
scientific statement that 

provides an overview of 

advances in care for pa-

t i e n t s  w i t h 

both CAD and T2DM.  

 

Some notable updates 

from this scientific state-

ment are highlighted in 

this issue.  

Recent scientific studies 

have shown that people with 

coronary artery disease 

(CAD) and concomitant type 

2 diabetes mellitus (T2DM)

may require more aggressive 

or different medical and surgi-

cal treatments compared to 

people with CAD without 

concomitant T2DM.  

 

Lowering blood glucose to a 

certain level is not sufficient. 

There are now more options 

for controlling glucose in  

people with T2DM, and each 

patient should be evaluated 

for their personal risk of 

cardiovascular disease 

(CVD), stroke and kidney 

disease.   

 

In an effort to help guide 

clinicians to provide optimal 

care to patients, the Ameri-

can Heart Association 

(AHA) has released a new 
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DAPT: Long-term therapy 

with Clopidogrel in addition 

to Aspirin is an option in 

select patients with stable 

CAD and T2DM, under-

standing that there should be 

a balance between decreas-

ing ischemic risks and in-

creasing bleeding risks.  

Recently published, THEMIS 

and THEMIS–PCI trials com-

pared dual antiplatelet thera-

py with Aspirin and low-

dose Ticagrelor versus As-

pirin alone among 19271 

patients with T2DM and 

CAD.  

Ticagrelor: had a lower risk 

of the composite of cardio-

vascular (CV) death, myo-

cardial infarction or stroke 

over an average follow-up of 

40 months (Ticagrelor vs 

placebo: 7.7% vs 8.5%; 

P=0.04).   

Notably, the efficacy and 

net clinical benefit of Ti-

cagrelor were more fa-

vorable among patients 

from THEMIS who had a 

history of percutaneous 

coronary intervention 

(PCI).  

App ly  a goa l  of 

<130/80 mmHg in high-

risk patients such as 

blacks, Asians, and those 

with cerebrovascular dis-

ease and other microvas-

cular complications such 

as chronic kidney disease 

(CKD).  

 

ACE inhibitors/ARBs: 

First-line therapy because 

of decreased CV risk 

with CAD.  

 

A lower BP target might be 

appropriate in patients with 

diabetes who are at higher 

risk of stroke and other 

microvascular complica-

tions, if this can be done 

without harm.  

Promote a blood pressure 

target of <140/90 mmHg 

for all CAD patients and 

T2DM .  

 

Beta blockers: Should be 

targeted to patients with 

clear indications, such as 

angina or to those who 

require additional BP low-

ering beyond other agents.  

  

The majority of patients 

with hypertension and 

T2DM will require >1 an-

tihypertensive medica-

tion to control blood pres-

sure.  

Anti-thrombotics: Balancing the Thrombotic & 
Bleeding Risk 

Blood Pressure: Control is Critical  
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More aggressive steps may be 

needed to improve the lipid 

levels in people with T2DM.  

Statins: the cornerstone of 

cholesterol-lowering therapy, 

may slightly increase blood glu-

cose levels, however, the risk-

benefit ratio is clearly in favor 

of administering statins to peo-

ple with T2DM and CAD. 

As CAD patients with 

T2DM represent a high-risk 

group, additional agents 

may be needed for LDL-C 

lowering beyond statin mon-

otherapy.   

 

The addition of non-statin 

LDL-C lowering therapies, 

such as Ezetimibe and PCS-

K9 inhibitors, should be 

considered based on the 

individual’s overall cardio-

vascular risk profile, person-

al preferences, and drug ac-

cess.  

The statement also notably 

included a "first-line" call out 

f o r  I c o s a p e n t  E t h y l 

( V a s c e p a ) ,  a  n o v e l 

agent approved in Dec 2019 

for routine use in U.S. patients, 

including those with CAD and 

T2DM.  

 

Icosapent Ethyl: To be consid-

ered for further CV risk reduc-

tion when triglycerides remain 

elevated (>135 mg/dL) despite 

maximally tolerated statin and 

lifestyle changes, based on RE-

DUCE-IT trial recommenda-

tion from ADA Standards of 

Medical Care. 

 <8.0% or 8.5% for older 

patients with comorbid-

ities or at high risk for 

hypoglycemia; depends 

on preferences, capaci-

ty, and types of treat-

ment used. 

 

Metformin: Remains to be 

the most frequently recom-

mended first-line therapy 

for patients with diabetes.  

 

Sulfonylureas and Insulin: 

Can be used cautiously as 

There are now more options for 

controlling glucose in people with 

T2DM, and each patient should 

be evaluated for their personal 

risk of CVD, stroke and CKD.   

Glycemic Target:  

 Reasonable HbA1c goal for 

many non-pregnant adults is 

still <7%.  

glucose-lowering therapies 

in patients with stable CAD, 

but should be careful of hy-

poglycemia and excess 

weight gain.  

 

SGLT2 inhibitors and GLP-

1 receptor agonists with 

established CV and renal 

benefit are first line, but pre-

scribing patterns depend on 

familiarity, cost, and access.  

 

 

Lipids:  Time for Burden Reduction! 
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Another notable feature of 

the statement is the poten-

tial it assigns to bariatric 

surgery as a management 

tool with documented safety 

and efficacy for improv-

ing cardiovascular risk fac-

tors.  

 

Despite potential cardiovas-

cular benefits bariatric sur-

gery remains underused 

among eligible patients. 

 

Surgery performed as Roux-

en-Y bypass or sleeve gas-

trectomy may be another 

effective tools for CV risk 

reduction in the subset of 

patients with obesity,      

Lifestyle and health behavior 

management, including smok-

ing cessation, heart-healthy 

diet, weight loss (if overweight 

or obese), sleep and stress 

management, and exercise/

physical activity, remains to be 

the cornerstone of clinical 

care both for patients with 

T2D and those with CAD.  

 

Clinicians should consider  

referring obese individuals to 

nutrition or structured 

weight loss programs.  

particularly patients with a 

body mass index of at least 

35 kg/m2.  

 

It's not first-line treatment, 

but it's an option to consid-

er and is most beneficial to 

patients relatively early in the 

course of T2DM. 

Weight Management: Because it is Challenging  
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For reporting any adverse drug reaction (ADR) observed with the product(s) of Aristo Pharmaceuticals Private Limited, contact: Email- 

aepvc.scientific@aristopharma.org or Toll-free No. 1800225960 (Monday to Friday except on public holidays between 9.30 am to 5.30 pm) or 

WhatsApp: +918879607724.  


