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Abstract: Type 2 diabetes mellitus (DM) is associated with an increased risk of cardiovascular disease
(CVD). Atrial fibrillation (AF) and stroke are both forms of CVD that have major consequences in
terms of disabilities and death among patients with diabetes; however, they are less present in the
preoccupations of scientific researchers as a primary endpoint of clinical trials. Several publications
have found DM to be associated with a higher risk for both AF and stroke; some of the main drugs
used for glycemic control have been found to carry either increased, or decreased risks for AF or for
stroke in DM patients. Given the risk for thromboembolic cerebrovascular events seen in AF patients,
the question arises as to whether stroke and AF occurring with modified incidences in diabetic
individuals under therapy with various classes of antihyperglycemic medications are interrelated
and should be considered as a whole. At present, the medical literature lacks studies specifically
designed to investigate a cause–effect relationship between the incidences of AF and stroke driven by
different antidiabetic agents. In default of such proof, we reviewed the existing evidence correlating
the major classes of glucose-controlling drugs with their associated risks for AF and stroke; however,
supplementary proof is needed to explore a hypothetically causal relationship between these two,
both of which display peculiar features in the setting of specific drug therapies for glycemic control.

Keywords: diabetes mellitus; atrial fibrillation; stroke; metformin; thiazolidinediones; GLP-1 receptor
agonists; SGLT-2 inhibitors

1. Introduction

Cardiovascular disease (CVD) is the main cause of morbidity and mortality in type 2 diabetes
patients. The increased cardiovascular risk seen in diabetic patients cannot be mitigated with
a monofactorial intervention of plasma glucose control, requiring a multi-factorial control of all
cardiovascular risk factors [1,2]. Some of the newer classes of antihyperglycemic drugs have the potential
to improve other risk factors beyond glycemic levels, and to protect against major cardiovascular
events. Hence, the presence of CVD has become one of the key decision factors in the international
guidelines counseling the choice of second-line antidiabetic medication after metformin [3].

Among all potential clinical forms of diabetes-associated obstructive artery disease,
cerebrovascular disease is a serious condition, inducing major disabilities and a shortened life
span. In a large meta-analysis of 102 prospective studies, diabetes mellitus was associated with a
2.27-fold increase in the risk for ischemic stroke when compared with a non-diabetic status [4].
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Accumulating clinical evidence also seems to connect diabetes mellitus with an increased risk for
atrial fibrillation (AF) [5]. Diabetes mellitus may induce structural and electrical alterations of the left
atrium (deposition of advanced end-glycation products and connexin-mediated fibrosis), and stimulate
the production of pro-coagulant factors (von Willibrand factor, soluble P-selectin, and other molecules
exerting pro-inflammatory and pro-oxidative actions or favoring platelet activation and aggregation) [6].
All these changes promote clotting in the left atrial appendage and subsequent thromboembolism [6].

In a turning point in diabetes-related clinical research, several older or newer drugs used to
control glycemic values in diabetic patients were recently shown—mostly in observational studies,
post-hoc analyses of the major trials, or various meta-analyses—to display different levels of risk for
either AF or stroke [7,8]. Such evidence exists for all classes of antidiabetic drugs included in the
major international guidelines [3,7,8]. These drugs are summarized in Table 1. The body of evidence
accumulating for each of these two new facets of antidiabetic medications is continuously increasing,
and may represent far more than a random coincidence, even though no studies have been drafted to
investigate a specific cause-effect relationship between the AF and stroke risks associated with use
of various antihyperglycemic agents. Therefore, the aim of the present review is to gather, for the
first time in the literature, the current knowledge on the risks of each of the antihyperglycemic drugs
advised by current guidelines for both AF and stroke, raising the question as to whether they are
causally interconnected.

Table 1. Classes of antihyperglycemic drugs included in current guidelines [3].

Drug Mechanism of Action

Insulin Activation of insulin receptor; various effects on
multiple metabolic pathways

Metformin Reduced insulin resistance, mostly by
decreasing gluconeogenesis

Sulfonylureas (SU) Insulin secretagogues by activation of SUR (SU
receptor) unit of ATP-sensitive potassium channels

Thiazolidinediones (TZD) Insulin sensitizers by the activation of peroxisome
proliferator-activated receptor (PPAR)-γ

Dipeptidyl peptidase-4 (DPP-4) inhibitors Inhibition of DPP-4 and subsequent conservation of
native human GLP-1 in its active form

Glucagon-like peptide-1 (GLP-1) receptor agonists Activation of GLP-1 receptor at high
pharmacological concentrations

Sodium-glucose cotransporter-2 (SGLT-2) inhibitors
Inhibition of active reabsorption of glucose and
sodium performed by SGLT-2 in the proximal

convoluted tubule

2. Antihyperglycemic Drugs, Atrial Fibrillation and Stroke

Recently published research has frequently depicted various classes of antihyperglycemic agents
as being associated with modified levels of risk for either AF or stroke. Stroke episodes in AF
patients frequently have a thromboembolic nature; hence, the question arises as to whether a specific
risk for AF in one or the other of the antidiabetic drugs would reflect an accordingly modified risk
for cerebral thromboembolism, and thus stroke. Unfortunately, the major clinical trials have not
yet distinguished between the ischemic or hemorrhagic nature of stroke episodes, and least of all,
between the atherothrombotic or thromboembolic etiology of ischemic strokes [9,10]. In the absence of
dedicated studies using electrocardiogram (ECG) technologies to monitor the heart rhythm, a high
number of asymptomatic AF and/or paroxysmal, recurrent episodes of AF may go unrecognized;
this may underlie the inconstant associations between diabetes and incidences of AF or stroke seen in
clinical studies, especially those not reporting AF as a specific outcome [11]. We searched Medline and
Scopus databases using the logical string “atrial fibrillation” OR “stroke” AND “antihyperglycemic”
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AND “diabetes” to identify these key terms in the title or abstract of English-written articles published
before June 2019. Clinical studies or trials, meta-analyses, and systematic reviews focusing on human
subjects were selected. After eliminating duplicates, this initial search returned 14 results. We screened
all titles and abstracts to select papers that could be considered relevant to the aim of our review.
This operation led to a further reduction to only 11 titles. A second search using the same algorithm
and replacing the key term of “antihyperglycemic“ with “insulin“ OR “metformin” OR “sulfonylurea
(SU)” OR ”thiazolidindione (TZD)” OR ”dipeptidyl peptidase-4 (DPP-4) inhibitor” OR ”glucagon-like
peptide-1 (GLP-1) receptor agonist” OR ”sodium-glucose cotransporter-2 (SGLT-2) inhibitor” issued
28 supplementary papers, which were also included in our review. When potential mechanistical
explanations were useful, we also referred to other relevant review papers, selected by the same two
search algorithms; as an only exception, we included a case report which filled a gap in an area of
scarce evidence. The following sections summarize the data related to the risk of AF and stroke for
each class of antihyperglycemic agents.

2.1. Insulin

In a case-control study on Taiwan registries, insulin therapy was associated with a higher risk of
new-onset AF in diabetic patients than with other antihyperglycemic medications [12]. Among patients
in the PREvention oF thromboembolic events—European Registry in Atrial Fibrillation (PREFER in
AF) registry, insulin users, but not diabetic patients treated with non-insulin antihyperglycemic drugs,
were shown to have a higher risk of stroke compared with non-diabetic individuals [13]. In a Medicare
analysis on 798,592 AF patients, insulin-requiring diabetic subjects also had a higher risk of stroke
than diabetic patients not requiring insulin therapy or non-diabetic individuals; use of insulin therapy
was associated in this registry study with an attenuation in the efficacy of anticoagulant drugs [6].
However, the association between insulin therapy and this pro-arrhythmic status may be biased by the
longer duration of type 2 diabetes usually seen in patients treated with insulin. Such subjects may
have experienced years of suboptimal glycemic control on other non-insulin therapies, and may have
had the time to develop significant comorbidities [12]. The real possibility exists that hyperinsulinism
(either due to insulin resistance or, in this case, having an iatrogenic component) may be associated
with an increased anti-fibrinolytic status, as insulin stimulates the Plasminogen Activator Inhibitor-1
(PAI-1) production in adipocytes [14].

2.2. Metformin

In a cohort study on 645,710 Taiwan patients, monotherapy with metformin was associated with a
19% reduction in the risk of AF compared with the use of other antihyperglycemic medications during
a 13-year follow-up. Metformin users had the lowest AF incidence rates in the first two years after
diagnosis, but the protective effect tended to fade afterward [15]. Possible explanations accounting for
the favorable effect of metformin include its actions on adenosine monophosphate-activated kinase,
and the drug-induced reduction of the oxidative stress and the myolysis in the atrial tissue [15,16].
The loss of its protective effect over time may be underlain by the progressive deterioration of β-cell
function typically observed in type 2 diabetes, which may lead to a worsened glycemic control, or by the
gradual remodeling of the atrial wall [15]. In the above-mentioned case-control study, also originating
from Taiwan registries, biguanides, of which metformin is the main representative today, were also
associated with a lower risk of developing AF [12].

Current evidence suggests that metformin also has a protective effect against ischemic stroke,
even though specific outcome studies analyzing a potential cause–effect relationship between the
protective role of metformin against AF development and the rate of thromboembolic events are
lacking in the medical literature. The results of the United Kingdom Prospective Diabetes Study
(UKPDS) suggested that intensive blood glucose control with metformin, compared with the use of
sulfonylureas or insulin, significantly reduced the risk of stroke [17]. After a four-year follow-up,
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the administration of metformin within the antihyperglycemic therapy was associated with a 54%
reduction in the risk of stroke, with the best results observed in the highest risk patients [18].

2.3. Sulfonylureas

Most researchers analyzing the risk of AF development have considered SU therapy as only
a control to report comparative AF outcomes of other antidiabetic medications. Among the few
studies making an exception, the previously mentioned Taiwan case-control study found SUs to not be
associated with an increased risk of new-onset AF [12].

Research on the stroke risk associated with SU use generally precedes the publication of most
studies using these drugs as an active comparator for other medications’ AF risk. This class of
hypoglycemiant drugs acts on the SU receptor (SUR) unit of the ATP-sensitive potassium channels.
In normal conditions, these ionic channels may play a protective role against neuronal ischemia.
SUs were therefore feared by some authors to inhibit this neuroprotective mechanism, and thus to
increase the risk of stroke [19–21]. Initial results of clinical studies were contradictory, varying between
reports of potential benefits [22], neutral effects [23], or even detrimental effects [24]. A subsequent
meta-analysis of 27,705 diabetic patients from 17 trials found SUs to be associated with a higher relative
risk for stroke than other antihyperglycemic drugs administered for glycemic control [20].

2.4. Thiazolidinediones

Thiazolidinediones are insulin sensitizers acting primarily on the peroxisome proliferator-activated
receptor (PPAR)-γ and, in the case of pioglitazone, also exerting a weak agonist activity on PPAR-α.
Their action on these nuclear receptors is associated with anti-inflammatory and anti-oxidant
benefits, potentially due to favorable effects on Transforming Growth Factor (TGF)-β, Tumor Necrosis
Factor (TNF)-α, Atrial Natriuretic Peptide (ANP), superoxide dismutase (SOD), malonyldialdehyde,
nicotinamide adenine dinucleotide phosphate (NADPH) oxidase subunits, or voltage-dependent
calcium channels [25]. Reports of an increased risk of hydro-saline retention, heart failure,
and cardiovascular events seen with rosiglitazone [26,27] drastically limited their use in diabetic
patients. As a direct effect of these reports, regulatory agencies subsequently requested proof of
cardiovascular safety for the newer generations of antihyperglycemic drugs by means of dedicated trials.

These conflicting features of TZDs led to research on their association with atrial fibrillation and
stroke. In an observational study on 12,605 patients with insulin-naïve type 2 diabetes, the risk of
developing AF was reduced by 31% after a five-year follow-up in patients treated with TZD [28].
In another smaller observational study following the arrhythmic outcomes of catheter ablation,
pioglitazone was also reported to be associated with a reduced risk of post-procedural AF [29].
A better recovery to sinus rhythm was reported in isolated cases of patients with paroxysmal AF
and diabetes who received rosiglitazone [30]. The use of TZDs was associated with a lower risk of
developing AF in the Taiwan case-control study that was previously mentioned [12]. A large cohort
study of 108,624 diabetic, AF-free Danish patients, treated with either metformin or sulfonylureas as
first-line antihyperglycemic therapy, showed a 24% risk reduction in the incidence of AF when TZDs
were used as a second-line drug for glycemic control, compared with other antidiabetic drugs [31].
Post hoc analyses on the incidence of AF in the PROactive (PROspective pioglitAzone Clinical Trial In
macroVascular Events) and BARI 2D (Bypass Angioplasty Revascularization Investigation 2 Diabetes)
trials did not show significant differences in the number of patients developing AF [32,33]. However,
neither of these two randomized studies were designed to include AF between their specific endpoints,
so they did not systematically search for its existence using any ECG-monitoring device. The number
of patients receiving TZDs who developed AF was lower than their counterparts in both studies [32,33].
A meta-analysis including 130,854 patients from three randomized clinical trials and four observational
studies found a 30% reduction in the AF risk in patients treated with TZD, with significantly reduced
incidences of both new-onset AF and recurrent AF [34]. In this meta-analysis, results were observed
predominantly with pioglitazone, but not with rosiglitazone, and were driven by the data in the
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observational studies, as the pooled analysis of the results from the three randomized clinical trials
showed no statistical differences in the AF incidence [34].

Similar to the case of metformin, no specific evidence links the potentially protective role of
TZDs against AF and the effect of these drugs on the risk of cerebrovascular events. However,
some data indicate a real possibility that TZDs have the ability to protect diabetic patients against
stroke development. In another sub-analysis of the PROactive study, the risk for fatal or non-fatal
stroke was significantly reduced with pioglitazone in type 2 diabetes patients with a history of previous
stroke, but not in those without a history of cerebrovascular events [35]. In the Insulin Resistance
Intervention after Stroke (IRIS) trial, performed in non-diabetic but insulin-resistant patients with a
history of stroke or transient ischemic attack, pioglitazone was able to lower the risk for recurrent
stroke or myocardial infarction compared with placebo therapy [36]. Finally, a meta-analysis on three
randomized controlled trials, incorporating 4980 subjects with previous stroke and either insulin
resistance, prediabetes, or type 2 diabetes mellitus, found the use of pioglitazone to be associated with
a 32% lower risk of stroke recurrence compared with a placebo [37].

2.5. DPP-4 Inhibitors

In a cohort study on 90,880 patients with type 2 diabetes previously treated with metformin as a
first-line antihyperglycemic drug, the add-on of DPP-4 inhibitors (mostly sitagliptin) as a second-line
therapy was found to be associated with a lower risk of AF development than the use of other drugs
(mainly SUs) as the second antidiabetic medication [38]. The use of DPP-4 inhibitors was associated
with neither an increased nor a decreased risk of new-onset AF in the case-control study on Taiwan
registries that was previously mentioned [12].

These positive or neutral results on AF risk raised the question of potentially protective effects of
DPP-4 inhibitors against stroke. In another longitudinal observational Taiwan study on 123,050 type
2 diabetes patients that were newly initiated on oral antidiabetic drugs, the use of DPP-4 inhibitors
was associated with a lower risk for ischemic stroke compared with meglitinides or insulin; however,
their risk for stroke was comparable to that observed in metformin users, and higher than the risk
observed in patients treated with pioglitazone [39]. None of the cardiovascular outcome trials with
DPP-4 inhibitors identified a reduced risk for stroke with any of these medications [40–44]. When a
meta-analysis was performed on 19 small randomized trials and the first three cardiovascular outcome
trials with DPP-4 inhibitors that were published, a non-significant trend toward protection against
stroke was found, but this trend disappeared when only the cardiovascular outcome trials were
introduced into another pooled analysis [45]. Likewise, a meta-analysis of the five cardiovascular
outcome trials with DPP-4 inhibitors available at the end of 2018 showed a neutral effect on the
risk for stroke, similar to the profile of safety, but showed a lack of benefits in terms of the risk for
myocardial infarction, cardiovascular death, or heart failure [46]. Similar to the case with other drugs,
none of the cardiovascular outcome trials or meta-analyses with DPP-4 inhibitors published so far
have differentiated between stroke events of hemorrhagic or ischemic origin, least of all between
atherothrombotic or thromboembolic events.

2.6. GLP-1 Receptor Agonists

A side effect of GLP-1 receptor agonists includes a moderate increase in heart rate [47], which may
be due to either an effect of the direct stimulation of the GLP-1 receptor found on sino-atrial cells, or a
compensatory response to the relative lowering of blood pressure levels seen with GLP-1 receptor
agonists [48,49]. Acknowledgement of this effect on the heart rate led to concerns that GLP-1 receptor
agonists may be associated with a higher risk for AF, especially after a pooled analysis of the phase
2b and phase 3 trials in the Albiglutide and cardiovascular outcomes in patients with type 2 diabetes
and cardiovascular disease (Harmony Outcomes) program with albiglutide showed a statistically
significant increase in the AF incidence with this drug [50]. However, the cardiovascular outcome trials
with lixisenatide, liraglutide, or semaglutide found no differences in the AF incidence between any of
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the active drugs and the placebo comparator [51–53]. As cardiovascular outcome trials are specifically
designed to follow major cardiovascular events, it is plausible to think that an AF episode—even though
not counting as a pre-defined endpoint—should be more recognized in such studies than in trials with
metabolic outcomes, to therefore offer a better statistical accuracy. Since these three cardiovascular
outcome trials included patients with pre-existing cardiovascular disease, it is also presumable that
such subjects would be treated with β-blockers, thus reducing the probability of AF occurrence and
reducing the number of cases below the limit of statistical significance. Subsequently, a meta-analysis
of all trials available in 2017 with GLP-1 receptor agonists (including studies with albiglutide, but also
with exenatide, lixisenatide, liraglutide, dulaglutide, and semaglutide) showed no increase in the risk
of AF with these drugs [54].

However, aside from speculations about the risks of AF, GLP-1 receptor agonists are definitely not
associated with a higher risk for stroke. All GLP-1 receptor agonists developed from the human GLP-1
backbone (liraglutide, injectable semaglutide, albiglutide, and dulaglutide) are able to lower the risk
for the composite outcome of major cardiovascular events (cardiovascular death, non-fatal myocardial
infarction, and non-fatal stroke) [53,55–57]. When endpoints included in the composite outcome were
analyzed separately in each of these trials, liraglutide and albiglutide demonstrated non-significant
differences opposite to the placebo in terms of the risk of stroke [55,56], whereas injectable semaglutide
showed a significant 39% reduction [53], and dulaglutide was associated with a 24% reduction in
the calculated risks for non-fatal stroke [57]. In a previously mentioned meta-analysis, including,
in this case, the four cardiovascular outcome trials with GLP-1 receptor agonists available at the end of
2018, this class of drugs was associated with a 13% reduction in the risk for non-fatal stroke, even if
atherothrombotic, thromboembolic, and/or hemorrhagic events were not differentiated [46].

2.7. SGLT-2 Inhibitors

SGLT-2 inhibitors exert their actions by inhibiting the active reabsorption performed by this
specific co-transporter of sodium and glucose at the level of the proximal convoluted tubule. As a
result, glucose, sodium, and water are lost in the final urine, lowering blood pressure and blood glucose
levels, and creating a negative energy balance that induces weight loss. Based on these direct effects on
multiple cardiovascular risk factors, but also on other adjunctive metabolic actions, SGLT-2 inhibitors
seem able to lower the cardiovascular risk in diabetic patients. In the dedicated cardiovascular outcome
trials, empagliflozin and canagliflozin were shown to reduce the progression to the composite outcome
of major cardiovascular events [58,59], whereas dapagliflozin reduced the risk for the composite
outcome of cardiovascular death and hospitalization for heart failure [60]. Currently, no research on
the risk of AF development with any of the SGLT-2 inhibitors has been published, but a sub-analysis of
the Empagliflozin Cardiovascular Outcome Event Trial in Type 2 Diabetes Mellitus Patients-Removing
Excess Glucose (EMPA-REG OUTCOME) acknowledged a slightly increased incidence of stroke in the
empagliflozin treatment group, even though not reaching statistical significance [61]. A subsequent
meta-analysis of 57 studies using seven different approved or unapproved SGLT-2 inhibitors reported
a 30% higher risk of non-fatal stroke [62]. Hypothetical explanations attribute this negative effect either
to chance or to the relative increase in hematocrit, leading to a higher blood viscosity, as these agents
exert an effect of osmotic diuresis [63]. However, another meta-analysis of trials with SGLT-2 inhibitors,
this time including studies lasting at least 24 weeks and reporting at least one cardiovascular outcome,
did not confirm an increased risk of stroke, thus assuring a reasonable level of cerebrovascular safety
with this class of drugs [64]. The above-mentioned pooled analysis, including all three available
cardiovascular outcome trials with SGLT-2 inhibitors, revealed no supplementary risk of stroke with
SGLT-2 inhibitors compared with placebo comparators [46].

3. Conclusions

Current evidence supports the existence of a relationship between diabetes mellitus and an
increased risk for atrial fibrillation and stroke. In these high-risk patients, several reports linking
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antidiabetic medications to modified risks for atrial fibrillation, stroke, or both, have been published in
the last years. The most relevant of these results are summarized in Table 2.

Table 2. Summary of the main current evidence on the association of current antihyperglycemic drugs
with risks of atrial fibrillation (AF) and stroke.

Drug Risk for AF Risk for Stroke

Insulin Increased [12] Increased [6,13]

Metformin Reduced [12,15] Reduced [17,18]

Sulfonylureas Unchanged [12] Reduced [22], unchanged [23], or
increased [20,24]

Thiazolidinediones Reduced [12,28,29,31,34] or
unchanged [32,33] Reduced [35–37]

DPP-4 inhibitors Reduced [38] or unchanged [12] Reduced [39] or unchanged [40–46]

GLP-1 receptor agonists

Increased with albiglutide [50],
unchanged with semaglutide,

liraglutide, and dulaglutide, or in
meta-analyses [51–54]

Reduced in meta-analyses [46] and
with semaglutide [53], unchanged

with liraglutide, albiglutide,
and dulaglutide [55–57]

SGLT-2 inhibitors Data not available Increased in some meta-analyses [62],
unchanged in others [46,64]

The cause–effect relationship between the modified risk for atrial fibrillation of these drugs and
cerebrovascular disease due to thromboembolic events has not yet been analyzed in studies with
dedicated outcomes. However, depicting the ability of some specific antihyperglycemic therapies in
reducing the risks for both atrial fibrillation and stroke as completely separate mechanisms would mean
allowing the existence of slightly too much coincidental evidence. Trials searching for a potentially
causal triangular relationship between antidiabetic drugs, risks for atrial fibrillation, and cerebral
thromboembolism are needed to fill in a gap in evidence, and to potentially supplement the adaptation
of the recommendations of current guidelines to prevent the negative outcomes of cardiovascular
disease in diabetic patients as much as possible.

Author Contributions: Conceptualization, C.-M.L. and B.-M.M.; methodology, C.-M.L. and E.-D.G.; validation,
C.-M.L. and B.-M.M.; formal analysis, C.-M.L., E.-D.G., A.O., and B.-M.M.; investigation, E.-D.G., C.S., R.A.S.,
and A.O.; resources, E.-D.G., C.S., R.A.S., and A.O.; writing—original draft preparation, C.-M.L., E.-D.G., C.S.,
and R.A.S.; writing—review and editing, C.-M.L. and B.-M.M.; visualization, C.-M.L.; supervision, B.-M.M.;
project administration, C.-M.L. and E.-D.G.

Funding: This study received no external funding.

Conflicts of Interest: The authors declare no conflicts of interest.

References

1. Gæde, P.; Lund-Andersen, H.; Parving, H.-H.; Pedersen, O. Effect of a Multifactorial Intervention on Mortality
in Type 2 Diabetes. N. Engl. J. Med. 2008, 358, 580–591. [CrossRef] [PubMed]

2. Rawshani, A.; Rawshani, A.; Franzén, S.; Sattar, N.; Eliasson, B.; Svensson, A.-M.; Zethelius, B.; Miftaraj, M.;
McGuire, D.K.; Rosengren, A.; et al. Risk Factors, Mortality, and Cardiovascular Outcomes in Patients with
Type 2 Diabetes. N. Engl. J. Med. 2018, 379, 633–644. [CrossRef] [PubMed]

3. Davies, M.; D’Alessio, D.; Fradkin, J.; Kernan, W.; Mathieu, C.; Mingrone, G.; Rossing, P.; Tsapas, A.;
Wexler, D.; Buse, J. Management of hyperglycaemia in type 2 diabetes, 2018. A consensus report by the
American Diabetes Association (ADA) and the European Association for the Study of Diabetes (EASD).
Diabetologia 2018, 61, 2461–2498. [CrossRef] [PubMed]

4. Emerging Risk Factors Collaboration. The Emerging Risk Factors Collaboration Diabetes mellitus, fasting
blood glucose concentration, and risk of vascular disease: A collaborative meta-analysis of 102 prospective
studies. Lancet 2010, 375, 2215–2222. [CrossRef]

http://dx.doi.org/10.1056/NEJMoa0706245
http://www.ncbi.nlm.nih.gov/pubmed/18256393
http://dx.doi.org/10.1056/NEJMoa1800256
http://www.ncbi.nlm.nih.gov/pubmed/30110583
http://dx.doi.org/10.1007/s00125-018-4729-5
http://www.ncbi.nlm.nih.gov/pubmed/30288571
http://dx.doi.org/10.1016/S0140-6736(10)60484-9


Medicina 2019, 55, 592 8 of 11

5. Proietti, R.; Russo, V.; Wu, M.A.; Maggioni, A.P.; Marfella, R. Diabetes mellitus and atrial fibrillation: Evidence
of a pathophysiological, clinical and epidemiological association beyond the thromboembolic risk. G. Ital.
Cardiol. (Rome) 2017, 18, 199–207.

6. Mentias, A.; Shantha, G.; Adeola, O.; Barnes, G.D.; Narasimhan, B.; Siontis, K.C.; Levine, D.A.; Sah, R.;
Giudici, M.C.; Vaughan-Sarrazin, M. Role of diabetes and insulin use in the risk of stroke and acute myocardial
infarction in patients with atrial fibrillation: A Medicare analysis. Am. Heart J. 2019, 214, 158–166. [CrossRef]

7. Bell, D.; Goncalves, E. Atrial fibrillation and type 2 diabetes: Prevalence, etiology, pathophysiology and
effect of anti-diabetic therapies. Diabetes Obes. Metab. 2019, 21, 210–217. [CrossRef] [PubMed]

8. Bonnet, F.; Scheen, A. Impact of glucose-lowering therapies on risk of stroke in type 2 diabetes. Diabetes
Metab. 2017, 43, 299–313. [CrossRef] [PubMed]

9. Chiao, Y.W.; Chen, Y.J.; Kuo, Y.H.; Lu, C.Y. Traditional Chinese Medical Care and Incidence of Stroke in
Elderly Patients Treated with Antidiabetic Medications. Int. J. Environ. Res. Public Health 2018, 15, 1267.
[CrossRef]

10. Naydenov, S.; Runev, N.; Manov, E.; Vasileva, D.; Rangelov, Y.; Naydenova, N. Risk Factors, Co-Morbidities
and Treatment of In-Hospital Patients with Atrial Fibrillation in Bulgaria. Medicina 2018, 54, 34. [CrossRef]

11. Bandemer, S.V.; Merkel, S.; Nimako-Doffour, A.; Weber, M.M. Diabetes and atrial fibrillation: Stratification
and prevention of stroke risks. EPMA J. 2014, 5, 17. [CrossRef] [PubMed]

12. Liou, Y.S.; Yang, F.Y.; Chen, H.Y.; Jong, G.P. Antihyperglycemic drugs use and new-onset atrial fibrillation:
A population-based nested case control study. PLoS ONE 2018, 13, e0197245. [CrossRef] [PubMed]

13. Patti, G.; Lucerna, M.; Cavallari, I.; Ricottini, E.; Renda, G.; Pecen, L.; Romeo, F.; Le Heuzey, J.Y.; Zamorano, J.L.;
Kirchhof, P.; et al. Insulin-Requiring Versus Noninsulin-Requiring Diabetes and Thromboembolic Risk in
Patients with Atrial Fibrillation. J. Am. Coll. Cardiol. 2017, 69, 409–419. [CrossRef] [PubMed]

14. Asghar, O.; Alam, U.; Hayat, S.A.; Aghamohammadzadeh, R.; Heagerty, A.M.; Malik, R.A. Obesity, Diabetes
and Atrial Fibrillation; Epidemiology, Mechanisms and Interventions. Curr. Cardiol. Rev. 2012, 8, 253–264.
[CrossRef] [PubMed]

15. Chang, S.H.; Wu, L.S.; Chiou, M.J.; Liu, J.R.; Yu, K.H.; Kuo, C.F.; Wen, M.S.; Chen, W.J.; Yeh, Y.H.; See, L.C.
Association of metformin with lower atrial fibrillation risk among patients with type 2 diabetes mellitus:
A population-based dynamic cohort and in vitro studies. Cardiovasc. Diabetol. 2014, 13, 123. [CrossRef]
[PubMed]

16. Homan, E.A.; Reyes, M.V.; Hickey, K.T.; Morrow, J.P. Clinical Overview of Obesity and Diabetes Mellitus
as Risk Factors for Atrial Fibrillation and Sudden Cardiac Death. Front. Physiol. 2019, 9, 1847. [CrossRef]
[PubMed]

17. UK Prospective Diabetes Study (UKPDS) Group. Effect of intensive blood-glucose control with metformin on
complications in overweight patients with type 2 diabetes (UKPDS 34). Lancet 1998, 352, 854–865. [CrossRef]

18. Cheng, Y.Y.; Leu, H.B.; Chen, T.J.; Chen, C.L.; Kuo, C.H.; Lee, S.D.; Kao, C.L. Metformin-inclusive Therapy
Reduces the Risk of Stroke in Patients with Diabetes: A 4-Year Follow-up Study. J. Stroke Cerebrovasc. Dis.
2014, 23, 99–105. [CrossRef]

19. Hatch, G.M.; Parkinson, F.E. Is There Enhanced Risk of Cerebral Ischemic Stroke by Sulfonylureas in Type 2
Diabetes? Diabetes 2016, 65, 2479–2481.

20. Liu, R.; Wang, H.; Xu, B.; Chen, W.; Turlova, E.; Dong, N.; Sun, C.; Lu, Y.; Fu, H.; Shi, R.; et al. Cerebrovascular
Safety of Sulfonylureas: The Role of KATP Channels in Neuroprotection and the Risk of Stroke in Patients
with Type 2 Diabetes. Diabetes 2016, 65, 2795–2809. [CrossRef]

21. Castilla-Guerra, L.; Fernandez-Moreno, M.; Leon-Jimenez, D.; Carmona-Nimo, E. Antidiabetic drugs and
stroke risk Current evidence. Eur. J. Intern. Med. 2018, 48, 1–5. [CrossRef] [PubMed]

22. Kunte, H.; Schmidt, S.; Eliasziw, M.; Del Zoppo, G.J.; Simard, J.M.; Masuhr, F.; Weih, M.; Dirnagl, U.
Sulfonylureas Improve Outcome in Patients with Type 2 Diabetes and Acute Ischemic Stroke. Stroke 2007, 38,
2526–2530. [CrossRef] [PubMed]

23. Weih, M.; Amberger, N.; Wegener, S.; Dirnagl, U.; Reuter, T.; Einhäupl, K. Sulfonylurea Drugs Do Not
Influence Initial Stroke Severity and In-Hospital Outcome in Stroke Patients with Diabetes. Stroke 2001, 32,
2029–2032. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/j.ahj.2019.05.003
http://dx.doi.org/10.1111/dom.13512
http://www.ncbi.nlm.nih.gov/pubmed/30144274
http://dx.doi.org/10.1016/j.diabet.2017.04.004
http://www.ncbi.nlm.nih.gov/pubmed/28522196
http://dx.doi.org/10.3390/ijerph15061267
http://dx.doi.org/10.3390/medicina54030034
http://dx.doi.org/10.1186/1878-5085-5-17
http://www.ncbi.nlm.nih.gov/pubmed/25302085
http://dx.doi.org/10.1371/journal.pone.0197245
http://www.ncbi.nlm.nih.gov/pubmed/30161122
http://dx.doi.org/10.1016/j.jacc.2016.10.069
http://www.ncbi.nlm.nih.gov/pubmed/28126158
http://dx.doi.org/10.2174/157340312803760749
http://www.ncbi.nlm.nih.gov/pubmed/22920475
http://dx.doi.org/10.1186/s12933-014-0123-x
http://www.ncbi.nlm.nih.gov/pubmed/25106079
http://dx.doi.org/10.3389/fphys.2018.01847
http://www.ncbi.nlm.nih.gov/pubmed/30666210
http://dx.doi.org/10.1016/S0140-6736(98)07037-8
http://dx.doi.org/10.1016/j.jstrokecerebrovasdis.2013.09.001
http://dx.doi.org/10.2337/db15-1737
http://dx.doi.org/10.1016/j.ejim.2017.09.019
http://www.ncbi.nlm.nih.gov/pubmed/28939005
http://dx.doi.org/10.1161/STROKEAHA.107.482216
http://www.ncbi.nlm.nih.gov/pubmed/17673715
http://dx.doi.org/10.1161/str.32.9.2029
http://www.ncbi.nlm.nih.gov/pubmed/11546892


Medicina 2019, 55, 592 9 of 11

24. Bannister, C.A.; Holden, S.E.; Morgan, C.L.; Halcox, J.P.; Schernthaner, G.; Mukherjee, J.; Currie, C.J.;
Jenkins-Jones, S.; Halcox, J.; Bannister, C.; et al. Can people with type 2 diabetes live longer than those
without? A comparison of mortality in people initiated with metformin or sulphonylurea monotherapy and
matched, non-diabetic controls. Diabetes Obes. Metab. 2014, 16, 1165–1173. [CrossRef] [PubMed]

25. Goudis, C.A.; Korantzopoulos, P.; Ntalas, I.V.; Kallergis, E.M.; Liu, T.; Ketikoglou, D.G. Diabetes mellitus and
atrial fibrillation: Pathophysiological mechanisms and potential upstream therapies. Int. J. Cardiol. 2015, 184,
617–622. [CrossRef] [PubMed]

26. Nesto, R.W.; Bell, D.; Bonow, R.O.; Fonseca, V.; Grundy, S.M.; Horton, E.S.; Le Winter, M.; Porte, D.;
Semenkovich, C.F.; Smith, S.; et al. Thiazolidinedione Use, Fluid Retention, and Congestive Heart Failure.
Circulation 2003, 108, 2941–2948. [CrossRef]

27. Wolski, K.; Nissen, S.E. Effect of Rosiglitazone on the Risk of Myocardial Infarction and Death from
Cardiovascular Causes. N. Engl. J. Med. 2007, 356, 2457–2471.

28. Chao, T.F.; Leu, H.B.; Huang, C.C.; Chen, J.W.; Chan, W.L.; Lin, S.J.; Chen, S.A. Thiazolidinediones can
prevent new onset atrial fibrillation in patients with non-insulin dependent diabetes. Int. J. Cardiol. 2012,
156, 199–202. [CrossRef]

29. Liu, X.; Wang, X.; Shi, H.; Tan, H.; Zhou, L.; Gu, J.; Jiang, W.; Wang, Y. Beneficial effect of pioglitazone on
the outcome of catheter ablation in patients with paroxysmal atrial fibrillation and type 2 diabetes mellitus.
Europace 2011, 13, 1256–1261.

30. Korantzopoulos, P.; Kokkoris, S.; Kountouris, E.; Protopsaltis, I.; Siogas, K.; Melidonis, A. Regression of
paroxysmal atrial fibrillation associated with thiazolidinedione therapy. Int. J. Cardiol. 2008, 125, e51–e53.
[CrossRef]

31. Pallisgaard, J.; Lindhardt, T.; Staerk, L.; Olesen, J.; Torp-Pedersen, C.; Hansen, M.; Gislason, G.
Thiazolidinediones are associated with a decreased risk of atrial fibrillation compared with other antidiabetic
treatment: A nationwide cohort study. Eur. Heart J. Cardiovasc. Pharm. 2017, 3, 140–146. [CrossRef] [PubMed]

32. Dormandy, J.; Charbonnel, B.; Eckland, D.; Erdmann, E.; Massi-Benedetti, M.; Moules, I.; Skene, A.; Tan, M.;
Lefèbvre, P.; Murray, G.; et al. Secondary prevention of macrovascular events in patients with type 2 diabetes
in the PROactive Study (PROspective pioglitAzone Clinical Trial In macroVascular Events): A randomised
controlled trial. Lancet 2005, 366, 1279–1289. [CrossRef]

33. Pallisgaard, J.L.; Brooks, M.M.; Chaitman, B.R.; Boothroyd, D.B.; Perez, M.; Hlatky, M.A. Thiazolidinediones
and Risk of Atrial Fibrillation among Patients with Diabetes and Coronary Disease. Am. J. Med. 2018, 131,
805–812. [CrossRef] [PubMed]

34. Zhang, Z.; Zhang, X.; Korantzopoulos, P.; Letsas, K.; Tse, G.; Gong, M.; Meng, L.; Li, G.; Liu, T.
Thiazolidinedione use and atrial fibrillation in diabetic patients: A meta-analysis. BMC Cardiovasc. Disord.
2017, 17, 96. [CrossRef] [PubMed]

35. Wilcox, R.; Bousser, M.-G.; Betteridge, D.J.; Schernthaner, G.; Pirags, V.; Kupfer, S.; Dormandy, J. Effects of
Pioglitazone in Patients with Type 2 Diabetes with or without Previous Stroke. Stroke 2007, 38, 865–873.
[CrossRef] [PubMed]

36. Kernan, W.; Viscoli, C.; Furie, K.; Young, L.; Inzucchi, S.; Gorman, M.; Guarino, P.; Lovejoy, A.; Peduzzi, P.;
Conwit, R.; et al. Pioglitazone after Ischemic Stroke or Transient Ischemic Attack. N. Engl. J. Med. 2016, 374,
1321–1331. [CrossRef]

37. Lee, M.; Saver, J.L.; Liao, H.-W.; Lin, C.-H.; Ovbiagele, B. Pioglitazone for Secondary Stroke Prevention.
Stroke 2017, 48, 388–393. [CrossRef]

38. Chang, C.Y.; Yeh, Y.H.; Chan, Y.H.; Liu, J.R.; Chang, S.H.; Lee, H.F.; Wu, L.S.; Yen, K.C.; Kuo, C.T.; See, L.C.
Dipeptidyl peptidase-4 inhibitor decreases the risk of atrial fibrillation in patients with type 2 diabetes:
A nationwide cohort study in Taiwan. Cardiovasc. Diabetol. 2017, 16, 159. [CrossRef]

39. Ou, H.T.; Chang, K.C.; Li, C.Y.; Wu, J.S. Risks of cardiovascular diseases associated with dipeptidyl peptidase-4
inhibitors and other antidiabetic drugs in patients with type 2 diabetes: A nation-wide longitudinal study.
Cardiovasc. Diabetol. 2016, 15, 41. [CrossRef]

40. Scirica, B.; Bhatt, D.; Braunwald, E.; Steg, P.; Davidson, J.; Hirshberg, B.; Ohman, P.; Frederich, R.; Wiviott, S.;
Hoffman, E.; et al. Saxagliptin and Cardiovascular Outcomes in Patients with Type 2 Diabetes Mellitus. N.
Engl. J. Med. 2013, 369, 1317–1326. [CrossRef]

http://dx.doi.org/10.1111/dom.12354
http://www.ncbi.nlm.nih.gov/pubmed/25041462
http://dx.doi.org/10.1016/j.ijcard.2015.03.052
http://www.ncbi.nlm.nih.gov/pubmed/25770841
http://dx.doi.org/10.1161/01.CIR.0000103683.99399.7E
http://dx.doi.org/10.1016/j.ijcard.2011.08.081
http://dx.doi.org/10.1016/j.ijcard.2006.12.063
http://dx.doi.org/10.1093/ehjcvp/pvw036
http://www.ncbi.nlm.nih.gov/pubmed/28028073
http://dx.doi.org/10.1016/S0140-6736(05)67528-9
http://dx.doi.org/10.1016/j.amjmed.2018.02.026
http://www.ncbi.nlm.nih.gov/pubmed/29581079
http://dx.doi.org/10.1186/s12872-017-0531-4
http://www.ncbi.nlm.nih.gov/pubmed/28381265
http://dx.doi.org/10.1161/01.STR.0000257974.06317.49
http://www.ncbi.nlm.nih.gov/pubmed/17290029
http://dx.doi.org/10.1056/NEJMoa1506930
http://dx.doi.org/10.1161/STROKEAHA.116.013977
http://dx.doi.org/10.1186/s12933-017-0640-5
http://dx.doi.org/10.1186/s12933-016-0350-4
http://dx.doi.org/10.1056/NEJMoa1307684


Medicina 2019, 55, 592 10 of 11

41. White, W.; Cannon, C.; Heller, S.; Nissen, S.; Bergenstal, R.; Bakris, G.; Perez, A.; Fleck, P.; Mehta, C.; Kupfer, S.;
et al. Alogliptin after Acute Coronary Syndrome in Patients with Type 2 Diabetes. N. Engl. J. Med. 2013, 369,
1327–1335. [CrossRef] [PubMed]

42. Green, J.; Bethel, M.; Armstrong, P.; Buse, J.; Engel, S.; Garg, J.; Josse, R.; Kaufman, K.; Koglin, J.; Korn, S.;
et al. Effect of Sitagliptin on Cardiovascular Outcomes in Type 2 Diabetes. N. Engl. J. Med. 2015, 373, 232–242.
[CrossRef] [PubMed]

43. Gantz, I.; Chen, M.; Suryawanshi, S.; Ntabadde, C.; Shah, S.; O’Neill, E.A.; Engel, S.S.; Kaufman, K.D.;
Lai, E. A randomized, placebo-controlled study of the cardiovascular safety of the once-weekly DPP-4
inhibitor omarigliptin in patients with type 2 diabetes mellitus. Cardiovasc. Diabetol. 2017, 16, 112. [CrossRef]
[PubMed]

44. Rosenstock, J.; Perkovic, V.; Johansen, O.; Cooper, M.; Kahn, S.; Marx, N.; Alexander, J.; Pencina, M.; Toto, R.;
Wanner, C.; et al. Effect of Linagliptin vs Placebo on Major Cardiovascular Events in Adults with Type 2
Diabetes and High Cardiovascular and Renal Risk. JAMA 2019, 321, 69–79. [CrossRef] [PubMed]

45. Barkas, F.; Elisaf, M.; Tsimihodimos, V.; Milionis, H. Dipeptidyl peptidase-4 inhibitors and protection against
stroke: A systematic review and meta-analysis. Diabetes Metab. 2017, 43, 1–8. [CrossRef] [PubMed]

46. Sinha, B.; Ghosal, S. Meta-analyses of the effects of DPP-4 inhibitors, SGLT2 inhibitors and GLP1 receptor
analogues on cardiovascular death, myocardial infarction, stroke and hospitalization for heart failure.
Diabetes Res. Clin. Pract. 2019, 150, 8–16. [CrossRef] [PubMed]

47. Sun, F.; Wu, S.; Guo, S.; Yu, K.; Yang, Z.; Li, L.; Zhang, Y.; Quan, X.; Ji, L.; Zhan, S. Impact of GLP-1 receptor
agonists on blood pressure, heart rate and hypertension among patients with type 2 diabetes: A systematic
review and network meta-analysis. Diabetes Res. Clin. Pract. 2015, 110, 26–37. [CrossRef] [PubMed]

48. Smits, M.M.; Muskiet, M.H.A.; Tonneijck, L.; Hoekstra, T.; Kramer, M.H.H.; Diamant, M.; Van Raalte, D.H.
Exenatide acutely increases heart rate in parallel with augmented sympathetic nervous system activation in
healthy overweight males. Br. J. Clin. Pharmacol. 2016, 81, 613–620. [CrossRef]

49. Lorenz, M.; Lawson, F.; Owens, D.; Raccah, D.; Roy-Duval, C.; Lehmann, A.; Perfetti, R.; Blonde, L. Differential
effects of glucagon-like peptide-1 receptor agonists on heart rate. Cardiovasc. Diabetol. 2017, 16, 6. [CrossRef]

50. Fisher, M.; Petrie, M.C.; Ambery, P.D.; Donaldson, J.; Ye, J.; McMurray, J.J.V. Cardiovascular safety of
albiglutide in the Harmony programme: A meta-analysis. Lancet Diabetes Endocrinol. 2015, 3, 697–703.
[CrossRef]

51. Pfeffer, M.; Claggett, B.; Diaz, R.; Dickstein, K.; Gerstein, H.; Køber, L.; Lawson, F.; Ping, L.; Wei, X.; Lewis, E.;
et al. Lixisenatide in Patients with Type 2 Diabetes and Acute Coronary Syndrome. N. Engl. J. Med. 2015,
373, 2247–2257. [CrossRef] [PubMed]

52. Liraglutide Effect and Action in Diabetes: Evaluation of Cardiovascular Outcome Results—Study
Results—ClinicalTrials.gov. Available online: https://clinicaltrials.gov/ct2/show/results/NCT01179048
(accessed on 20 June 2019).

53. Marso, S.P.; Bain, S.C.; Consoli, A.; Eliaschewitz, F.G.; Jódar, E.; Leiter, L.A.; Lingvay, I.; Rosenstock, J.;
Seufert, J.; Warren, M.L.; et al. Semaglutide and Cardiovascular Outcomes in Patients with Type 2 Diabetes.
N. Engl. J. Med. 2016, 375, 1834–1844. [CrossRef] [PubMed]

54. Monami, M.; Nreu, B.; Scatena, A.; Giannini, S.; Andreozzi, F.; Sesti, G.; Mannucci, E. Glucagon-like peptide-1
receptor agonists and atrial fibrillation: A systematic review and meta-analysis of randomised controlled
trials. J. Endocrinol. Investig. 2017, 40, 1251–1258. [CrossRef] [PubMed]

55. Marso, S.P.; Daniels, G.H.; Brown-Frandsen, K.; Kristensen, P.; Mann, J.F.; Nauck, M.A.; Nissen, S.E.;
Pocock, S.; Poulter, N.R.; Ravn, L.S.; et al. Liraglutide and Cardiovascular Outcomes in Type 2 Diabetes. N.
Engl. J. Med. 2016, 375, 311–322. [CrossRef] [PubMed]

56. Hernandez, A.; Green, J.; Janmohamed, S.; D’Agostino, R.; Granger, C.; Jones, N.; Leiter, L.; Rosenberg, A.;
Sigmon, K.; Somerville, M.; et al. Albiglutide and cardiovascular outcomes in patients with type 2 diabetes
and cardiovascular disease (Harmony Outcomes): A double-blind, randomised placebo-controlled trial.
Lancet 2018, 392, 1519–1529. [CrossRef]

57. Gerstein, H.; Colhoun, H.; Dagenais, G.; Diaz, R.; Lakshmanan, M.; Pais, P.; Probstfield, J.; Riesmeyer, J.;
Riddle, M.; Rydén, L.; et al. Dulaglutide and cardiovascular outcomes in type 2 diabetes (REWIND):
A double-blind, randomised placebo-controlled trial. Lancet 2019, in press. [CrossRef]

http://dx.doi.org/10.1056/NEJMoa1305889
http://www.ncbi.nlm.nih.gov/pubmed/23992602
http://dx.doi.org/10.1056/NEJMoa1501352
http://www.ncbi.nlm.nih.gov/pubmed/26052984
http://dx.doi.org/10.1186/s12933-017-0593-8
http://www.ncbi.nlm.nih.gov/pubmed/28893244
http://dx.doi.org/10.1001/jama.2018.18269
http://www.ncbi.nlm.nih.gov/pubmed/30418475
http://dx.doi.org/10.1016/j.diabet.2016.10.006
http://www.ncbi.nlm.nih.gov/pubmed/27916514
http://dx.doi.org/10.1016/j.diabres.2019.02.014
http://www.ncbi.nlm.nih.gov/pubmed/30794833
http://dx.doi.org/10.1016/j.diabres.2015.07.015
http://www.ncbi.nlm.nih.gov/pubmed/26358202
http://dx.doi.org/10.1111/bcp.12843
http://dx.doi.org/10.1186/s12933-016-0490-6
http://dx.doi.org/10.1016/S2213-8587(15)00233-8
http://dx.doi.org/10.1056/NEJMoa1509225
http://www.ncbi.nlm.nih.gov/pubmed/26630143
https://clinicaltrials.gov/ct2/show/results/NCT01179048
http://dx.doi.org/10.1056/NEJMoa1607141
http://www.ncbi.nlm.nih.gov/pubmed/27633186
http://dx.doi.org/10.1007/s40618-017-0698-7
http://www.ncbi.nlm.nih.gov/pubmed/28569363
http://dx.doi.org/10.1056/NEJMoa1603827
http://www.ncbi.nlm.nih.gov/pubmed/27295427
http://dx.doi.org/10.1016/S0140-6736(18)32261-X
http://dx.doi.org/10.1016/S0140-6736(19)31149-3


Medicina 2019, 55, 592 11 of 11

58. Zinman, B.; Wanner, C.; Lachin, J.; Fitchett, D.; Bluhmki, E.; Hantel, S.; Mattheus, M.; Devins, T.; Johansen, O.;
Woerle, H.; et al. Empagliflozin, Cardiovascular Outcomes, and Mortality in Type 2 Diabetes. N. Engl. J.
Med. 2015, 373, 2117–2128. [CrossRef]

59. Neal, B.; Perkovic, V.; Mahaffey, K.W.; De Zeeuw, D.; Fulcher, G.; Erondu, N.; Shaw, W.; Law, G.; Desai, M.;
Matthews, D.R.; et al. Canagliflozin and Cardiovascular and Renal Events in Type 2 Diabetes. N. Engl. J.
Med. 2017, 377, 644–657. [CrossRef]

60. Wiviott, S.; Raz, I.; Bonaca, M.; Mosenzon, O.; Kato, E.; Cahn, A.; Silverman, M.; Zelniker, T.; Kuder, J.;
Murphy, S.; et al. Dapagliflozin and Cardiovascular Outcomes in Type 2 Diabetes. N. Engl. J. Med. 2019, 380,
347–357. [CrossRef]

61. Zinman, B.; Inzucchi, S.E.; Lachin, J.M.; Wanner, C.; Fitchett, D.; Kohler, S.; Mattheus, M.; Woerle, H.J.;
Broedl, U.C.; Johansen, O.E.; et al. Empagliflozin and Cerebrovascular Events in Patients with Type 2
Diabetes Mellitus at High Cardiovascular Risk. Stroke 2017, 48, 1218–1225. [CrossRef]

62. Wu, J.; Foote, C.; Blomster, J.; Toyama, T.; Perkovic, V.; Sundström, J.; Neal, B. Effects of sodium-glucose
cotransporter-2 inhibitors on cardiovascular events, death, and major safety outcomes in adults with type 2
diabetes: A systematic review and meta-analysis. Lancet Diabetes Endocrinol. 2016, 4, 411–419. [CrossRef]

63. Imprialos, K.P.; Boutari, C.; Stavropoulos, K.; Doumas, M.; Karagiannis, A.I. Stroke paradox with SGLT-2
inhibitors: A play of chance or a viscosity-mediated reality? J. Neurol. Neurosurg. Psychiatry 2016, 88, 249–253.
[CrossRef] [PubMed]

64. Usman, M.S.; Siddiqi, T.J.; Memon, M.M.; Khan, M.S.; Rawasia, W.F.; Ayub, M.T.; Sreenivasan, J.; Golzar, Y.
Sodium-glucose co-transporter 2 inhibitors and cardiovascular outcomes: A systematic review and
meta-analysis. Eur. J. Prev. Cardiol. 2018, 25, 495–502. [CrossRef] [PubMed]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1056/NEJMoa1504720
http://dx.doi.org/10.1056/NEJMoa1611925
http://dx.doi.org/10.1056/NEJMoa1812389
http://dx.doi.org/10.1161/STROKEAHA.116.015756
http://dx.doi.org/10.1016/S2213-8587(16)00052-8
http://dx.doi.org/10.1136/jnnp-2016-314704
http://www.ncbi.nlm.nih.gov/pubmed/27895093
http://dx.doi.org/10.1177/2047487318755531
http://www.ncbi.nlm.nih.gov/pubmed/29372664
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Antihyperglycemic Drugs, Atrial Fibrillation and Stroke 
	Insulin 
	Metformin 
	Sulfonylureas 
	Thiazolidinediones 
	DPP-4 Inhibitors 
	GLP-1 Receptor Agonists 
	SGLT-2 Inhibitors 

	Conclusions 
	References

