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people who may benefit from GDMT for T2D- with diabetes Population T2D with CKD UACR 230 mg/g among people with T2D with and without CKD
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» Despite rapidly expanding therapeutic options, o 30
real-world utilization of GDMT is low.3 © 25
* This study aimed to evaluate screening rates of E fg
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prescription rates in people with T2D with and Table 1. Baseline characteristics o s
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All 72D T2D with | T2D with CKD and | Figure 1. Distribution of primary payer RASi+ SGLT2i  RASi+SGLT2i + RASi + SGLT2i +
(n=34,088) CKD UACR 230 mg/g class among people with T2D GLP-1 RA GLP-1 RA + nsMRA
Kidney Function (n=9,186) (n=2,579) mT2DWoCKD ®mT2Dw/ CKD  mT2D w/ CKD and UACR 230
Parameters g ey Age, years 59.6+14.3 | 65.1+12.9 62.3+12.8 Medi Medicaid
eGFR of T2D- ecicare 319/ Table 2. First-time GDMT prescribing by ordering
o elated CKD GLP-1RA  nsMRA Sex, female 19,065 (55.9) | 4,503 (49.0) 1,199 (46.5) 35% 0 user type in T2D with CKD (%)
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White 14,998 (44.0) | 3,709 (40.4) 1,054 (40.9) Nurse Practitioner | 16.9 30.8 30.7 11.8
Methods Other 1,305 (3.9) 211 (2.3) 58 (2.2) Pharmacist 5.6 6.6 12.1 9.1
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. Retrospective analysis of EHR data from a large Ethnicity, not Hispanic 22,061 (64.7) | 6,632 (72.2) 1,741 (67.5) er
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« Adult patients were included if they were part of SBP, mmHg 132.3+£19.8 | 135.1£21.9 136.4 + 21.1 Discussion
the institutional diabetes registry and “active,” A1C, % 7.2+20 6.9+1.7 7.1+18 Rates of eGFR and UACR t .
- * Rates of e an assessment remain
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: - : - represent a missed opportunity to identify risk an
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medications (metformin, sulfonylureas : - : : : implemen O mitigate adverse clinical outcomes
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. UGN | 100 100 + GDMT iption rat highest t peopl
- CKD was defined by ICD-10 diagnosis and/or an prescription rates were nighest amongst people
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