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The Prevalence of T2DM is Rapidly Increasing

=37.3 million Americans
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The Link Between T2D and CV Disease
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CVD is the Leading Cause of Death in Adults With T2D

Reduction in life expectancy associated with diabetes*
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REPORTCARD

Among US adults aged 18 years or older with 
diagnosed diabetes, crude estimates for 2015–2018 

• 89.8% were overweight or had obesity, defined as a body 
mass index (BMI) of 25 kg/m2 or higher

• 49.4% had an A1C value of 7.0% or higher

• 69.0% had a systolic blood pressure of 140 mmHg or higher 
or diastolic blood pressure of 90 mmHg or higher or were on 
prescription medication for their high blood pressure

• 44.3% had a non-HDL level of 130 mg/dL or higher

Centers for Disease Control and Prevention. National Diabetes Statistics Report 
website. https://www.cdc.gov/diabetes/data/statistics-report/index.html. 
Accessed 04/25/2023 



So, what is the good news doc?



Copyright © 2023 American Diabetes Association. All rights reserved.

From: Standards of Medical Care in Diabetes—2018 Abridged for Primary 

Care Providers 

Clin Diabetes. 2018;36(1):14-37. doi:10.2337/cd17-0119

Antihyperglycemic therapy in type 2 diabetes: general recommendations. *If patient does not tolerate or has contraindications 

to metformin, consider agents from another class in Table 7. #GLP-1 receptor agonists and DPP-4 inhibitors should not be 

prescribed in combination. If a patient with ASCVD is not yet on an agent with evidence of cardiovascular risk reduction, 

consider adding.

Figure Legend:



CV & Renal Outcomes Trials in T2DM

Abhinav Sharma. Circulation. Impact of Regulatory Guidance on 

Evaluating Cardiovascular Risk of New Glucose-Lowering Therapies 

to Treat Type 2 Diabetes Mellitus, Volume: 141, Issue: 10, Pages: 

843-862, DOI: (10.1161/CIRCULATIONAHA.119.041022) © 2020 American Heart Association, Inc.



PHARMACOLOGIC APPROACHES TO GLYCEMIC TREATMENT

Pharmacologic Approaches to Glycemic Management: 

Standards of Care in Diabetes - 2023. Diabetes Care 2023;46(Suppl. 1):S140-S157
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T2D, type 2 diabetes
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Metformin

 

ASCVD, High Risk, CKD, or HF?

Treatment decisions should

Account for hyperglycemia,

Weight, and cost



CV Risk Reduction in Patients With T2D

American College of Cardiology
2020 Expert Consensus Decision Pathway



Treatment algorithm for drug-naive patients with T2D and ASCVD or high/very high CV risk

European Society of Cardiology
2019 ESC Guidelines Developed in Collaboration With EASD



Case Study

Medications
Metformin, 1000 mg twice daily

Glyburide, 10 mg twice daily

Blood Pressure 128/76 mmHg

BMI 35 kg/m2

(Cr) eGFR (1.3) 65 mL/min/1.73 m2

UACR 28 mg/g

Age: 62 years

T2D: 8 years

HbA1c: 8.6%

6 weeks post STEMI

• Discharged on Glargine 20 u Hs

• Increase in hypoglycemic 

episodes (PM and overnight)

• Maybe TIA 2 years ago

• LVEF: 45%

• LDL-C: 110 mg/dl

• Normal physical exam

• ASA 81 mg, Ramipril 10 mg, 

Pravastatin 40 mg daily, 

Ticagrelor 30 mg BID, 

Metoprolol SR 25 mg daily



Question 
Taking into consideration the patient’s full clinical picture, would you 
recommend any of the following changes to reduce the patient’s 
cardiovascular risk?

1. Increase the basal insulin

2. Remain on current treatment regimen

3. Add a GLP1-RA

4. Add an SGLT2 inhibitor

5. Switch to high-intensity statin therapy







Case Study

Medications
Metformin, 1000 mg twice daily

Amaryl 2 mg daily, Lisinopril 20 mg 

daily, Atorvastatin 20 mg daily

Blood Pressure 132/78 mmHg

BMI 36 kg/m2

eGFR 91 mL/min/1.73 m2

UACR 26 mg/g

Age: 52 years

T2D: 5 years

HbA1c: 8.3%

Routine follow-up visit:

• Admits to eating large portions at 

each meal and exercises 30 

minutes 2-3 times a week

• FHx of DM and Obesity

• Lipids are at target

• Glucose control 170-250 mg/dl

• Normal physical exam

• The weight is the patient’s primary 

concern today



What would you recommend for 
this patient?

A. Continue treatment and increase 
exercise to 150 min/week

B. Stop the Amaryl and add a DDP IV inh

C. Start SGLT2 inh

D. Start GLP1 RA

E. Start GIP/GLP1 RA

Case Study

Medications
Metformin, 1000 mg twice daily

Amaryl 2 mg daily, Lisinopril 20 mg 

daily, Atorvastatin 20 mg daily

Blood Pressure 132/78 mmHg

BMI 36 kg/m2

eGFR 91 mL/min/1.73 m2

UACR 26 mg/g

Age: 52 years

T2D: 5 years

HbA1c: 8.3%













Case Study

Medications
Metformin, 1000 mg twice daily, 

Atorvastatin 20 mg daily, Amlodipine 10 

mg daily

Blood Pressure 128/76 mmHg

BMI 33 kg/m2

(Cr) eGFR (1.2) 68 mL/min/1.73 m2

UACR 32 mg/g

Age: 59 years

T2D: 11 years

HbA1c: 7.6%

Presented to the hospital  

ER with chest pressure 

waxing and waning for 2h.

+ diaphoresis, nausea and 

SOB

• HTN & Obesity

• Smoked 1PPD x 30 yrs

• He underwent cath-> stent 

to 90% stenosis in LAD; 

Also had 40%LCx and 30% 

RCA stenoses

• LVEF: 35-40%

• LDL-C: 110 mg/dl

• Normal physical exam today

• D/C on ASA, Ramipril 10 mg, 

Rosuvastatin 40 mg daily, 

Ticagrelor, Metoprolol SR 50 mg 

daily, Amlodipine 100 mg



What do you want to do next?

• Leave him alone

• Add DDP-4 inhibitor

• Add Basal insulin

• Add Pioglitazone

• Add SGLT-2 inhibitor

 





Considerations for Selecting GLP-1 RAs vs SGL T2 inhibitors



Take home message
We need to shift from just thinking about the glucose and ask why not a 

GLP 1RA or SGLT 2 inh and assess CV risk (e.g. for ASCVD, ASCVD risk, CKD 
and/or HF)



Multidisciplinary Care for Effective T2D Management
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