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[ Abstract ] Cardiovascular complications are a major complication of patients with type 2 diabetes (T2DM) and are the leading cause
of death. In the treatment of T2DM, in addition to controlling blood glucose, it is especially important to prevent cardiovascular
complications in patients. A large number of clinical and basic studies have confirmed that sodium-glucose cotransporter 2 inhibitors ( SGLT-
2 inhibitors) can reduce cardiovascular risk and reduce cardiovascular events while reducing blood glucose. As the first FDA-approved
SGLT-2 inhibitor, canagliflozin has been confirmed that it can protect the cardiovascular system in patients with T2DM. This article is mainly
aimed at a brief review of the cardiovascular protection and possible mechanisms of canagliflozin in patients with T2DM.
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