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Incretins reduce glycemic variability (GV) in patients with type 2 diabetes, but it is unknown whether switching from a
combination of basal insulin and a DPP-4 inhibitor to insulin degludec/liraglutide (IDegLira) improves GV. We performed an
exploratory prospective observational study to compare the effect of IDegLira and the combination on GV. We recruited
hospitalized patients with type 2 diabetes who had stable glycemic control with insulin degludec (≤16 units/day) and taking a
DPP-4 inhibitor. GV was analyzed using continuous glucose monitoring (CGM) before and after switching the medication to
IDegLira. The principal endpoint was the change in mean amplitude of glycemic excursions (MAGE). Other indices of GV and
CGM parameters were analyzed as the secondary endpoints. Fifteen participants were enrolled and 12 completed the study. In
these participants, the DPP-4 inhibitor and insulin degludec were discontinued, and the equivalent dose of IDegLira was
commenced. Switching to IDegLira significantly improved MAGE from 74.9 (60.3, 97.7) mg/dL to 64.8 (52.0, 78.2) mg/dL
(P < 0:05), as well as other indices of GV and 24-hour mean blood glucose concentration. Analysis of the ambulatory glucose
profile showed marked reductions in postprandial glucose concentration. Nocturnal glucose concentration was similar under
the two treatment regimens. IDegLira improved GV as well as the mean and the postprandial glucose concentration by
switching from insulin degludec plus DPP-4 inhibitor combination. IDegLira might be beneficial for patients being treated
with low-dose basal insulin.

1. Introduction

One of the important goals of the treatment of diabetes mel-
litus is to reduce the incidences of diabetic complications
and mortality by improving glycemic control. Various indi-
ces have been used to assess glycemic control, and one of
these, glycemic variability (GV), has been shown to contrib-
ute to the development of atherosclerosis and dementia

through an exacerbation of vascular endothelial dysfunction
[1]. Although glycated hemoglobin (HbA1c) is frequently
used to evaluate glycemic control in clinical practice, it is
now thought that stable glycemic control, with minimal
GV, is also required for the prevention of diabetic cardiovas-
cular complications in patients with type 2 diabetes (T2DM)
[2]. Therefore, the importance of therapies associated with
low GV has been advocated, and a number of studies have
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made use of continuous glucose monitoring (CGM) devices
to assess this [3–5].

Recently, injectable fixed-ratio combination formula-
tions of insulin degludec and the glucagon-like peptide-1
receptor agonist (GLP-1RA) liraglutide (IDegLira) have
been available. Although insulin treatment reduces fasting
plasma glucose (FPG) and HbA1c effectively, it also
increases the risks of hypoglycemia and weight gain [6].
On the other hand, GLP-1RAs reduce postprandial glucose,
but can have adverse gastrointestinal effects [7]. IDegLira is
expected to reduce these risks by decreasing required
amount of insulin and GLP-1RA for adequate glycemic
control [8].

Even in T2DM patients undergoing insulin therapy, an
oral hypoglycemic agent is also commonly administered,
and dipeptidyl peptidase-4 (DPP-4) inhibitors are the most
frequently used partner for insulin therapy in daily clinical
practice in Japan [9]. DPP-4 inhibitors are classified as
incretin-related drugs, and their therapeutic mechanism is
similar to GLP-1RAs. In previous studies, GLP-1RAs were
shown to be more potent to control blood glucose than
DPP-4 inhibitors, but the comparisons were performed
using high doses of GLP-1RAs; therefore, the effect of low
doses of GLP-1RAs on glycemic control, compared to those
of DPP-4 inhibitors, remains to be determined [10]. The
DUAL II Japan study compared the effect of IDegLira with
basal insulin therapy in a Japanese population. It showed
IDegLira improved glycemic control more effectively than
insulin degludec plus an oral hypoglycemic agent included
metformin, but no DPP-4 inhibitor [8]. However, impor-
tantly, it is unclear whether IDegLira would also have a
superior hypoglycemic effect to the use of basal insulin plus
a DPP-4 inhibitor. Furthermore, such comparisons have not
yet been reported with respect to GV.

In the present study, we aimed to determine the effect on
GV of switching patients with T2DM from treatment with a
combination of insulin degludec and a DPP-4 inhibitor to
IDegLira using ambulatory CGM. In contrast to previous
clinical trials, we evaluated the efficacy of IDegLira at rela-
tively low doses and the participants were restricted to the
patients on a combination therapy that included a DPP-4
inhibitor.

2. Materials and Methods

2.1. Study Design and Participants.We performed an explor-
atory, prospective, single-arm, observational study. Japanese
patients with T2DM who were hospitalized at Hokkaido
University Hospital were recruited between February 2020
and April 2021. The participants were thoroughly informed,
aged between 20 and 80 years, and had HbA1c values of
≥6.5%. They were instructed to continue their dietary ther-
apy and had had stable blood glucose concentrations for
≥3 days while regularly administering a DPP-4 inhibitor
and insulin degludec. A dose of insulin degludec for inclu-
sion criteria was within 16 units/day considering a maxi-
mum dose of IDegLira switching from basal insulin
therapy was restricted to 16 dose/day. We enrolled patients
for whom it was appropriate to switch from the combination

therapy of a DPP-4 inhibitor and insulin degludec to IDe-
gLira to achieve better glycemic control. Patients already
treated with weekly or daily GLP-1RAs were excluded. The
other exclusion criteria were as follows: (1) a history of
hypersensitivity to insulin degludec or liraglutide compo-
nents, (2) unstable diabetic retinopathy, (3) serious liver or
renal disease, (4) pregnancy or potential pregnancy, (5) dia-
betic ketosis/coma or precoma, (6) serious infection, recent
or scheduled surgery, or serious trauma, (7) poor compli-
ance with dietary therapy, (8) extremely poor insulin secre-
tory capacity, and (9) unsuitability for another reason.

The study protocol is illustrated in Figure 1. Before
enrolment, the participants had stabilized their fasting blood
glucose concentrations by means of therapy that included a
combination of insulin degludec and a DPP-4 inhibitor.
After obtaining written informed consent from the partici-
pants, a CGM device was attached, in accordance with the
manufacturer’s instructions. Then, the participants were
monitored for at least 48 hours while on their original com-
bination therapy, after which they were switched to IDegLira
at a dose that was equivalent to their dose of insulin deglu-
dec. After a 48-hour transition period, the participants were
monitored again for at least 48 hours. After these observa-
tion periods, the CGM device was removed, the data were
extracted, and the GV indices and CGM parameters for
the periods during which the participants were on the com-
bination therapy and IDegLira were compared.

The study was registered with the University Hospital
Medical Information Network (UMIN) (registration num-
ber UMIN 000039460). It was approved by the Institutional
Review Board of Hokkaido University Hospital Clinical
Research and Medical Innovation Center (019-0293) and
was conducted in accordance with the principles of the Dec-
laration of Helsinki and its amendments. Written informed
consent was obtained from all the participants.

2.2. Biochemical Analyses and Data Collection. Blood sam-
ples were collected after an overnight fast to measure plasma
glucose, C-peptide (CPR), HbA1c, and other parameters
using standard techniques. Estimated glomerular filtration
rate (eGFR) and C-peptide index were calculated using the
following formula: eGFR ðmL/min/1:73m2Þ = 194 × Cr−1:094
ðmg/dLÞ × Age−0:287 × 0:739 (if female), according to the
Japanese Society of Nephrology criteria, CPI = 100 × fasting
CPR ðng/mLÞ/plasma glucose ðmg/dLÞ. A glucagon stimula-
tion test was also performed by intravenously injecting 1mg
glucagon and collecting blood samples for the measurement
of plasma glucose and CPR before and 6min after the injec-
tion. C-peptide immunoreactivity after glucagon stimulation
(ΔCPR) was calculated as the change in this parameter
between the two time points. This was used a surrogate for
endogenous insulin secretion. Thus, extremely poor insulin
secretory capacity was defined as fasting CPR < 0:3 ng/mL
and ΔCPR < 0:1 ng/mL. The body mass and height of the
participants were measured using a calibrated scale. Body
mass index (BMI) was calculated as body mass (kg) divided
by height (m2). Other data, including the age, sex, diabetes
medications, and medical history of the participants, were
also collected by the attending physicians.
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2.3. Continuous Glucose Monitoring. All the participants
underwent ambulatory CGM (FreeStyle Libre Pro sensor;
Abbott Diabetes Care, Alameda, CA, USA) for up to 14 con-
secutive days, and we analyzed the CGM data for at least a
48-hour period for each treatment regimen. The following
GV parameters were calculated using EasyGV software
[11]: the standard deviation of the glucose concentration
(SD), mean amplitude of glycemic excursions (MAGE)
[12], coefficient of variation (CV) [13], M value [14], mean
absolute glucose concentration (MAG) [15], continuous
overall net glycemic action (CONGA) [16], J-index [17],
high blood glucose index (HBGI) [18], mean of the daily dif-
ference (MODD) [19], average daily risk range (ADRR) [20],
and mean glucose concentration. We also calculated the per-
centage of the readings and the period of time per day that
the blood glucose was within the target range (TIR; 71–
180mg/dL) and the periods of time the glucose concentra-
tion was below (TBR; <70mg/dL) and above (TAR;
>180mg/dL) the target range. The meal times in the hospital
started at 08:00, 12:00, and 18:00; we defined glucose
concentrations 0-60 minutes before these delivery times as
preprandial and 0-180 minutes after these times as post-
prandial. The nocturnal glucose concentration was defined
as the mean glucose concentration between 03:00 and
06:00. We defined severe hypoglycemia as a glucose
concentration < 54mg/dL [21].

2.4. Data Analysis. The outcomes were analyzed using CGM
data collected during 48 consecutive hours for each treat-
ment. The primary endpoint of the study was the change
in MAGE associated with switching treatment. The second-
ary endpoints were other GV indices calculated using CGM
data, as described above, and the mean glucose concentra-
tion during each defined time period. Normally distributed
data are expressed as mean ± SD and others are expressed
as median (interquartile range). Data were analyzed using
JMP Pro 14.0.0 (SAS Inc., Cary, NC, USA). For before-
and-after comparisons, Student’s t-test was used to analyze
parametric data and Wilcoxon’s signed-rank test was used
for nonparametric data. All the tests were two-sided, and P
< 0:05 was considered to represent statistical significance.

3. Results

3.1. Characteristics of the Participants. A flow diagram of this
study is shown in Figure 2. During the study period, 75
patients with T2DM were admitted to our department and
were screened for eligibility. Finally, we obtained informed
consent from 15 patients; however, three were excluded
because of problems with the device, deviation from the pro-
tocol, and poor insulin secretory capacity (n = 1 each).
Therefore, 12 participants completed the study and their
data were analyzed. None of the participants adjusted the
amount of insulin administered during the first observation
period, and all the other drugs, except for DPP-4 inhibitors,
were continued during the study periods. Table 1 shows
details of patient characteristics. Patients tended to be obese
in Japanese criteria, and no patients were insulin dependent.
The number of units of insulin degludec that were adminis-
tered during the first assessment period was 7 (4.0, 9.5), and
the usage of oral hypoglycemic agents other than DPP-4
inhibitors is shown in Table 1. The median dose of liraglu-
tide contained in IDegLira was 0.25 (0.14, 0.34) mg/day.
The DPP-4 inhibitors used were linagliptin (5mg; n = 5), vil-
dagliptin (100mg; n = 4), and sitagliptin (50mg; n = 3). Only
one of the participants administered bolus insulin therapy in
addition to insulin degludec, at a total daily dose of 14 units,
and this was not changed during the observation period.

Importantly, we confirmed the stability of the plasma
glucose concentration and the condition of the participants
by the self-measurement of blood glucose concentration
(SMBG) and body mass during preobservation and observa-
tion periods. The preobservation period started at least 3
days before the first observation period. No significant dif-
ferences were found between these two periods with respect
to FPG and body mass, which implies that the effects of hos-
pitalization on these parameters were minimal (Supplemen-
tary Table (available here)).

3.2. Comparison of Glucose Variability during Combination
Therapy and IDegLira. Table 2 shows a comparison of the
CGM parameters during combination therapy and IDegLira.
The main endpoint of the study, MAGE, significantly

IDegLira

Start observation End of study

Continuous glucose monitoring (Up to 14 days)

Insulin degludec + DPP-4 inhibitor

Stabilized glucose levels
(At least 3 days) 

Interval
(At least 48 hours)

Observational period
for pre-switched therapy

(At least 48 hours)

Observational period
for post-switched therapy

(At least 48 hours)

Obtaining contents

Switching from
insulin degludec + DPP-4 inhibitor

to IDegLira

Figure 1: Flowchart for the study. DPP-4i: dipeptidyl peptidase-4 inhibitor; IDegLira: insulin degludec/liraglutide.
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decreased from 74.9 (60.3, 97.7) mg/dL to 64.8 (52.0, 78.2)
mg/dL (P < 0:05) (Figure 3). Regarding the secondary
endpoints, most of the other indices of GV significantly

improved (Table 2, Supplementary Figures 1 and 2). The
indices of the daily fluctuation in blood glucose
concentration, the M value and MAG, significantly
decreased (P < 0:01). The indices of the daily variation in
blood glucose concentration, MODD and ADRR, also
significantly decreased (P < 0:05). Furthermore, the other
CGM parameters, especially those that are indicative of the
risk associated with hyperglycemia, the J-index and HBGI,
also significantly improved (P < 0:01). TAR significantly
decreased, whereas TIR did not change and TBR increased
after switching (P < 0:05).

3.3. Evaluation of Ambulatory Glucose Profile, according to
the Time of Day. We constructed ambulatory glucose pro-
files (AGPs) and analyzed the glucose fluctuations during
each period of the day (Figures 4 and 5). The AGPs include
the median glucose concentrations, shown as a line, and GV,
shown as bands, corresponding to the 25th–75th and 10th–
90th percentiles. The IDegLira treatment was associated
with an improvement in the median glucose concentration
and narrowing of the 25th–75th and 10th–90th percentiles,
especially during the postprandial period (Figure 4). Indeed,
the mean postprandial glucose concentration significantly
decreased after all the meals, as shown in Figure 5
(P < 0:01) and Supplementary Figure 3. Furthermore, the
glucose concentrations prior to lunch and dinner also
significantly decreased (P < 0:05), whereas the nocturnal
and morning glucose concentrations did not, which may
contribute to the avoidance of nocturnal hypoglycemia.
Although the analysis was limited to the preprandial and
after-supper data, we confirmed that the SMBG data
showed the same trends as the CGM data (Supplementary
Figure 4).

3.4. Adverse Events. There were no adverse events, including
gastrointestinal symptoms associated with the switch to IDe-
gLira. Symptomatic hypoglycemia was not observed in all

Excluded due to:
- Age (over 80 years) (n = 9) 
- No insulin treatment or DPP-4 inhibitors (n = 21)
- Treated with GLP-1 analogues (n = 16)
- High-dose basal insulin, or regimen without basal insulin (n = 11)
- Short duration of hospitalization (n = 3)

Excluded due to:
- Device problem (n = 1) 
- Poor insulin secretory capacity (n = 1)
- Deviation from protocol (n = 1)

Patients with type 2 diabetes hospitalized between February 2020 and April 2021
n = 75

Patients enrolled for the study
n = 15

Patients in statistical analysis
n = 12

Figure 2: Flow diagram of this study. In total, 75 patients with type 2 diabetes hospitalized during the study periods. Of these, 57 patients
were excluded due to exclusion criteria. Fifteen patients were enrolled, and 3 patients dropped out. Finally, 12 patients completed the study.
T2DM: type 2 diabetes; DPP-4 inhibitor: dipeptidyl peptidase-4 inhibitor; GLP-1RA: glucagon-like peptide-1 receptor agonist.

Table 1: Participant characteristics.

Variables Total (n = 12)
Age (years) 67.5 (53.5, 69.8)

Female sex (n) 7

BMI (kg/m2) 26.8 (23.7, 27.9)

Diabetes duration (years) 3.5 (0.5, 15.8)

FPG (mg/dL) 117.0 (102.8, 179.5)

HbA1c (%) 9:6 ± 2:0
CPR (ng/mL) 1:97 ± 1:2
CPI (ng/mL per mg/dL) 1:4 ± 0:8
ΔCPR (ng/mL) 0:9 ± 0:8
UACR (mg/gCr) 11.9 (4.2, 41.8)

eGFR (mL/min/1.73m2) 70:1 ± 16:1
IDeg (unit/day) 7 (4.0, 9.5)

IDegLira after switching (dose/day) 7 (4.0, 9.5)

The proportion of oral hypoglycemic agent

Metformin (%) 8 (66.7)

Alpha glucosidase inhibitors (%) 1 (8.3)

Glinides (%) 1 (8.3)

SGLT2 inhibitors (%) 3 (25.0)

Bolus insulin (%) 1 (8.3)

Total daily dose (units) 14

Values are expressed as mean ± SD or median (interquartile range). BMI:
body mass index; FPG: fasting plasma glucose; HbA1c: glycated
hemoglobin; CPR: C-peptide; CPI: C-peptide index; ΔCPR: C-peptide
immunoreactivity after glucagon stimulation; UACR: urine albumin to
creatinine ratio; eGFR: estimated glomerular filtration rate; IDeg: insulin
degludec before switching; IDegLira: insulin degludec/liraglutide after
switching; SGLT2: sodium-glucose cotransporter 2.
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patients. One participant experienced nocturnal asymptom-
atic severe hypoglycemia during the first evaluation period,
when under treatment with a DPP-4 inhibitor and insulin
degludec, but this did not recur after switching to IDegLira,
without a change in the insulin dose.

4. Discussion

In the present study, we evaluated the effects of IDegLira on
GV after switching from a combination of insulin degludec
and a DPP-4 inhibitor in hospitalized Japanese patients with
T2DM, using CGM. To the best our knowledge, this is the

first study to show that IDegLira has beneficial effects in
patients that were previously administering a combination
of low-dose basal insulin and DPP-4 inhibitors. Our study
presents two important findings. First, a small dose of a
GLP-1RA, in place of the usual dose of a DPP-4 inhibitor,
improved glycemic control, including GV and postprandial
hyperglycemia. Second, switching to IDegLira, while main-
taining the same basal insulin dose, was sufficient to obtain
a superior therapeutic effect without causing undesirable
side effects, such as nocturnal hypoglycemia or gastrointesti-
nal symptoms.

In previous phase III trials, IDegLira was more effective
on HbA1c reduction than insulin degludec [8, 22]. However,
the doses of basal insulin and IDegLira at the end of study
were almost 30–40 units/day, being higher than the typical
basal insulin dose recorded in a previous study of a Japanese
database [23]. Patients on DPP-4 inhibitors were not
enrolled in those phase III trials, despite the high prescrip-
tion rate of these drugs in Japan [9], which hampers under-
standing of the efficacy of IDegLira in the real world. The
present study shows the efficacy of a low dose of IDegLira
in patients previously treated with a DPP-4 inhibitor.

Poor GV contributes to the development of diabetes-
related atherosclerotic complications, resulting in cardiovas-
cular diseases and dementia [1]. Although HbA1c has been
shown to be associated with diabetic complications, some
clinical trials have shown that intensive glycemic control
assessed using HbA1c does not always delay the onset of car-
diovascular disease in patients with T2DM [24]. The results
of recent clinical studies have suggested that GV is more
strongly associated with cardiovascular events than HbA1c
[25]. In the present study, several indices of GV were ana-
lyzed. Since they were immediately calculated by casual glu-
cose concentration, their changes would reflect real-time

Table 2: Parameters describing glucose variability in participants being treated with combination therapy or IDegLira.

IDeg+DPP-4i IDegLira P value

MAGE (mg/dL) 74.9 (60.3, 97.7) 64.8 (52.0, 78.2) <0.05†

M value (mg/dL) 1975:2 ± 457:0 1748:9 ± 364:8 <0.01
MAG (mg/dL) 26:1 ± 8:1 22:1 ± 6:7 <0.01
MODD (mg/dL) 19:9 ± 7:0 15:0 ± 4:4 <0.05
ADRR (mg/dL) 431:5 ± 70:1 404:8 ± 61:2 <0.05
J-index 6776.9 (5553.8, 10510.1) 4984.3 (4412.7, 8123.0) <0.01†

CONGA (mg/dL) 108:7 ± 26:6 96:2 ± 19:6 <0.01
HBGI 311:9 ± 47:6 288:7 ± 39:3 <0.01
24 h mean glucose (mg/dL) 122:3 ± 28:9 108:4 ± 21:5 <0.01
CV (%) 24:6 ± 7:7 29:3 ± 22:4 0.54

SD (mg/dL) 28.2 (18.8, 36.6) 21.9 (18.0, 23.7) <0.05†

TBR (%) 0.5 (0, 1.4) 2.6 (0, 5.5) <0.05†

TIR (%) 94.3 (69.0, 99.0) 94.5 (85.4, 97.4) 0.56†

TAR (%) 2.3 (0, 20.8) 0 (0, 5.2) <0.05†

Values are expressed as mean ± SD or median (interquartile range). P value of IDeg+DPP-4i vs. IDegLira. †Wilcoxon signed-rank test was applied to the
factors: MAGE, J-index, SD, TBR, TIR, and TAR. MAGE: mean amplitude of glycemic excursions; MAG: mean absolute glucose; MODD: mean of daily
difference; ADRR: average daily risk range; CONGA: continuous overall net glycemic action; HGBI: high blood glucose index; CV: coefficient of variation;
SD: standard deviation; TBR: time below target glucose range; TIR: the target glucose range; TAR: time above target glucose range.
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Figure 3: Mean amplitude of glycemic excursions before and after
switching to insulin degludec/liraglutide. The figure was constructed
for all 12 participants, and the error bars represent the standard
deviation of measurements. All data was nonparametric and
analyzed by Wilcoxon’s signed-rank test. IDeg: insulin degludec;
DPP-4i: dipeptidyl peptidase-4 inhibitor; IDegLira: insulin
degludec/liraglutide. The error bars represent the standard deviation
of measurements.
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efficacy of new therapeutic strategies. We showed IDegLira
improved a number of indices of GV including MAGE,
the main endpoint of this study, versus the tested combi-
nation therapy, which may help prevent the progression
of atherosclerosis.

The FreeStyle Libre Pro sensor, which was the CGM
device used in the present study, showed low mean glucose
concentrations and had low accuracy in the hypoglycemic
range and the measurable limit was 14 days [26]. In the pres-
ent study, TAR decreased but TBR increased, and only CV
did not change even though other various indices improved

dramatically. A treatment regimen including GLP-1RAs is
associated with a low risk of hypoglycemia [27], and the
measurement for a part of GV indices such as CV requires
relatively long period [28]. Therefore, the change in TBR
recorded may have been affected by the specific CGM device
used, and short-term observation in this study might affect
the result of CV. There is a concern that the accuracy of
the CGM device is variable, especially just after attachment.
To investigate this possibility, we assessed the glucose fluctu-
ations using SMBG four times a day and found similar
trends to those identified using CGM. However, it must be
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borne in mind that hypoglycemic episodes can be observed
when a GLP-1RA is added to insulin or an insulin secreta-
gogue [29].

Figures 4 and 5 show the beneficial effects of IDegLira on
GV. IDegLira reduced the mean glucose concentration and
had a marked effect to suppress postprandial hyperglycemia.
Insulin degludec, a basal insulin preparation, also reduces
mean glucose concentration and FPG [30], but effects on
the postprandial glucose concentration have a greater impact
on glycemic control when FPG is effectively controlled [31].
In a previous study, it was shown that postprandial hyper-
glycemia was strongly associated with the development of
cardiovascular diseases [32]. In the present study, the noc-
turnal glucose concentration was not affected by switching
therapy and FPG was well controlled, even during the preob-
servation period. Therefore, IDegLira may be more effective
at reducing postprandial hyperglycemia than conventional
treatments that include insulin degludec.

Liraglutide has been shown to reduce the incidence of
cardiovascular events, albeit at a high dose [33]. A previous
clinical trial showed that it controls glycemia even at a rela-
tively low dose [34], but the licensed dose is ≥0.3mg/day and
its effectiveness at lower doses has not yet been fully
assessed. Of note, the median dose of liraglutide adminis-
tered as part of IDegLira was only 0.25mg/day in the present
study, less than the conventional dose. Therefore, liraglutide
may be more effective than a regular dose of a DPP-4 inhib-
itor, even at a low dose. Both DPP-4 inhibitors and GLP-
1RAs are categorized as incretin-related drugs. DPP-4 inhib-
itors prevent the inactivation of native GLP-1, and although
they have the advantage of being administered orally, their
effects on HbA1c are generally lesser extent than those of
GLP-1RAs [35]. Some previous clinical trials have directly
compared GLP-1RAs to DPP-4 inhibitors, but the doses of
GLP-1RAs used were relatively high [10]. It is unclear how
the dose of a GLP-1RA compares to the dose of a DPP-4
inhibitor. Importantly, even in previous trials of IDegLira,
patients who were taking a DPP-4 inhibitor were not
enrolled [8]. Considering patients with T2DM tended to be
treated with DPP-4 inhibitors [9], our results may provide
useful treatment strategy in a real-world setting.

The present study had several limitations. First, it was a
single-arm observational study and the sample size was
small. We waited until the participants’ glucose concentra-
tions had stabilized before starting the observations (as
shown in the Supplementary Table) to minimize the limita-
tion of lack of a control group. A larger, two-arm study
would have been desirable. Second, the observation period
was a maximum of 2 weeks because of the period of opera-
tion of the CGM sensor; therefore, the durability of the
effects and the adverse events associated with longer-term
use should be studied in the future. Third, we could not fully
avoid carry-over effects after switching. We set a washout
period of at least 48 hours, enough for the DPP-4 inhibitors
to be metabolized and excreted, according to their half-lives.
Fourth, the participants were limited to hospitalized
patients, and the dietary therapy administered in the hospi-
tal may also have affected their glucose concentrations and
GV. Lastly, none of the participants were taking a sulfonyl-

urea at the start of the present study. Considering that a
combination of an incretin and a sulfonylurea is efficacious
at promoting insulin secretion, the present findings should
be confirmed in patients who are taking a sulfonylurea in a
future study.

5. Conclusions

IDegLira was associated with better glycemic control than
combination therapy comprising a DPP-4 inhibitor and
insulin degludec. IDegLira improved GV and had a thera-
peutic effect even at a low dose. We expect that IDegLira will
help to reduce cardiovascular events in the long term.

Data Availability

The datasets used and/or analyzed during the current study
are available from the corresponding author on reasonable
request.
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Supplementary Materials

Supplementary 1. Supplementary Table: confirmation of the
stability of participant glucose concentrations before the
study.

Supplementary 2. Supplementary Figure 1: individual changes
in variables related to the daily fluctuation in blood glucose
concentration. The figures were constructed for all 12 partici-
pants, and the error bars represent the standard deviation of
measurements. Student’s t-test was used to analyze data: (a)
M value and (b) mean absolute glucose. White circles: mean
± SD. IDeg: insulin degludec; DPP-4i: dipeptidyl peptidase-4
inhibitor; IDegLira: insulin degludec/liraglutide.

Supplementary 3. Supplementary Figure 2: individual
changes in the daily difference variation in blood glucose
concentration. The figures were constructed for all 12 partic-
ipants, and the error bars represent the standard deviation of
measurements. Student’s t-test was used to analyze data: (a)
mean of the daily difference and (b) average daily risk range.
White circles: mean ± SD. IDeg: insulin degludec; DPP-4i:
dipeptidyl peptidase-4 inhibitor; IDegLira: insulin deglu-
dec/liraglutide.

Supplementary 4. Supplementary Figure 3: individual sets of
continuous glucose monitoring data before and after chang-
ing the treatment. The panels show the data for all 12 partic-
ipants. The black lines represent the median glucose
concentrations during the observation period before and
after switching the treatment. IDeg: insulin degludec; DPP-
4i: dipeptidyl peptidase-4 inhibitor; IDegLira: insulin deglu-
dec/liraglutide.

Supplementary 5. Supplementary Figure 4: self-measured
glucose concentrations during each phase of the day. Mean
self-measured glucose concentrations during each phase of
the day. The data are for all 12 participants, and the error
bars represent the standard deviation of the measurements.
All the datasets were normally distributed and analyzed
using Student’s t-test. The mean preprandial and after-
supper glucose concentrations are shown. Black diamond:
insulin degludec plus a dipeptidyl peptidase-4 inhibitor;
black circle: insulin degludec/liraglutide. ∗P < 0:05; NS: not
significant.
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