Mezioborova spoluprace v ramci nejen KV prevence
DIABETOLOGIE A KARDIOLOGIE
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Globalni prevalence KV onemocnéni u diabetikt 2. typu
Systematicky prehled odborné literatury: 2007-2017

Celkovy podil (%)

* 1
CVD (any) Atherosclerosis CAD Angina Mi Stroke HF
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Table 7 Cardiovascular risk categories in type 2 diabetes

Very high CV

risk

Low CV risk

Patients with T2DM with:
* Clinically established ASCVD or

+ Severe TOD or for LDL-C

* 10-year CVD risk S \Low

Patients with T2DM e

criteria and a: -

* 10-year CVD risk )
SCORE2-Diabete: —

Patients with T2DM raueton

criteria and a:
* 10-year CVD risk
SCORE2-Diabete:

criteria and a:

* 10-year CVD risk <5% using SCORE2-Diabetes

Treatment goal

(1] JdL’
>50% R

from 1.4 WL
" A4 Mmo
baseline (55 mgidL)

« SCOREzI% and <5%
* Young patients (T1DM <35 years;

T2DM <50 years) with DM duration
<10 years without other rsk factors

« SCORE 25% and <|0%
Markedly elevated single
particular TC >8 mmoliL (310 mg/dL) or
LDL-C >4.9 mmolL (190 mg/dL) or

risk factors, in

BP 2180/1 10 mmHg
« FH without other major risk factors
b *Moderate CKD (eGFR 30-59 mLimin)
‘\ « DM wic target organ damage, with DM
\\ duration z10 years or other additonal risk factor
« ASCVD (chnicallimaging)
. + SCORE =10%
. ¥ « FH with ASCVD or with another
S / major risk factor
b 0 « Severe CKD (eGFR <30 mL/min)
- DM & target organ damage: 23
major risk factors; or early onset of

TIDM of long duration (>20 years)

Low Moderate
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Komorbidity u pacienti s DM — dle véku
Zdroj: NRHZS 2010-2021

Relativni ¢etnost vyskytu komorbidit u pacientt, ktefi byli v roce 2021 Ié¢eni antidiabetiky (ATC skupina A10):

Celkem < 40 let 40-49 |let50-59 let60-69 let70-79 let 80+ let

Poruchy metabolismu

. .5 73,0% 21,6% 553% 692% 77,5% 798% 71,0%
lipoproteinu

Hypertenze 64,0% 14,0% 42,2% 552% 64,7% 71,8% 73,5%
Ischemicka choroba 218% 1,5% 58% 11,1% 18,0% 27,1% 38,5 %
srdecni

Srdeéni selhani 84% 06% 1,9% 33% 58% 10,1% 19,1 %

Chronické onemocnéni

. 7,1 % 2,7 % 2,9 % 3,6 % 51% 88% 13,3 %
ledvin




+CKD (on maximally tolerated dose of ACEi/ARB)

PREFERABLY
SGLT2i with primary evidence of reducing CKD progression

Use SGLTZi in people with an eGFR 220 mL/min per 1.73 m?; once initiated should be Glyl:elrlrlll: “a"agem;m:hcm";?e
continued until initiation of dialysis or transplantation approaches that provide the efficacy

____________ R - ——— = = = = — == — to achieve goals:

SGLT2i with proven HF
benefit in this population

Metformin OR Agent(s) including
COMBINATION therapy that provide
adequate EFFICACY to achieve and

maintain treatment goals
Consider local Complication 2 5 ”
e surveila Consider avoidance of hypoglycemia a
setting and and priority in high-risk individuals

+ASCVD/Indicators of High Risk docisios eaki fesellces screening He:lilfr_\ b:havior
= moairication

If additional cardiorenal risk reduction or glycemic control
needed, consider combination SGLT2/GLP-1 RA

GLP-1 RA with
proven CVD benefit

SGLT2i with proven
CVD benefit

Monitoring and
ongoing review

o
@DD PRINCIPLES OF CARE

Diabetes structured Reducing risk of
education and support GOALS OF CARE hypoglycemia
* Prevent complications
 Optimize quality of life

Language matters

If additional L risk reduction or gl
control needed, consider combination SGLT2/GLP-1 RA
]

Ensure strategies are in place to detect and
optimize management of CV risk factors’ including

Achievement and Maintenance of

Psychosocial Effective practice and Weight Management Goals:
factors organization of

CVrisk factor screening and surveillance [ Set individualized weight management goals ]

Social Consider

[EEHTENY Avoid underlying . N I
BP lowering of health therapeutic physiolagy General-llfeslyle.a‘dvm: Intensive evidence-
inertia medical nutrition based structured
therapyleating patterns/ weight management
Lipid lowering physical activity program
Antithrombotic agents Consider medication Consider metabolic

for weight loss surgery

Smoking cessation When choosing glucose-lowering therapies:

Consider regimen with high-to-very-high dual
glucose and weight efficacy




Weight reduction in patients with diabetes—Section 5.1.1

It is recommended that individuals living with
overweight or obesity aim to reduce weight and
increase physical exercise to improve metabolic
control and overall CVD risk profile.
Glucose-lowering medications with effects on weight
loss (e.g. GLP-1 RAs) should be considered in
patients with overweight or obesity to reduce
weight.

Bariatric surgery should be considered for high and
very high risk patients with BMI >35 kg/m? (>Class Il)
when repetitive and structured efforts of lifestyle lla
changes combined with weight-reducing medications

do not result in maintained weight loss.



Semaglutide and Cardiovascular Qutcomes in Obesity without Diabetes
DOI: 10.1056/NE|Moa2307563

Lincoff AM et al.

CLINICAL PROBLEM

Glucagon-like peptide-1 (GLP-1) receptor agonists can
reduce the risk of adverse cardiovascular events in
patients with diabetes. Whether the GLP-1 receptor
agonist semaglutide can also reduce cardiovascular
risk in patients with overweight or obesity but with-
out diabetes is unknown.

CLINICAL TRIAL

Design: An international, double-blind, event-driven,
randomized, placebo-controlled, superiority trial
assessed the safety and efficacy of semaglutide in
patients with preexisting cardiovascular disease,
overweight or obesity (body-mass index, 227), and
no history of diabetes.

Intervention: 17,604 adults =45 years of age were
assigned to receive once-weekly subcutaneous
semaglutide (2.4 mg) or placebo. The primary cardio-
vascular end point was a composite of the first occur-
rence of death from cardiovascular causes, nonfatal
myocardial infarction, or nonfatal stroke in a time-to-
event analysis.

RESULTS

Ffficacy: Semaclutide was sunerior tn nlareho in redie-

Cumulative Incidence (35)

Placebo
{M=8201)

Semaglutide
[N=8803)

Death from Cardiovascular Causes, Monfatal MI, or Nonfatal Stroke

HR, 0.80 (95% CI, 0.72-0.90}; P=0.001 far superiority
10— 8.0
10— (701 patients)
90—
&0 &4
Placebo
01 (N=8801) 6.5
g0 (569 patients)
50 =
Semaglutide
40 e (N=8803)
30—
20 0 . . 1 | 1
] -] 12 8 24 30 i6 42 43
10—
o T T T T T
0 3 12 18 24 0 EL 42 43

Months since Randomization



Proportion of Participants Achieving Weight Loss 25%

210%, 215%: Treatment-Regimen Estimand

100

Participants acheiving body weight loss target (%)

>5% weight loss >10% weight loss >15% weight loss

O Tirzepatide 5 mg MW Tirzepatide 15 mg
B Tirzepatide 10 mg M Semaglutide 1 mg

Note: mITT population. Proportion of parficipants achieving weight loss <5%, <10% and =15% (treatment-regimen estimand). Proportion was obtained by dividing the ber of participant hing respective goals
number of parficipants with baseline value and at least one non-missing postbaseline value. Missing value at Week 40 was predicted from MMRM analysis.

miTT=Modified Intent-to-Treat, MMRM=Mixed Model Repeated Measures.

Frias JP, et al. N Engl J Med. 2021; doi: 10.1056/NEJMoa2107519 (Ahead of Print).




It is recommended to adapt exercise interventions to
T2DM-associated comorbidities, e.g. frailty,
neuropathy, or retinopathy.

It is recommended to introduce structured exercise
training in patients with T2DM and established CVD,
e.g. CAD, HFpEF, HFmrEF, HFrEF, or AF to improve
metabolic control, exercise capacity, and quality of
life, and to reduce CV events.

The use of behavioural theory-based interventions,
such as goal-setting, re-evaluation of goals,
self-monitoring, and feedback, should be considered
to promote physical activity behaviour.

It may be considered to use wearable activity
trackers to increase physical activity behaviour.

Nicotine replacement therapy, varenicline, and
bupropion, as well as individual or telephone
counselling, should be considered to improve
smoking cessation success rate.
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Tight glycaemic control should be considered for
reducing CAD in the long term, preferably using
agents with proven CV benefit.

It is recommended to prioritize the use of
glucose-lowering agents with proven CV benefits

followed by agents with proven CV safety over C
agents without proven CV benefit or proven CV

safety.

If additional glucose control is needed, metformin

should be considered in patients with T2DM and C

ASCVD.

If additional glucose control is needed, pioglitazone
may be considered in patients with T2DM and
ASCVD without HF.
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Regular BP measurements are recommended in all
patients with diabetes to detect and treat
hypertension to reduce CV risk.
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Ambiciozneéjsi glykemickeé cile v diabetologii

Doporuéeny postup péce o diabetes 1. typu Ceské diabetologické spoleénosti
CLS JEP

Standard of care for type 1 diabetes (Czech Diabetes Society)

Zdendk Sumnikl, Martin Prazny?, Terezie Pelikdnova3, Jan Skrha?

Tabulka 2. Cile |écby dospélého s diabetem 1. typu

Cilova hodnota
< 48-53* (<60)

Ukazatel

HbAlc (mmol/mol)

Glykémie nala¢no/pred jidlem (mmol/l)
Glykémie postprandialni (mmol/l)

4,0-6,0 (<8,0)
5,0-7,5 (<9,0)

Tab. 1: Cile 1é¢by nemocného s diabetem

Ceska diabetologicka spolenost

Doporuceny postup péce o diabetes mellitus 2. typu
Za CDS: J. Skrha, T. Pelikdnova, M. Prazny, M. Kvapil
Revize ze dne: 31. 5. 2020

Ukazatel
HbA1c (mmol/mol)+*

Glykémie v zilni plazmé nalaéno/pied jidlem (mmol/l)

Hodnoty glykémie v plné kapilarni krvi (selfmonitoring
nala¢no/pted jidlem (mmol/
postprandialni (mmol/I)

Pozadovana hodnota

<45 (< 60)
< 6,0 (<7,0)

4,0-6,0 (< 8,0)
5,0-7,5 (< 9,0) »



Evaluation for heart failure in diabetes
If HF is suspected, it is recommended to measure
BNP/NT-proBNP.

Systematic survey for HF symptoms and/or signs of
HF is recommended at each clinical encounter in all
patients with diabetes.

SGLT2 inhibitors (dapagliflozin, empagliflozin, or
sotagliflozin) are recommended in all patients with
HFrEF and T2DM to reduce the risk of HF
hospitalization and CV death.

An intensive strategy of early initiation of
evidence-based treatment (SGLT2 inhibitors, ARNI/
ACE-Is, beta-blockers, and MRAs), with rapid
up-titration to trial-defined target doses starting
before discharge and with frequent follow-up visits in
the first 6 weeks following a HF hospitalization is
recommended to reduce re-admissions or mortality.
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Heart failure treatments in patients with diabetes and LVEF
>40%

Empagliflozin or dapagliflozin are recommended in
patients with T2DM and LVEF >40% (HFmrEF and
HFpEF) to reduce the risk of HF hospitalization or
CV death.

Special considerations for glucose-lowering medications in
patients with T2DM with and without HF

It is recommended to switch glucose-lowering

treatment from agents without proven CV benefit or
proven safety to agents with proven CV benefit.

14



KV benefit dapagliflozinu u pacientti s T2D a HFrEF se objevuje brzy?2

30

25 —

20 —

Kuulativni incidence (%) Pacienti s
HFrEFa

hHF/KV Gmrti m Celkova mortalita

30 — 20 — 20
NNT (4 roky) = 11 NNT (4 roky) = 18 NNT (4 roky) = 19 NNT (4 roky) = 16
HR 95%Cl ®»7 HR 95%Cl HR 95% ClI HR 95% Cl
0,62 (0,45-0,86) 0,64 (0,43-0,95) 15— 0,55(0,34-0,90) 15— 0,59 (0,40-0,88)
20 —
15 — 10 — 10 —
10 =
5 = 5 =
5 —
T 1 1 1T 11 °FTrr 11711 1@~ 1 ° 71T 17 17 17 17 17 17 °T 7 T T T T T T1T1
180 360 540 720 900 1080 1260 1440 0 180 360 540 720 900 1080 1260 1440 0 180 360 540 720 900 1080 1260 1440 0 180 360 540 720 900 1080 1260 1440
Dny Dny Dny Dny

DAPA — PBO —

aDefinovano jako EF <45% Ci zavazna/stredni systolicka dysfunkce LK s, nebo bez historie srde¢niho selhani. KV = kardiovaskularni; DAPA = dapagliflozin; EF =ejection
fraction; HFrEF = heart failure with reduced ejection fraction, HF s redukovanou ejekéni frakci; hHF = hospitalization for heart failure, hospitalizace pro HF; HR = hazard ratio;
LV = left ventricular; NNT = number needed to treat; PBO = placebo; T2D = type 2 diabetes, diabetes 2. typu; yrs = years; HF = heart failure, srde¢ni selhani

Prejato a upraveno dle:

KATO, Eri T., Michael G. SILVERMAN, Ofri MOSENZON, et al. Effect of Dapagliflozin on Heart Failure and Mortality in Type 2 Diabetes Mellitus. Circulation [online]. 2019;
139(22), 2528-2536 [cit. 2019-09-30]. DOI: 10.1161/CIRCULATIONAHA.119.040130. ISSN 0009-7322. Dostupné z:
https://www.ahajournals.org/doi/10.1161/CIRCULATIONAHA.119.040130



CONSENSUS REPORT | JUNE 01 2022

Heart Failure: An Underappreciated Complication of Diabetes. A
Consensus Report of the American Diabetes Association G&3

Rodica Pop-Busui & © ; James L. Januzzi; Dennis Bruemmer; Sonia Butalia @ : Jennifer B. Green ® ; William B. Horton © ;
Colette Knight; Moshe Levi © ; Neda Rasouli @ ; Caroline R. Richardson @

STAGE A iy BETT _______F smeeep
High risk for HF Structural disorder Symptoms of HF

* Obesity
* Hypertension
* Hyperlipidemia

* LV systolic dysfunction
* LV diastolic dysfunction
* LV hypertrophy

* DKD * Chamber enlargement

* CAD * Valvular disease

* Sex * Increased filling pressures OR
* SDOH Elevated biomarkers

Biomarkers
(NT-proBNP, BNP,
hs-cTN)

Elevated

* Exertional dyspnea

* Orthopnea

* Paroxysmal nocturnal dyspnea
* Weakness/fatigue

* Weight gain

JvD
Lower extremity edema
Displaced lateral apical impulse

Nor@

Imaging

(HFrEF)

Sustained apical impulse (HFpEF)
3 (HFrEF),

S4 (HFpEF)

HEpEF

(CXR, Echocardiogram)

’ Repeat in at least 1 year ‘

Rodica Pop-Busui, James L. Januzzi, Dennis Bruemmer, Sonia Butalia, Jennifer B. Green, William B. Horton, Colette Knight, Moshe Levi, Neda Rasouli, Caroline R. Richardson; Heart Failure: An

Underappreciated Complication of Diabetes. A Consensus Report of the American Diabetes Association. Diabetes Care 7 July 2022; 45 (7): 1670-1690. https://doi.org/10.2337/dci22-0014

HFrEF

Stepwise approach for
screening and diagnosis
across HF stages.

CXR, chest X-ray;

HFpEF, heart failure with
preserved ejection fraction;

HFrEF, heart failure with
reduced ejection fraction;

hs-cTN, high-sensitivity
cardiac troponin;

JVD, jugular vein distension;

LV, left ventricle.



Pacienti s diabetem 2. typu a KV onemocnénim by zili déle,
pokud by uzivali empagliflozin: odhad na zakladé studie EMPA-REG

Outcome

PrOmérné preziti, roky Rozdil
~ Placebo  Empaglifiozin (95% Cl)
45 27.6 32.1 4.5 13, 73
50 25.4 28.5 3.1 (09,53

22.4 25.3 . /
60 19.2 21.8 2.5 (11,39
65 16.1 18.2 2.1 (08, 3.5)
70 12.8 14.8 2.0 (0.7, 3.2)
75 10.2 11.1 0.9 (04,22
80 6.7 7.7 1.0 (03, 22

60ti lety diabetik s KV onemocnénim Iéceny empagliflozinem by Zil 0 2,5 roku déle



ELIXA F @ Lixisenatide
LEADER } * —@—— - Liraglutide
SUSTAIN-6 ¥ . GLP-1 RA Semglutide s.c.
EXSCEL | —— Exenatide q.w.
HARMONY OéJItEcvc\)m\?S i @ . Albiglutide
i * t . Dulaglutide
2 PIONEER 6 L @ : Semaglutide p.o.
2 EMPAREG-Outcomes * & . Empagliflozin
7)) CANVAS program | 0 @ : SGLT-2 1| Canagliflozin
DECLARE-TIMI 58 } —®— Dapaflozin
] i & Saxagliptin
& DPP-4 1 Sitagliptin
TECOS | itaglipti
CARMELINA } '.. Linagliptin
0

4 05 06 07 08 09 10 11 12 13 14 15
Hazard ratio (95 % confidence interval)

Reference: Seren L Kristensen at Lancet Diabetes Endocrinol, 2019, 7:776-85



Naklady DM2 komplikaci

Prumérné naklady na vyskyt dané komplikace u DM2 pacienta

zplsob kalkulace nakladi viz Appendix

v

Value
0O Outcomes

Komplikace DM2 Naklady

Umrti z kardiovaskularnich pFicin 101 894 K¢
Nefatalni infarkt myokardu 105 416 K&
Nefatélni cévni mozkova piihoda 190 910 Ké
Hospitalizace pro srdeéni selhani T4 159 K&
Hospitalizace pro nestabilni anginu pectoris 39 275 Ke
Zhorseni nefropatie 24 T15Ke
Umrti z jinych nez kardiovaskularnich pficin 67 353 Ké
Koneéné ledvinné selhéni 752 610 KE
Umrti z renalnich pfigin 80 049 K¢
Umrti z jinych nez kardiovaskularnich nebo renalnich pficin 67 353 K¢

COGVIO



Analyza poétu komplikaci u DM2 pacientt v CR

Skupina DM2 pacientu s aterosklerotickym kardiovaskularnim onemocnénim (ASCVD)

Poéet udalosti (roéné) m Roéni naklady v | Roéninaklady v m
v idealnim stavu soucasném stavu idealnim stavu

v

ASCVD

Pocet udalosti (rocné)

Umirti z kardiovaskularnich pficin 5239 3762 1477 533844 312K 383362018KE 150482 295 K¢
Nefatalni infarkt myokardu 5 152 4 507 645 543093254 K8  A475152299KE 67 940 956 K&
Nefatalni cévni mozkova piihoda 2883 3016 133 550424 555KEé 575831 113KE  -25 406 558 K&
Hospitalizace pro srdeéni selhani 4043 3INT 927 299857 739KE 231135274 KE 68 722 465 Ki
::;:T::::f;g’“ RS S o 2692 2662 30 105723957 K¢ 104555664 KE 1168293 Ké
Zhorieni nefropatie 16 796 11 495 5301 415116 228 KE 284 106 047 KE 131010 181 K&
Eﬂ“’&;ﬂ:ﬁg:‘rﬁih oficin 2439 2169 270 164295422 K¢ 146108490 KE 18 186 932 K&
CELKEM . i . 2612355467 K& 2200250903 KE 412 104 563 K&

pripadé optimalni |écby dle guidelines (ADA/EASD 2022) by bylo celkem u Iééenych DM2
pacientu s aterosklerotickym kardiovaskularnim onemocnénim zabranéno v prubéhu 1 roku

8,5 tisicum komplikaci s celkovou roéni isporou 412 miliont Ké

Value
0O Outcomes

COGVIO



Naklady socialniho systému u DM2 pacientt v CR
Doéasna pracovni neschopnost (DPN)

Priméma Pocet Priméma
délka trvani e celkova vyse DPN z diivodu DM ||
ukoncéenych ; i : 2
: 2 vyplacené DPN celkem (podil dle studie
davkovych dévk Parker 2024
fipadd DPN avky arker 2024)
B nemocenska® _
Diabetes mellitus 2. typu 2389 79 1 687 51 564 Ki B6 989 098 Kt 86 969 098 K&
Chronické onemocnéni ledvin 467 108 320 70 488 K& 22556050 KE = 11729 146 K
Neuréené selhani ledvin 23 138 17 102767KE  1747T046KE | 908 464 K&
Nemoci obéhové soustavy 53164 - 33451 GBT18KE 1964175723 I({': 451760 416 KE
CELKEM - - - - - 551387124 Ke |

Komplikace v dusledku DM2 pfedstavuji socialni transfer v pribé&hu 1 roku 551 miliont Ké na
docasné pracovni neschopnosti.

*Davka nemocenska se vypldci od 15. dre trvani DPN a primér je uveden z celkové Castky za celou dobu trvani pfipadu.

Vo e COGVIO



'yuziti moderni lécby diabetu v Q2 roku 2022 a 2023

350 000

300 000

250 000

200 000

150 000

oo I I I

50 000 l
5 -
Metformin  DPP-IV, véetné SGLT2,vietné GLP-1
kombinaci s kombinaci s
MET MET
®Q2/2022 mQ2/2023

Vyuziti moderni Ié¢by ve srovnani s metforminem:
v 02 roky 2022 3 2053 Zdroj: IQVIA data, 2022 — 2023

Pouze 15 % vSech ASCVD pacientu s
DM2 je IéCeno pomoci SGLT2i/GLP-1 RA.

85 % ASCVD pacientu s DM2 je bez
optimalni lécby!

Zdroj: COGVIO data 2024



Nasazeni SGLT-2 inhibitoru pacientovi jiz lecenému pro diabetes

— DMtyp 1

Spolupracujte
s diabetologem
na uprave léchy
Uprava davky inzulinu
po nasazeni SGLT-2i
* Edukace o riziku

euglykemické diabetické
ketoacidozy

|

DM typ 2

1. Farmakoterapie

Lecba zahrnuje: inzulin et
derivaty sulfonylurey €i glinidy =

ANO |
2. Zvyseneé riziko hypoglykémie?

- HbA, pod 53 mmol/mol u/ness
- Hypoglykémie v glukometru sfnese

- Poru$ené rozpoznavani hypoglykémie seese |
Y

Zahajte léchu SGLT-2i

- eGFR pod 0,75 ml/s
ANO |

Konzultujte s diabetologem
upravu léchy diabetu

4

Zahajte lécbu SGLT-2 inhibitorem

NE

a informujte diabetologa




Piehledy, stanoviska a praktické navody

Expertni konsensus k praktickym aspektum spoluprace
kardiologa a diabetologa v péci o pacienty s chronickym
srdecnim selhanim s redukovanou ejekcni frakci

prof. MUDr. Martin Haluzik, DrSc.?, MUDr. Markéta Kubickova?,
MUDr. Jiri Vesely™ 3, prof. MUDr. Ales Linhart, DrSc.?,

prof. MUDr. Martin Prazny, CSc., Ph.D.5, prof. MUDr. Jan Skrha, DrSc.?,
prof. MUDr. Milos Taborsky, CSc.?, prof. MUDr. Filip Malek, Ph.D.”?

! Centrum diabetologie IKEM, Praha
Z[II. interni gerontometabolickd klinika, Fakultni nemocnice Hradec Krdilové
a Univerzita Karlova — Lékafskd fakulta v Hradci Krdlové
*EDUMED s.r.0., Ndachod
11 interni klinika Vieobecné fakultnt nemocnice a 1. lékarské fakulty Univerzity Karlovy v Praze
*III. interni klinika Vseobecné fakultni nemocnice a Vieobecné fakultni nemocnice a 1. LF UK v Praze
§1. internt kardiologickd klinika Fakultni nemocnice Olomouc a Lékarské fakulty Univerzity Palackého, Olomouc
" Kardiologické oddéleni Nemocnice na Homolce, Praha

& Interni klinika Fakultni nemocnice Krdlovské Vinohrady a 3. lékarské fakulty Univerzity Karlovy v Praze

Souhrn

Diabetes mellitus je vyznamnym rizikovym faktorem rozvoje srdeéniho selhdni a pfitomnost diabetu ziroveri zhorsuje

prognézu nemocnych se srdecnim selhanim. Jednou z viznamnych novinek v 1é¢bé srdeéntho selhani jsou glifioziny, které

blokadou reabsorpce glukézy v proximalnim tubulu diky inhibid sodiko-glukézového ko-transportéru 2 vedou ke snizeni

glykémie navozenim glykosurie. Glifloziny byly a stale jsou primarné vyuziviny jako uéinni antidiabetika, kterd kromé

zlepseni kompenzace diabetu sniZuji télesnou hmotnost a krevni tlak bez zvyseni rizika hypoglykémie. Studie z poslednich

let prokazaly, Ze glifloziny u diabetikl vyznamné snizuji riziko kardiovaskuldrnich komplikadi a hospitalizace pro srdeéni

selhani. Nedavno ukonéené studie s dapagliflozinem a empaglifiozinem navic ukazaly vyznamné snizeni kombinace smrti

z kardiovaskuldrnich pfi¢in a hospitalizace pro srdeéni selhini u pacienti se srdeénim selhanim s redukovanou ejekéni

frakci, a to jak u diabetikii, tak i nediabetik. Cilem tohoto danku je formou expertniho konsensu shrmout praktické

aspek oluprice kardiologa a diabetologa v pééi o pacienty s chronickym srdeénim selhdnfm s redukovanou ejekéni S x
ﬁ'saﬂcci?:ksgnteitu souEasnfrchgdoporuEeni a%:laléilzh léEellzn?ch r?:oinosﬁ. i J DMEV « ROCNIK 24 = 2021 - CISLO 4
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Stale komplexnéjsi diabetologie uz nikdy nebude jen o glukoze!

+CKD (on maximally tolerated dose of ACEi/ARB)

PREFERABLY
SGLT2i with primary evidence of reducing CKD progression .
Use SGLT2i in peaple with an eGFR 20 mLmin per 1.73 m; once initiated should be Glycemic Management: Choose
‘continued until initiation of dialysis or transplantation . oot approaches that provide the efficacy
____________ R —mmmm e e e e = es to achieve goals:
Metformin OR Agent(s) including
COMBINATION therapy that provide

If additional cardiorenal risk reduction or glycemic control . adequate EFFICACY to achieve and

S6LT2i with proven HF
benefit in this population

needed, consider combination SGLT2/GLP-1 RA G . maintain treatment goals
onsider local Complication I .
health care surveillance Consider avoidance of hypoglycemia a
setting and and priority in high-risk individuals

+ASCVDIndicators of High Risk stared N resources | scroening " peath ehavior
decision-making modifcation

GLP-1RA with
proven CVD benefit

SGLT2i with proven
CVD benefit

Monitoring and

Language matters pohec -
ongoing review

If additional cardiorenal risk reduction or glycemic
control needed, consider combination SGLT2/GLP-1 RA

—— PRINCIPLES OF CARE
Diabetes structured Reducing risk of
education and support GOALS OF CARE hypoglycemia
+ Prevent complications
« Optimize quality of life

Ensure strategies are in place to detect and

optimize management of CV risk factors' including Achievement and Maintenance of

Psychosocial Effective practice and Weight Management Goals:
factors organization of
CVrisk factor screening and surveillance care [ Set individualized weight management goals ]

Social Consider

determinants Avoid underlying y " . . .
BP loweri of health th t hysiolo
= plaal | L medicalnutrtion based stuctured
i weight
Lipid lowering physical activity program
Antithrombotic agents Consider medication Consider metabolic
for weight loss surgery
Smoking cessation When choosing glucose-lowering therapies:
Consider regimen with high-to-very-high dual
glucose and weight efficacy
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