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Liraglutide and semaglutide improve cardiovascular and renal outcomes across baseline
BP categories: analysis of LEADER and SUSTAIN 6
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Figure 2: Treatment ratios (liraglutide or semaglutide vs placebo) in time to first MACE using quadratic spline regression according to

the treatment HR and 95% Cl, adjusted for baseline characteristics related
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and thepinferaction between BP category and treatment, was usgeJd %/o calculate Stage 2 hypertension (systolic =140 or diastolic =90) 3827 (41) 1404 (43) Cl, confidence interval; HR, hazard ratio; MACE, major adverse cardiovascular events; M, myocardial infarction e |In LEADER and SUSTAIN 6, liraglutide and semaglutide demonstrated improvements in CV and renal outcomes irrespective of baseline BP categories.
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