for Cost-Effective Therapies and 
Improved Adherence
Recognizing the gravity of the disease, adherence to 
the prescribed treatment is crucial for patients [15]. The 
maximum advantages of several effective medications 
can only be attained when patients comply with the 
prescribed treatment regimens. However, the high out-
of-pocket expenses for medications present a significant 
challenge for many adults managing diabetes, leading 
to reduced adherence to treatment. Initiatives aimed at 
reducing these costs could potentially improve adherence 
rates for all patients [16]. Considering these challenges, 
clinicians should actively identify patients with diabetes 
who are struggling with medication costs and assist them 
by adjusting their medication regimens, emphasizing the 
importance of each prescribed medication, and providing 
information on affordable drug options.

In addressing the economic burden of uncomplicated 
T2DM, patients can be categorized into three groups: 
those with FPG 130-150 mg/dL, PPG 140-180 mg/dL, 
and HbA1c >6.5%; those with FPG 150-170 mg/dL, 
PPG 180-240 mg/dL, and HbA1c >7.5%; and those with 
FPG >170 mg/dL, PPG >240 mg/dL and HbA1c >8.5%.

The ADA and the RSSDI guidelines recommend 
metformin as first-line therapy for patients with T2DM 
(HbA1c >6.5%) when lifestyle modifications have failed 
to produce a significant reduction in glycemic load. 
Metformin, a proven therapy for T2DM, is safe and 
effective in delaying or preventing the disease in high-
risk individuals [17]. Metformin is also one of the most 
cost-effective oral therapeutic options for managing 
T2DM.

For patients on metformin monotherapy with increased 
glycemic levels (HbA1c >7.5%), intensifying the current 
treatment is an option. The commonly prescribed initial 
doses for metformin are 500 mg twice daily or 850 mg 
once daily. As the effectiveness of metformin correlates 
with dosage, intensification of treatment would include 
increasing the metformin dose gradually, either by 500 mg 
weekly or 850 mg biweekly, until the maximum tolerable 
dose is reached [18,19]. If glycemic targets cannot 
be achieved through the intensification of metformin 
monotherapy within three months, combination therapy 
should be considered. Clinical studies have reported a 
greater reduction in HbA1c and FPG with metformin/SU 
fixed-dose combination (FDC) compared to metformin 
up-titration [10]. The combination of metformin + glipizide 
represents the most affordable dual therapy option for 
patients with uncomplicated T2DM.

In cases where dual therapy proves insufficient in 
achieving glycemic targets, or in the case of patients 
with an HbA1c >8.5%, the implementation of triple oral 
therapy becomes necessary. While several options exist 
for triple combination oral antidiabetic medications, the 
combination of glimepiride + metformin + pioglitazone 
represents the most cost-effective oral triple therapy 
option for patients with uncomplicated T2DM.

Multidisciplinary Collaborative Care in Managing 
Uncontrolled T2DM in Lower-Income Groups
People with diabetes and their families encounter 
complex and multifaceted challenges while incorporating 
diabetes management into their daily routines [20]. 
Thus, a multidisciplinary approach to diabetes care is 
important, involving various HCPs such as diabetes 
educators, pharmacists, representatives from 
pharmaceutical companies, and doctors from different 
specialties. For instance, managing gestational diabetes 
may necessitate collaboration with gynecologists 
and neonatologists, while preventing diabetic foot 
complications may require the expertise of surgeons or 
podiatric surgeons. The emphasis should not solely be 
on physicians but rather on adopting a comprehensive 
approach that includes accessible and affordable 
diabetes care, education, awareness, and diligent 
monitoring through diabetes self-management education 
to ensure effective management. Recent studies have 
demonstrated that implementing a multidisciplinary 
team approach significantly improves the outcomes 
of diabetes treatment and helps prevent or minimize 
diabetes-related complications [21].
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To manage uncontrolled T2DM in lower-income groups, 
patients can be categorized as those with T2DM who are 
not receiving any anti-diabetic medication and have an 
HbA1c >7%, those receiving metformin monotherapy with 
an HbA1c >7.6%, and those receiving dual anti-diabetic 
therapy with an HbA1c >8.4%. For newly diagnosed 
patients with uncontrolled T2DM with an HbA1c >7%, 
metformin is considered the cost-effective choice 
among single oral hypoglycemic agents compared to 
alternatives such as gliclazide, glimepiride, teneligliptin, 
and voglibose [22]. Most experts agreed that metformin 
combined with lifestyle modifications is sufficient for the 
effective treatment of this patient category.

Patients with uncontrolled T2DM, characterized by an 
HbA1c level >7.6% despite three months of metformin 
therapy, are typically considered suitable candidates for 
initiating dual oral anti-diabetic therapy. This generally 
involves treatment with metformin combined with 
a second oral anti-diabetic medication, such as an 
SU. Fixed-dose combinations containing SUs have 
demonstrated benefits in reducing medication costs, 
improving convenience, and improving patient adherence 
[10]. Among sulfonylureas, glipizide is the most cost-
effective option [23]. Moreover, glipizide is suitable for 
use in patients with compromised renal function. Studies 
indicate that the FDC of metformin + glipizide incurs the 
lowest annual cost compared to other combinations.

Triple oral anti-diabetic therapy is necessary for patients 
with uncontrolled T2DM who remain unresponsive to 
dual therapy and have an HbA1c >8.4%. Pioglitazone 
represents a suitable add-on medication for use in patients 
with T2DM who do not show any contraindications to 
the drug. Pioglitazone has also been shown to provide 
the added benefit of reducing both visceral fat volume 
and its metabolic activity in patients with T2DM [24]. A 
fixed-dose combination of metformin + glimepiride + 
pioglitazone proves to be more cost-effective compared 
to other combinations [25]. For this reason, this FDC 
is recognized as the most prevalent triple FDC used in 
India [26].

Maximizing Cost-Effective Pharmacotherapy in 
T2DM Patients with ASCVD
Cardiovascular disease is one of the most frequently 
observed comorbidities in patients with T2DM. Patients 
with T2DM may have overt CVD or may display 
advanced risk factors for CVD. Cardiovascular disease 
results in various negative health effects, including 
increased morbidity and mortality, loss of productivity, 
and a considerable amount of disability. Additionally, 
the cost of treatment for patients with T2DM increases 
drastically in the presence of comorbid ASCVD, such as 
ischemic heart disease (IHD) and stroke [27].

Patients with T2DM and comorbid ASCVD can be 
categorized based on their HbA1c levels as those 
with HbA1c >6.5%, HbA1c >7.5%, and HbA1c >8.5%, 
respectively. In patients with T2DM (HbA1c >6.5%) 

at risk of ASCVD, metformin serves as an ideal and 
cost-effective drug, offering various benefits beyond 
its antihyperglycemic properties. These include 
improving insulin resistance, lipid homeostasis, 
glucose turnover, and the gut microbiome. Metformin 
has also demonstrated cardioprotective benefits by 
positively impacting mitochondrial bioenergetics, and 
substrate utilization, reducing cardiocyte apoptosis, 
lowering oxidative stress, and enhancing endothelial 
function. Additionally, it has a positive impact on plasma 
triglyceride levels, low-density lipoprotein levels, 
and total cholesterol levels in patients with diabetes. 
Metformin provides a comprehensive and cost-effective 
approach to managing diabetes, considering not only 
glycemic control but also cardiovascular health.

For patients with T2DM (HbA1c >7.5%) at risk of ASCVD, 
SUs can be considered a viable addition to metformin 
therapy, particularly for those experiencing postprandial 
hyperglycemia and facing challenges in affording 
newer medications like sodium-glucose cotransporter-2 
(SGLT2) inhibitors. Sulfonylureas, such as glimepiride 
and gliclazide, offer durable glycemic control and 
are relatively cost-effective. Moreover, managing 
postprandial hyperglycemia with SUs has been shown 
to reduce cardiovascular morbidity and mortality, making 
them a valuable option for certain patients, especially in 
the early stages of diabetes management. Considering 
the safety and long-term cost-effectiveness of SUs 
is crucial when treating patients with T2DM at risk of 
ASCVD.

In patients with T2DM (HbA1c >8.5%) at risk of ASCVD, 
a triple-drug combination becomes necessary. An 
ideal approach for patients at high cardiovascular risk 
may include metformin, dipeptidyl peptidase 4 (DPP-
4) inhibitors, and SGLT2 inhibitors. However, cost 
considerations are essential because discontinuation 
of treatment due to high costs can compromise the 
intended benefits. Furthermore, the appropriateness 
of using glitazones, such as pioglitazone, has been 
emphasized. It has been shown that glitazones, when 
used in patients with high HbA1c and moderate BMI, 
can yield favorable cardiovascular outcomes, especially 
in younger patients. The combination of glimepiride + 
metformin + pioglitazone has been suggested as a cost-
effective approach for patients at risk of CVD who are 
not very obese, as it may provide glycemic control with 
minimal side effects. Close monitoring for heart failure 
symptoms is advised for such patients.

According to recommendations from the ADA, the 
American College of Cardiology (ACC), and the American 
Heart Association (AHA), patients with T2DM aged 40 to 
75 years who are at risk of ASCVD should be considered 
for statin therapy, while those with low risk of bleeding 
should be prescribed aspirin. In this context, the dual 
pharmacological combination of aspirin and atorvastatin 
represents a cost-effective approach for managing the 
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risk of ASCVD and bleeding in patients with long-term 
T2DM [28-30].

Achieving Glycemic Control and Treatment of 
Comorbidities in Patients with T2DM
Patients with T2DM and accompanying comorbidities 
can be categorized as those with T2DM (aged 45 years; 
HbA1c >7.5%) accompanied by dyslipidemia (TG >200 
mg/dL; low-density lipoprotein cholesterol [LDL-C] >160 
mg/dL; high-density lipoprotein cholesterol [HDL-C] <40 
mg/dL); those with T2DM (aged 45 years; HbA1c 7.5-
8.5%) and mild diabetic kidney disease (DKD) (estimated 
glomerular filtration rate [eGFR]=55 ml/min/1.73m2); 
and those with T2DM (aged 45 years; HbA1c >8.5%) 
who have a family history of CVD and hypertension, in 
addition to dyslipidemia (TG >200 mg/dL; LDL-C >160 
mg/dL; HDL-C <40 mg/dL).

For patients in the first category (HbA1c >7.5%), 
combining metformin with SUs is a viable treatment 
option, especially for those with postprandial 
hyperglycemia and financial constraints regarding 
newer medications like SGLT2 inhibitors. Fixed-dose 
combinations using modern SUs like glimepiride and 
glipizide offer safety and efficacy as second-line agents 
when metformin alone is insufficient. They are cost-
effective, convenient, and promote patient adherence 
[10]. Metformin/SU therapy effectively lowers blood 
glucose, similar to metformin/DPP-4 combinations, and 
reduces LDL and TG levels [31]. Additionally, according 
to the ADA, statin therapy is recommended for patients 
with diabetes aged 40 to 75 years who exhibit one or 
more risk factors for ASCVD, including dyslipidemia, to 
reduce LDL-C concentration to desired target levels <70 
mg/dL [32].

For patients in the second category (HbA1c 7.5-8.5%), 
the combination of metformin and SUs represents the 
most frequently prescribed antidiabetic medications for 
those with T2DM with DKD [33]. Modern SUs, such as 
glipizide, glimepiride, and gliclazide are safe to use in 
CKD stages 1-4 and generally require minimal to no 
dose adjustments in affected patients [34].

Sulfonylurea glipizide has been shown to exhibit the 
additional beneficial effect of blocking renal interstitial 
fibrosis, a crucial metabolic change in late-stage DKD 
[35]. Moreover, among all metformin/SU combinations, 
the combination of metformin and glipizide has been 
demonstrated to be the most cost-effective, incurring 
the lowest average total direct cost and average cost-
effectiveness ratio (ACER) [25].

For patients belonging to the third category (HbA1c 
>8.5%), a triple-drug combination becomes necessary. 
An ideal approach for patients displaying multiple risk 
factors for CVD may include metformin, DPP-4 inhibitors, 
and SGLT2 inhibitors. The results of the PROspective 
pioglitAzone Clinical Trial In macrovascular Events 
(PROactive) study showed that pioglitazone can reduce 

the risk of secondary macrovascular events in a high-
risk patient population with T2DM and established 
macrovascular disease [36]. The combination of 
glimepiride + metformin + pioglitazone has been 
suggested as a cost-effective approach for patients at 
risk of cardiovascular disease who are not very obese, 
as it may provide better glycemic control with minimal 
side effects. Close monitoring for heart failure symptoms 
is advised for such patients [32].

Additionally, those with a family history of CVD, 
hypertension, dyslipidemia, and a diminished risk of 
bleeding may be prescribed aspirin. In this context, the 
combination of aspirin and atorvastatin emerges as a 
cost-effective strategy for managing both ASCVD and 
bleeding risks in patients with long-term T2DM [31, 37, 
38].

Evaluating the Cost-Effectiveness of Intensive 
Management Approaches for T2DM Patients with 
CKD
Patients with T2DM and comorbid CKD can be 
categorized as those with T2DM, HbA1c >6.5%, and 
mild CKD (eGFR=73 mL/min/1.73m2); those with 
T2DM, HbA1c >7.5%, and mild CKD (eGFR=68 mL/
min/1.73m2); and those with T2DM, HbA1c >8.5%, and 
moderate CKD (eGFR=55 mL/min/1.73m2).

For patients falling under the first category, metformin 
represents an ideal and cost-effective drug that 
offers various benefits beyond its antihyperglycemic 
properties, including improving insulin resistance, lipid 
homeostasis, glucose turnover, and gut microbiome. 
According to the KDIGO 2022 clinical practice guideline 
for diabetes management, metformin is recommended 
for treating patients with T2DM, CKD, and an eGFR 
≥30 ml/min/1.73m2. Dose adjustment for metformin is 
generally necessary when eGFR is <45 ml/min/1.73m2 
and for some patients when eGFR is between 45 and 59 
ml/min/1.73m2.

For patients in the second category, SUs can be 
considered a viable and cost-effective treatment as an 
add-on to metformin therapy, especially for patients 
who exhibit postprandial hyperglycemia and have 
difficulty affording newer medications like SGLT2 
inhibitors. Metformin/SU combination represents the 
most frequently prescribed antidiabetic medications for 
T2DM patients with CKD [39]. The use of modern SUs, 
such as glipizide, glimepiride, and gliclazide, in patients 
with T2DM and CKD (stages 1-4) is considered safe and 
requires minimal to no dose adjustments.

For patients belonging to the third category (HbA1c 
>8.5%), the use of a triple oral anti-hyperglycemic 
combination therapy becomes necessary. Both SUs and 
pioglitazone represent viable and low-cost treatment 
add-ons to metformin therapy. In patients with T2DM and 
CKD (stages 1-4), the use of pioglitazone is considered 
safe and does not require any dose adjustments. The 
use of pioglitazone has also been linked to reduced 
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progression of renal disease in patients with or at risk 
of T2DM [39]. Fixed-dose combination (metformin + 
glimepiride + pioglitazone) is far more cost-effective than 
other combinations [25].

To conclude the discussion, it is important to consider 
that most HCPs who attended the CME sessions were 
from tier 1 and tier 2 cities. While they did not engage 
directly with patients during the sessions, they are 
expected to prescribe the affordable therapy options 
covered in the discussions to different patient groups, 
including those in rural areas and lower-income patients, 
thereby ensuring accessibility.

CONCLUSION
This comprehensive expert opinion document sheds 
light on strategies to empower individuals with diabetes 
in effectively managing their condition. Through insights 
and recommendations shared in CME sessions, the 
report underscores the importance of tailored treatment 
approaches, such as utilizing cost-effective therapies 
like metformin-based combinations, to address diverse 
patient needs and economic realities. Continuing medical 
education sessions primarily enhance the expertise and 
skills of HCPs. However, for lower-income patient groups, 
these sessions are particularly valuable as they bridge 
the gap between HCPs and patients. By updating medical 
knowledge and clinical practices, CME sessions enable 
HCPs to deliver better patient care, which, in turn, helps 
improve patient outcomes. Additionally, patient education 
about their disease and prevention strategies is crucial, 
as it empowers patients to manage their conditions 
effectively. While drug availability and affordability are 
important, comprehensive patient education plays a 
key role in advancing patient knowledge and improving 
health outcomes across different income populations. 
Thus, by emphasizing adherence, optimizing treatment 
options, and advocating for affordable diabetes care, 
this document paves the way for more equitable and 
accessible diabetes management, ultimately leading to 
improved patient health outcomes.
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