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From  
underlying risk

to early recognition 
of risk and prevention 
of Heart Failure in 
Type 2 Diabetics

WHERE CARE LEADS





Mortality in diabetics stratified by HF

Heart Failure in Type 2 Diabetes patients

Development of HF among T2D patients is associated with 4- to 8-fold increased risk 
of death compared to diabetic patients without HF3-5

Kaplan-Meier Curves of Hospitalization or Death Due to  
Cardiac Disease According to Treatment Strategy7

Healthcare resource usage among T2D 
patients with and without HF8

Up to 46% of Type 2 Diabetes (T2D) patients will  
develop some form of CVD in their lifetime2

Heart Failure is the second most common and  
serious CVD complication resulting from T2D2

CAD
15.4% MI

10.0%

HF
19.0%

Stroke
7.2%

1

PONTIAC I showed T2D patients (pre-selected with 
NT-proBNP>125 pg/mL) who received intensified 
cardioprotective treatment were less likely to be 
hospitalized or die due to cardiac disease7

T2D patients with HF have increased healthcare 
resource usage compared to T2D patients who 
remain asymptomatic for HF8
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Diabetes is associated with 
a 33% greater risk of 
hospitalization for HF6

30% of diabetic patients will develop HF in their lifetime, whereas the rest will not - there 
is a need to identify and distinguish between the two groups1

HF outcomes of T2D patients  
may be improved

Burden on healthcare resource 
allocation and usage may be reduced

By acting  
early:



Cardioprotective treatment for Heart 
Failure in T2D

Accurate and timely HF risk assessment among diabetic patients is important, as some diabetic drugs can have a positive  
impact on CVD outcomes9-11

Earlier initiation of life-saving interventions can improve  
patient outcomes

Current methods for personalized risk assessment

Drug class of glucose 
lowering agents

Metformin9

SGLT inhibitors10

GLP-1 receptor 
agonists11*

Effect on CVD risk

Decreased  
risk

Among glycemic interventions, novel anti-diabetic 
drugs from the SGLT2 inhibitor class show reduced 

HF hospitalization in T2D patients.9

Despite their cardioprotective effects, SGLT2 inhibitors 
are mostly prescribed to low-risk (younger and 

healthier) T2D patients.10

2

The methods may be complex, 
resource intensive, and need to be 
performed by specialized staff14-17

Devices and facilities required 
may not be readily available in 

primary care settings14-17

Performing advanced assessments 
on all T2D patients would be 

financially burdensome14-17

*Excluding Lixisenatide and extended-release exenatides which are neutral (safe for CVD but no added benefit)12

** TI: Treatment intensification

CV event

Heart Failure

TI within 1 year** 0.19 0.015

<0.01 <0.01

<0.01 0.015

<0.01 <0.01

1.14 – (0.94, 1.40) 1.52 – (1.09, 2.12)

1.22 – (1.07, 1.38) 1.36 – (1.06, 1.74)

1.63 – (1.36, 1.96) 1.66 – (1.21, 2.27)

1.63 – (1.45, 1.85) 1.57 – (1.25, 1.98)

TI within 1 year**

TI after 1 year**

TI after 1 year**

Any cardiovascular event

p value p value
T2D patients without previous CVD  

– HR (95% CI)
T2D patients with previous CVD  

– HR (95% CI)

Using NT-proBNP to pre-select patients who are most in need of cardioprotective 
treatment may reduce costs and optimize resource allocation and usage of resources18

Among T2D patients without history of any CVD, a delay in treatment intensification (TI) 
by 1 year was associated with 64% increased risks for HF13



Use of NT-proBNP in Heart Failure 
management

In T2D patients, a sharp increase in NT-proBNP levels can be detected as early as 6 months preceding HF hospitalization (HFH), 
regardless of previous history of HF21
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Patients with no history of HF Patients with history of HF
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Comparison of NT-proBNP and HbA1c
NT-proBNP

HR (CI)

<0.001

Endpoint

All-cause  
mortality

Cardiac 
hospitalization

CV- 
hospitalization

All-cause 
hospitalization

1.0010
(1.0005-1.0014)

1.0028
(0.7415-1.3562)

n.s.

<0.001 0.038

<0.001 n.s.

0.003 0.005

1.0007
(1.0003-1.0011)

1.2517
(1.0131-1.5465)

1.0006
(1.0003-1.0009)

1.1393
(0.9538-1.3609)

1.0004
(1.0001-1.0007)

1.2028
(1.0573-1.3684)

p value p value
HbA1c
HR (CI)

Change in NT-proBNP concentration 
was highly predictive of CV outcomes at 
baseline and follow-up22

Whereas change in HbA1c had no 
predictive value22

Patients with low NT-proBNP have a 2.96 
times lower risk of experiencing 
unplanned hospitalization for CV events or 
death than patients with high NT-proBNP, 
within the next 12 months

Patients with high NT-proBNP have a 2.96 
times higher risk of experiencing 
unplanned hospitalization for CV events or 
death than patients with low NT-proBNP, 
within the observation period of 12 months

Clinical value of NT-proBNP in T2D
Kaplan–Meier curves of all-cause mortality or unplanned CV 

hospitalization according to initial NT-proBNP concentration19
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The clinical value of NT-proBNP is now expanding, as it can be used to detect the risk 
of CVD in T2D patients.A value of >125 pg/mL is indicative of high risk of HF-related 
event in T2D patients.7, 19, 20



Simple blood test 
for NT-proBNP

Low risk of HF Increased risk of HF

Advanced CV risk assessment

Repeat the test  
in 12 months

Timely intensification of 
cardioprotective treatment

No action required for one year21

NT-proBNP 
<125 pg/mL

NT-proBNP 
>125 pg/mL
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Enabling clinicians to find the right cardioprotective treatment path for every T2D patient

Testing with NT-proBNP

At risk patients who receive intensified cardioprotective treatment as a result of  
NT-proBNP testing have better HF outcomes compared to patients who did not7,23



NT-proBNP: The gold 
standard biomarker in 

heart failure

NT-proBNP is a standard blood 
based test that can be incorporated 

into regular check ups25

Improve your 
patient’s outcomes

Leverage cross- 
discipline expertise

NT-proBNP supports specialists in 
providing individuals with personalized 
risk assessment and improve overall 

patient outcomes by optimizing 
cardioprotective treatments (such as 

SGLT2 inhibitors) 7,10,23

By using NT-proBNP, laboratories 
and clinicians can work together 
to provide the best for patients, 
and contribute towards improving 

patient health outcomes7, 23

Treat more patients, 
more efficiently

Support quicker decision-making and 
more efficient patient management. 
 NT-proBNP has an emerging and 

impactful use in T2D patients7, 19, 20, 
who are at an increased risk of CVD2

5

Supporting clinicians and contributing 
to better patient outcomes


