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Type 2 diabetes (T2DM) is a leading cause of morbidity andmortality worldwide and amajor
economic burden. The prevalence of T2DM is rising, suggesting more effective prevention
and treatment strategies are necessary. The aim of this narrative review is to summarize
the pharmacologic treatment options available for patients with T2DM. Each therapeutic
class is presented in detail, outlining medication effects, side effects, glycemic control,
effect on weight, indications and contraindications, and use in selected populations (heart
failure, renal insufficiency, obesity and the elderly). We also present representative cost for
each antidiabetic category. Then, we provide an individualized guide for initiation and
intensification of treatment and discuss the considerations and rationale for an
individualized glycemic goal.
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1. Introduction

Type 2 diabetes (T2DM) is a leading cause of morbidity and
mortality worldwide and its prevalence is rising, rendering
prevention and treatment of paramount importance. By 2040,
the total number of diabetics worldwide is projected to
increase to $642 million resulting in an increased economic
burden [1]. In 2012, the total cost related to T2DM in United
States of America (USA) was $245 billion with direct health
care costs of $176 billion and reduced productivity of $69
billion [2]. After adjusting for population age and sex
differences, average medical expenditures in individuals
with T2DMwere 2.3 times higher than those without diabetes,
highlighting the need for more cost-effective strategies to
prevent and treat diabetes [2].

T2DM is primarily characterized by insulin resistance (IR)
and a defect in insulin secretion, the latter regarded as an
early abnormality. The interplay between defective insulin
secretion and IR initially leads to hyperglycemia, due to
increased hepatic glucose production and decreased periph-
eral uptake of glucose. At a later stage, persistent hyper-
glycemia causes glucotoxity, increased oxidative stress and
lipotoxicity, which causes further [3] reduction in insulin
secretion due to progressive beta-cell failure [4]. Death risk in
diabetes is about twice comparedwith non-diabetic individuals
of similar age [5]. This proportion is even higher for women and
younger individuals, although there is consideration about
estimating mortality in T2DM [6]. The target for T2DM aims to
reduce the risk of long-term complications and mortality [7–9].
Decrease in glycated hemoglobin A1C (HbA1c), an index for
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