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Abstract 

Aims We assessed the long-term glycaemic effects and the safety profile of triple therapy with the addition of 
pioglitazone vs. placebo in patients with Type 2 diabetes treated with combined metformin-sulphonylurea 
therapy in the PROspective pioglitAzone Clinical Trial In macroVascular Events (PROactive).  

Methods In a post-hoc analysis, we identified patients treated with metformin plus sulphonylurea combination 
therapy and not receiving insulin at baseline (n = 1314). In those patients, we compared the effects of 
pioglitazone (force-titrated to 45 mg/day, n = 654) vs. placebo (n = 660) on glycated haemoglobin (HbA1c) 
reduction, concomitant changes in medications and initiation of permanent insulin use (defined as daily insulin 
use for a period of ≥ 90 days or ongoing use at death/final visit). 

Results Significantly greater reductions in HbA1c and greater proportions of patients with HbA1c at target were 
noted with pioglitazone vs, placebo, despite a decrease in the use of other oral glucose-lowering agents. There 
was an approximate twofold increase in progression to permanent insulin use in the placebo group vs. the 
pioglitazone group: 31.1 vs. 16.1 %, respectively, when added to combination therapy. The overall safety of the 
metformin-sulphonylurea-pioglitazone triple therapy was good. 

Conclusions Intensifying an existing dual oral therapy regimen to a triple oral regimen by adding pioglitazone to 
the classical metformin-sulphonylurea combination resulted in sustained improvements in glycaemic control and 
reduced progression to insulin therapy. The advantages and disadvantages of adding pioglitazone instead of 
adding basal insulin should be assessed further. 
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Introduction 

Combination of glucose-lowering agents that target the three main metabolic abnormalities of Type 2 diabetes 
simultaneously (for example, sulphonylureas that promote insulin secretion, metformin that inhibits hepatic 
glucose overproduction and thiazolidinediones that have insulin-sensitizing properties) is increasingly used to 
manage more advanced Type 2 diabetes  [1-4]. In two recent randomized controlled trials, the Action to Control 
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Cardiovascular Risk in Diabetes Study [5] and the Veterans Affairs Diabetes Trial [6], intensifying diabetes 
therapy implied the use of combined oral therapies, including thiazolidinediones, together with insulin in most 
cases. In the recently updated consensus algorithm for the medical management of hyperglycaemia in Type 2 
diabetes, metformin is considered as the initial option and the addition of a sulphonylurea is recommended as 
first choice for combined therapy. Pioglitazone is considered either in combination with lifestyle and metformin 
(in patients at risk of hypoglycaemia) or possibly in triple therapy combined with metformin and a sulphonylurea 
[3]. The consensus group members, however, placed pioglitazone among so-called less well validated therapies. 

The PROspective pioglitAzone Clinical Trial In macroVascular Events (PROactive) looked at the impact of 
pioglitazone treatment, in addition to existing glucose-lowering and cardiovascular medications, on the incidence 
of macrovascular co-morbidity and total mortality in over 5000 high-risk patients with Type 2 diabetes [7,8]. In 
the total population of patients entered into PROactive, there were statistically significant differences in favour 
of pioglitazone vs. placebo add-on to existing glucose-lowering therapies on glycated haemoglobin (HbA1c) (-
0.8% vs. -0.3%, respectively; P < 0.0001) [7]. 

The combination of metformin plus sulphonylurea remains the most popular combined therapy in the 
management of Type 2 diabetes [1,2,4]. Patients treated with combined metformin-sulphonylurea therapy 
represent almost one quarter of the whole PROactive cohort and the most important well-defined subgroup on 
oral treatment. This paper reports the glycaemic control, together with concomitant changes in medication, and 
initiation of permanent insulin in the 1314 patients treated with combined metformin plus sulphonylurea (and not 
receiving insulin) at baseline from the PROactive cohort. This analysis will provide valuable information on both 
long-term efficacy and safety of a metformin-sulphonylurea-pioglitazone triple therapy in Type 2 diabetic 
patients at high cardiovascular risk. 

Patients and methods 

Study design 

The study design has been reported in detail elsewhere [7]. PROactive was a randomized, double-blind, multi-
centre study in 5328 patients aged 35-75 years with Type 2 diabetes [HbA1c above the local equivalent of 6.5% 
for a Diabetes Control and Complications Trial (DCCT) traceable assay] and a history of macrovascular disease. 
It was conducted in compliance with the Declaration of Helsinki and the requirements of Good Clinical Practice 
of the European Community. In addition to existing therapy, patients were randomized to pioglitazone (15 mg 
titrated to 45 mg, if tolerated) or placebo for a mean of 34.5 months. At least 93% of patients continuing on 
pioglitazone received 45 mg. 

Study population 

Specific details of the entry criteria of established history of macrovascular disease and details of the other 
inclusion and exclusion criteria are reported by Dormandy et al. [7]. Patients treated with insulin plus oral 
glucose-lowering agents (n = 1760), with oral monotherapy only (n = 1608) or with various oral therapies (n = 
342) were eligible for entry into PROactive, but were not taken into account for the present analysis, which only 
deals with patients receiving combined metformin-sulphonylurea therapy at baseline (n = 1314). 

Efficacy endpoints 

The main objective of PROactive was to assess pioglitazone's ability to reduce total mortality and macrovascular 
morbidity and the primary endpoint was the time to the first occurrence of cardiovascular events or death [7]. 

This paper reports the glycaemic control data (pre-specified as an additional measure of interest in the statistical 
analysis plan [9]). Changes in HbA1c from baseline were used as efficacy criteria. The proportion of patients 
reaching the HbA1c targets defined by the American Diabetes Association (ADA) (< 7.0%) [10] and by the 
International Diabetes Federation (IDF) (< 6.5%) [11] at the end of the study was calculated to determine the 
clinical impact of the glucose-lowering therapy given to the patients. As physicians were instructed to adjust 
glucose-lowering treatment when necessary in order to reach target HbA1c (< 6.5%) and to reduce cardiovascular 
risk factors, we also analysed concomitant changes in medication. A central laboratory (ICON Laboratories, 
Dublin, Ireland) conducted the analysis of all blood samples. HbA1c was measured using an ion-exchange HPLC 
assay (Variant HbA1c program; BioRad Laboratories, Hercules, CA, USA) standardized against the DCCT 
reference method. The normal reference range was 4.7-6.4% HbA1c, assay sensitivity was 3.56% HbA1c and 
intra- and interassay variability was < 1.0%. HbA1c was measured at baseline and every 6 months. 
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In addition, we report the time to the start of permanent insulin use in these patients not receiving insulin therapy 
at baseline (a pre-specified analysis [7]). Permanent insulin use was defined as daily insulin use for a period of ≥ 
90 days or ongoing use at death/final visit. 

Safety endpoints 

Investigators classified each adverse event into one of three categories: (i) serious adverse events, which 
included potential endpoint events as well as other serious adverse events; (ii) non-serious adverse events of 
special interest, i.e. hypoglycaemia, cardiac failure (new or worsening), oedema (in the absence of other signs of 
heart failure) and other non-serious events that led to permanent cessation of study medication; or (iii) other non-
serious adverse events, i.e. those that were neither serious nor of special interest (data not reported in this 
manuscript). Serious adverse events were defined as resulting in death, life-threatening, needing or prolonging 
inpatient admission, resulting in persistent or significant disability or needing intervention to prevent any of the 
above. Serious hypoglycaemia was defined as that requiring hospital admission, serious heart failure was defined 
as requiring or prolonging a hospital stay, was fatal or life-threatening or resulted in persistent significant 
disability or incapacity, and serious bone fractures were defined as those that were reported as a serious adverse 
event and therefore meeting at least one of the standard criteria for seriousness. 

Statistical methods 

Statistical methods used for the sample size calculation and endpoint analysis for PROactive have been reported 
previously [7]. The data presented here are from the intention-to-treat population of patients on metformin plus 
sulphonylurea (without insulin) at the time of entry into the study. 

Concomitant glucose-lowering medication was summarized by visit, regimen and treatment group. The change 
in HbA1c from baseline was calculated for each medication regimen and study visit; differences between the two 
treatment groups were compared using analysis of variance. 

The comparative effect of the study treatments on time to permanent insulin use was estimated by calculating the 
hazard ratio and corresponding 95% confidence interval (CI) from a Cox proportional hazards survival model, 
with treatment as the only covariate. The standard threshold of P < 0.05 was used to define a 'significant' result. 

Results 

Baseline demographics and characteristics (Table 1) 

Selected subjects were Type 2 diabetic patients on dual metformin-sulphonylurea therapy with a mean age of 65 
years, a mean duration of diabetes around 10 years, a mean body mass index (BMI) of 30.5 kg/m2 and a mean 
HbA1c of 8.1-8.2%. Because of inclusion criteria of PROactive, all patients had macrovascular disease. About 
40% of the metformin-sulphonylurea-treated patients also had microvascular complications. 

 

Table 1 Patient characteristics and laboratory data in those with Type 2 diabetes and cardiovascular disease 
receiving metformin plus sulphonylurea combination at baseline in PROactive 

Metformin + sulphonylurea  
 
 

Pioglitazone 
(n = 654) 

Placebo 
(n = 660) 

Male, n (%) 472 (72) 434 (66) 
Caucasian, n (%) 639 (98) 651 (99) 
Age (years), mean ± SD 61.7 ± 7.5 61.7 ± 7.7 
Duration of diabetes (years), mean ± SD 9.5 ± 6.3 9.5 ± 6.4 
Body mass index (kg/m ), mean ± SD 30.4 ± 4.8 30.7 ± 4.8 
History of hypertension, n (%) 495 (76) 509 (77) 
Treated dyslipidaemia, n (%) 355 (54) 339 (51) 
Macrovascular disease*, n (%) 649 (99) 648 (98) 

MI, n (%) 306 (47) 280 (42) 
Stroke, n (%) 118 (18) 139 (21) 

Microvascular disease†, n (%) 258 (39) 259 (39) 
HbA1c (%), mean ± SD 8.2 ± 1.4 8.1 ± 1.4 
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* Established history of macrovascular disease includes one or more of the following: myocardial infarction, stroke, percutaneous coronary 
intervention or coronary artery bypass graft ≥ 6 months before entry into the study; acute coronary syndrome ≥ 3 months before entry into 
the study; objective evidence of coronary artery disease; or symptomatic peripheral arterial obstructive disease [7]. 
† Investigator-diagnosed retinopathy, nephropathy, neuropathy. There were no significant differences between pioglitazone and placebo. 
HbA1c, glycated haemoglobin; MI, myocardial infarction; PROactive, PROspective pioglitAzone Clinical Trial In macroVascular Events; 
SD, standard deviation. 

 

Glycaemic control results (Fig. 1, Table 2) 

Pioglitazone add-on therapy resulted in better glycaemic control compared with the respective placebo group. At 
final visit, the decrease in HbA1c for pioglitazone relative to placebo was 0.6% (P < 0.01) in the metformin plus 
sulphonylurea cohort. The differences between treatment groups were sustained and significantly different 
throughout the duration of the study (Fig. 1 ). The proportion of patients achieving both ADA and IDF HbA1c 
targets in the pioglitazone group was significantly higher than that in the placebo group (Table 2). 

 

FIGURE 1 Mean (± SEM) changes in glycated haemoglobin (HbA1c) over time with pioglitazone (solid lines and 
diamonds) or placebo (dashed lines and squares) in the sulphonylurea plus metformin cohort from the 
PROactive study (*P < 0.0001). 

 

 

Table 2 Mean changes in HbA1c, proportion of patients reaching the ADA and IDF targets of HbA1c and HbA1c 
thresholds associated with a change in treatment regimen 

Metformin + sulphonylurea  
 
 

Pioglitazone 
(n = 654) 

Placebo 
(n = 660) 

Mean ± SD change in HbA1c (%) (from baseline to final visit) -0.9 ± 1.3 -0.3 ± 1.4† 
Number and % of patients achieving HbA1c < 7.0% (ADA)* 269 (46.4%) 152 (26.5%)† 
Number and % of patients achieving HbA1c < 6.5% (IDF)* 146 (25.2%) 65 (11.3%)† 
Number and % of permanent  insulin use at final visit 95 (15.5%) 190 (31.1%)† 
Mean ± SD HbA1c (%) at time of insulin initiation in patients 
who progressed to insulin use (n) 

8.7 ± 1.6 (113) 8.9 ± 1.6 (204) 

* The denominators used for the percentages are the numbers  of patients with an HbA1c  measurement at final visit. 
† P < 0.001 between-group difference. ADA, American Diabetes Association; HbA1c, glycated haemoglobin; IDF, International Diabetes 
Federation; SD, standard deviation. 

 

Progression to permanent insulin use (Fig. 2, Table 2) 

In this cohort of patients on dual metformin-sulphonylurea at baseline, pioglitazone significantly prolonged the 
time during which patients could be managed without the permanent addition of insulin to their treatment 
regimen. When pioglitazone was added to metformin-sulphonylurea combination therapy, the Kaplan-Meier rate 
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for insulin use was 16.1% (n = 134) compared with 31.1% (n = 257) when placebo was added [hazard ratio 
(HR) = 0.46; 95% CI = 0.38, 0.57; P < 0.0001; Fig. 2]. The mean HbA1c above which insulin was started was 
8.7% in the pioglitazone group and 8.9% in the placebo group (Table 2). 

 

FIGURE 2 Kaplan-Meier rates for time to permanent insulin use in pioglitazone-treated patients (solid lines) 
and placebo-treated patients (dashed lines) receiving metformin-sulphonylurea combination therapy at baseline. 

 

 

Changes from baseline in glucose-lowering medication (Table 3) 

In the metformin plus sulphonylurea cohort, 16% of pioglitazone-treated patients had either metformin or 
sulphonylurea removed from their regimen and fewer patients (16%) had insulin added compared with 8 and 
31%, respectively, in the placebo group. 

Changes in the dose of oral glucose-lowering medication were more marked in the add-on pioglitazone group 
than in the addon placebo group, with significantly lower daily dosages of metformin and/or sulphonylurea after 
the addition of pioglitazone (Table 3). The mean daily insulin dose was lower with pioglitazone than with 
placebo in the metformin-sulphonylurea group (Table 3). 

 

Table 3 Glucose-lowering drug use at final visit in the pioglitazone and placebo groups 
Metformin + sulphonylurea  

Pioglitazone  
(n = 613) 

Placebo 
(n = 610) 

Metformin only, n (%) 55 (9) 26 (4) 
Sulphonylurea only, n (%) 37 (6) 22 (4) 
Other oral monotherapies, n (%) 2 (0.3) 0 (0) 
Metformin + sulphonylurea, n (%) 391 (64) 350 (57) 
Other oral combinations, n (%) 17 (3) 18 (3) 
No data available, n (%) 16 (3) 4 (1) 
Mean daily insulin dose, U ± SD 35.9 ± 25.5 46.0 ± 29.5† 
Mean metformin dose, mg/day ± SD (n) 1694 ± 617 (514) 1874 ± 646 (519) 
Mean glibenclamide dose, mg/day ± SD (n) 10.3 ± 8.2 (116) 11.3 ± 5.0 (103) 
Mean gliclazide dose, mg/day ± SD (n) 151.8 ± 97.7 (186) 154.2 ± 94.4 (173) 
Mean glimepiride dose, mg/day ± SD (n) 3.4 ± 1.8 (122) 4.1 ± 1.5 (122)‡ 
† P < 0.01 between-group difference. ‡ P < 0.001 between-group difference. SD, standard deviation. 

 

Safety and tolerability (Table 4) 

A similar number of pioglitazone- and placebo-treated patients had serious adverse events. As HbA1c was lower, 
more patients in the pioglitazone group had hypoglycaemia. However, the incidence of serious hypoglycaemia 
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was not higher in the pioglitazone group than in the placebo group (Table 4). 

There were weight increases in the pioglitazone groups of 4.1 kg when added to metformin plus sulphonylurea 
dual therapy (vs. a decrease of 0.7 kg in the placebo group; P < 0.001 between-group difference). Oedema was 
reported more frequently in the pioglitazone group (Table 4). The rates of serious heart failure were slightly 
higher in the pioglitazone group than the placebo group. Fatal heart failure rates were low and similar between 
treatment groups. 

The incidence of bone fractures was slightly higher when adding pioglitazone than when adding placebo to the 
baseline dual oral therapy [12 (1.8%) vs. 5 (0.8%)]. However, no serious fractures were noted in this metformin-
sulphonylurea subgroup. There were no other between-group differences in adverse events. 

 

Table 4 Safety data 
 Metformin + sulphonylurea 
 
 

Pioglitazone 
(n = 654) 

Placebo 
(n = 660) 

Any SAE, n (%) 298 (46) 318 (48) 
Death, n (%) 38 (6) 45 (7) 
Hypoglycaemia, n (%) 179 (27) 131 (20)† 
Serious hypoglycaemia, n (%) 2 (0.3) 4 (0.6) 
Oedema, n (%) 187 (29) 109 (17)‡ 
Serious heart failure, n (%) 40 (6) 33 (5) 
Fatal heart failure, n (%) 5 (0.8) 5 (0.8) 
† P < 0.01 between-group difference. ‡ P < 0.001 between-group difference. SAE, serious adverse event.  

 

Discussion 

Our post-hoc analysis of the effects of pioglitazone on gly-caemic control in patients on dual metformin-
sulphonylurea therapy at baseline found that the glucose-lowering effects of pioglitazone were significantly 
better than placebo at final visit and were sustained across the 3 -year study period. Consequently, the 
percentages of patients reaching the target HbA1c of < 7.0 or < 6.5% were higher, up to 50 and 100%, 
respectively, in the pioglitazone arm compared with the placebo arm at the final visit. 

The IDF guidelines [11] (that the Investigators in PROactive were encouraged to use) recommend that insulin 
should be started when HbA1c has deteriorated to > 7.5% after maximum attention to dietary control and oral 
glucose-lowering therapy. The ADA/European Association for the Study of Diabetes (EASD) consensus 
recommends initiation at HbA1c > 7.0% [3], However, many patients are reluctant to consider insulin therapy 
because of side effects and worry about self-injections, safety and adherence issues [12]. In PROactive, the mean 
HbA1c of patients on dual metformin-sulphonylurea therapy averaged 8.1-8.2% and, despite this poor glycaemic 
control, this important cohort of 1314 patients were not receiving insulin at baseline. We have shown here that 
intensifying a dual oral therapy regimen to a triple regimen by adding pioglitazone improves and sustains 
glycaemic control. In addition, intensifying the oral glucose-lowering combination regimens by adding 
pioglitazone resulted in an approximate 50% reduction in the initiation of permanent insulin therapy. It should be 
pointed out that, in the patients already on combined therapies, the HbA1c threshold for switching to insulin 
therapy was high (8.7-8.9%) in PROactive, thus again well above the thresholds recommended in the various 
international guidelines [3,10,11,13]. These observations are in agreement with what is commonly observed in 
clinical practice and so-called 'therapeutic inertia' [14]. One might also hypothesize that some physicians were 
somewhat reluctant to shift to insulin in a trial using pioglitazone, as the combination of insulin plus a 
thiazolidinedione was not yet recognized in Europe. 

Both treatment groups (pioglitazone and placebo) improved glycaemic control (as measured by HbA1c), 
indicating that investigators were more aggressively treating to target HbA1c during PROactive. The sustained 
HbA1c-lowering effect of adding pioglitazone in PROactive is an encouraging finding as most studies, especially 
the UK Diabetes Prospective Study (UKPDS) [15] and ADOPT [16] showed a gradual deterioration of glucose 
control over time. Pioglitazone monotherapy has shown sustained glycaemic improvement over 2 years 
compared with gliclazide monotherapy [17]. Furthermore, the addition of pioglitazone to failing metformin 
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monotherapy provided sustained glycaemic control over 2 years, whereas control with gliclazide add-on to 
metformin deteriorated, suggesting that, when a patient is failing on metformin monotherapy, there may be an 
advantage to adding pioglitazone rather than a sulphonylurea [18]. Almost similar results were reported in an 
interim analysis at 18 months of the randomized open-label Rosiglitazone Evaluated for CardiacOutcomes and 
Regulation of glycaemia in Diabetes (RECORD) study providing a head-to-head assessment of rosiglitazone 
added to either a sulphonylurea or metformin as compared with the classical sulphonylurea-metformin 
combination [19]. The durability of glycaemic effect observed with pioglitazone in the high-cardiovascular-risk 
patient population in PROactive, both in the overall population [7] and in the present metformin-sulphonylurea 
subgroup, is supported by 4-year data from the ADOPT study, where rosiglitazone monotherapy slowed the 
progression of hyperglycaemia compared with metformin or glibenclamide in a lower cardiovascular-risk 
population as compared with the PROactive cohort [16]. 

Our results support the findings of a series of studies assessing triple oral glucose-lowering therapy in Type 2 
diabetes [20-25]. It should be noted that these studies were open-label, of short duration, retrospective, were in a 
small patient number and the baseline HbA1c was considerably higher than the 7.8% in PROactive. PROactive 
provides unique evidence of the beneficial effect of triple oral therapy, including a thiazolidinedione, in a large 
number of patients (654 patients were receiving triple therapy with pioglitazone, metformin and a sulphonylurea) 
followed in a double-blind fashion for a prolonged period of time (2.8 years). 

The design of PROactive does not allow the comparison between adding pioglitazone to metformin-
sulphonylurea combined therapy and adding basal insulin to oral agents, which was considered to be a better-
validated therapy in the recent ADA-EASD consensus [3]. To date, there has been only one large-scale (n = 
217), open-label randomized study of triple oral agent therapy vs. insulin add-on to metformin-sulphonylurea 
combination in Type 2 diabetes [26]. After 24 weeks, low-dose insulin glargine combined with a sulphonylurea 
and metformin resulted in similar HbA1c improvements, except for greater reductions when baseline HbA1c was 
> 9.5%, compared with add-on maximum-dose rosiglitazone. One smaller trial compared pioglitazone (uptitrated 
to 45 mg/day; n = 17) vs. glargine (n = 19) added to dual oral therapy (metformin plus 
sulphonylurea/meglitinide) [27]. After 16 weeks, the reduction in HbA1c was slightly greater in the insulin 
glargine group than in the pioglitazone group (P = 0.05). The mechanisms of the glucose-lowering effect of basal 
insulin and thiazolidinedione are presumably different, although conflicting results about the respective effects 
on pancreatic B-cell function have been reported [27,28]. Further studies specifically designed to compare triple 
oral therapy with a basal insulin-based regimen would be helpful to compare the underlying mechanisms of 
action and to provide evidence-based recommendations in clinical practice. 

Overall tolerability in the pioglitazone group (triple therapy regimen) was good, with only increases in oedema 
and weight, as seen in other trials with pioglitazone [17,18,29] and rosiglitazone [19,20]. A slightly higher 
incidence of non-serious bone fractures was observed in the pioglitazone arm of patients receiving metformin-
sulphonylurea combined therapy, in agreement with previous data observed with rosiglitazone in the ADOPT 
trial [30]. The recent ADA-EASD consensus recognized that, specifically when hypoglycaemia is particularly 
undesirable, the addition of pioglitazone may be considered [3]. Very rare serious hypoglycaemia occurred on 
pioglitazone-metformin-sulphonylurea triple therapy and should most likely be attributed to the presence of a 
drug that stimulates insulin secretion such as a sulphonylurea [4]. The replacement of the sulphonylurea by a 
gliptin (dipeptidylpeptidase-4 antagonist), in order to reduce the risk of hypoglycaemia, deserves further 
assessment in future clinical trials on triple therapy [3,10]. Finally, there were small differences between groups 
with respect to serious heart failure (requiring hospital admission), but no clear patterns emerged. Fatal heart 
failure rates were low and similar between treatment groups [31]. 

In three recent clinical trials, Action to Control Cardiovascular Risk in Diabetes Study (ACCORD) [5], Veterans 
Affairs Diabetes Trial (VA-Diabetes) [6] and ADVANCE [32], which aimed at studying the effects of reducing 
HbA1c to < 6.5% or 7.0% on cardiovascular events, the intensification of therapy combined several oral glucose-
lowering agents and insulin in most patients [5,6]. None of these trials was able to separate the effects (positive 
or negative) related to insulin therapy per se or oral agents, including thiazolidinediones that were used in a large 
majority of patients (generally rosiglitazone in combination with insulin), especially in ACCORD and VA-
Diabetes [5,6]. Ofnote, no reduction in cardiovascular events was observed in the intensifying groups as 
compared with the control groups receiving standard therapies in ADVANCE [32], ACCORD [5] and VA-
Diabetes [6], despite HbA1c differences of 0.6, 0.9 and 1.5% between the intensive vs. standard groups, 
respectively. In contrast, the 0.5% reduction observed when adding pioglitazone 45 mg in PROactive was 
accompanied by a non-significant 10% difference between the pioglitazone and placebo groups in the primary 
composite endpoint of disease- and procedure-related endpoints and a 16% difference for a secondary composite 
endpoint of all-cause mortality, non-fatal myocardial infarction or stroke (P = 0.027) [7,8]. 
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The present post-hoc analysis demonstrates that the effect of pioglitazone on glycaemic control was better than 
placebo in the subgroup on dual metformin-sulphonylurea at baseline, despite a decrease in the use of these 
classical glucose-lowering agents. Many more patients reached HbA1c targets after the addition of pioglitazone. 
In those patients not receiving insulin at baseline, the progression to permanent insulin use was reduced by 50% 
at 3 years with pioglitazone compared with placebo and better glycaemic control was seen with pioglitazone, 
despite a lower daily insulin dose. The overall safety profile of the triple therapy was good, even in this high-risk 
population. These findings support the use of pioglitazone in addition to dual metformin-sulphonylurea therapy 
to improve glucose control in patients with Type 2 diabetes. Whether the strategy of adding pioglitazone to 
previous oral agents is inferior to the addition of basal insulin, as recommended in the recent ADA-EASD 
consensus, remains to be determined. 
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