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Hypertension / Dyslipidemia
In Diabetics

Bassem Zarif

Agenda
• 1- Reading the epidemiology: Burden of DM
and burden when HTN, HC added.
• 2- Reading the underlying pathophysiology:
Interacting mechanisms.
• 3- Evidence based studies.
• 4-What Guidelines said in this complex
scenario.
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Causes of death in Diabetes
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• Insulin resistance contributes to this
characteristic dyslipidemia
• Propensity to develop atherosclerotic disease much higher in these patients – also called
Atherosclerotic Diabetic Dyslipidemia (ADD)
• Disturbance of lipid metabolism – early event,
potentially preceding the disease by several
years.
• Monitoring of the conventional (LDL-C) may be
misleading in diabetic patients– requires
specific monitoring
16
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ADA 2017
BLOOD PRESSURE CONTROL Recommendations
• Screening and Diagnosis :
Blood pressure should be measured at every routine visit.
Patients found to have elevated blood pressure should have
blood pressure confirmed on a separate day. (B)
• Goals :
1- Most patients with diabetes and hypertension should be
treated to a systolic blood pressure goal of ,140 mmHg and a
diastolic blood pressure goal of ,90 mmHg.(A).

2- Lower systolic and diastolic blood pressure targets, such
as 130/80 mmHg, may be appropriate for individuals at high
risk of cardiovascular disease, if they can be achieved without
undue treatment burden. (C )
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ADA 2017
• Treatment :
• Patients with confirmed office-based blood pressure
140/90 mmHg should, in addition to lifestyle therapy,
have prompt initiation and timely titration of
pharmacologic therapy to achieve blood pressure
goals. (A).
• Patients with confirmed office-based blood pressure
160/100 mmHg should, in addition to lifestyle therapy,
have prompt initiation and timely titration of two drugs
or a single pill combination of drugs demonstrated to
reduce cardiovascular events in patients with diabetes.
(A)

• Treatment for hypertension should include drug classes
demonstrated to reduce cardiovascular events in patients with
diabetes (ACE inhibitors, angiotensin receptor blockers, thiazide-like
diuretics, or dihydropyridine calcium channel blockers).
Multipledrug therapy is generally required to achieve blood
pressure targets (but not a combination of ACE inhibitors and
angiotensin receptor blockers). (A )
• An ACE inhibitor or angiotensin receptor blocker, at the maximum
tolerated dose indicated for blood pressure treatment, is the
recommended first-line treatment for hypertension in patients with
diabetes and urinary albumin–to– creatinine ratio 300 mg/g
creatinine (A) or 30–299 mg/g creatinine (B). If one class is not
tolerated, the other should be substituted. (B ).
• For patients with blood pressure 120/80 mmHg, lifestyle
intervention consists of weight loss if overweight or obese; a
Dietary Approaches to Stop Hypertension– style dietary pattern
including reducing sodium and increasing potassium intake;
moderation of alcohol intake; and increased physical activity. (B)
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American Heart Association guidelines 2013
The expert panel identified 4 groups that would
benefit from statin therapy:
1) Individuals with clinical ASCVD
2) Individuals with LDL >190 mg/dl
3) Individuals with Diabetes mellitus, 40-75 yrs with LDL
70-189 mg/dl and without clinical ASCVD
4) Individuals without clinical ASCVD or Diabetes mellitus
with LDL 70-189 mg/dl and estimated 10-year ASCVD
risk >7.5%

ADA 2017 ( Cholest. Management)
• Diagnosis and follow up :
•

Obtain a lipid profile at the time of diabetes diagnosis, at an initial
medical evaluation, and every 5 years thereafter, or more frequently if
indicated. (E)

•

Obtain a lipid profile at initiation of statin therapy and periodically
thereafter as it may help to monitor the response to therapy and
inform adherence. (E)

• Treatement :
•

•
•

Lifestyle modification focusing on weight loss (if indicated); the
reduction of saturated fat, trans fat, and cholesterol intake; increase of
dietary v-3 fatty acids, viscous fiber, and plant stanols/sterols intake;
and increased physical activity should be recommended to improve
the lipid profile in patients with diabetes. (A)
Intensify lifestyle therapy and optimize glycemic control for patients
with elevated triglyceride levels (150 mg/dL [1.7 mmol/L]) and/or low
HDL cholesterol (,40 mg/dL [1.0 mmol/L] for men, ,50 mg/dL [1.3
mmol/L] for women). (C)
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•

For patients with fasting triglyceride levels 500 mg/dL (5.7 mmol/L),
evaluate for secondary causes of hypertriglyceridemia and consider
medical therapy to reduce the risk of pancreatitis. (C )

•

For patients of all ages with diabetes and atherosclerotic cardiovascular
disease, high-intensity statin therapy should be added to lifestyle therapy.
(A)
For patients with diabetes aged 40 years with additional atherosclerotic
cardiovascular disease risk factors, consider using moderate intensity or
high-intensity statin and lifestyle therapy. (C)
For patients with diabetes aged 40–75 years without additional
atherosclerotic cardiovascular disease risk factors, consider using
moderate-intensity statin and lifestyle therapy. A c For patients with
diabetes aged 40–75 years with additional atherosclerotic cardiovascular
disease risk factors, consider using high-intensity statin and lifestyle
therapy. (B)

•
•

Take Home Message
• 1- HTN and HC may carry higher risk for CV
events than hyperglycemia itself in diabetics.
• 2- Underlying pathological mechanisms may
explain higher incidence of HTN and special
pattern of dyslipidemia in diabetics.
• 3- Evidence based data confirm importance and
outlined the benefits of controlling BP and CH in
diabetics .
• 4- Screening is crucial for HTN and HC in diabetics
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• 5- Special drug therapy for hypertension may
have an edge in diabetics, specially with
proteinuria. ( ACE/ ARB)
• 6- Fixed dose combination is liberally
advocated for treatment starting from stage 2.
• 7- ADA 2017 recommendation, started to reissue target 130/80 and life style for 120/80.

• 8- ESC/ESA still recommend LDL goal of 100mg/dl
and optionally 70 mg/dl.
• 9- American guidelines put DM is one of 4 groups
allocated for statins irrespective of LDL level.
• 10- ADA 2017 advocated statins for all diabetics,
those with CVD or multiple risk factors will
receive high intensity,
• Those with no other risk factors moderate
intensity statains.
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