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Key Inclusion and Exclusion Criteria

Key Inclusion Criteria

* Men and women >18 vaare af ana with or without
T2C

» Documented diagnosis of symptomatic HFrEF for 22
months (NYHA class |I-1V)

» Lver =Z409% within the last 12 months

» Elevated NT-proBNP. (2600 pg/mL or 2400 pg/mL if

hHFE within 12 months or 2900 pg/mL if atrial
fibrillation/flutter irrespective of hHFE history)

» Optimal pharmacological and device therapy for HF
» Optimal and stable2 (=24 weeks) background standard

of care for HFrEF as per local guidelines including
(unless contraindicated or not tolerated): ACEI, ARB,
or sacubitril/valsartan; beta-blocker; and if
appropriate a MRA

* eGFR2230 mL/min/1.73 m?

Key Exclusion Criteria

Treatment within 8 weeks or intolerance to SGLT2
inhibitor

71D

Syinptomatic hypotension or Sbr <5C mmHg
Current acute decompensated HF or
hospitalization within last 4 weeks due to
decompensated HE

coronary revasvuiaiicauvil (FUI or CABG), vatre
repair/replacement, or CRT device implantation
within last 12 weeks or planned after
randomization

HF due to restrictive cardiomyopathy, active
myocarditis, constrictive pericarditis, hypertrophic
cardiomyopathy, or uncorrected primary valvular
disease

eGFR <30 mL/min/1.73 m2 or rapidly declining
renal function
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A Primary Outcome

100 7 Hazard ratio, 0.75 (95% Cl, 0.65-0.86) Placebo
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Days since Randomization

No. at Risk
Placebo 1867 1715 1345 1108 854 611
Empagliflozin 1863 1763 1424 1172 909 645




Early GDMT benefits in HFrEF

5. Day 12 Day 34
EMPEROR-Reduced Statistical significance Statistical significance
\ reached for the first time sustained
/ Compared with 7 : i
HR: 0.42

placebo, empagliflozin
significantly reduced the
combined risk of death,

HHF or an emergent or

urgent HF visit requiring

3 (95% CI: 0.19,0.92)
0=0.029 Placebo

Probability of event (%)

IV-ireatment in HF " . (95%H<§::o(.)213,71.00)
patients with LVEF <40% Empagilifiozin p=0.048

from day 12 0 : T T : T
\ / 0 1l0 20 30 40

Days after randomization

Patients at risk

Placebo 1867 1852 1830 1811 1792
Empagliflozin 1863 1855 1845 1826 1815




Supplementary Appendix

This appendix has been provided by the authors to give readers additional information about their work.

Supplement to: Packer M, Anker SD, Butler J, et al. Cardiovascular and renal outcomes with empagliflozin in
heart failure. N Engl ] Med 2020;383:1413-24. DOI: 10.1056/NEJM0a2022190

Inclusion criteria
1. Age 2 18 years at screening. For Japan only: Age = 20 years at screening

2. Men or women. A woman is considered of childbearing potential must be ready and able
to use highly effective methods of birth control per ICH M3 (R2) that result in a low failure
rate of less than 1% per year when used con5|stently and correctly A list of contraception

atients with chronic heart failure diagnosed for at least 3 months before Visit 1, an
currently in NYHA functional class Il, Il or IV

Chronic heart failure with a reduced 1er ventrcarar ejection fraction (LVEF), defined as
LVEF < 40% per local reading (obtained under stable conditions by echocardiography,
radionuclide ventriculography, invasive angiography, MRI or CT). A historical LVEF may
be used if it was measured within 6 months prior to visit 1 or the LVEF may be measured
after study consent has been obtained. The LVEF must be documented in an official
report prior to randomization

Exclusion criteria
Cardiovascular diseases or treatments that increase the unpredictability of or change the

patients’ clinical course. independert-eoi-heoaittaittio—

Myocardial infarction (increase in cardiac enzymes in combination with symptoms of ischefa.or
new ischemic ECG changes), coronary artery bypass graft surgery, or other major cardiovasculg

- urgery, stroke or transient ischemic attack in past 90 days




@ESC European Heart Journal (2023) 44, 3627-3639 ESC GUIDELINES

urope: \50(c / https//do og101093 rheartj/ehad195
oYCada\o

2023 Focused Update of the 2021 ESC
Guidelines for the diagnosis and treatment
of acute and chronic heart failure

The Task Force considered and discussed the following new trials
and any meta-analyses including them: ADVOR (Acetazolamide in
Decompensated Heart Failure with Volume Overload),> CLOROTIC
(Combination of Loop Diuretics with Hydrochlorothiazide in Acute
Heart Failure),> COACH (Comparison of Outcomes and Access to

Care for Heart Failure),4 DAPA-CKD (Dapagliflozin And Pga e
of Adverse outcomes in Chronic Kidney Disease),
(Dapaglifiozin Evaluation to Improve the LIVEs of Patients=w
PReserved FEjection Fraction Heart Failure),® EMPA-KIDNEY
(EMPAgliflozin once daily to assess catdie=ses omes in patients
with chronic KIDNEY disease |~ paglifiozin
Outcome Trial in Patients with Chrot anare with Preserved
Ejection Fraction),® EMPULSE (Empagllﬂozm in Patients Hospltallzed
with Acute Heart Failure Who Have Been Stablllzed),
FIDELIO-DKD (Finerenone in Reducing Kidney Failure and Disease
Progression in Diabetic Kidney Disease),’ FIGARO-DKD
(Finerenone in Reducing Cardiovascular Mortality and Morbidity in
Diabetic Kidney Disease),”’ IRONMAN (Effectiveness of Intravenous
Iron Treatment versus Standard Care in Patients with Heart Failure
and Iron Deficiency),'> PIVOTAL (Proactive IV Iron Therapy
in Haemodialysis Patients),’*'* REVIVED-BCIS2 (Revascularization
for Ischemic Ventricular Dysfunction),” STRONG-HF (Safety,
Tolerability and Efficacy of Rapid Optimization, Helped by
NT-proBNP  Testing, of  Heart Failure Therapies),16
TRANSFORM-HF (Torsemide Comparison with Furosemide for
Management of Heart Failure),’” and TRILUMINATE Pivotal (Clinical
Trial to Evaluate Cardiovascular Outcomes in Patients Treated With

the Tricuspid Valve Repair System Pivotal).'®




Global prevalence of HFpEF

Percentage of HFpEF
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EF, ejection fraction; HF, heart failure; HFpEF, heart failure with
preserved ejection fraction Dhingra A et al. Curr Heart Fail Rep. 2014,11:354-365
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Hazard ratio, 0.73 (95% Cl, 0.61-0.88)
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Months since Randomization

No. at Risk
Placebo 2991 2945 2901 2855 2816 2618 2258 1998 1695 1414 1061
Empagliflozin 2997 2962 2913 2869 2817 2604 2247 1977 1684 1429 1081

Figure 3. Hospitalizations for Heart Failure.
he mean number of events per patient for the first secondary outcome (total [first and recurrent] hospitalizations
for heart failure) in the two groups is shown.
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0 3 6 ? 12 15 18 21 24 27 30 33 36 415 (13.8%) patients with event
Months since randomization Rate: 6.9/100 patient-years

Patients at risk Placebo: . .
Placebo 2991 2888 2786 2706 2627 2424 2066 1821 1534 1278 961 681 400 511 (17.1%) patients with event
Empagliflozin 2997 2928 2843 2780 2708 2491 2134 1858 1578 1332 1005 709 402 Rate: 8.7/100 patient-years

ARR, absolute risk reduction; Cl, confidenc
Anker S et al. N Engl J Med. 2021; 10.1056/NEJMoa?2
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e interval; CV, cardiovascular; HHF, hospitalization for hear yre; HR, hazard ratio
NNT, number needed to treat; RRR, relative risk reductior 7036
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EMPEROR-Preserved

Characteristics of patients at baseline

Empagliflozin Placebo
(n=2997) (n=2991)
NYHA functional class, n (%)
Class | 3(0.1) 1 (<0.1)
Class I 2432 (81.1) 2451 (81.9)
Class Il 552 (18.4) 531 (17.8)
Class IV 10 (0.3) 8 (0.3)
BMI, kg/m? 29.77+5.8 29.90+£5.9
Heart rate, bpm 70.4+x12.0 70.3+x11.8
Systolic BP, mmHg 131.8+£15.6 131.9+15.7
LVEF, % o 2 o 54.3+8.8
>40 to <50%, n (%) 995 (33.2) 988 (33.0)
250 to <60%. n (%) 1028 (34.3) 1030 (34.4)
260%. n (%) 974 (32.5) 973 (32.5)

.~

NT-proBNP, median (IQR), pg/mL
Aetiology of HF, n (%)

Ischaemic

Non-ischaemic
CV history, n (%)

HHF <12 months

Atrial fibrillation

Diabetes mellitus

Hvpoertenc<ion

S
994 (501, 1740)

1079 (36.0)
1917 (64.0)

699 (23.3)
1543 (51.5)

1466 (48.9)
27721 (90 R)

946 (498, 1725)

1038 (34.7)
1953 (65.3)

670 (22.4)
1514 (50.6)

1472 (49.2)
270 (90 A)
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A Primary Outcome

Hazard ratio, 0.82 (95% Cl, 0.73-0.92)
P<0.001
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B Worsening Heart Failure Event
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Table 1. Characteristics of the Patients at Baseline.*

Dapagliflozin Placebo
Characteristic (N=3131) (N=3132)

Age —yr 71.8+9.6 71.5£9.5
Female sex — no. (%) 1364 (43.6) 1383 (44.2)
Race — no. (%)T
Asian 630 (20.1) 644 (20.6)
Black 81 (2.6) 78 (2.5)
White 2214 (70.7) 2225 (71.0)
Other 206 (6.6) 185 (5.9)
Geographic region — no. (%)
North America 428 (13.7) 423
Latin America 602 (19.2) 579
Europe or Saudi Arabia 1494 (47.7) 1511
Asia 607 (19.4) 619
NYHA class — no. (%)%
I 2314 (73.9) 2399 (76.6)
807 (25.8) 724 (23.1)
10 (0.3) 8 (0.3)

13.5)
18.5)
48.2)
19.3)

(
(
(
(

Left ventricular ejection fraction
Mean — % 54.0+8.6 54.3+8.9
Distribution — no. (%)
<49% 1067 (34.1) 1049 (33.5)
50-59% 1133 (36.2) 1123 (35.9)
=60% 931 (29.7) 960 (30.7)
Medical history — no. (%)
Type 2 diabetes mellitus 1401 (44.7) 1405 (44.9)
Hypertension 2755 (88.0) 2798 (89.3)
Previous left ventricular ejection fraction <40% 572 (18.3) 579 (18.5)
Estimated GFR — ml/min/1.73 m? 9 61+19
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Management of patients with HFpEF

¢ f v

Diuretics for Dapagliflozin/ Treatment for aetiology,
fluid retention Empagliflozin CV and non-CV comorbodities
(Class 1) (Class ) (Class )
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Figure 2 Management of patients with heart failure with preserved ejection fraction. CV, cardiovascular; HFpEF, heart failure with preserved ejection
fraction.
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EMPULSE: Patients treated with empagliflozin were 36% more likely to
experience a clinical benefit than those who received placebo

53,9%
Clinical be nefit* 39,7% e
6.4%
- r 7.2% Stratified win
ime to dea 4,0% ratio: 1.36
10,6% (95% CI: 1.09, 1.68)
HF event frequency 7.7% p=0.0054
0,2%
Time to HF event | 0,6% Death:
25.0% Empagliflozin: 4.2%
- HF event:
Ties, ”rg\r/‘ieojsﬁhe Empagliflozin: 10.6%
P B s.4% Placebo: 14.7%

0,25 0,5 1 2 4

< >
< >

B Empagliflozin winner [l Placebo winner

Favours placebo Favours empagliflozin 10 mg




EMPULSE:
Selected inclusion and exclusion criteria

INCLUSION EXCLUSION

Currently hospitalized for the primary diagnosis I Cardiogenic shock
of AHF (de novo or decompensated chronic HF), !

regardless of EF

HHF triggered by secondary cause (e.g. acute M,
pulmonary embolism)

2 .
A"

Meets stahili

Randomization 224 hours and no later than 5 days after Planned or previous (within 30 days) cardiovascular

admission, as early as possible after stabilization and revascularization or major cardiac surgery/intervention/
hile still in hospital device implanigtion

Elevate ' @ACS, MI, stroke or TIA within 90 days >
Without AF: NT-proBNP >1600 pg/mL or BNP 2400 pg/mL

With AF: NT-proBNP 22400 pg/mL or BNP 2600 pg/mL

I eGFR <20 mL/min/1.73 m?2

I Treatment with minimum dose of 40 mg of IV furosemide .

(or equivalent of other IV loop diuretic) I Type 1 diabetes mellitus
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Primary Outcome and Individual Components

Components of Primary Outcome®

p=0.006
1

560mg Median

800mg

(IQR 260-1150)  (IQR 380-1715)

I
o

Dapagliflozin 10 mg
+ Protocol-directed Diuretics

Protocol-directed
Diuretics

Primary Outcome: Diuretic Efficiency2? : Cumulative Weight Change Cumulative Loop Diuretic Dose
~—~ 4000
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E Adjusted OR, 0.65 5 2
3 (95% Cl, 0.41-1.01); i © 3

-1.54 p=0.06 - -154 (&] 0+
Dapagliflozin 10 mg Protocol-directed H Dapagliflozin 10 mg Protocol-directed
+ Protocol-directed Diuretics Diuretics E + Protocol-directed Diuretics Diuretics

* The addition of dapagliflozin resulted in an improvement in diuretic efficiency that did not reach statistical significance
* However, the dapaglifiozin treatment arm required significantly lower loop diuretic dose to achieve a similar change in weight
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Use of SGLT2 Inhibitors Reduces Heart
Failure and Hospitalization: A Multicenter,
Real-World Evidence Study
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BM) Open Can SGLT-2 inhibitors improve
cardiovascular outcomes and ensure
safety for patients with type 2 diabetes
and heart failure in Thailand? A real-
world multicentre retrospective
cohort study
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A Heart failure hospitalization

Cox proportional hazards regression for heart failure hospitalization
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46,816
patients with
incident
HFrEF

DANISH
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FAILURE
REGISTRY
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Published online 11 May 2025 in Wiley Online Library (wileyonlinelibrary.com) DOI: 10.1002/ehf2.15320

Real-world use of guideline-directed therapy for heart
failure: Insights from the Danish Heart Failure Registry
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ORIGINAL RESEARCH ARTICLE

reatment Pattern of Heart Failure Patients in Sweden During
2021-2023 in Relation to Updated Treatment Recommendations

90% p - = |otal population
80%

70%

60% s

50% ! — <65 years

40% - 65-80 years
0/ _—

30% >80 years
0

— —— HFIEF

10%

00/0 2 2 a 2 — HFmrEF

2021 2022 2023 2021 2022 2023 2021 2022 2023 HFpEF

— NOmen

Men




JAMA Cardiology | Original Investigation

Contemporary Use of Sodium-Glucose Cotransporter-2 Inhibitor
Therapy Among Patients Hospitalized for Heart Failure

With Reduced Ejection Fraction in the US

The Get With The Guidelines-Heart Failure Registry
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JAMA Cardiology | Original Investigation

Sodium-Glucose Cotransporter 2 Inhibitor Use for Heart Failure
in US Ambulatory Cardiovascular Care

Abdelghani El Rafei, MD, MS; Kensey Gosch, MS; Evan S. Manning, MD, MPP; Alireza Ghajar, MD;

Sridharan Raghavan, MD; Thomas M. Maddox, MD, SM; Pamela N. Peterson, MD, MSPH; Lisa Fleming, MD, MPH;
Suzanne V. Arnold, MD, MHA; Paul S. Chan, MD, MSc; Stephen J. Greene, MD; Gregg C. Fonarow, MD;

Philip G. Jones, PhD; Larry A. Allen, MD, MHS; Paul L. Hess, MD, MHS

Figure 1. Sodium-glucose Cotransporter 2 Inhibitor Therapy Over Time Among Patients With Heart Failure
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@ ESC European Journal of Heart Failure (2023) 25, 1115-1131 CONSENSUS STATEMENT

European Society  doi:10.1002/ejhf.2888
of Cardiology

Pre-discharge and early post-discharge
management of patients hospitalized for acute
heart failure: A scientific statement by the
Heart Failure Association of the ESC

Acute heart failure is a major cause of urgent hospitalizations. These are followed by marked increases in death and rehospitalization rates,
which then decline exponentially though they remain higher than in patients without a recent hospitalization. Therefore, optimal management
of patients with acute heart failure before discharge and in the early post-discharge phase is critical. First, it may prevent rehospitalizations
through the early detection and effective treatment of residual or recurrent congestion, the main manifestation of decompensation. Second,
initiation at pre-discharge and titration to target doses in the early post-discharge period, of guideline-directed medical therapy may improve
both short- and long-term outcomes. Third,_in_chronic_heart failure, medical treatment is often left unchanged, so the acute heart failure
hospitalization presents an opportunity for implementation of therapy. The aim of this scientific statement by the Heart Failure Association of
the European Society of Cardiology is to summarize recent findings that have implications for clinical management both in the pre-discharge
and the early post-discharge phase after a hospitalization for acute heart failure.
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Figure 1 Determinants of better outcome after discharge.
Optimal decongestion, optimization of guideline-directed medical
therapy (GDMT) and intensive post-discharge monitoring reduce
mortality and new heart failure events after discharge.




2023 ESC Heart Failure Focused Update: Pre-Discharge and Early Post-Discharge
Follow-Up of Patients Hospitalized for Acute HF

Recommendation

An intensive strategy of initiation and rapid up-titration of evidence-based treatment
before discharge and during frequent and careful follow-up visits in the first 6 weeks
following a HF hospitalization is recommended to reduce the risk of HF rehospitalization
or deaths<e




Early freatment initiation in the hospital is
associated with improved adherence
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Implementation of Medical Therapy in Different Stages of Heart
Failure with Reduced Ejection Fraction: An Analysis of the
VIENNA-HF Registry
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ESC HEART FAILURE STUDY DESIGN
ESC Heart Failure (2025)
Published online in Wiley Online Library (wileyonlinelibrary.com) DOI: 10.1002/ehf2.15398

Digital implementation strategy to increase SGLT2
inhibitor uptake in heart failure: Study design of
EMAIL-HF
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Figure 2 Simplified study design.

A digital letter is sent to the patients,
inviting them to be evaluated for eligibility
2 and initiation of SGLT2 inhibitor therapy

The heart failure specialist writes a

A z z : = prescription of dapaglifiozin or
Patients with heart failure are identified through empaglifiozin

nationwide registries and randomized 1:1 to
1 receive a digital letter through the mandatory

mailbox ‘Digital Post'
0 ’ O ’ @ ’ ’ ’
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—_—— Patients are allocated to their Therapy is considered initiated

local heart failure clinic when the prescription is redeemed
from a pharmacy within six months

-

A heart failure specialist contacts the
patients within 30 days and confirms
eligibility through their electronic medical
records
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Region S1~ALLAND -
Hovedstaden S Ddede

Date:

New treatment option for patients with heart failure
Dear “Name Surname”

We are contacting you because you are registered with a diagnosis of heart failure in the
Danish National Patient Register.

Heart failure is a serious condition that can have a significant impact on daily life for many
patients. With heart failure, patients may experience symptoms such as physical
exhaustion, shortness of breath, dizziness, and fluid buildup in the legs.

In 2021, a new and groundbreaking medication, "SGLT2 inhibitors", for the treatment of
heart failure was approved in Denmark, as well as in the rest of Europe and the United
States. Evidence has shown that SGLT2 inhibitors can:

Improve quality of life and reduce symptoms of heart failure
Reduce the risk of death or hospitalization due to heart failure
Reduce the risk of developing other cardiovascular diseases
Protect and improve the kidney function

You now have the opportunity to be contacted by a heart failure specialist to learn more
about this medication and explore your options for starting treatment, even if you do not
currently have heart failure symptoms. Click the link below to provide your contact
information and give consent for us to contact you.

Click on the link

www.personal-weblink.dk

The link is personal and may not be shared

Sincerely,

Morten Schou, clinical professor, and heart failure specialist
Department Of Cardiology, Herlev-Gentofte Hospital
E-mail: hgh-fp-hjertesvigt@regionh.dk

This emad has been sent as part of a research project that aims to investigate the effectiveness of usng Digtal Post to inform patients
about new and recommended medication. As registry data may contain errors, please disregard this message if you do not have or have
never had heart failure. The Capital Region of Denmark uses and handies all personal information redated to patient care and research
activities confidentially. Read more about how the Capital Region of Denmark processes personal data and your rights at:

nh.dk/persondatapolitik




The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Empagliflozin in Patients with Chronic
Kidney Disease

The EMPA-KIDNEY Collaborative Group*
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Years of Follow-up

No. at Risk

Placebo 3305 3250 3129 2243 1496 592
Empagliflozin 3304 3252 3163 2275 1538 624

Figure 1. Progression of Kidney Disease or Death from Cardiovascular Causes.



The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Empagliflozin in Patients with Chronic
Kidney Disease

The EMPA-KIDNEY Collaborative Group*

METHODS

We enrolled patients with chronic kidney disease who had an estimated glomeru-
lar filtration rate (eGFR) of at least 20 but less than 45 ml per minute per 1.73 m?
of body-surface area, or who had an eGFR of at least 45 but less than 90 ml per
minute per 1.73 m? with a urinary albumin-to-creatinine ratio (with albumin mea-
sured in milligrams and creatinine measured in grams) of at least 200. Patients
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Figure 2. Primary Outcome in Key Prespecified Subgroups.
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Dapagliflozin in Patients
with Chronic Kidney Disease

Hiddo J.L. Heerspink, Ph.D., Bergur V. Stefénsson, M.D.,

Ricardo Correa-Rotter, M.D., Glenn M. Chertow, M.D., Tom Greene, Ph.D.,
Fan-Fan Hou, M.D., Johannes F.E. Mann, M.D., John J.V. McMurray, M.D.,
Magnus Lindberg, M.Sc., Peter Rossing, M.D., C. David Sjéstrém, M.D.,
Roberto D. Toto, M.D., Anna-Maria Langkilde, M.D., and David C. Wheeler, M.D.,
for the DAPA-CKD Trial Committees and Investigators*

A Primary Composite Outcome
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Dapagliflozin in Patients
with Chronic Kidney Disease

Hiddo J.L. Heerspink, Ph.D., Bergur V. Stefénsson, M.D.,

Ricardo Correa-Rotter, M.D., Glenn M. Chertow, M.D., Tom Greene, Ph.D.,
Fan-Fan Hou, M.D., Johannes F.E. Mann, M.D., John J.V. McMurray, M.D.,
Magnus Lindberg, M.Sc., Peter Rossing, M.D., C. David Sjéstrém, M.D.,
Roberto D. Toto, M.D., Anna-Maria Langkilde, M.D., and David C. Wheeler, M.D.,
for the DAPA-CKD Trial Committees and Investigators*

METHODS
We randomly assigned 4304 participants with an estimated glomerular filtration

rate (GFR) of 25 to 75 ml per minute per 1.73 m? of body-surface are4.and = uri-

nary albumin-to-creatinine ratio (with albumin measured in milligrams and cre-

atinine measured 1n grams) of 200 to 5000 to receive dapaglifiozin (10 mg once

daily) or placebo. The primary outcome was a composite of a sustained decline in




Subgroup Dapagliflozin Placebo Hazard Ratio (95% Cl)
no. of participants/total no.

All participants 197/2152 312/2152 —— 0.61 (0.51-0.72)
Age |

<65 yr 122/1247 191/1239 —— 0.64 (0.51-0.80)

>65 yr 75/905 121/913 — 0.58 (0.43-0.77)
Sex E

Male 126/1443 209/1436 —— 0.57 (0.46-0.72)

Female 71/709 103/716 —a— E 0.65 (0.48-0.88)
Race |

White 110/1124 174/1166 —a— E 0.62 (0.49-0.79)

Black 7/104 14/87 : 0.33 (0.13-0.81)

Asian 53/749 77/718 —— E 0.66 (0.46-0.93)

Other 27/175 47/181 —_— 0.54 (0.33-0.86)
Geographic region E

Asia 50/692 69/654 —— 0.70 (0.48-1.00)

Europe 57/610 89/623 — E 0.60 (0.43-0.85)

North America 35/401 69/412 —_—— 0.51 (0.34-0.76)

Latin America 55/449 85/463 —a— E 0.61 (0.43-0.86)
Type 2 diabetes :

Yes 152/1455 229/1451 —— 0.64 (0.52-0.79)

No 45/697 83/701 —_— 0.50 (0.35-0.72)
Esti cop :

<45 ml/min/1.73 m2 152/1272 217/1250 —— 0.63 (0.51-0.78)

45 ml/min/1.73 m2 45/880 95/902 —_— 0.49 (0.34-0.69)
Urinary ol i ;

<1000 44/1104 84/1121 — 0.54 (0.37-0.77)

>1000 153/1048 228/1031 —— 0.62 (0.50-0.76)
Systolic blood pressure E

<130 mm Hg 46/793 96/749 —— : 0.44 (0.31-0.63)

>130 mm Hg 151/1359 216/1403 —— 0.68 (0.56—0.84)
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Figure 2. Primary Outcome According to Prespecified Subgroups at Baseline.
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Mind the Gap in Kidney Care: Translating What = ® creccorupcaes
We Know into What We Do
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