Use of glucose-lowering medications in the management of Type 2 Diabetes
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Figure 9.3: Use of glucose-lowering medications in the management of type 2 diabetes.
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Abbreviations

ACEi: angiotensin-converting enzyme inhibitor; ACR: albumin-to-creatinine ratio; ARB: angiotensin
receptor blocker; ASCVD: atherosclerotic cardiovascular disease; CGM: continuous glucose monitoring;
CKD: chronic kidney disease; CV: cardiovascular; CVD: cardiovascular disease; CVOT: cardiovascular
outcomes trial; DPP-4i: dipeptidyl peptidase 4 inhibitor; eGFR: estimated glomerular filtration rate; GLP-1
RA: glucagon-like peptide 1 receptor agonist; HF: heart failure; HFpEF: heart failure with preservea
ejection fraction; HFrEF: heart failure with reduced ejection fraction; HHF: hospitalization for heart failure;
MACE: major adverse cardiovascular events; MI: myocardial infarction; SDOH: social determinants of
health; SGLT2i: sodium-glucose cotransporter 2 inhibitor; T2D: type 2 diabetes; TZD: thiazolidinedione.




