Type 2 diabetes and chronic kidney disease combinations in heart failure across the ejection fraction spectrum: clinical associations,
medication use, and cause-specific outcomes: A contemporary, real-world analysis of the Swedish Heart Failure Registry
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Background Results

Heart'Fail_ure (HF) often coexists v_vith'type 2 diabetgs mellitus (T?DM) and 54,341 patients (34% females, mean age 73 years) & All-cause death Independent risks of mortality
chron.lc.kldr?ey disease (CKD), which increase the I’I.Sk of mortality and HF 52% HFrEF, 26% HFmEF, 21% HFpEF

hospitalization. Several drug classes recommended in HF have been shown
to reduce cardiorenal morbidity and mortality in CKD and/or T2DM, but real- HFrEF HFmrEF HFpEF
world studies report low use and frequent discontinuation.
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Aims for T2DM only, +55% for CKD

In a real-world HF population, to report: i oo e R 2 | only, and +75% for CKD/T2DM.

i) The prevalence of T2DM and CKD and their combination across 52% ] 3% = e — P For ESRD, T2DM alone did not
gjection fraction (EF) categories; g Ty oo o row significantly increase risk; CKD

ii) HF medication use, in particular mineralocorticoid receptor s T T g . y . i
antagonists (MRA); o 1 ﬁme[zyaars} 3 4+ alone increased it threefold,

iii)  Estimated cause-specific event rates and multivariable-adjusted risks ] ] , ) ?nq CKD with T2DM increased
for death, HF hospitalization (HHF) and end-stage renal disease Patient population accordingto CKD/T2DM. Kaplan-Meier curve. it sixfold.

(ESRD).
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Materials and Methods

HFFEF P — o uFmrEF - HFpEF s -
Data sources Z“‘f L - o e
Patients from the Swedish Heart Failure Registry ) I ‘
SwedeHF  registered 2017-2023 :
Heart Failure Registry . . ” . w aow 1 ™
80 clinical variables - ) iyl wol] w1 I _—T

MRA SGLT2I GLP-1RA  Loopdiuratic RAS| MRA S6LT2 GLP-1RA  Loopdiuretics RASI SGLT2I GLP-1RA Loopdiuretics
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NoCKDMNOCKD = CKDonty mT20Monly o Both CKD&TDM NoCKDINGT2DM  wCKDonly WT2DMonly mBoth CKDA T20M NoCKD/NGT2DM = CKDonly ®T2DMonly mBoth CKD & T2DM

ﬂ}ﬂ Statistikmyndigheten Statistics Sweden: socioeconomic data Use of medications according to CKD/T2DM.

c National Patient Registry: comorbidities and R vp— e — e o | — == Conclusions

.Oﬁ.SociaIstyrelsen outcomes R = e | oo (R = | wer | o= (R CKD was more common in HFpEF, but it was more harmful and was

Cause of Death Registry - associated with reduced MRA use in HFrEF.

4groups bl I e (e e e e e e e I e el el CKD was a strong and T2DM a moderate independent risk factor for all

no CKD/no T2DM, CKD only, T2DM only, both CKD/T2DM E:l': 148|148 |18 |92 |82 |87 |211 | 168 [198 | 164|127 | 145 |06 | 05 outcomes.
=T HF-related outcomes had much higher event rates compared with
ol 77 a2 10.7 | 4.0 4.2 4.9 13.2 | 109 11.8 | 11.0 | 841 a7 0.2 | 03 . . .

Outcomes o ESRD, even in patients with CKD.

Primary: all-cause death, ?,K[',’: 178 | 183 | 217 | 101 (80 | 95 |[285 | 241 | 266 ( 237  19.3 | 198 (1.3 (1.0 Our results inform MRA implementation strategies and potentially

Secondary: cardiovascular death, first of a composite of first HF X X . X contribute to planning of future trials of drugs targeting aldosterone.

hospitalization and cardiovascular death, first HF hospitalization, and Event rates for each outcome of interestaccording to ejection fraction

end_stage re na[ disease (ESRD) (N/ 1 00py) o This study wes fundedin part bya grant from Bayer. LHL was supported by gren s Karolinska In titutet, the Swedish Research Council [grant 523-2014-2336] the Swedi sh Heart Lung
Foundation [gant 20190310}, th ounty C £20190525].No funding agency had any role inthe design and conduct of the study, inthe collection, management,
analysis, or the data, orin the . or the
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