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ACROSS
ACADEMY

Medical Education

SD2 xastaloarin halo do 50%-i
UDX-dan éliirlar. I?I

=

WHO multinational study of vascular disease in diabetes (N=4713)
T2D, type 2 diabetes
1. Morrish NJ et al. Diabetologia 2001;44:S14; 2. Einarson TR et al. Cardiovasc Diabetol 2018;17:83 2



FDA (2008):

Antidiabetik preparatlarin urak-
damar tahliikasizliyi daha ciddi
sokilda oyranilmalidir!



2023 ESC Guidelines for the
management of
cardiovascular disease in
patients with diabetes

Official ESC Guidelines slide set



Diabetli xastalarda lirak-damar risk kateqoriyalari
(ESC-2019)

Cox yuksak risk
SD-li xasta + UDX
yaxud digar hadaf organ zadalanmasi
yaxud 3 va cox boyuk risk faktoru
yaxud
SD1-in erkan baslamasi va >20 il muddati
Yuksak risk

Diabetin muddati 210 il (hadaf organ zadalanmasi olmadan)
+ basqga digar alava risk faktoru

Orta risk

Cavan xastalar (SD1<35 yas, SD2<50 yas) + diabetin muddati
<10 il (digar risk faktorlari olmadan)



Urok-damar riskine gére SD2 xestalarin &
stratifikasiyasi ACROSS

Cox yuksak urak-damar riski olan xastalor:

@ Anamnezinds UDX olanlar (A)

@ Coxsayll nazarat olunmayan risk faktorlari (AH,
hiperlipidemiya, piylonma, siqaret va/yaxud fiziki inaktivlik)

olanlar (A)
YFS<60 ml/daq./1.73 m? (B)

Albuminuriya (B)

Diagnoz qoyulma yasi <40 yas (C)

SD2 diger xastalar yiikksak UD riskina daxildirler.

Letters A—C denote level of evidence based on the ADA grading system: A, clear evidence from well-conducted, generalisable RCTs that are adequately
powered; B, supportive evidence from a well-conducted cohort study or case-control study; C, supportive evidence from poorly controlled or uncontrolled
studies or conflicting evidence with the weight of evidence supporting the recommendation?

RCT, randomised controlled trial

1. Seidu S et al. Prim Care Diabetes 2022;16:223; 2. American Diabetes Association. Diabetes Care 2023;46:S1 6
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PROFILES OF ANTIDIABETIC MEDICATIONS N
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MET GLP-1 RA  SGLT-2i DPP-4i AGi TZD COLSVL BCR-QR  INSULIN PRAML
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Mild 2EVI

Neutral 33 Neutral

Dose
Adjustment

Genital M b s

Mycotic y Neutral ypo Neutral Neutral : Neutral
2 Necessary : :

Infections

(Except
Linagliptin)

Moderate Moderate Neutral Neutral Moderate Neutral Neutral Mild Moderate Neutral Moderate

m Neutral Moderate Neutral

Neutral Neutral Neutral Neutral
Increased Neutral
LDL

Neutral Neutral

Moderate
Neutral Neutral Neutral Neutral Bone Neutral Neutral Neutral Neutral Neutral
Loss

Few adverse events or possible benefits Use with caution Likelihood of adverse effects
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SD2 urak-damar risk faktorudur va ACROSS
ACADEMY

kardiovaskulyar proteksiyaya ehtiyac
vardir.

Tovsiya Saviyya

@ NQKT2
oo | (SGLT2 1)
caroiotocyr | JDX  olan xastelerds
HbA1c-nin
saviyyasindan asili
olmayaraq tovsiya
olunur.

A Class | recommendation is defined as “evidence and/or general agreement that a given treatment or procedure is beneficial, useful or effective”

Level of evidence A is defined as “data derived from multiple randomized clinical trials or meta-analyses” 8
ASCVD, atheroscl lerotic cardiovascu lar disease ; CV, cardiovascul lar; HbA1c, glycated haemoglobin; SGLT2, sodium-glucose co-transporter-2; T2D, type 2 diabetes

Marx N et al. Eur Heart J 2023;44:4043



NQKT2 inhibitorlarinin tesir mexanizmi

f’\

)
C};F Diurez .

Qliikozanin
ekskresiyasi

PI.IIP
)

N .

H‘F. .
Natriures "

Miokardda Na
miqgdari

Bioenergetiklar

Yumagqciq daxili
tozyiq

Urek arxasi yik

SM kutlesi

Urok 6nii yiik

®®®® ‘
0
{s

iitihab va oksidativ stres

H tokrit
(fibroz)) ematokri

9

ACROSS

LV, left ventricular

FEEE

e D .

=5

UD hadisaleri

Boyrak xastaliyi

AT

Badan ¢akisi

HbA1c

1. Vallon V & Thomson SC. Diabetologia 2017;60:215; 2. Heise T et al. Clin Ther 2016;38:2265; 3. Verma S et al. Circulation 2019;140:1693; 4. Verma S et al.
JAMA Cardiol 2017;2:939; 5. Abdelgadir E et al. J Clin Med Res 2018;10:615; 6. Rajasekeran H et al. Kidney Int 2016;89:524; 7. Baartscheer A et al. 9
Diabetologia 2017;60:568; 8. Garg V et al. Prog Cardiovasc Dis 2019;62:349; 9. Zinman B et al. N Engl J Med 2015:373:2117; 10. Wanner C et al. N Engl J Med

2016;375:323




NQKT2 inhibitorlar kardioprotektiv tasir gostarir. (9

ACROSS
TeD

Gostoricilar Empagliflozin Canagliflozin = Dapagliflozin Ertugliflozin

10 mg' 100 mg? 10 mg? 5 mg*

HbA1c, % -0.70* 0.731 -0.84% -0.78

Coki, kq -2.08* -3.3t 2.9t -3.08

) sistolik AT, 45" 3.5t 5.1 448
mm c. sut.

Diastolik AT,
mm c. siit. -2.0* -1.8T -1.81 -1.68

Comparison of studies should be interpreted with caution due to differences in study design, populations and methodology

*Adjusted mean change from baseline at Week 24; tLeast squares mean change from baseline at Week 52; fAdjusted mean change from baseline at

Week 24; SLeast squares mean change from baseline at Week 26; TMean change from baseline at Week 24

1. Haring H-U et al. Diabetes Care 2014;37:1650; 2. Lavelle-Gonzalez FJ et al. Diabetologia 2013;56:2582; 3. Bailey CJ et al. Lancet 2010;375:2223,; 10
4. Rosenstock J et al. Diabetes Obes Metab 2018;20:520




SD2 va UC (ESC 2023)

 SGLT?2 inhibitorlar1 (dapaqgliflozin, empagqliflozin) UC-nin
biitiin fenotiplorindo hospitalizasiyant vo UD &liimiinii
azaltmaq lgtin maslohat gortlir (I A)

 SGLT2 inhibitorlart  (dapaqliflozin, empaqliflozin,
kanaqgliflozin, ertuqliflozin, sotaqgliflozin) UDX yaxud
UDX risk faktorlar1 olan xostolorde UC hospitalizasiyasi
riskini azaltmaq tli¢iin moslohot goriiliir (I A)




SM AFaUC asas miialica alqoritmi (2021)

Management of patients with HFrEF

'+ ACE-/ARNF
'+ Beta-blocker
« Dapagliflozin/Empagliflozin
¢ Loop diuretic for fluid retention
(Class I)
{ ' 3
LVEF <35% and LVEF >35% or device ~ SRand
QRS <130 ms and therapy not indicated LVEF <35% and
where appropriate or inappropriate QRS =130 ms
ICD 3 CRT-D¥/-P
Non-ischaemic Ischaemic QRS 130-149 ms QRS =150 ms
(Class lla) (Classl) (Class lla) (Class 1)
l | )
v

If symptoms persist, consider therapies
with Class |l recommendations

| {MENARINI

—————




Figure 15

Absolute risk
reduction with
sodium-glucose co-
transporter-2
inhibitors in relation
to patient risk based
on rate of heart
failure-related
endpoints in the
placebo arm of the
respective trials

www.escardio.org/guidelines

-
High risk T2DM CKD Chronic HFpEF Chronic HFrEF Worsening HF @ E S C
r', " N =
NNT: 96-400 NNT: 72-125 NNT: 59 NNT:21-36 NNT: 10
RRR: 12%-34% RRR: 29%-31% RRR:21% RRR:25% RRR: 129%
Absolute risk reduction with
SGLT2 inhibitors (per 00 pt-yrs)
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2023 ESC Guidelines for the management of cardiovascular disease in patients with diabetes
(European Heart Journal; 2023 - doi:10.1093/eurheartj/ehad192)
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Figure 16
Glucose-lowering
treatment of patients
with heart failure and
type 2 diabetes

www.escardio.org/guidelines

To reduce HF-related outcomes® in all patients with T2DM
and HF (HFpEF, HFmrEF, HFrEF)

(Class )

Independent of HbAl¢
Independent of concomitant ghicose-lowering medication

|

For additional glucose control

Other glucose-lowering agents with neutral effects on HF
in CVOTSs should be considered

Sagliptin Insulin glargine
‘fé”,;,' ’lr; Linagliptn T(_?ES":TI;‘ lnsulin degdec
< (Class la) : (Class a)

Other glucose-lowering agents with increased risk for HF
hospitalization in CVOTs are not recommended

U 0 \

@esc—
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2023 ESC Guidelines for the management of cardiovascular disease in patients with diabetes
(European Heart Journal; 2023 - doi:10.1093/eurheartj/ehad192)



Antidiabetik preparatlar (ESC 2023)

- UDX olanlarda qlikemiyanin hodof
soviyyoesine nail olunmursa, pioglitazon UC

olmayan xostolordo mualicoyo alava edilo bilor
(I1Ib B)
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Symptomatic HF

Mo

-

Yes

[J_l

[ Is TTE available? J [ EF =40% EF >40% ]
No 1 [ Yes HFrEF GDMT HFmrEF/HFpEF GDMT

-

Consider screening with
BNP/NT-proBNP

!

HF prevention strategies

* SGLTZi'#

* GLP-1RA*

* [f CKD present, consider
nsMRA?, SGLT1/2

Refer to cardiology
SGLT2i"or SGLT1/2i* with
demonstrated benefit
ARNI or ACEI/ARB if ARNI
not tolerated

B-Blocker with
demonstrated benefit
MRA® with demonstrated
benefit

Refer to cardiology
SGLT2i" or SGLT1/2i* with
demonstrated benefit

If obesity, GLP-1 RA or
dual GIP/GLP-1 RA with
demonstrated benefit
ACEi or ARE if hypertension,
prior Mlor CKD

nsMRAS

EF =40% EF >40%
' —
Is BNP = 50 pg/mL or * Referto ACEi or ARB if
NT-proBNP = 125 pa/mL? cardiology HTN or CKD

* [-Blocker with

demonstrated

) . benefit
No Yes * ACEior ARB

If CKD present,
consider

* SGLT2i'or
SGLT1/2i® with
demonstrated
benefit

* nsMRA®

Consider
echocardiogram

Standards of Care in Diabetes - 2026 Diabetes Care 2026;49(Suppl. 1):S216-S245




KDIGO 2024 CLINICAL PRACTICE

GUIDELIN

E ON DIABETES

MANAGEMENT IN CKD

KDIGO GUIDELINE CO-CHAIRS:
|AN DE BOER, MD, MS
PETER ROSSING, MD, DMSc



Lifestyle

First-line
drug therapy
Regular reassessment 7

of glycemia, albuminuria,
BP, CVD risk, and lipids

Additional
risk-based
therapy

M T2D only

" All patients
(TIDandT20) |

~RAL VT



SD2 va BXX (ESC 2023)

* SGLT2 1nhibitorlar1 (kanaqgliflozin, empagqliflozin veo
dapagqliflozin) YFS>20 ml/dog. olan xostolordo UDX va
boyrok catismazligr riskini azaltmaq Tlg¢lin moslohot
gorulir (I A)

* Fordi olarag HbA1c<6,5-8% (48-64 mmol/mol) olmasi
moslohot gorulur, HbA1c<7% (<53 mmol/mol) 1so
mikrodamar agirlasmalarini azaltmaq ugtin tovsiye edilir

(IA)



Diabet vo BXX (ESC 2023)

* Finerenonun YFS>25 ml/doq./1,73m* vo sidikdo
albumin/kreatinin > 3 mg/mmol (>30 mg/q) olan
xostolordo UDX hadisolori vo bdyrok catismazligini

azaltmaq iiciin ACFI yaxud ARB-yo olavo edilmosi
maslohatdir (I A)

* GLP-1 RA YFS>15 ml/daq./1,73m? olanlarda adekvat
qlikemik nozaroti tomin etmok uclin moslohot goruliir
(hipoglikemiya riski azdir, c¢okiys, UD riskina,
albuminuriyaya miisbot tosir gostorir) (1 A)

« Boyrok xostoliyinin rutin skrininqi CKD-EPI vo sidikdo
albumin/kreatinin 1lo aparilmalidir (I B)



Figure 18

Pharmacological
management to
reduce cardiovascular
or kidney failure risk
in patients with type
2 diabetes and
chronic kidney
disease

www.escardio.org/guidelines

Treatment of patients with T2DM and CKD®

To reduce cardiovascular risk To reduce kidney failure risk
Satnbasedregmen || C A orARE
(Class 1) {Clss )

To reduce cardiovascular and kidney failure risk

' SGLT2 nhbicor® " BPoowd ey
(Class 1) (Class ) (Class |

|

For additional glucose control

Glucose-lowering medications with suggested cardiovascular benefit

GLP-| RA

Glucose-lowering medications with neutral or no proven cardiovascular benefit

Metformin (if eGFR >30 mLimin/1.73 m?)
DPP-4 inhibitor

Insulin

@®Eesc—

©ESC

2023 ESC Guidelines for the management of cardiovascular disease in patients with diabetes
(European Heart Journal; 2023 - doi:10.1093/eurheartj/ehad192)



NQKT2 i tayini zamani boyrak funksiyasi nazara (9
alinmalidir. ACROSS

Empagliflozin Kanagliflozin Dapagliflozin  Ertuqliflozin

Dozanin

tenzimlanma- >30 ml/dag. >30 ml/deq. >25 mi/deq. >45 mi/deq.

sina ehtiyac

yoxdur

Dayandir ! <30 ml/daq. <30 ml/daq. <30 ml/daq. <30 ml/dagq.
<30 ml/daq. <30 ml/dagq. <45 ml/daq.

]
Baglama | yaxud dializ <25 mlidaq. yaxud dializ

NQKT?2 i baslamasina dair tovsiys bolga va dlkalardan asili

olaraq dayisir.

Please refer to local prescribing information for each compound

*The dose of empagliflozin should be adjusted to or maintained at 10 mg once daily. In individuals tolerating empagliflozin 10 mg once daily who have an

eGFR 260 ml/min/1.73 m? and requiring additional glycaemic control, the dose can be increased to 25 mg once daily. fIn individuals tolerating 100 mg who have an

eGFR eGFR 260 ml/min/1.73 m2 and requiring additional glycaemic control, the dose can be increased to 300 mg. NA, not applicable 23
1. Jardiance® (empagliflozin) summary of product characteristics; 2. Janssen International. Invokana® (canagliflozin) summary of product characteristics;

3. AstraZeneca. Forxiga® (dapagliflozin) summary of product characteristics: 4. Merck Sharp & Dohme B.V. Steglatro™ (ertugliflozin) summary of product characteristics




KDIGO (2024)

* Diabeti olmayan BXX-li xoastolordo do NQKT?2i
(SGLT21) boyrok catismazliginin progressivlosmosinin vo

UD agirlasmalarinin  garsisini almaq  iiciin - moslohat
gorulir (I A)



Plasebo ilea muqgayisada empagqliflozinle mualice

omru

9

ACROSS
T2D

uzadir.

EMPA-REG OUTCOME (SD2+UDX)

Treatment difference
7 . — Treatment difference, smoothed estimate
g - 95% CI, smoothed estimate
°\° Te‘ 6 i ‘\‘\"-\ L L L
85 . | T 60 yasli insanin omrunun
L~ . C u
IR0 ~ ~2,5 il uzanmasr
%% 3 - > 00 753 -
B c \\h\\ . " SRS S
15 mtace,
g 11 T ——— o > o e
= 0 - —
1 " . Al A L v L) .
4 5 5 6 6 7 7 8
5 0 5 0 5 0 5 0

Age (years)

*Based on modelling of all-cause mortality results beyond the observation period in the EMPA-REG OUTCOME trial assuming benefits remain

consistent with long-term use
Claggett B et al. Circulation 2018;138:1599

25
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11. Chronic Kidney Disease and Risk Management

2 [e] Regular
r 3 Q\ risk factor
LIFESTYLE ( : vl reassessment
{every 3-6
Healthy eating Physical activity Smoking cessation Weight management months)
RAS THERAPY RAS inhibitor up to maximally tolerated dose (if albuminuria and/or hypertension)*t
SGLT2i** (initiate if eGFR is =20; continue until dialysis or transplant) Dihydropyridine
CCB and/or
FIRST-LINE DRUG diuretic if needed SR : \
THERAPY ° % achieve Moderate- or high-intensity statin
individualized
GLP-1RA** BP goal
Regular reassessment of
glycemia, albuminuria,
BP, CVD risk, and lipids ‘ l
%
Add other glucose- SEMRS
lowering drugs (e.g., 2
metformin if eGFR 230), . Steroidal MRA 52?:(";!“'
ADDITIONAL if needed to achieve Add other agents with evidence if needed g oS
ki 4 £ of CVD and/or kidney benefit per ; Antiplatelet agent icosapent ethyl if
RISK-BASED individualized glycemic g ; for resistant Y3 =
- individualized treatment goals and : for clinical ASCVD indicated based
THERAPY goal. The addition of a } x hypertension -
GLP-1RA or SGLT?2iis preferences (e.g.,if on SGLT2i, if eGFR 245 on ASCVD risk
preferred if not already consider addition of a GLP-1 RA and lipids
on the therapy plan*** and/or finerenone to further
mitigate heart and kidney risk)
T2D only All individuals (T1D and T2D)

*The majority of participants in SGLT2i, GLP-1 RA and nsMRA kidney outcome trials were receiving background optimized RAS inhibitor therapy.
**With demonstrated benefit in this population
**+*Glucose-lowering efficacy of GLP-1 RAs is preserved at low eGFR; glucose-lowering efficacy of SGLT2i is diminished at lower eGFR.

Figure 11.2
Chronic Kidney Disease and Risk Management:
Standards of Care in Diabetes — 2026 Diabetes Care 2026;49(Suppl. 1):S246-S260



2024 ESC Guidelines for the
management of elevated
blood pressure and
hypertension

2024 ESC Guidelines for the management of elevated blood pressure and hypertension



ESC(2024)

Diabeti olmayan AH vo BXX olan

xastolordo (YFS>20 ml/doq.) NQKT21 (SGLT21)
noticolort yaxsilasdirmaq tlg¢iin moslohot gortliir
(miilayim antihipertenziv tosirino gora) (I A)



Figure 1
Management of
cardiovascular
disease in patients
with type 2 diabetes:
clinical approach and
key recommendations

www.escardio.org/guidelines

Cardiovascular disease

Type 2 diabetes mellitus

4%y e ——
f‘. .

Confirmed Confirmed
CVD and
type 2 dizheces mellitus
Type 2 diabetes mellitus Type 2 diabetes melflitus Type 2 diabetes mellicug
and ASCVD and HF and CKD

To reduce hears fallure

To reduce ardiovasculsrrisk  hospitalization in all patients To redics cardiovascifar

“ independent of gucose control with T2DM and HF and kidney faiure risk

: (HFpEF HFmrEFR, HFrEF)

All therapies are recommended mdependent of glucose control and

in addition to standard of care

@®Esc—

2023 ESC Guidelines for the management of cardiovascular disease in patients with diabetes
(European Heart Journal; 2023 - doi:10.1093/eurheartj/ehad192)

©ESC




Metforminla tovsiyalarda dayisikliklar

2013

- Metformin SD-li xastalarda ilk sira preparati kimi
tayin edila bilar (I A)

2019

- Metformin UDX olmayan va orta UD riskli artig
cokili SD2 xastalarda nazarda tutula bilar (I A)

2023

 Metformin UDX yaxud agir hodof organ zadslonmasi
olmayan xastolordo UD riskini azaltmaq ti¢iin nozordo

tutula bilor (II C)



Sual ?

Diabetli xostodo UDX yaxud agir hadaf organ
zadalonmasi yoxdur (UDX riski>10%), hansi
preparati 1stifado edok?

A) SGLT2 mhibitoru yaxud QBP-1 RA
B) Metformin



Antidiabetik preparatlar (ESC 2023)

« UDX yaxud agir hodof orqan zodslonmosi
olmayan xostolordo (UDX riski>10%) SGLT?2
inhibitoru yaxud QBP-1 RA ilo miialico UDX

riskini azaltmagq {iciin nazards tutula bilor (IIb
C)

« UDX yaxud agir hodof orqan zodslonmosi
olmayan xostolordo UDX riskini azaltmaq
ucun metformin nozords tutula bilor (II C)



American
Diabetes
. Association.

The American Diabetes Association’s
Standards of Care in Diabetes—2026

This slide deck contains content created, reviewed, and approved by the American Diabetes Association® (ADA). You are free to
use the slides in presentations without further permission as long as the slide content is not altered in any way and appropriate
attribution is made to the ADA (the ADA's name and logo on the slides constitutes appropriate attribution). Permission is required
from the ADA for any commercial use or for reproduction in any print materials (contact permissions@diabetes.org).




10. Cardiovascular Disease and Risk Management

Prevention of ASCVD' in people with type 2 diabetes

Does the individual have established ASCVD? ]

) )
7

High-intensity statin?
GLP-1RA Is the individual at high ASCVD risk?*
SGLTZ2i
! = ) v )
Does the individual have ASCVD in
at least two vascular beds, or one ¢ ¢
vascular bed and is >65 years old?

High-intensity statin®

GLP-1 RA Moderate- or high-intensity

12
SGLT2i statin
Yes No
Consider aspirin 81 mg daily AND
rivaroxaban 2.5 mg twice daily
in individuals who do not need Aspirin 81 mg once daily OR
systemic anticoagulation or dual clopidogrel 75 mg once daily
antiplatelet therapy and do not
have another contraindication?
Figure 10.6 Dlabetee, | °

Cardiovascular Disease and Risk Management:
Standards of Care in Diabetes - 2026 Diabetes Care 2026;49(Suppl. 1):5S216-S245



Figure 8
Glucose-lowering
treatment for
patients with type 2
diabetes and
atherosclerotic
cardiovascular
disease to reduce
cardiovascular risk

www.escardio.org/guidelines

To reduce CV risk independent of glucose controf® @ E S C

GLP-| RAY SGLT2 mhibror
(Class 1) {Chass 1)
Independent of HbAle

independent of concomitant glucose-lowering medication

For additional glucose control

Glucose-lowering agents with suggested CV benefit

Metformin
{Chass lia)

Ploghtazonz”
(Chass lib)

Glucose-lowering agents with proven CV safety
DFP4 inhibzors (sitaghptin, alogliptin, linagliptin)®
Ernugitionn
Sulonylureas {glimepiride or ghcazide)
Insubn glargine or msulin deglidec

Orher GLP-| RAs (lixisenatide, exenatide ER, oral semaglutide)

Glucose-Jowering agents without CV safety evaluation
E.g. shor-acting insubng

£ ¢ other sulfonylureas

@®esc—

2023 ESC Guidelines for the management of cardiovascular disease in patients with diabetes
(European Heart Journal; 2023 - doi:10.1093/eurheartj/ehad192)
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Use of glucose-lowering medications in the management of type 2 diabetes

(For recommendations for specific conditions, including non-glucose-lowering medications, refer to pertinent sections)

Healthy lifestyle behaviors; diabetes self-management
education and support; social determinants of health

Goal: cardiovascular and kidney risk reduction*

high CVD risk eGFR <60 mL/min/1.73 m* or albuminuria
J > <0 et of glycemic goals

(ACR 23.0 mg/mmol [ 30 myg/g]). Repeat gty g
measurament is raquired to conlirm CKD

h 4

oo X oo
+ASCVD/indicators of high CVD risk SGLT2* with proven 4
HF benefitin current

GLP-1RA* SGLT2# with or prior symptom s
with proven provenCVD of HFrEF or HFpEF +CKD (on maximally tolerated loss

CVD benefit benefit dose of ACEior ARB) i

+Indicators of
+ASCVD?* ] [ +CXD +Achievement and maintenance

Efficacy Maetformin or other agent {including
for weight combination tharapy) that provides
adequate efficacy to achieve and
maintain glycemic traatment goals.

Prioritize avoldance of hypoglycemia
in high risk individuals

SGLT2it with primary evidence
of reducing CKD progression

SGLTZ can be started with
aGFR 220 mL/min/1.73 m? P

SGLT 2 and/or either Glucosa -lowering ef ficacy is reduced
dual GIP/GLP-1 RA with eGFR <45 mL/min/1.73 m? [ Efficacy for glucose lowering }

or GLP-1 RA with
< ¥ proven beanefit in S a— : Very high:
symptematic HFpEF e l— GLP-1 RA (not Dulaglutide (high dose),
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10. Cardiovascular Disease and Risk Management

REDUCTION IN DIABETES COMPLICATIONS
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| Figure 10.1— Multifactorial approach to reduction in risk of diabetes complications.
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