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Perché non esisteva
un pPercorso
cardio-metabolico?

Il numero elevato di pazient! in rapporto
all’'infrastruttura

D| ab etO I O g 0 . 'se creassimo un’agenda prioritaria per tutti i pazienti
di area cardiolegica, e agende del centro diabetologico si saturerebbero

. se creassimo un’agenda prioritaria per tutti i pazienti di
area diabetologica, le agende del’'Unita Scompenso si saturerebbero



Perché non esisteva un
percorso cardio-metabolico

Cosa ne pensa il diabetologo

Screening %Oo\ 2
, o . . . \2 ’T\\
E’ consigliabile che lo screening di base sia effettuato annualme \@ﬁa@d‘{&}é e persone con diabete
. . . . 2O oW
a parhre dalla diagnosi della malattia. N

N
\30 @Q’O‘
Tutte le persone con diabete, md|pend§£¢é?n\%\\ﬁé gal livello di rischio, devono eseguire annualmente

di base: 7/7,6 «©® o

e esame dei poIsKR@s\fe?‘\%eencema di soffi vascolari;

+ ECG basalese i
. det%gaﬂ?fazmﬁe dell'indice di Winsor (se normale puo essere rivalutato a distanza di 3-5 anni;
Qosé\\e <0,9 deve essere eseguito un ecodoppler degli arti inferiori).

(L?vello della proval lll, Forza della raccomandazione B)

Standard italiani
per la cura del diabete mellito
2016




Screening
aspetti diagnostici

goritmo per lo screening diagnostico della cardiopatia ischemica®*.

Paziente asintomatico Paziente asintomatico Paziente con elevata probabilita di coronaropatia
con ECG normale con ECG anormale silente, indipendetemente da ECG o ECO cuar:

Controllo annuale

Alterazione cinetica 2= -
regmentaria q@égnﬂn indicato/eseguibile),

56
+ ridotta FE &) cuore con stress farmacologico

ECO cuore \’\ X ‘/\
t [ R\

entro 3 anni VS, disfunzioneS &O. Qo B | |

1 : Hﬁ» ) positivo o dubbio negativo

)
normale W (o l !

l 2 £ Coronorografia Rivalutare

- ‘ - se indicata entro 2-3 anni
RWE'U‘E%EQ(GQ Ottimizzare controllo

erlt\rsgé\?‘ nni pressorio, lipidico,
Ovov glicemico e peso

l Se non indicata coronorografia,
terapia medica ottimale

Rivalutaziono Standard italiani_ |
entro 2-3 anni per la cura del diabete mellito
2016




Screening
aspetti diagnostici

"D
cosa ne pensa il cardiologo 00
p g . 0‘\0‘0
o\
o0
R
6\9\6\"\\
Recommendations \\660,\' \\.a\'\a‘\ Class® | Level® | Ref¢
A .
1% %\v
The following diagnostic tests are recommended/should be considered for initial assessment of a pa&‘g@x\&%g\m@f diagnosed
HF in order to evaluate the patient’s suitability for particular therapies, to detect reversible/ le cagé& of HF and co-
morbidities int.er'fering with HF: ?\660 {\\le(e.
- haemoglobin and WBC \ 2 e
- sodium, potassium, urea, creatinine (with estimated GFR) 00 a
Ok . e T \> . Q(e

- glucose, HbA | c

- ferritin, TSAT =TIBC “\O\*?’
- natriuretic peptides S\ e\le(

ESC Guideli&gs?@%e diagnosis and treatment of acute and chronic heart failure.
The Taskdrorce for the diagnosis and treatment of acute and chronic heart failure of the European Society of Cardiology (ESC)

EL{S@&% Journal of Heart Failure (2016) doi:10.1002/ejhf.592




Screening aspetti diagnostici

Cosa ne pensa il cardiologo

Recommendations Class? | Level ®

Treatment of hypertension is recommended to prevent or delay the onset of HF and prolong life. A

Treatment with statins is recommended in patients with or at high-risk of CAD whether or not they have LV systolic : e’{
dysfunction, in order to t or delay th et of HF and prolong lift %00\ \
unction, in order to prevent or delay the onset of HF and prolong life. ’a}\a ‘ (\)\\0\

\\
Counselling and treatment for smoking cessation and alcohol intake reduction is recommended for pmpl%ghb\?nﬂ@@%vho
consume excess alcohol in order to prevent or delay the onset of HF. \ © Y -\d\’\a

A

delay the onset of HF. m

' , ,o89
Treating other risk factors of HF (e.g. obesity, dysglycaemia) should be considered inc 'f—. to ?&%nt or
. - - b ¥ .

e weal e o

Empagliflozin should be considered in patients with type 2 diabetes i @ ta ppsye ¥ r delay the onset of HF and prolong life. m

ACE-I| is recommended in patients with asymptomatic« D{v&o Ic, Mion and a history of myocardial infarction in order to
of

prevent or delay the onset of HF and prolong Iif%.l@ &

U \U‘
ACE-l is recommended in patients wk@rﬁh‘;\mn@‘? systolic dysfunction without a history of myocardial infarction, in order
to prevent or delay the onset tc:n:f\\I@O 5@ C
Nil'v]

7~
ACE-I should be cony@% s with stable CAD even if they do not have LV systolic dysfunction, in order to prevent
or delay the on PHF

<

B I e Y,

Be &e\r) is recommended in patients with asymptomatic LV systolic dysfunction and a history of myocardial infarction, in
(@rder to prevent or delay the onset of HF or prolong life.

o

ICD is recommended in patients:
a) with asymptomatic LY systolic dysfunction (LVEF £30%) of ischaemic origin, who are at least 40 days after acute
myocardial infarction,
b) with asymptomatic non-ischaemic dilated cardiomyopathy (LVEF <30%), who receive OMT therapy,

in order to prevent sudden death and prolong life.

3090
‘.,9

[ 126,129,
150, 15

137-140,
152

131-134
130, 141,

- —

130

5, 144,
145

142

146

149,
156-158

ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure. The Task Force for the diagnosis and treatment of

acute and chronic heart failure of the European Society of Cardiology (ESC) European Journal of Heart Failure (2016)



Perché adesso?

‘ ORIGINAL ARTICLE

\o\ S

Dapagliflozin in Patients with Heart %&Dfﬁre
and Reduced Ejection Fraq\aﬁ‘h

\G\
J.J.V. McMurray, S.D. Solomon, S.E. Inzucc\ E?(R Q\h N. Kosiborod,
Da a_ H F F.A. Martinez, P. Ponikowski, M.S. Sabat; gl% @ J Bélohldvek, M. Bohm,
p C.-E. Chiang, V.K. Chopra, R.A. de Boq@g \@%?h M. Diez, ). Drozdz, A. Dukit,
J. Ge, ).G. Howlett, T. Katova, I%Z%G\ A. Ljungman, B. Merkely, J.C. Nicolau,
E. O'Meara, M.C. Pe @9 \}@ﬁﬁ M. Schou, S. Tereshchenko, S. Verma,
C. Held, D.L. DEI'\.@E Q%&:\hert)r P.S. Jhund, O. Bengtsson, M. Sjéstrand,
and A.-M, ldﬁg%lc@(ﬁr the DAPA-HF Trial Committees and Investigators*
ps\\\\’ 5\9
OV e
%' ,\\(\a

<Fes
N\pﬂ} {p0° ORIGINAL ARTICLE

Cardiovascular and Renal Outcomes
@m@f’) eror- with Empagliflozin in Heart Failure

M. Packer, S5.D. Anker, ). Butler, G. Filippatos, S.J. Pocock, P. Carson, J. Januzzi,

d d S. Verma, H. Tsutsui, M. Brueckmann, W. Jamal, K. Kimura, J. Schnee, C. Zeller,

r e u C e D. Cotton, E. Bocchi, M. Béhm, D.-). Choi, V. Chopra, E. Chuquiure, N. Giannetti,
S. Janssens, J. Zhang, ].R. Gonzalez Juanatey, S. Kaul, H.-P. Brunner-La Rocca,

B. Merkely, S.J. Nicholls, S. Perrone, I. Pina, P. Ponikowski, N. Sattar, M. Senni,

M.-F. Seronde, J. Spinar, |. Squire, S. Taddei, C. Wanner, and F. Zannad,
for the EMPEROR-Reduced Trial Investigators®



SGLT2 inhibitors in patients with heart failure with reduced
ejection fraction: a meta-analysis of the EMPEROR-Reduced
and DAPA-HF trials

Faiez Zannad, Jodio Pedro Ferreira, Stuart | Pocock, Stefan D Anker, Javed Butler, Gerasimos Filippatos, Martina Brueckm%(l@\a.‘n ne Pernille Ofstad,
Egon Pfarr, Waheed Jamal, Milton Packer

A All-cause mortality

Number with event/number of patients (%)

HR {95&6\5\6 9\6@

\0\ o®

o™

S
N 6\\'6\ \Co¥

SGLT2 inhibitor Placebo \\6\
EMPEROR-Reduced 249/1863 (13-4%) 266/1867 (14-2%) G\e\\“ 2 @? 1-10)
DAPA-HF 276/2373 (11.6%) 329/2371(13-9%) 6@ \ 83 (0-71-0-97)
Total \ 50( 0.87 (0.77-0-98)
Test for overall treatment effect p=0-018 q 6 ,
Test for heterogeneity of effect p=0-39 (G 0o 1.25

P&l g g\b

B Cardiovascular death G

Number with event/number of patients | bgk(\ \ \ HR (95% CI)

A
SGLT2 inhibitor Placebo] X n(\e
U '
EMPEROR-Reduced 187/1863 (10.0%) @&N;;? Q@‘ﬁ? . 092 (0.75-1.12)
DAPA-HF 227)2373 (g 6 O$ N 11.5%) —i— 0.82 (0-69-098)
Total 6\16 <4 0-86 (0-76-0-98)
Test for overall treatment effect p=0-027 2 66 < (\c’ . .
Test for heterogeneity of effect p=0- 4-:] (6\- ? S 075 1-00 1.25
C First hmpmllsmcn fqéh@&?l lure or cardiovascular death
6\\_\ Number with event/number of patients (%) HR (95% CI)
(\'\990 SGLT2 inhibitor Placebo

EMPEROR-Reduced 361/1863 (19-4%) 462/1867 (24.7%) B | 075 (0-65-0-86)
DAPA-HF 386/2373 (16-3%) 502/2371 (21.2%) ; 074 (0.65-0.85)
Total : 0.74 (0-68-0-82)
Test for overall treatment effect p<0.0001 - : .
Test for heterogeneity of effect p=0.89 075 100 1.25

Zannad F et al Lancet, 2020



SGLT2 inhibitors in patients with heart failure with reduced
ejection fraction: a meta-analysis of the EMPEROR-Reduced

and DAPA-HF trials

O
O \og\
Faiez Zannad, Jodio Pedro Ferreira, Stuart | Pocock, Stefan D Anker, Javed Butler, Gerasimos Filippatos, Martina Brueckman@\ﬁﬁr‘re Pernille Ofstad,
Egon Pfarr, Waheed Jamal, Milton Packer \o©
R\
.\e\a\‘

D First hospitalisation for heart failure %OG \\a\\'

Nurmber with event/number of patients (%) HR (95 “0 . d\\a

\
SELT2 inhibitor Placebo \)’\-6 \\ﬂ@%
. RO W
EMPEROR-Reduced 246/1863 (13-2%) 342/1867 (18:3%) N = ; & -55-0-81)
e\\ 2
DAPA-HF 2312373 (9-7%) 318/2371 (13-4%) —— QG) ‘G 0-70 (0-59-0-83)
Total %6 : (\\1 0-69 (0-62-0.78)
Test for averall treatment effect p<0-0001 — oy 60 .
Test for heterogeneity of effect p=0-90 6(‘JP‘ 0 Q'a 1. uo 1.25
\

E First kidney outcome composite C’\P‘$ \S 5\ Q

Number with event/number of par.lem;f.{@%. g\(\a HR (95% C1)

SGLT2 inhibitor \
EMPEROR-Reduced 18/1863 (1.0%) e\“hl \?ﬁ | 0:52 (0-29-0-92)
DAPA-HF 28/2373 (1 é(@ 6%) L ] 071 (0-44-1-16)
Total ‘- 0-62 (0-43-0-90)
Test for averall treatment effect p=0- 013 66 (\ : . - : .
Test for heterogeneity of effect p=0- ‘g(a ‘ 025 050 075 1-00 1.25
F Al (first and re:um,a]@gspllahsalmn for heart failure or cardiovascular death

6\’\_\ Number with event/number of patients (%) RR(95% CI)
O\QQ SGLT2 inhibitor Placebo

EMPEROR-Reduced 575/1863 (30-9%) 753/1867 (40:3%) —— 0.76 (0-65-0-85)
DAPA-HF 567/2373 (23.9%) 742(2371 (31:3%) 0:75 (0-65-0-88)
Total 0-75 (0-68-0-84)
Test for overall treatment effect p<0-0001 : . - : .
Test for heterogeneity of effect p=0.91 025 050 075 100 1.25

Zannad F et al Lancet, 2020



SGLT2 inhibitors in patients with heart failure with reduced

ejection fraction: a meta-analysis of the EMPEROR-Reduced
and DAPA-HF trials

\o
oo
o\
O\

: . . : . . : 9\’&‘ )
Faiez Zannad, Jodo Pedro Ferreira, Stuart ] Pocock, Stefan D Anker, Javed Butler, Gerasimos Filippatos, Martina Bruac&:\r;gm\ . Anne Pernille Ofstad,
Egon Pfarr, Waheed Jamal, Milton Packer ’6\\6\\6

o\
IR
SO A\
ACNING
e(\\)\a \'\6@5
A Diabetes status () Y ‘\d\’\6
Mumber with event/number of patients (%) G\(\\$ (G 7,3 S HR {95% CI)
SGLT2 inhibitor Placebo ‘?%?\6?’%0{\\16
\
/With diabetes \)GP‘ o o E
EMPEROR-Reduced 200/527 (21-6%) \?§\m5'r9‘§ 5%) N : 072 (0-60-0-87)
DAPA-HF 2151075 20 O, (\@@11}54 (25-5%) BN 0.75 (0-63-0.90)
Subtotal é‘ \ O{\Q,\ - ; 074 (0-65-0-84)
Test for overall treatment effect p<0.0001 7/1 . 0(\3 ;
Qast for heterogeneity of effect p=076 P‘ 8(6\ :
(Without diabetes O o\ N ;
EMPEROR-Reduced 6\\“ e\le‘ 141936 (17.2%) 197/938 (21.0%) —— 078 {0-64-0.97)
DAPA-HF RS 141/1298 (13.2%) 231/1307 (17.7%) —— 073 (0-60-0-88)
GO T |
Subtotal o ’- : 0-75 (0-65-0-87)
Test ?(anll treatment effect p<0-0001 :
ST ¢ heterogeneity of effect p=0-65
. aqoshst for treatment by subgroup interaction p=0-8
\ I I ] I 1
0 025 0-50 075 100 125

Zannad F et al Lancet, 2020



Scopo del percorso

Migliorare I'approccio diagnostidg\go\@”

. . . W el .
= Razionalizzaziong-tSiepia del diabete e dello
< <‘8‘ S
scompensq,8€cotido piu recente EBM
O\\\?’ e
o\ e

CR\% i .. .. - .
* I%@&Pﬁ?f’é‘are pazienti diabetici “occulti” con piu
0,\,o\\)o%‘\"‘“@ac:curato screening durante il ricovero

* Creazione “Data base” ad hoc



Flow-chart gestionale

Programmazione Dimissione Valutazione diabetologica
ospedaliera dopo AHF

Diabete ? otgm\f?zazmne
03] \C@érapeutlca

dimissione NG
\\\5' 3“" |
?/GY\\G‘G

Primo contatto con ambulatorio oF ko

scompenso a 30gg dalla d,mwﬂg@@ Valutazione diabetologica
‘b i \(\’0\
wﬂﬁg@ +*
[ Ott|m|ZZ%§M§e@rapeut|Ca Prosegue fo”ow-up
[ V&IQ;@?TOW& ecogl’afla diabetologico

Qomogrammazmne FU 3-6 mesi

Prosegue FU cardiolgoico Data Base



Quall pazienti

o

\6‘06&0\

Pazienti diabetici e diabetici di o 28°
neo-riscontro con ricovero nell’ Q@gfga\\dello

Scompenso Cardiaco del PQJ@JM?CO di Monza

Pazienti diabetici af»ﬁapéntl all’ambulatorio di

o\ \® 0(\9\

diabetologiasgn-dccasionale riscontro di CHF

Pagbe’ﬁtl con CHF afferenti all’ambulatorio
O\S’Compenso Cardiaco del Policlinico di Monza



Quali strumenti

\o\ S

Project leaders _.*°

Dlabetologa @f’i%logo

Dr.ssa Rosa Dr Simone
Cannistraci Mazzetti



Qualil strumenti

e\o\ g\a‘
c\o\ab
. \\'25\")(\
%od\e\?a;\\
r,\’é\\ri\ .\d\\a\\
e

\V}ﬁnhté}\&te di Produzione

Prenotazione Acoettazione Fasdomlb Cinian Libera Professione Gestione Statistiche

Assistenza Telefonica:




Quali strumenti

Visita diabetologica programmata (Qm*ﬁa
della dimissione con aggancio giet@}a@ﬁilente
alla visita successiva seg@aqﬂ@ plano

\% @\‘50

condiviso e

Ambula@@%d‘iabetologmo per lo scompenso
Ca(ﬂlﬁQCO con agende ad hoc per il follow up
tiiabetologico



Quali strumenti
Percorso clinico cardiologico,
+

Visita cardiologica presso Ambulatorio \X&\aﬂa&@a\)
Scompenso divisionale entro 30gg daILa of;a\\
dimissione di scompenso acuto oez\g@\\\a
%@562::1“""66
Iniziale titolazione farigagﬁlﬁglca e stratificazione
prognostica e "
%\N\o\;\(’;@\a%

Programfﬁa?@follow up a 3 e 6 mesi con visita ed
Q;;@éardlogramma

Gestione parallele al’ambulatorio Diabete e
Scompenso




Quali strumenti

\O\Og'\’é‘

O

Diabetologici o
glicemia, hbAlc, creatinina, ast, a@;@amma—
gt, profilo lipidico completo \A@sgm‘é urine,
microalbuminuria, albtgmﬁﬁa“&l'SHr

e

KRS
Cardiologici _ %"
Ormoni Qawﬁuretlu elettroliti, emocromo

a‘r‘)\

\,‘.29

\
0\690 \\




Quali strumenti

&
Diabetologici P
66\). %
e . . ne e
Visita “piede diabetico” e
oh o2
p\\\\\pg\\)(e
«\&O-\\g\“?\e
Eco—dopplery\%@@dén

5g\\“o o1
Q < R




Quali strumenti

\6‘36&5@&‘_
Cardiologici o
afo\\\@eogfo\\ '
Ecg valutazione del rlt\&rygse@?requenza
sUmoIazmng@lﬁﬁ?fea
Qte dwa;ﬁé GRS
\“0\\\@“P ‘%\0(\6

Eco- C@%@ﬂ@\“ﬁf e volumi

(GQ .
S alutazione Diastole
) ] _
Valutazione GL Strain




Valutazione diastole

Trans mtral

Doppler

Tissue
Doppler

Pulmonarv

Venous IQ&‘&%Q‘(\O"J

O'\QQ

Q(G\’

ot

Color M-Mode

Velocity (m/s)

Uelncity (mis)

0.1%

Normal

0.75<EiA<1.5
DT<140 ms

F

10

i)

U‘l

* >33 cmvs nm giovane

E/IA=0.T5

22 A
\\%

\Y\e 29
; \
\(eﬁ 3 E

§20
ARdur<Adur

Vp <45 cmis

Q

_fb
/

. Sox

Moderate

0.75<EiA<1.5
DT«<140 ms

S<Do §<D
ARdur=Adur+30| ARdur>Adur+30
Vp <45 cmis Vp <45 cmis

e =0 B




Valutazione Global Longitudinal Strain

Longitudinal




Longitudinal Strain (%) =5, =703 msec

14.0}

3 |
oo




Valutazione strain
picco prima e dopo 6
mesi di terapia con
ARNI




Possibile ruolo SGLT2 nel paziente con HF
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Diuretics t

F <35% despite OMT

C

LV
or a history ¢f sy~viptomatic VT/VF, implant ICD

Patient with symptomatic* HFrEF® W class |
i Class lla

Therapy with ACE-I° and beta-blocker
(Up-titrate to maximum tolerated evidence-based doses)

No

Still symptomatic
and LVEF <35% PR\

Add MR antagonist®®
(up-titrate to maximum tolerated evider.-= Lased dvax;

W )
e \ © \—¥
<0 ® a0 : :
&Ie t ate Sinus rhythm, Sinus rhythm,"
’L/L . Y yt
P q%@ﬂor ARB)fz QRS duration 2130 msec HR =70 bpm

— ! |
ARNI to replace 271 need for Ivabradive
ACE-I CRIE

These above treatments may be combined if indicated

!

Resistant symptoms

- e

Consider digoxin or H-ISDN No further action required
or LVAD, or heart transplantation Consider reducing diuretic dose



N° 43
M/F 35/8
Eta media (anni) 72.4
> 75 anni 17 (40%)
> 80 anni 6 (14%)
Durata media di diabete (anni) 10
Eta media(anni) all'insorgenza della cardiopatia (M/F) (63/73)
Valore medio BMI (Kg/m?) _:3()
Fumo + ex fumo/ non fumao - 7 -31/12
PAS media (m;r_ng) 125.7
PAD n_wdia (rﬁ_mHg) 71.4
\/;c_)re mé;jio LDL (mg/dL) 82
- '\/a'IZJre medio HbAlc (mg/dL) 7,2%
A eGFR < 60 (mL/min/1.73 m?) 19 (44%)
_ eGFR< 45 (mL/min/1.73 m?) 8 (17%)
N° pazienti inviati post dimissione (ricovero cardiologico) 16
N° pazienti inviati dall’ambulatorio di cardiologia 7
Tempo medio (mesi): dimissione — | visita diabetologica 3,5
N° medio ricoveri/ultimo anno 0.7

Risultati
Iniziall



Risultati iniziali

Ischemic

28

Primitiva a coronarie indenni

Aritmical

Ipertensiva

Valvolare

N W NN

Eziologia alcolica

I.-\

Aitro

N

LVEF
<40% 18

LVEF

>50% 4

LVEF 40-49%
10



ORIGINAL RESEARCH

2010-18

Changes in the Prescription of Glucose-Lowering Med\@a"f“ ions in
Patients With Type 2 Diabetes Mellitus After a Qaa;ce‘\ngEscular Event:
A Call to Action From the DATAFILE Study eaoga\\a@s‘

Gian Paolo Fadini, MD, PhD; Vera Frison, MD Natalino Simioni, MD; Annunm@)m aalﬁb Adriano Gatti, MD; Antonio Carlo Bossi, MD;
Andrea Del Buono, MD; Paolo Fornengo, MD; Lucia Gottardo, MD; %@@_%u%—@oe D; Gianluca Perseghin, MD; Enzo Bonora, MD;
Angelo Avogaro, MD, PhD P‘ 6\

a

C!m?;,ai *Pers pective

»\O
o\\\?’ \a\‘e\

* In thIS 5@@3@%& found that prescription of diabetes mellitus
o Mgs did not change substantially in patients who experi-
enced a cardiovascular event compared with those who did
not, while prescription of drugs for the control of risk factors

Slgnlflﬂﬂﬂﬂ}f InﬁreasEd' Fadini GP et al 3 Am Heart Assoc , 2019
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Risultati iniziali

i . - 1

Metf Sulf Pio DDP4 SGLT2/i GLP-1 Insulina nessuna
ra {evzpia
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Metf

Sulf

Pio

DDP4 SGLT2/i

GLP-1 ra Insulina
B



Risultati iniziali
| Introduzione terapia cardioprotettiva | |

Si (SGLT2 i/GLP1 RA) 28 (22/6)
Si - giain terapia (SGLT2 i/GLP1 RA)  3{1/2}

No! 12
Intolleyan
2a; 1
s Rifiuto; 3
eGFR <
45
mL/min;



Work In progress

Arruolare gradualmente | pazienti comn
scompenso cardiaco cronico stabile

Ingaggiare la figura dei nefrologo In
modo stabile nel peircorso

Aprire il percorso al pazienti dopo SCA
“Indipendentemente” dallo scompenso

ldentificare pazienti con pre-scompenso



Effetti cardiovascolari mediati dalla
preservazione della funzione renale
e prevenzione nefropatia diabetica

OEnd-point renale composito
OeGFR
Oproteinuria

Margonato D et al Heart Fail Rev, 2020



INDICATORS OF HIGH-RISK OR ESTABLISHED ASCVD, CKD, OR HF! R I | - G I P 1 R n

CONSIDER INDEPENDENTLY OF BASELINE
A1C OR INDIVIDUALIZED A1C TARGET

ASCVD PREDOMINATES o OCKD n el I a te r a.p i a d eI

PREDOMINATES

= Particular

PREFERABLY i .
GLP-1 RA with p and/or CKD progr | above target

in the setting of HF (if
1 GLP-1 RA)

al insulin®

n in CVOTs. Canagliflozin nal outcome data from

gliflozen has primary heart failure outc lata from DAPA-HF
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Figure 1 Risk calculator selection. Legend: CHD: coronary heart disease, HF: heart failure.
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