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BACKGROUND  In participants randomized to placebo, a history of PAD was associated with an increased risk of CV outcomes when « Empagliflozin reduced the risk of total HHF (PAD: HR 0.64 [95% CI 0.42-0.98]; no PAD: HR 0.73 [95% CI 0.63-0.84];

compared with those with no history of PAD. Specifically, the hazard ratios for total HHF, time to CV death, and time P eracion=0-96) in both participants with and without a history of PAD. The albsolute risk reduction (ARR) for total HHF

to all-cause mortality were higher in people with PAD. Renal outcomes were similar in participants with and without events was 6.0% amongst participants with PAD and 3.2% amongst participants without PAD. There was no significant
PAD (Figure 1) interaction between PAD history and the efficacy of empagliflozin on CV or renal outcomes (Figures 2 and 3).

* While it is well established that peripheral arterial disease (PAD) is associated with
worsening major adverse cardiovascular events (CV) and major adverse imb events!,

the relationship between PAD and heart failure (HF) is less well defined.” Figure 2. The effect of empagliflozin on CV and renal outcomes by history of PAD

Figure 1. Risk of CV outcomes in participants with and without PAD in the placebo population
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