Are we failing to capture the relationship between body mass index and cardiovascular disease and

mortality in subjects with type 2 diabetes?
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Objectives

Table 1: Summary cohort profiles used to compare endpoints predicted by the CDM with those reported in SNDR

Patient Demographics

BMI <25 kg/m2 BMI >30 kg/m2 Source

Figure 1: Scatterplot of observed versus predicted endpoints across all validation studies stratified by year of study, trial, endpoint and

diabetes type. Validation coefficient of determination, GEELEL)

Figure 3: Comparing hazard ratios (with 95% confidence intervals) from the Swedish National Diabetes Registry with those predicted from
the CDM
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