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Diabetes & Cardiovascular Risk

Type 2 Diabetes & Cardiovascular Risk
When hitting the A1C target means missing the bigger picture.
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Why This Matters

Cardiovascular disease remains the leading cause of death among people with type 2 diabetes—accounting for
more mortality than diabetes-related kidney disease, infections, and accidents combined. Yet the conversation
in primary care often narrows to a single metric: the A1C. When your hemoglobin A1C sits at 7%, that
achievement masks a critical blind spot: your lipids may be undertreated, your blood pressure may drift above
goal, and medications proven to reduce heart attack and stroke risk may not be on your regimen.

The cardiometabolic revolution of the past decade has revealed that glycemic control, while important, is
insufficient as a standalone measure of cardiovascular health in diabetes. The real driver of life-threatening
events in diabetic patients is not the ALC—it is the atherogenic dyslipidemia, the insulin resistance lurking
beneath normal lab values, the hypertension, and the accelerated atherosclerosis that diabetes catalyzes.
Missing this shift in thinking can cost years of life.

Why Diabetes & CV Risk Flies Under the Radar

The A1C anchoring bias. Providers and patients alike become fixated on hitting the A1C target as the
measure of diabetes success. A1C < 7% feels like victory, even when lipid panels reveal untreated dyslipidemia
and BP hovers at 140/90.

Cardiometabolic risk invisibly high. A patient with type 2 diabetes, elevated triglycerides (250 mg/dL), low
HDL (35 mg/dL), and 'normal' LDL-C (100 mg/dL) appears to have acceptable lipid control—but the atherogenic
particle burden is staggering. Standard lipid panels lie.

GLP-1 receptor agonists and SGLT2 inhibitors underutilized for CV protection. These medications are
increasingly recognized for cardiovascular and renal benefits independent of glycemic control. Yet many
patients with type 2 diabetes remain on metformin alone, missing years of preventive therapy.

Lipid and BP targets relaxed in diabetes. Historically, providers tolerated higher BP and less aggressive lipid
therapy in diabetic patients. New evidence shows aggressive targets reduce events.

What Changed in 2026

Age-stratified statin recommendations finalized. ACC/AHA guidance now explicitly recommends
moderate-intensity statins (Cor 1) for all diabetics age 40-75, regardless of baseline LDL-C. For ages 20-39 with
type 2 diabetes, specific risk assessment including diabetes-specific risk enhancers now guides initiation. For
patients >75, benefit-risk is explicitly individualized.

Diabetes-specific risk enhancers in PREVENT. The 2024 PREVENT guidelines incorporate diabetes-specific
risk modifiers (duration, kidney disease, retinopathy, albuminuria) into the pooled risk formula, moving beyond
generic 10-year calculators.



ApoB and non-HDL-C elevated to co-primary targets. For patients with type 2 diabetes and dyslipidemia,
ApoB and non-HDL-C now guide intensity of lipid therapy, not LDL-C alone.

MyCardioAdvocate™ Checklist

Use this five-point checklist to ensure your diabetes care addresses CV risk, not just glycemic control:

1. Is my cardiovascular risk being actively addressed, not just my A1C?

Ask your provider: '‘Beyond my A1C, what is my 10-year risk for heart attack or stroke? What changes are you making
to reduce that risk?' A good answer includes discussion of lipids, BP, aspirin, and cardiac prevention medications.

2. Am | on a GLP-1 receptor agonist or SGLT2 inhibitor for cardiorenal protection?

These medications reduce CV events and kidney disease progression in people with type 2 diabetes, independent of
the glucose-lowering effect. If you are not on one or both, ask why.

3. Are my lipids being aggressively managed?

Request a lipid panel including LDL-C, non-HDL-C, triglycerides, HDL, and ideally ApoB. If triglycerides are >150 and
HDL <40, ask about high-intensity statin therapy or addition of ezetimibe or PCSK9 inhibitor.

4.1s my blood pressure at goal?

The diabetes consensus target is <130/80 mmHg. If you are consistently above this, ask your provider why—and
whether a medication adjustment is warranted.

5. Am | receiving comprehensive metabolic evaluation?

Request assessment for insulin resistance (HOMA-IR or fasting insulin), kidney function (eGFR, urine
albumin-to-creatinine ratio), and retinopathy screening. These inform risk stratification.

CPR Opportunities

GLP-1 agonists in prediabetes and metabolic syndrome without formal diabetes. While GLP-1 RAs are
FDA-approved for type 2 diabetes, emerging data and expert consensus suggest their use in patients with
metabolic syndrome and elevated CV risk—even without meeting diabetes diagnostic criteria—may prevent
progression and reduce events. This is a gray area meriting shared decision-making.

Statin initiation in young type 2 diabetics (age 20-39). Historically, statins were deferred in younger patients
with diabetes. New risk calculators and diabetes-specific risk enhancers now justify early initiation in selected
young diabetics with additional risk factors. Timing and intensity require nuanced discussion.

On the Horizon

CKM syndrome concept. Emerging research integrates chronic kidney disease, cardiometabolic disease, and
metabolic dysfunction under a unified framework—CKM syndrome—to better identify and treat patients at the
intersection of kidney disease and diabetes.

Tirzepatide cardiovascular outcomes data. The SUMMIT trial is expected to report CV outcomes for
tirzepatide (dual GLP-1/GIP agonist) in patients with type 2 diabetes. Results may reshape initial therapy



decisions.

Key Takeaways

« Cardiovascular disease, not microvascular complications, drives mortality in type 2 diabetes. Sole focus on A1C
misses the bigger picture.

» Cardiometabolic risk (dyslipidemia, hypertension, insulin resistance) should drive therapy intensity as much as
the glucose level.

* GLP-1 receptor agonists and SGLT2 inhibitors offer CV and renal benefits independent of glucose lowering.
« Lipid targets and BP targets in diabetes have tightened; aggressive management is now guideline-standard.

« Diabetes-specific risk enhancers now inform statin initiation across all age groups.

Next Steps & Related Content

* Request a cardiovascular risk assessment beyond A1C from your provider.
¢ Discuss GLP-1 RA and SGLT2i for CV protection if not already on them.

* Ask for advanced lipid testing: non-HDL-C, triglycerides, and ApoB.

* Ensure BP is at target: <130/80 mmHg.

Related MyCardioAdvocate™ briefs: The Sweet Spot (Diabetes & Glucose Control), Metabolic Syndrome,
Obesity & Weight Management, Lipid Guidelines, The Atherogenic Triad

Disclaimer: This brief is for educational purposes and does not replace professional medical advice. Always consult your cardiologist or primary
care provider before making changes to your care plan.



