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I. Antiplatelet and Anticoagulant Therapy
o For patients not taking an oral anticoagulant

= Aspirin 81 mg daily PLUS ONE OF THE FOLLOWING P2Y12 inhibitors:
e Clopidogrel (Plavix) 75 mg orally daily or,
e Prasugrel (Effient) 10 mg orally daily or,
e Ticagrelor (Brilinta) 90 mg orally twice a day

= The duration of DAPT to be determined by presentation (SIHD vs ACS) as well as a
discussion around bleeding/ischemic risk.
¢ Interventional MD should make and document an initial minimum duration of
antithrombotic therapy (i.e. specify DAPT plan).
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Colors correspond to Class of Recommendation in Table 1. Clopidogrel is the only currently used P2Y,; inhibitor studied in patients with SIHD undergoing
PCI. Aspirin therapy is almost always continued indefinitely in patients with CAD. Patients with a history of ACS =1 year prior who have since remained free
of recurrent ACS are considered to have transitioned to SIHD. In patients treated with DAPT after DES implantation who develop a high risk of bleeding
(e.g., treatment with oral anticoagulant therapy), are at high risk of severe bleeding complication (e.g., major intracranial surgery), or develop significant overt
bleeding, discontinuation of P2Y; inhibitor therapy after 3 months for SIHD or after 6 months for ACS may be reasonable. Arrows at the bottom of the
figure denote that the optimal duration of prolonged DAPT is not established. ACS indicates acute coronary syndrome; BMS, bare metal stent; CABG, coronary
artery bypass graft surgery; CAD, coronary artery disease; DAPT, dual antiplatelet therapy; DES, drug-eluting stent; Hx, history; lytic, fibrinolytic therapy;
NSTE-ACS, non-ST-elevation acute coronary syndrome; PCl, percutanecus coronary intervention; SIHD, stable ischemic heart disease; 5/P, status post; and
STEMI, ST-elevation myocardial infarction.

Master treatment algorithm for duration of P2Y12 inhibitor therapy in patients with CAD treated with DAPT. Reprinted
from “2016 ACC/AHA Guideline Focused Update on Duration of Dual Antiplatelet Therapy in Patients With Coronary
Artery Disease” by G.N. Levine, 2016, Circulation,134(10):e123-e155. (1)

o For patients taking an oral anticoagulant (trials were performed among patients taking an oral
anticoagulant for atrial fibrillation).

= General consensus is to minimize the duration of triple antithrombotic therapy (TAT) (2)
e Recommend aspirin 81 mg daily use in the peri-PClI or in-hospital period; early
discontinuation of aspirin 1-7 days post-PCI.
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e Continue P2Y12 inhibitor for 12 months (shorter or longer duration can be
considered based on thrombotic and bleeding risks) and oral anticoagulant
(DOAC or VKA) indefinitely for atrial fibrillation stroke prophylaxis. (3)

CENTRAL ILLUSTRATION: C dations on the Practical
Manag of Oral Antic lation and Antiplatelet Therapy in Patients
With Atrial Fibrillation Undergoing Percutaneous Coronary Intervention
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Capodanno, D. et al. J Am Coll Cardiol. 2019;74(1):83-99.

FIGURE 2 Patient With AF on OAC Who Now Needs PCl: Post-Procedure and Long-Term g of Antithrombotic Therapy

Medication Key
Antiplatelet therapy

QUARTID - Antiplatelet therapy
G - #spirn

QBRI - pov innibitor

Anticoagulant therapy
= Oral anticoagulant

DOAC") = Direct oral anticoagulant

@ETZID - itorin K antagonist

Acid Blockers

= Histamine H2-receptor antagonist
@I - #roton pump inhibitor

* See Table 2: Dosing Table for Atrial Fibrillation. |
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AC = anticoagulant; ACS = aculs coronary syndrome;
AF = atral fibrillation; BMS = bare metal stent; DES =
drug-eluting stent; INR = intemnational normalized ratio;
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Patient with AF on OAC Who Now Needs PCI: Post-Procedure and Long-Term Management of Antithrombotic Therapy.
Reprinted from “2020 ACC Expert Consensus Decision Pathway for Anticoagulant and Antiplatelet Therapy in Patients With
Atrial Fibrillation or Venous Thromboembolism Undergoing Percutaneous Coronary Intervention or With Atherosclerotic
Cardiovascular Disease” by D.J. Kumbhani, 2020, J Am Coll Cardiol, S0735-1097(20), 36615-8.
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0 Additional strategies to mitigate bleeding risk
= PPIs should be used in patients with a history of prior Gl bleeding who require DAPT.

= Use of PPIs is reasonable in patients with an increased risk of Gl bleeding (eg,
advanced age, concomitant use of warfarin, steroids, NSAIDs, Helicobacter pylori
infection) who require DAPT. (4)

» For patients on 22 antithrombotic agents, recommend starting PPI (or H2-receptor
antagonists in selected cases) along with avoidance of NSAIDs to reduce the risk of
GIB. These medications should be discontinued when the regimen returns to OAC
alone, unless there are other indications for continued use. (3)
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Il. Lipid Management

o Statin

= All patients <75 years old or those at very high-risk ASCVD (see table 4 below) should
receive high-intensity or maximal statin therapy. (5)

» |f on maximally-tolerated statin and LDL-C =270 mg/dL, adding ezetimibe (Zetia) is
reasonable.

= |f on maximal LDL-C lowering therapy (statin and ezetimibe) and LDL-C =70 mg/dL or
non-HDL-C =100 mg/dL, adding a PCSK9-inhibitor is reasonable. (6)

= Goal LDL <70 mg/dL; goal non-HDL <100 mg/dL.

0 Icosapent ethyl (Vascepa)
= Approved in patients with a known history of established cardiovascular disease or

diabetes plus 22 more additional cardiovascular risk factors who have triglycerides >150
mg/dL on statin therapy.

= 25% lower risk of the primary end point of CV death, nonfatal Ml, nonfatal stroke,
coronary revascularization, or unstable angina. (7)

Table 4. Very High-Risk* of Future ASCVD Events

Clinical ASCVD =
e g2

Healthy Lifestyle

Major ASCVD Events

Recent ACS (within the past 12 mao)

History of Ml {other than recent ACS event listed above)

History of ischemic stroke

ASCVD nok at very high-risk®

Age <75y

Symptomatic peripheral arterial disease (history of claudication with ABI

very high-risk*
ASCVD
<0.85, or previous revascularization or amputation™ ')

— 3
Age =TSy High-intensity or maximal statin High-Risk Conditions
1 {Class I} ;
'l_l_‘ 0 Age =65y

Heterozygous familial hypercholesterolemia

5 I d I.‘ Tens t'
{Goal: 4 LDLC 250%)

¥ on maximal |[

statinand || IFPCSKS- is Dashed History of prior coronary artery bypass surgery or percutaneous coronary
IDL-C270 || considered, add i intervention outside of the major ASCVD event(s)
mgfdl{21.8 || ezetimibe to ‘"‘;';'"
, Axim g Diabetes mellitus
Intiation of | | Continuatian o ";';:::] mmmm supported
maderate- or high-intensity enetimibe i pesksy | | efficacy, but Hypertension
mg/dL (21,8 high-intensity statin is P {Class 1) is less cost - - —
mmel/L), statinis reasonable (Class Hia) =i eftecthn CKD {eGFR 15-59 mU/min/1.73 m?)js4 11554117
ble
.IMI "“ T;:::.', et ] I ] H Current smoking
may be If an clinically judged maximal LDL-C lowering Persistently elevated LDL-C (LDL-C =100 mag/dL [=2.6 mmol/L]) despite
Class 1 therapy and LDL-C >70 mg/dl (21.8 mmal/L), or maximally tolerated statin therapy and ezetimibe
{ctass ib) nan-HOL-C 100 mg/dL (22.6 mmol/L, adding
PCSKS-1is reasanable History of congestive HF
{Clarss lla)

*Wery high-risk includes a history of multiple major ASCVD events or one
major ASCVD event and multiple high-risk conditions.

ABI indicates ankle-brachial index; ACS, acute coronary syndrome; ASCVD,
atherosclerotic cardiovascular disease; CKD, chronic kidney disease; eGFR,
estimated glomerular filtration rate; HF, heart failure; LDL, low-density
lipoprotein cheolesterol; and MI, myocardial infarction.

Secondary prevention in patients with clinical ASCVD. Reprinted from “AHA/ACC/AACVPR/AAPA/ABC/ACPM/ADA/AGS/APhA/ASPC/NLA/PCNA Guideline on
the Management of Blood Cholesterol: Executive Summary” by S.M. Grundy, 2018, J Am Coll Cardiol, 73(24):3168-3209.
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Ill. Hypertension Management

o Categorize HTN (8)
Table 6. Categories of BP in Adults™ (Table view)

BP Category SBP DBP
Normal <120 mm Hg and =80 mm Hg
Elevated 120-129 mm Hg and =80 mm Hg
Hypertension

Stage 1 130-139 mm Hg or 80-89 mm Hg
Stage 2 =140 mm Hg or =90 mm Hg

" Individuals with SBP and DBP in 2 categories should be designated to the higher BP category.
BP indicates blood pressure (based on an average of =2 careful readings obtained on =2 occasions, as detailed in Section 4); DBP,
diastolic blood pressure; and SBP, systolic blood pressure.

Reprinted from “ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the Prevention, Detection, Evaluation, and
Management of High Blood Pressure in Adults: Executive Summary”, P.K. Whelton, 2018, Hypertension, 71(6), 1269-1324.

= Discuss the importance of non-pharmacologic interventions including weight loss, heart-
healthy diet (DASH diet), sodium reduction, aerobic exercise, and advisement around
alcohol consumption. Consider referral to behavior modification services after a
discussion with the patient.

= Treat to a goal <130/80 with the selection of beta-blockers, ACE-I, ARB, aldosterone
antagonists, diuretics, and dihydropyridine calcium channel blockers based on patient
comorbid conditions (i.e. HF, CKD with proteinuria, stable ischemic heart disease).

[Hypertension With SIHD)

BP goal not met

Angina
pectoris

Figure 5. Management of hypertension in patients with SIHD.
Colors correspond to Class of Recommendation in Table 1.
*GDMT beta blockers for BP control or relief of angina include
carvedilol, metoprolol tartrate, metoprolol succinate, nadolol,
bisoprolol, propranolol, and timolol. Avoid beta blockers with
intrinsic sympathomimetic activity. The beta blocker atenolol
should not be used because it is less effective than placebo in
reducing cardiovascular events. TIf needed for BP control. ACE
indicates angiotensin-converting enzyme; ARB, angiotensin
receptor blocker; BP, blood pressure; CCB, calcium channel
blocker; GDMT, guideline-directed management and therapy; and
SIHD, stable ischemic heart disease.
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Reprinted from
“ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline
for the Prevention, Detection, Evaluation, and Management of High Blood
Pressure in Adults: Executive Summary”, P.K. Whelton, 2018, Hypertension,
71(6), 1269-1324.

IV. Heart Failure management

(0}

(0}

Randomized controlled trials have primarily enrolled patients with HFrEF (EF<40%). (9,10)

Patients should be on ACE-I/ARB and evidence-based beta-blockers (metoprolol succinate,
carvedilol, or bisoprolol), and diuretics as needed.

If they have NYHA class II-IV symptoms and CrCl >30 ml/min and K+ < 5.0 mEg/L, they should
be on an aldosterone antagonist (spironolactone or eplerenone).

If they have NYHA class II-Ill HF with adequate BP on ACEI or ARB and no contraindication to
ARB or sacubitril, consider transition from ACE-I/ARB to ARNI (Entresto).

V. Diabetes management in patients with Atherosclerotic Cardiovascular Disease - Novel
medications for CAD

GLP-1 agonists and SGLT-2 inhibitors (11)

o0 Recently, newer antidiabetic agents have demonstrated significant cardiovascular benefit

among patients with cardiovascular disease. As such, we believe it is imperative that these
medications be considered among our patients with CAD and T2DM so that a discussion
with the patient and their outpatient providers may occur in the peri-PCI setting. Patients
should already be taking metformin.

These drugs should be administered in patients with T2DM already on metformin with A1C
>7.0%. Increased vigilance for hypoglycemia is required in patients on insulin, sulfonylurea, or
glinide therapy.

At a minimum, consider communicating with outpatient providers the following: “Recommend
consideration of SGLT2 inhibitor or GLP-1 agonist if felt to be appropriate. Recent data has
demonstrated improved cardiovascular outcomes in patients with diabetes mellitus and
concomitant established or at a high risk for developing ASCVD.”
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Patient is 218 years old with T2D and has =1 of the following:
ASCVD*, HF, DKD, at high risk for ASCVD.?5

Optimize guideline-directed Recommend starting SGLT2 inhibitor or
medical therapy for prevention GLP-1RA with proven CV benefit
{lifestyle, blood pressure, lipids, depending on patient-specific factors
glucose, antiplatelet). and comorbidities.!

I

Discuss patient-clinician preferences

r and priorities. _l

No additional action SGLT2 inhibitor GLP-1RA selected.
taken at this time, selected.

Reassess and consider

the addition of the
alternative class, if
benefits outweigh risks.

Summary of the Expert Consensus Decision Pathway. Reprinted from “2020 Expert Consensus
Decision Pathway on Novel Therapies for Cardiovascular Risk Reduction in Patients With Type 2
Diabetes: A Report of the American College of Cardiology Solution Set Oversight Committee”,
S.R. Das, 2020, J Am Coll Cardiol, 76(9), 111-1145.

0 SGLT-2 inhibitors (11)

Doses, Indications, Dose Modifications, Contraindications, Cautions, and Adverse Effects of SGLT2 Inhibitors With
TABLE 2
Demonstrated CV Benefit

Canaglifiozin Dapaglifiozin Empaglifiozin
Recommended ® 100 mg PO daily 5 10 mg PO daily ® 10 mg PO daily
doses for CV
benefit*
Indications B |mprove glycemic control in adults with T2D as an ® |mprove glycemic control in adults with | Improve glycemic control in
adjunct to diet and exercise T2D as an adjunct to diet and exercise adults with T2D as an adjunct
& Reduce risk of MI, stroke, or OV death in adults with T2D 8 Reduce the risk of hospitalization for HF in - to diet and exercise
and OV disease adults with T2D and established CV disease ™ Reduce risk of CY death in
8 Reduce the risk of end-stage kidney disease, doubling of — or multiple CV risk facters adults with T20 and estab-
serum creatinine, CV death, and hospitalization for HF in ®  Reduce the risk of CV death and hospitali- lished CV disease
patients with T20 and diabetic nephropathy with zation for HF in adults with HFrEF
albuminuria
Dase ® ¢GFR 30 to 59 ml/min/1.73 m? max dose 100 mqg daily ® eGFR <45 mifmin/1.73 m: use is not rec- W eGFR <45 mL/min/1.73 m%:
modifications ® eGFR <30 ml/min/1.73 m?: use Is not recommended for  ommended for glycemic control use is pot recommended.,
glycemic contral B eGFR <30 mLimin/1.73 m": use is

contraindicated,

Contraindications ®  History of serious hypersensitivity reaction ta drug
Pregnancy or breastfeeding

On dialysis

eGFR <30 mL/min/1.73 m* (dapagliflozin)

ESRD {dapagliflazin and empagliflozin)

Severe renal impairment (empaglifiozing

Cautions Discontinue at least 3 days before a planned surgery 1o préevent postoperative ketoacidosis,

If HeAle well-controlled at baseling, or known history of frequent hypoglycemic events, wean or stop sulfenylurea or glinide and consider

reducing total daily insulin dose by - 20% when starting therapy.

" May contribute to intravascular velume contraction; consider stopping or reducing diuretic dose if applicable,

B Use with caution in patients with prier amputation, severe peripheral neuropathy, severe peripheral vascular disease, or active diabetic
foot ulcers or soft tissue infections.

B Possible increased risk of bone fractures (canagliflozin)

Adverse effects W Genital fungal infections
to monitor  ®  LUrinary tract infections
B Euglycemic diabetic ketoacidosis
® Lower limb ulcerations and soft tissue infections

*Because there is no evidence of a graded dose resporde regarding CV and renal effects, SGLT2 inhibitors with O benefit should be initiated ot the lowest doge tested in OV and renal
outcomes trials. Thase doses are lsted here, No further doge titration is needed for O or renal risk reduction. Howewer, dose increases may provide further glucsse reduction benefits if
indicated.

CV = cardiovascular; eGFR = estimated glomerular filtration rate; ESRD = end-stage renal disease; HbATe = hemoglobin &1c; HF = heart failure; PO = "per o8, by mouth; SGLT2 -
sodium-glucose cotramsparter-2; T20 - type 2 diabetes,

Doses, Indications, Dose Modifications, Contraindications, Cautions, and Adverse Effects of SGLT2 Inhibitors With Demonstrated CV
Benefit. Reprinted from “2020 Expert Consensus Decision Pathway on Novel Therapies for Cardiovascular Risk Reduction in Patients
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With Type 2 Diabetes: A Report of the American College of Cardiology Solution Set Oversight Committee”, S.R. Das, 2020, J Am Coll

Cardiol, 76(9), 111-1145.

CENTRAL ILLUSTRATION Stepwise Approach to Prescription of SGLT2 inhibitors by Cardiologists

i L]
Candidates for Selection of Drug Pre-Initiation —
@ Initiation and Dose Safety Screen Prescription of LongTem Continuation:.
SGLTZI
X M
L ]
Patients _with T2DM with or at High I_!isl( Drug Type Stable Hemodynamic and Anticipatory Guidance Follow-up and Monitoring
for CV Disease, Already on Metformin Canaglifiozin, dapaglifiozin, Clinical Status Consider diuretic dose +  Serial assessment of renal
& empaglifiozin with similar reduction function, body weights, blood
Below Individualized HbATe Target: gmicacy profie In fRAUCNG by nitiation eGFR must - : pressure, and symptoms
ve: ient Counseling
:m‘:" :lmmglﬂ therapies (e.g. i Genital/perineal hygiene Dose uptitration guided by
ny! Siarling Dose r[::ap;"g“:llc-lzinm Orthostatic hypotension nead for glycemic control
(once daily in AM) eﬂugIIlIozlm‘ *  Regular fool exams
Above Individualized HbA1c Target: - Canaglifiozin {(100mg) v 46 mLminM.73 m? Symptoms of DKA Ensure adherence to SGLT2ZI,
Consider SGLT2i initiation * Dapaglifiazin (Smg) Rt rtild Avold excessive alcohol other therapies, and
« Empaglifiozin (10mg) {eanaglifiazin, th i lifestyle
empagliflozin) orapeut Ty

= Ertuglifiozin {Smg)

MetformintSGLTZi
Combination Therapies
Consider to limit non-
adherence and pill burden

Multidisciplinary Care
Close communication with
other providers, including
PCPs and endocrinologists

Multidisciplinary care team
follow-up

Vardeny, 0. et al. J Am Coll Cardiol HF. 2019;7(2):169-72.

A proposed pathway of candidate selection, initiation, monitaring, and patient counseling related to prescription of SGLT2i in clinical practice by cardiologists.
AM = morning; CV = cardiovascular disease; DKA = diabetic ketoacidosis; eGFR = estimated glomerular filtration rate; HbATe = hemoglobin Alg; HF = heart failure;
PCP = primary care physician; SGLT2i = sodium-glucose cotransporter 2 inhibitor; T20M = type 2 diabetes mellitus.

Stepwise Approach to Prescription of SGLT2 Inhibitors by Cardiologists. Reprinted from “Practical Guide to Prescribing Sodium-Glucose
Cotransporter 2 Inhibitors for Cardiologists”, O. Vardeny, 2019, JACC Heart Fail, 7(2),169-172. (12)
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0 GLP-1 agonists (11)

Doses, Indications, Dose Modifications, Contraindications, Cautions, and Adverse Effects of GLP-1RAs With Demon-
TABLE 4
strated CV Benefit

Dulaglutide Exenatide QW Liraglutide Linisenatide Semaglutide SC Semaglutide PO
Recommended W [nitiate 075 mg SC W 2 mgSC perweek @ nitizte 0.6 mg = @ 10 meg SC daily @ Initiate .25 mg @ Initiate 3 mg PO
doses for £ per week ST daily. ® Titrate as taler- 5L per week. per day far the first
benefit = Titrate slavly to ® Titrate slowly to ated to 20 meg @ Titrate slowly to 30 days.
1.5 mg or maximally 1.E mg ar maxi- daily based on | mg ance weekly 8 Titrate slowly to 14
talerated dase based mally tolerated prescribing ar maximally myg daily ar maxi-
on prescribing dase based on infarmatian. talerated dase mally tolerated
infoomation. presoribing based an pre- dase based an pre-
information. scribing seribing
mlarmation. infarmatian.
Indhcations B ligiove glycemic con- B Imprave glpcems: B [mpiove glycemic @ Improve glycemic @ Improve glicem B Improve glycemic
wral in adides with T20. cantred in adults contral in adults gantral in adults cantrol = adults contral in adwlts
& Reduce MACE for peo- with 72D, with TZD. with T20. with T2D. with TZD.
ple with T2 with and B Reduce risk of M, ® Reduce risk of M,
without established OV CWA, of CV death CVA, or OV death
diseace, In adults with T20 n adults with T20
and C¥ disease and CV disease,
Daose B Up-titrate siowly to @ Discontinue if B Up-titrate slowly ® Up-titrate slowly ® LUp-titrate slowly ® Up-titrate slowly
modifications  reduce nauses and pancreatitis is fo reduce nausaa to redisce nases 10 reduce nausea to reduce nausaa
wamiting. suspected and do and vamiting and vomiting, and womiting, and womiting
B Discontinue if pancrea-  not restart if B Discontinug if ® Discontines if & Discantinue if B [escontnue if
fitis is suspected and pancreatitis is pancreatitis s pancreatitis is pancreatitis is pancreatitis &5 sus-
do nat restart if canfirmied. suspected and do suspected, and do sispached and do pected and do not
pancraatitis is W pGFR <45 mLf mat reskart if nat restart if nit restart if rastart if pancrea-
confirmed, mini.73 m?: pancreatitis is pancreatitis is pancreatitis is tites is confirmed,
B fo dose adjustment Use is nat confirmed. canfirmed | confirmed. B Mo dose adjust-
necessary with remal or - recommended. ' Mo dose adpust- @ pGFR =30 mLf @ Mo dose adjust- ment i necessary
hepatic impairment; ment i necessary man/1.73 m?: ment is NeCeswary with renal or he-
data in end-stage renal with renal or he- Ha dosage with renal or he- patic impairment.
disease are limited. patic impairment. adjustment is patic impairment.
reguired.

W BGFR 1S to 29 mi)
man1.73 m?: Use
Lautsan and
maniter renal
function.

® &lGFR <15 mL/
man/1.73 m
Use is mdt
recommended,

Contraindications 8 History of seraus hypersensitivity reaction to drug
Pregnancy or breast feeding

Severe renal impairment or end-stage renal fallure (exenatide, lixisenatide)
Personal or family hestory of medullary thyrold cancer

Personal or family hestory of MENZ

Hypaglycemia risk increased with insulin, sulforylureas, or glnides,

May delay gastric emptying; not recommended in patients with clinically meaningful gastroparesis. This effect is usually transient with
Longer-acting GLP-1Ras,

Care should be taken in patients with prior gastric surgery, including bariatric surgery.

Diabwtic retinapathy complicaticns were reported with semaglutide {injectabdel, althaugh it is unclear of this is 2 direct effect of the drug
or dise to other factars such as rapid improwement n bload glucose control.

Adverse effects
‘to manitar

8 Nawsea, vomiting, diarrhea, headache, weakness, or dizziness

8 Hypaoglycemia when given with insulin, sulfarylureas, or glinides.
B Weight loss

B [njection site reacticns

Doses, Indications, Dose Modifications, Contraindications, Cautions, and Adverse Effects of GLP-1RAs With Demonstrated CV Benefit.
Reprinted from “2020 Expert Consensus Decision Pathway on Novel Therapies for Cardiovascular Risk Reduction in Patients With Type 2
Diabetes: A Report of the American College of Cardiology Solution Set Oversight Committee”, S.R. Das, 2020, J Am Coll Cardiol, 76(9), 111-
1145.
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W1 HA Opportunities to Initiate an SGLT2 inhibitor or a GLP-TRA With Demonstrated CV or Renal Benefit in Patients With T2D*

B |na patient with T2D and ASCVD (SGLT2 inhibitor or GLP-1RA}

m At the time of diagnosis of clinical ASCVD (SGLT2 inhibitor or GLP-1RA), DKD, and/or HF (SGLT2 inhibitor)t in @ patient with T2D on a drug regimen that does
not include an SGLT2 inhibiter or GLP-1RA with CV benefit

At the time of diagnosis of T2D in a patient with clinical ASCVD (SGLT2 inhibitor or GLP-1RA), DKD, andfor HF [(SGLT2 inhibitory =

At hospital discharge (with close outpatient follow-up) after admission for an ASCVD (SGLT2 inhibitor or GLE-1BA) or HF (5GLT2 inhibitor) events
In a patient with T20 and diabetic kidney disease (SGLT2 inhibitor, alternatively GLP-TRA for eGFR <30 mlfmin/1.73 m?):

In patients determined to be at high risk of ASCVD| (SGLTZ inhibitor or GLP-TRA) or HF (3GLT2 inhibitor)s

Opportunities to Initiate an SGLT2 Inhibitor or a GLP-1RA With Demonstrated CV Benefit or Renal Impairment in Patients With T2D.
Reprinted from “2020 Expert Consensus Decision Pathway on Novel Therapies for Cardiovascular Risk Reduction in Patients With Type 2
Diabetes: A Report of the American College of Cardiology Solution Set Oversight Committee”, S.R. Das, 2020, J Am Coll Cardiol, 76(9), 111-
1145.

TABLE 6 Patient and Clinician Preferences and Priorities for Considering SGLT2 Inhibitors With Demonstrated CV Benefit Versus
GLP-1RAs With Demonstrated CV Benefit

Consider Using an SGLT2 Inhibitor First When Patient and Clinician  Consider Using a GLP-1RA First When Patlent

Preference or Priority Priorities Include: and Clinician Priorities Include:
MACE prevention + 4+ +++
HF prevention + 4+ .
Weight loss + et
Renal dissase progression t+ t
prevention
Mode of administration ) Oral ) Subcutaneous

Considerations that may prompt B Severely reduced kidney function®,t Persistent nausea, despite appropriate di-

use of an alternative class B History of prior amputation, severe peripheral arterlal disease, or etary education and low doses
active diabetic foot ulcers (caution with canagliflozin) ® History of gastroparesis
® History of recurrent genital candidiasis ® Active gallbladder disease
B History of diabetic ketoacidosis ® History of MEMZ or medullary thyroid cancer
B History of fracture (caution with canagliflozim) ® History of proliferative retinopathy (caution
B The patient is considering pragnancy with semaglutide or dulaglutide)
B The patient is breast feeding m The patient is considering pregnancy

m The patient is breast feeding

*eGFR <45 ml/minf1.73 m? is currently a caution due to a decrease in glycemic efficacy (not due to safety), but ongoing studies are testing whether SGLTZ inhibitors offer renal benefits
i thesa patients. The FOA label for canaglifiozin allows use of canaglifiozin to an eGFR of 30 mlfmin1.73m? specifically for patients with DKD.
tUze clinical judgement when Initiating an SGLT2 inhibitor n 3 patient who will be starting or up-titrating an ACE Inhibitor or ARE if the patient’s renal function is impaired

ACE - angistensin-converting enzyme; ARE — angiotensin reception blocker; OV - cardiovasculan; DKD - diabetic kidney disease; eGFR — estimated glomerulas filtration rate;
FDA — Fead and Drug Administration; GLP-1RA — glucagon-like peptide-1 receptor agonist; HF = heart failure; MACE — major adverse cardiovascular event; MENZ — multiple
endocrne neoplsia type 2; SGLT2 « sodium-glucose cotransparter-2

Patient and Clinician Preferences and Priorities for Considering SGLT2 Inhibitors With Demonstrated CV Benefit Versus GLP-1RAs With
Demonstrated CV Benefit. Reprinted from “2020 Expert Consensus Decision Pathway on Novel Therapies for Cardiovascular Risk
Reduction in Patients With Type 2 Diabetes: A Report of the American College of Cardiology Solution Set Oversight Committee”, S.R. Das,
2020, J Am Coll Cardiol, 76(9), 111-1145.
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Behavioral treatments

VI. Smoking cessation

Discussion around the importance of smoking cessation
Referral to smoking cessation program

Nicotine replacement therapy discussed.

o O O O

Can also discuss smoking cessation treatments such as varenicline or bupropion with
appropriate counseling, follow-up, and monitoring if these medications are prescribed.

VII.Cardiac rehabilitation

o0 Referral to cardiac rehabilitation. If not placed, indicate reason why. Attempt to schedule the
patient for the first cardiac rehabilitation visit prior to discharge.

o0 Cardiac rehabilitation is associated with reductions in readmissions and mortality and
improvements in exercise capacity and symptoms. (4)

0 Research has demonstrated that clear physician endorsement of the benefits of cardiac
rehabilitation significant increase patient participation in CR.

o0 Face-to-face discussion, recommendation, and prescription that documents the
following:
= Endorsement of cardiac rehabilitation noting that cardiac rehabilitation is an important
next step in the patient’s care.
= An overview of what cardiac rehabilitation is and its associated benefits was discussed.
= The patient’s questions were answered.
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