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Diabetes Care Volume 49, Supplement 1, January 2026

10. Cardiovascular Disease and
Risk Management: Standards of
Care in Diabetes—2026

Diabetes Care 2026:45(5uppi. 1):5216-5245 | hetps://'doi org/10.2337/dc26-5010

The Diabetes (ADA) of Care in Diabetes” includes the
ADA's current clinical practice recommendations and is intended to provide the compo-
nents of diabetes care, general treatment goals and guidelines, and tools to evaluate
quality of care. Members of the ADA Professional Practice Committee for Diabetes, an

axpert are for the of Care
annually, or more frequently as wamranted. For a detailed description of ADA standards,
statements, and reports, as well xmmmrgmwnmmm
tice recommendations and a full list of P
please refer to Imtroduction and Meﬂm_ﬂhﬂ.ﬂeﬁmwhwmmmm on the
Standards of Care are invited to do 5o at professional.diabetes.org/SOC.

For prevention and management of diobetes complications in children and odoles-
cents, please refer to section 14, “Children and Adolescents.”

Cardiovascular disease (CVD) is a broad term that includes atherosclerotic cardiovas-
cular disease (ASCVD) and heart failure, two CVDs common among people with dia-
betes. ASCVD broadly refers to a history of acute coronary syndrome, myocardial
infarction (MI), stable or unstable angina or coronary or other arterial revasculariza-
tion, stroke, or peripheral artery disease (PAD) induding aortic aneurysm and is the
leading cause of morbidity and mortality in people with diabetes (1). Diabetes iself
confers independent ASCVD risk, and amnng people with diabetes, all major cardio-
wascular risk factors, and obesity, are clustered
and common (2. Numerous studﬁ have shown the efficacy of managing individual
cardiovascular risk factors in preventing or slowing ASCVD in people with diabetes.
Furthermoare, large benefits are seen when mulhple rardlouaswlal risk factors (ghyce-

Chuck for
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disease and risk

mic, blocd pressure, and lipid | are with avi-
dence for long-lasting benefits {3-5). Motably, most of the evidence supporting

to reduce ular risk in diabetes comes from trials of people
with type 2 diabetes. No randomized trials have been specifically designed to assess
the impact of cardiovascular risk reduction strategies in people with type 1 diabetes.
Therefore, the recommendations for cardiovascular risk factor modification for people
with type 1 diabetes are extrapolated from data obtained in people with type 2 dia-
betes and are similar to those for people with type 2 diabetes.

Under the current paradigm of comprehensive risk factor modification, cardio-
wvascular morbidity and mortality have notably decreased in people with both type 1
and type 2 diabetes (1). Indeed, when all major cardiovascular risk factors are
treated to within the target ranges, people with type 2 diabetes have risk of death,
M, or stroke similar to that of the general population (6). Despite these encourag-
ing opp to reduce and mortality, enly a mincrity of people with

Slﬂ'dmk of Core in Digbetes—2006 Ciabetes
Care 2026:49Suppl. 1):5216-5245
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Hypertension - US vs Europe

Comparison of Classifications of Blood Pressure in ACC/AHA 2017, ESH 2023, and ESC 2024 Guidelines

Systolic BP (mmHg) 120 @ m 150 160 170 180
ACC/AHA 2017 _ Elevated Stage 2 Hypertension

Diastolic BP (mmHg)

ESH 2023

S Nonelevated Elevated Hypertension
70 o 100 110

McCarthy CP, et al. Hypertension. 2025;82:432-444.



Hypertension... Does it matter?

REDUCTION IN DIABETES COMPLICATIONS

ARQARGANGAR
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American Diabetes Association Professional Practice Committee for Diabetes*. Diabetes Care. 2026;49(Supplement_1):5216-5245.




If you can’t measure it... It doesn’t exist...

“...would rise and
fall at and after
each pulse by 2, 3,
or 4 inches...”

(Hales, 1738; 1)




Blood Pressure Monitoring — The 3 METHODS

Office BP
measurement

Home BP
monitoring

Ambulatory BP
monitoring



Blood Pressure Monitoring — The 3 METHODS

M

Office BP measurement (OBPM)

- *SBP =140
and/or
DBP =90
Conditions

Use validated automated electronic upper-arm
cuff device® (www.stridebp.org).

Select appropriate cuff to fit arm size according
to instructions by device manufacturer®.

Quiet room with comfortable temperature.

No smoking, caffeine, food, or exercise 30 min
before measurement.

Start measurement after patient remained
seated and relaxed for 3-5 min®.

No talking during and between measurements.

Posture
Sitting with back supported on chair.
Legs uncrossed, feet flat on floor.
Bare arm resting on table with mid-arm at
heart level.

Measurement

10. Take 3 readings with 1 min intervals between

them. Use the average of the last 2 readings
for BP and also for pulse rate®.

Relevance

Was used in outcome trials and provides the
basis for diagnosis and BP targets.

Out-of-office

Home BP monitoring (HBPM)

~— *SBP 2135
and/or
DBP =85

Conditions and Posture

1.-9. From OBPM apply also to HBPM.

10.

Measurement

Propose a standardized protocol to the patient:

- Educate the patient on how to use a
validated device and report the data.

- Take 2 readings with 1 min intervals between
them.

- Measure in the morning and the evening
(before drug intake if treated).

- Measure for 3=7 days before office visits.
-Use the average of all readings excluding the
first day for both BP and pulse rate.

. For long-term follow-up of treated

hypertension, make duplicate measurements
once or twice per week or month.

Relevance

Recommended for long-term follow-up of
treated hypertension, because it improves BP
control, especially when combined with
education and counseling.

Confirmation of hypertension diagnosis and
of true resistant hypertension, particularly if
ABPM is not available.

Ambulatory BP monitoring (ABPM)

*24-h mean BP:
SBP 2130
and/or
DBP =80

*Daytime (awake):  *Nighttime (asleep):
SBP 2135 mmHg SBP 2120 mmHg
and/or and/or
DBP t=85 DBP =270

Conditions

1.-2. From OBPM applies also to ABPM.
3. Use fully automated devices programmed to

record BP automatically at preselected
intervals for 24 h.

Measurement

© ESH 2024

. The recommended optimal time interval

between measurements should be 20 minutes
during day (awake) and night (sleep).

. Measure during a routine workday for 24 h.
. Instruct patients to keep a diary of their

activities, symptoms, meals, drug intake times,
sleep times or any unusual problems.

Relevance
Obtaining 24-h BP profile and especially BP
during night (sleep) not captured by OBPM or
HBPM
Confirmation of hypertension diagnosis and of
true resistant hypertension.

*Definition of hypertension ®A device that takes triplicate readings automatically is preferred. "The selection of an appropriate cuff size is crucial. A smaller than required
cuff overestimates BP and a larger underestimates BP. “Use of electronic devices allowing automated storage and data transfer is encouraged. “At initial visit measure on
both arms. An interarm SBP difference =10 mmHg must be confirmed with repeated measurements. If confirmed, the arm with the higher BP should be used for all
subsequent measurements. If any two sequential BP readings in one arm differ by >10 mmHg, additional measurements are recommended. See also Table 1.

Kreutz R, et al. Eur J Intern Med. 2024;126:1-15.



Blood Pressure Phenotypes

White-coat

Office BP

5 perienon [
T 15-25% P
5 Masked
9 | Normotension hypertension
10-20%
Low High

Home or Ambulatory BP

Stergiou GS, et al. J Hypertens. 2021 Jul 1;39:1293-1302.
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Blood pressure monitoring devices... More...
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Validated blood pressure monitoring devices
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Interactive e-learning platform with
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Home BP
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www.stridebp.org
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Validated blood pressure monitoring devices
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Validated blood pressure monitoring devices

Blood pressure monitors

?’ Preferred devices rules
Search e.g.device mode Al
%  Equivalent/ldentical devices rules
Market Availability N Population N\ Use N Manufacturer N Measurement Site N Measurement Method N
Device Descriptio Adults Measurement Site Use Population
Pregnancy [/ Preeclampsia /__
Upper arm cuff 24h Ambulator Adults Read more —
A&D pp y Q\
TM-2420 Children g
Obese Y
A&D Upper arm cuff 24h Ambulatory Adylts Read more — ; v\.
TM2490 Children 7/
Elderly
A&D Chronic kidney disease Upper arm cuff 24h Ambulatory Adults Read more — /\/\
Diabetics \ J

© TM2440*

LA
Diabetics
D

www.stridebp.org
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Validated blood pressure monitoring devices

Office Blood Pressure Measurement

Home Blood Pressure Monitoring (HBPM)

DEVICE

—>» Use validated automated electronic upper-arm cuff device.

—>» Prefer a device that takes triplicate readings automatically.

—>» If validated automated devices not available, use a manual electronic auscultatory device (LCD or LED
display, or digital countdown, or good quality aneroid). Deflate at 2-3 mmHg/sec rate. Use 1st and 5th

Korotkoff sound for systolic and diastolic BP.
—> Annual maintenance of device is necessary.

CUFF

—3 Select cuff size according to the
individual's arm circumference.

- A ed el io d

select cuff size according to device
instructions. Each electronic device
has its own cuffs, which are not
interchangeable with those of other
devices.

—> Manual suscultatory devices:
use a cuff with bladder length
at 75-100% of individual’s arm
circumference and width 37-50%.

MEASUREMENTS

—» 2-3 office visits at 1-4-wesk
intervals are usually required.

—> At initial visit measure BP in both arms.

—>» Measure standing BP in treated
hypertensives when there are
symptoms suggesting postural
hypotension.

INTERPRETATION

Gl to Tk arm size
(smaill, usual, large)

Arm bare and resting.
[Mid-arm at heart level

Office BP (mmHg) Diagnosis

Action

Normotension
highly probable

Normal-Optimal BP
(<130/85)

High-normal BP
(130-139/85-89)

Consider masked
hypertension

Consider white-coat
hypertension

Hypertension Grade 1
(140-159/90-98)

Hypertension Grade 2-3

(z160/100) highly probable

Sustained hypertension

Remeasure after 1 year (6 months if other
risk factors).

Perform home and/for ambulatory
BP maonitaring. If not available confirm with
repeated office visits.

Confirm within a few days or weeks*. Ideally
use home or ambulatory BP monitoring.

* Treat immedistely if office BP is very high (e.g. 2180110 mmHg) end thes is evidence of target organ damage or cardiovascular disease.

DEVICE IMPLEMENTATION
—3% Use validated automated electronic upper-arm —3% Perform ABPM preferably on a routine
cuff device. working day.
—>» Select cuff size according to device —>» 10-15 min needed to initialise and fit the device.
instructions. —>» Frequency of measurement 20-30 min during
—3 Each device has its own cuffs, which are not day and night.
interchangeable with those of other devices. —3 Fit cuff on bare non-dominant arm.
—> Annual maintenance of device is necessary. —» Select cuff size according to device instructions.
— Take a test measurement.
—» Remove the monitor after 24 hours.
INSTRUCTIONS TO PATIENT
—» Explain the device function and procedure.
—3 Advise to follow usual daily activities and to remain still with arm relaxed at each measurement.
—3 Advise not to drive. If this is necessary, then stop if possible or ignore measurement.
—>» Advise to avoid taking a shower or bath during ABPM.
—3 Provide a form to record sleeping times, drug intake, and any symptoms or problems during
the recording.
—> Mark the brachial artery so that if the cuff becomes loose the patient can refit it.
—> Explain how to switch off the monitor in case of malfunctioning.

EVALUATION OF RECORDING
—> Determine day (awake) and night {asleep) periods only according to patient’s report.
—> Repeat ABPM if <20 valid awake or <7 asleep BP readings.

INTERPRETATION

ABPM thresholds for hypertension diagnosis

=130/80 mmHg
>135/85 mmHg
*120/70 mmHg

24h average: Primary criterion
Daytime (awake) average:

Night-time (asleep) average:

Daytime hypertension’
Night-time hypertension’

Asleep BP dip pared to awake BP (systolic andfor diastolic)
10% Dipper'?
Asleep BP fall = |ppef
<10% Mon-dipper'?

" Apply only If day/night BP Is calculsted using the individusls” sleeping times.
? The diagnosls must be conflrmed with repest ABPM.

DEVICE

R

HBPM SCHEDULE

For diagnosis and before

each office visit

Measurements for 7 days (at least 3).
Morning and evening measurements.

Use validated automated upper-arm cuff device.

Select cuff size according to device instructions. Each device has its own cuffs, which are not
interchangeable with those of other devices.

Prefer devices with automated storage and averaging of multiple readings, or with mobile phone,
PC or internet link connectivity enabling data transfer.

Manual auscultatory devices, automated wrist devices, finger-cuff devices, wristband wearables
and cuffless devices are generally not recommended.

O®

Before drug intake if treated and
before meals.

Two measurements on each occasion
with 1 min between them.

oLy

Long -term follow-up of

treated hypertension supported

{

Make duplicate measurements once
or twice per week (most frequent) or
per month (minimum requirement).

PATIENT TRAINING

Use a reliable device.

Conditions and posture for measurement.
Measurement schedule before office visit
and between visits.

Interpretation of measurements. Inform
patients about usual BP variability.

R R

Action if BP is too high or too low.

INTERPRETATION

y

COMFORTABLE 35 MIN

Cuff to it arm size
(smal, usust, large)

Arm bare and resting.
Mid-arm at heart level

—>» Assess home measurements of 7 days (at least 3 days with at |east 12 readings).
—> Discard the first day and calculate the average of all the other readings.
-

Average home BP 2135/85 mmHg indicates hypertension. Individual readings have little diagnostic accuracy.

Prefer automated report and averaging of readings stored in device memory (or mobile).
Otherwise, review readings reported in a logbook.

Stergiou G, Pelatini P, Parsti G, OBrien E, Janusrewicz A, Lurbe E, Persu A, Mancis G, Kreutz R. 2021 European Society of Hypertansion
Practice Guidelines for Office end Out-of-office Blood Pressure Messurement. | Hypertens 2021; 384283-1302

Stergiou G, Pelatini F, Parsti G, O'Brien E, Januszewicz A, Lurbe E, Persu A, Mancis G, Kreuiz R. 2021 Eurcpean Society of Hypertension
Practice Guidelines for Office end Out-of-office Blood Pressure Messurement. J 2021; 38:1293-1302.

www.stridebp.org; Stergiou GS, et al. J Hypertens. 2021;39:1293-1302.

Stergiou G, Palatini F, Parati G, O'Brien E, Januszewicz A, Lurbe E, Persu A, Msan.KmulzR.meopssn Society of Hypertansion

Practice Guidslines for Office snd Out-of-office Blood Pressure Messurement. J

2021; 35:1293-1302
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Validated blood pressure monitoring devices

Home Blood Pressure Monitoring

Name:
Validated electronic arm-cuff device
Date of birth: / / Device:
Before each office visit:
) Lo . = J-day monitoring (at least 3)
Time Systolic-Diastolic  (Pulse rate) e 3 S oher d —
DAY 1 Morning 1% _ : : ( ) /- drclﬁgnig?aig evening, berore
_/__1202_ nel .
Evening i‘ : ) i ; — After 5 min sitting rest
ond - ( ) — 2 measurements with 1 min
interval
- B Long-term follow-up:
DAY 2 Morning ™ __._ ( ) Duplicate measurement once
—/—/202_ 2 ( ) or twice per week or month
Evening 1% _ . ( )
2nd ( )
Time Systolic-Diastolic  (Pulse rate)
DAY 3 Morning 1® _ : ( ) DAY 6 Morning 1 _ : - ( )
| J202_ nd ( ) | [202_ 2nd . ( )
Evening 1* _ : ( ) Evening 1% _ : . { }
g ( ) 2nd ( )
DAY 4 Morning 1* _ . ( ) DAY 7 Morning 1% _ . ( )
[/ /202_ 2nd ( ) _/__/202_ 2m ( )
Evening 1* _ : ( ) Evening 1 _ . ( )
ond ( ) 2nd ( )
T — WRITE HERE THE AVERAGE OF ALL READINGS
Evening 1#% _ : ( ) EXCEPT OF DAY 1: - ( )
2 ( )

www.stridebp.org; Stergiou GS, et al. J Hypertens. 2021;39:1293-1302.
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Blood Pressure Monitoring — The 3 METHODS

Recording information

Start: 5/5/2025 8:15:00 Ambulatery Arterial Stiffness Index (AASI): 0,43

End: 6/5/2025 7:54:00 Ty Meorning Surge Index (MSI): 0,00

Duration: 23:39:00 Comfort mode max, pressure: 170
Successful readings: 57 (90,48%) Child mode: Disabled
Systolic > limits: 8,77% Serial number: 90227-023013
Diastolic > limits: 17,54%

Overall summary - Successful: 90,48% (57 of 63), Ava.: 118/75 mmHg

Hourly avg. Std, dev, Min, Max, Dipping
Systolic {(mmHg) 118 12,91 87 (02:44 Tp 149 (08:15 Aev) 13,60 %
Diastolic (mmHg) 75 9,38 50 (02:14 Tpi 90 (08:15 Aeu) 17,89 %
MAP (mmHg) a0 9,12 69 111 427 %
Pulse pressure (mmHg) 42 8,43 20 59
Heart rate (BPM) 75 15,42 55 107
Systolic > limits B,77% Diastolic > limits 17,54% AAS|: 0,43 MSI: 0,00
Wake periods summary - Successful: 87,23% (41 of 47), Normal values: 135/85 mmHg, Avg,: 124/80 mmHg
Hourly avg, Std, dev, Min, Max,
Systolic (mmHg) 124 10,92 98 (21:14 Asu 149 (08:15 Azu)
Diastolic (mmHg) 80 6,84 63 (20:14 Mui 90 (08:15 Acu)
MAR (mmHg) 94 7,18 77 111
Pulse pressure (mmHg) 43 8,56 20 59
Heart rate (BFM) B2 14,34 56 107
Systolic > 135 mmHg 12,20% Diastolic = 85 mmHg 17,07%
Sleep periods summary - Successful: 100,00% (16 of 16), Normal values: 120/70 mmHag, Avg.: 106/66 mmHg
Hourly avg, Std, dev, Min, Max,
Systolic (mmHg) 106 9,53 87 (02:44 Tpi) 119 (22:44 Asu)
Diastolic (mmHg) 66 6,84 50 (02:14 Tpl) 74 (23:14 Asv)
MAP (mmHg) 81 5,85 69 89
Pulse pressure (mmHg) 40 8,08 29 52
Heart rate (BPM) B2 4,65 55 69
Systolic > 120 mmHg 0,00% Diastolic > 70 mmHg 18,75%
o 240
T |
£
E.200
E —
2 160
a N y b
_g' 120 P — — / | ‘/
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Hypertension — Diabetes interplay

Insulinresistanceand diabetes
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Jia G, et al. Hypertension. 2021;78:1197-1205.




Masked Hypertension and Diabetes

Editorial > Blood Press. 2022 Dec;31(1):207-209. doi: 10.1080/08037051.2022.2107483. FULL TEXT LINKS

Masked hypertension in type 2 diabetes: never take
normotension for granted and always assess out-of-
office blood pressure

ACTIONS

Krzysztof Narkiewicz 1 Sverre E Kjeldsen 2 Brent M Egan 3 Reinhold Kreutz 4, Michel Burnier 2 )
[] Collections

Affiliations + expand
PMID: 35941816 DOI: 10.1080/08057051.2022.2107483 < Permalink

Free article

Narkiewicz K, et al. Blood Press. 2022;31:207-209.



Nocturnal Hypertension and Diabetes (also Pulse Pressure)

24-Hour Systolic BP Daytime Systolic BP Sleep-Time Systolic BP
. - . 2
e = - s L @ 2
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Figure 1. 24-hour, daytime, and sleep-time systolic blood pressure.
24-Hour Diastolic BP Daytime Diastolic BP Sleep-Time Diastolic BP
8 : 8
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Figure 2. 24-hour, daytime, and sleep-time diastolic blood pressure.

Aung AT, et al. 2020;132:346-351.



Hypertension — Diabetes and CV risk

Hypertension Other risk factors, BP (mmHg) grading
disease HMOD, CVD
staging or CKD High-normal Grade 1 Grade 2 Grade 3
SBP 130-139 SBP 140-159 SBP 160-179 SBP = 180
DBP 85-89 DBP 90-99 DEP 100-109 DBP = 110
No other risk factors® Low risk Low risk Moderate risk
Stage 1 1 or 2 risk factors Low risk Moderate risk
23 risk factors s
moderate risk
HMOQOD, CKD grade 3, . \
Stage 2 or diabetes mellitus very high risk
Established CVD . o o : "
Stage 3 or CKD grade 24 Very high risk Very high risk Very high risk Very high risk
<50 years 6069 years =70 years
<2.5% <5% <7.5%
Complementary
2.51t0<7.5% 51to<10% 7.5t0<15% risk estimation in Stage 1
B os% >10% >15% with SCORE2/SCOR2-OP

Mancia G, et al. J Hypertens. 2023;41:1874-2071.



Hypertension — Diabetes and CV risk

Table 7 Cardiovascular risk categories in type 2
diabetes

Very high CV Patients with T2DM with:

risk » Clinically established ASCVD or

* Severe TOD or

* 10-year CVD risk >20% using SCORE2-Diabetes

Patients with T2DM not fulfilling the very high-risk

criteria and a:

* 10-year CVD risk 10 to <20% using
SCORE2-Diabetes

Moderate CV Patients with T2DM not fulfilling the very high-risk

risk criteria and a:
* 10-year CVD risk 5 to <10% using
SCORE2-Diabetes

Low CV risk Patients with T2DM not fulfilling the very high-risk

criteria and a:
* 10-year CVD risk <5% using SCORE2-Diabetes

ESC 2023

|/C ;:

Marx N, et al. Eur Heart J. 2023;44:4043-4140.



Hypertension — Diabetes and CV risk

WESC niimiin s i CLINICAL RESEARCH
European Society  https:/doi.org/10.1093/eurheartj/ehad260 Epidemiology, prevention, and health care policies
of Cardiology ) )

SCORE2-Diabetes: 10-year cardiovascular
risk estimation in type 2 diabetes in Europe

SCORE2-Diabetes Working Group and the ESC Cardiovascular Risk
- *

Collaboration™t

Received 10 June 2022; revised 6 April 2023; accepted 17 Apnl 2023; online publish-ahead-of-print 29 May 2023

See the editorial comment for this article ‘Risk prediction in patients with diabetes: is SCORE 2D the perfect solution?’, by L. Rydén et al.,
https://doi.org/10.1093/eurheartj/ehad263.

Abstract

Aims To develop and validate a recalibrated prediction model (SCORE2-Diabetes) to estimate the 10-year risk of cardiovascular
disease (CVD) in individuals with type 2 diabetes in Europe.

Methods SCORE2-D|abeteswas developed by extending SCORE?2 algorithms using individual-participant data from four large-scale

and results datasets comprising 229 460 participants (43 706 CVD events) with type 2 diabetes and without previous CVD. Sex-specific

competing risk-adjusted models were used including conventional risk factors (i.e. age, smoking, systolic blood pressure, to-
tal, and HDL-cholesterol), as well as diabetes-related variables (i.e. age at diabetes diagnosis, glycated haemoglobin [HbA1c]
and creatinine-based estimated glomerular filtration rate [eGFR]). Models were recalibrated to CVD incidence in four
European risk regions. External validation included 217 036 further individuals (38 602 CVD events), and showed good dis-

............. A i et i i CF/ADEN I/ tndais e e e AN e AN Dl el i cciabl e



Hypertension — Diabetes and CV risk

[1305]. Furthermore, in patients with type 2 diabetes, the prevalence of MH is much higher than in the general population
[13006]. Finally, type 2 diabetes is associated with a higher rate of resistant hypertension and is recognized to be one of the
most important factors that can make achievement of BP contrt ifficult [538]. The presence of diabetes mellitus in
patients with hypertension has an important influence on CV ris regardless of the concomitance of HMOD, CVD
or CKD. Only diabetic patients with well controlled, short-standing duration of the disease (less than 10 years) with no
evidence of HMOD and no additional CV risk factors are categorized as being at moderate risk [33]. Otherwise patients
with diabetes are considered to be at high CV risk or even at very-nigh risk in the presence of established CVD or
advanced CKD. Consequently, hypertensive patients with diabetes are candidates for immediate initiation of antihyper-
tensive drug treatment together with lifestyle interventions.

Mancia G, et al. J Hypertens. 2023;41:1874-2071.



Hypertension — Diabetes and CV risk

Patients with type 2 diabetes mellitus

Fatients with type 1 DM above
40 years of age may also be classified
according to these criteria

Patients with well controlled short-standing
OM (e.g. <10 years), no evidence of TOD

and no additional ASCVD risk factors s

Patients with DM without ASCVD and/or
severe TOD, and not fulfilling the moderate
risk criteria.

Residual 10-year CVD risk estimation after general
prevention goals (e.g. with the ADVAMNCE risk score or
DIAL model). Consider lifetime CVD risk and benefit

estimation of risk factor treatment (e.g. DIAL model).

Patients with DM with established ASCVD
and/or severe TOD:* #%
+ eGFR <45 mL/min/1.73 m? irrespective
of albuminuria
+ eGFR 45-59 mL/min/1.73 m?and
microalbuminuria (ACR 30 -300 mg/g)
* Proteinuria (ACR >300 mglg)
* Presence of microvascular disease
in at least 3 different sites (e.g.
microalbuminuria plus retinopathy

plus neuropathy)

Residual 10-year CVD risk estimation after general
prevention goals (e.g. with the SMART risk score for

Very established CVD or with the ADVANCE risk score or
OT-GEH Sl with the DIAL model). Consider lifetime CVD risk and
benefit estimation of risk factor treatment (e.g. DIAL
model).

Visseren FLJ, et al. Eur Heart J. 2021;42:3227-3337.



Blood Pressure Lowering in Diabetes

Figure 2. Standardized Associations Between 10-mm Hg Lower Systolic BP and All-Cause Mortality,
Macrovascular Outcomes, and Microvascular Outcomes in Diabetic Patients

No. of BP Lowering Control Relative Risk Favors BP : Favors
Outcome Studies Events Participants Events Participants (95% Cl) Lowering Control
Mortality 20 2334 27693 2319 25864 0.87 (0.78-0.96) —l—
Cardiovascular disease 17 3230 25756 3280 24862 0.89 (0.83-0.95) I
Coronary heart disease 17 1390 26150 1449 24761 0.88 (0.80-0.98) —I—
Stroke 19 1350 27614 1475 26447 0.73 (0.64-0.83) ——
Heart failure 13 1235 21684 1348 20791 0.86 (0.74-1.00) —-—
Renal failure 9 596 19835 560 18912 0.91(0.74-1.12) —-—
Retinopathy 7 844 9781 905 9566 0.87 (0.76-0.99) —-—
Albuminuria 7 2799 13804 3163 12821 0.83 (0.79-0.87) =

0.5 1.|0 2.0

Relative Risk (95% CI)

Emdin CA, et al. JAMA. 2015;313:603-15.



Blood Pressure Lowering in Diabetes

Absolute risk reduction

DM Trials SBP/DBP Events (n/patients) 9 Standardized RR P—value Standardized RR 1000 pts/5 years P—value
Qutcome status (n) diff (mmHg) Treated Controls | (95% CI) interaction (95% CI) (95% CI}) interaction
Stroke DM 30 —5.8/-2.6 1184/259239 1342/25716 15% 0.73 (0.63-0.86) —_— -18 —E_]
noDM 31 —7.4/-3.4 2232[77817  2931/83391 45% 0.65 (0.58-0.75) 0.17 — a1 0.11
CHD DM 27 —5.8/-2.6 1146/22547 1292(22138 0% 0.71 (0.61-0.81) 0,039 — -9 —FE= ] <0.001
noDM 28 —7.7/-3.5 2076/67370 245872640 15% 0.81 (0.74-0.88) . —— -7 =] ’
HF DM 19 —6.2/-2.7 86619377 801/18501 0% 0.75 (0.64-0.91) e —14 —F—=
, - 0.008 0.68
noDM 18 —7.0/-2.7 92142085 1229/42078 1% 0.57 (0.48-0.66) —e— 13 HE ]
Stroke + CHD DM a0 -5.7/-2.6 2180/24687 245923709 0% 0.70 (0.62-0.77) . 35— 1
noDM 28 ~7.5/-35 3872/70203 4800/75940 19% 0.75 (0.72-0.79) 0.15 - s HE— <0001
Stroke + CHD + HE DM 25 —5.9/-2.6 3761/23588 4012/22738 24% 0.76 (0.68-0.83) 079 e 51— = 0,001
noDM o7 —7.6/-3.4 5870/68862 B895/62070 53% 0.77 (0.72-0.84) ' —o— oy =] :
CV Death DM 26 —5.7/-2.6 1020/23483 1097/22463 50% 0.77 (0.58-1.02) 065 e | -13 —= e
noDM 23 —7.5/-35 1492/59451 1778/65201 41% 0.81 (0.70-0.93) ' —_— -5 H] '
All Death DM 31 —5.7/-2.6 2074/24843 2139/24277 15% 0.82 (0.72-0.83) 0015 e -1 — =] 0,001
noDM 29 —7.5(-3.7 3692/70099 418175795 9% 0.91 (0.85-0.96) : -o- -5 {7 :
I . ; r .
0.5 1.0 2.0 -80 —60 —40 -20 0
Treated better Control better Reduction Increase

Thomopoulos C, et al. J Hypertens. 2017;35:922-944.
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Brunstrom M, et al. BMJ. 2016;352:i717.

Relative risk
(95% CI)

4

*
-

B
-

-
>
-

]

—

-
-
~a—

_:.r

0.5 1 2

Favours Favours
treatment control

Blood Pressure Lowering in Diabetes

Relative risk
(95% CI)

0.96 (0.86 to 1.06)
0.86 (0.791t00.93)
1.10(0.91 to 1.33)

0.87 (0.71 to 1.07)
0.86 (0.72t0 1.04)
1.26 (0.89to 1.77)

0.82(0.72t0 0.92)
0.88 (0.79t0 0.97)
0.94 (0.76 t0 1.15)
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0.81 (0.70 to 0.94)
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Stroke mortality
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Lewington S, et al. Lancet. 2002;360(9349):1903-13.
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When to start treatment

Grade 1
Hypertension
BP 140-159/90-99

Grade 1 Grade 2 Grade 3
e Hypertension Hypertension Hypertension
[79/100-109 | BP 140-159/90-99 |BP 160-179/100-109 BP 2180/110

Symptomatic*,
or with HMOD, or CKD stage 23, or CVD

At least 1 additional office visit

(e.g. within 4 weeks)
<
& SN
Diagnosis established - initiate lifestyle interventions
If BP is IfBPis i
<150/95 2150/95 Immediate drug treatment

Initiate drug
treatment if BP

is not controlled

L

Aim for optimal BP control at least within 3 months

Use HBPM
and/or
ABPM

whenever

deemed
useful and
feasible

© ESH 2024

*In addition to the symptoms that are linked to HMOD as listed in Table 2, further symptoms that are associated with hypertension such headache, dyspnea, dizziness,

or palpitations can be considered.

Kreutz R, et al. Eur J Intern Med. 2024;126:1-15.



Drugs to reduce BP

ACEi or ARB
Prescribing patterns:

® Start with dual combination therapy
in most patients

® Uptitrate t@ maximum well tolerated
doses and to triple therapy if needed

® Once daily (preferred in the morning)

e Add further drugs if needed
e Preferred use of SPCs at any step Cb

rmDiuretic? cCcB®

conw

Additional drug classes

General antihypertensive therapy:
Steroidal MRA

Loop Diuretic

Alpha-1 Blocker

Centrally acting agent

Vasodilator

Special comorbidities:

® ARNi BB¢
e SGLTZi
® MNon-Steroidal MRA

Mancia G, et al. J Hypertens. 2023;41:1874-2071.



Drugs to reduce BP in Diabetes

Drug DM Trials Standardized RR Standardized RR P-value
class Outcome status (n) (5% CI) (85% CI) intaraction
D Stroke + CHD DM 2 0.52 (0.32-0.87) ———— 015

noDM [ 0.77(0.71-0.84) - .
All Death DM 3 0.90 (0.70-1.18) —— 0.02
noDM 7 0.90 (0.84-0.97) =0 .
EB Stroke + CHD DM 1 — NA
noDM 3 0.80 (0.81-0.08) 0|
All Death DM 1 — NA
noDM 3 1.00 (0.91-1.11) ——
CA Stroke + CHD + HF DM [ 0.65 (0.43-0.96) ——— 064
noDM 5 0.71 (0.57-0.90) —_—— :
All Death DM [} 0.86 (0.60-1.25) —_—— 0.82
noDM [ 0.83 (0.66-1.07) —— :
ACEI Stroke + CHD DM 7 0.40 (0.20-0.59) —_—
noDM 3 0.58 (0.47-0.73) —— 0.009
All Death DM 6 0,61 (0.40-0.05) — - 0015
noDM 4 0.77 (0.60-0.97) —o— :
ESRD DM 3 0.45 (0.06-4.54) -+ - > NA
noDM - —
ARB Stroke + CHD + HF DM [ 0.80 (0.63-1.03) — !
noDM 4 0.82 (0.68-1.02) —o 0.75
All Death DM [ 1.00 (0.70-1.65) —— NA
noDM 1 —
ESRD DM 4 0.61(0.46-0.84) —_— NA
noDM - —
RASE Stroke + CHD DM 13 0.53 (0.41-0.69) —_— e
noDM 6 0.65 (0.54-0.77) —o— .
All Death DM 12 0.76 (0.54-1.09) | 0.01
noDM 5 0.77 (0.62-0.95) —_—— .
ESRD DM 7 0.50 (0.32-0.76) —_—— NA
noDM - —_
r T 1
0.2 0.5 1.0 2.0

Drug better Placebo better

Thomopoulos C, et al. J Hypertens. 2017;35:922-944.
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Lifestyle measures to reduce BP in Diabetes

* Prevent or delay onset of hypertension

* Improve overall/CV health and well-being

* Reduce BP

* Booster BP lowering effects of medications

» Reduce the number/dose of drugs needed
for BP control

* To all patients with diagnosed hypertension

* To patients with white-coat or masked
hypertension

* To patients with high-normal BP

» Individual patient counseling and support

* Prescribe with specific instructions,
e.g. intensity and type of exercise

» Assess, adapt, and reinforce during follow-up

Key interventions to reduce BP

Healthy diet Weight reduction
Prefer: * Combine a low-caloric diet with daily

physical activity in patients with
« DASH or Mediterranean type diets overweight or obesity
* A healthy dietary pattern including more * Monitor waist circumference and weight
plant-based and less animal-based food
Restriction of sodium intake

» VVegetables , fruits, beans, nuts, seeds, and %
» Sodium is mainly consumed as salt, which

vegetable oils
* Lean protein (e.g. fish, poultry) comes from processed foods or is added to the
Limit: food during cocking or at the table
» Salt (NaCl) restriction to < 5 g (~2g sodium)

* Fatty meats, full-fat dairy dav | ded
* Sugar, sweets and sweetened beverages or 1 teaspoon per day is recommende

Daily physical activity and regular exercise
* Incorporate physical activity (e.g. walking,
cycling) into everyday life and reduce
sedentary behavior (e.g. sit less)

Aim for:

-150-300 min of aerobic exercise per week
performed at a moderate intensity or

-75-150 min of aerobic exercise per week
performed at a vigorous intensity or

-an equivalent combination of moderate and
vigorous physical activities

Add dynamic resistance (muscle strengthening)
exercise 2-3 times per week

Start slow and gradually to build up the amount/
intensity of activity

Augmentation of potassium intake

* Increase potassium consumption, preferably
via dietary modification, except for hypertensive
patients with advanced CKD

* Foods high in potassium are for example white
cannellini beans (1200 mg/cup), unsalted boiled
spinach (840 mg/cup), avocado (708 mg/cup) and
bananas (450 mg per medium fruit)

* Use salt substitutes replacing NaCl with KCl in
patients consuming a high sodium diet

Limit alcohol intake & _'f

» Limit alcohol intake close to abstinence,
particularly if intake is 23 drinks/day® I

* Avoid excessive (binge) drinking

Smoking cessation

* Smoking cessation, supportive
care and referral to smoking
cessation programs are
recommended for all smokers

Improve stress management

* Reduce stress by use of
-Regular physicial activity
-Mindfulness-based exercise !
-Relaxation techniques, e.g. deep breathing,

meditation, yoga or Tai Chi

* Get enough sleep (7-9 hours)

* Find individual ways to cope with stress, e.g.
practicing mindfulness, engaging in hobbies or
talking to a therapist

* Moderate alcohol and caffeine intake, avoid drugs

Minimize exposure to noise and air pollution

* Reduce indoor exposure to noise and air pollution.
* Consider to reduce exposure to air pollution by
modifying the location, timing and type of outdoor
activities -
L LS
s of
L

SH 2024

*About 350 ml of regular beer containing 5% alcohol by volume
or 150 ml of wine containing 12% alcohol by valume per drink. ©

Kreutz R, et al. Eur J Intern Med. 2024;126:1-15.



BP reduction algorithm in Diabetes

Once daily dosing
(preferred in the morning)

Start with Monotherapy only in selected patients:
P:Efer StPCS Start with Dual Combination o Low risk hypertensiogyand ZP <150/95 n?mHg
at any ste : : « or high-normal 8P and very high CV risk
¥ i \_ Therapy in most patients J e g:frlfil p[;%igr]:s and/or:d\X:mIcged age
Step 1 (" ACEi or ARB + CCB or rmDiuretic" B
Df"al ; w Ncreaseto full-dose if well tolerated BBb
combination \—> upto~60% controlled® P Can be used
as monotherapy
or at any step
Step 2 ACEior ARB + CCB + mDiuretic of combination
Triple ww Increase to full-dose if well tolerated therapy
combination —»  up to ~90% controlled®
Adfit?prti (" True resistant Hypertension®
u er ~
drugs \L —» up to “5%
(" Consider to consult hypertension
specialist in patients who are still
e not controlled

Consider additional therapies: drugs or renal denervation

Kreutz R, et al. Eur J Intern Med. 2024;126:1-15.



The three pillars of BP lowering strategy

MANAGEMENT OF
ARTERIAL HYPERTENSION

LIFESTYLE
CHANGES
RENAL
DENERVATION

PHARMACOLOGICAL
TREATMENT

Tsioufis et al. Hellenic J Cardiol. 2026:51109-9666(25)00280-5.



Renal or multivessel denervation




BP targets

General office BP targets in patients with hypertension

Do not
Systolic BP Target* actively Diastolic BP
A target A

100
First aim to lower SBP <140 mmHg and DBP <80 mmHg.

Target SBP to <130 mmHg and DBP to <80 mmHg
in most patients up to 79 years old.

" The equivalent targets for HBPM or ABPM are not 20
established. However, at an office SBP/DBP <130/80
mmHg, home or mean 24-h SBP/DBP are likely to

- be similar or only modestly different from office SBP. 80
Advantage of lower BP target range is less
supported in some subgroups of patients (e.g.

. patients with LVH, CKD, ISH, or aged >80 years). 70
In very old or frail patients, treatment targets
should be individualized.

The benefit risk-ratio of active BP lowering below
mmHE  Most patients 120/70 mmHg is unclear and under investigation. mmHg  Most patients

*If well tolerated

150

140 .

130

120

Kreutz R, et al. Eur J Intern Med. 2024;126:1-15.



BP targets
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Diabetes and Hypertension ESH Guidelines

Treatment strategies in diabetes

Recommendations and statements CoR LoE

BP should be monitored to detect hypertension in all
patients with diabetes, because it is a frequent comorbidity
associated with an increase CV risk and risk for kidney

events.

Non-dipping or elevated night-time BP are frequent in type 2
diabetes and should be monitored by ABPM or HBPM.
Antihypertensive treatment in type 2 diabetes is

recommended to protect against macrovascular and

microvascular complications.

Immediate lifestyle interventions and antihypertensive drug
treatment are recommended for people with type 2 diabetes
when office SBP is 2 140 mmHg and DBP is 2 90 mmHg.
Drug treatment strategies in patients with type 2 diabetes

should be the same as for patients without diabetes and the
primary aim is to lower BP below <130/80 mmHg.

SGLT2is are recommended to reduce cardiac and kidney

events in type 2 diabetes.

The non-steroidal MRA finerenone can be used, because of
its nephroprotective and cardioprotective properties in
patients with diabetic CKD and moderate to severe

albuminuria.

There are only limited data on the potential benefits of

combining SGLT2is and finerenone.

Mancia G, et al. J Hypertens. 2023;41:1874-2071.



Diabetes and Dysautonomia - Normal Baroreflex

Ketch T, et al. Circulation. 2002;105:2518-23.



Baroreflex failure andlefferent autonomic failure

Aiatapaxn Tou
AUTOVOHOU VEUPIKOU
oUOTNHATOC

“"The brain knows about
systemic blood pressure but
cannot do what it wants”

Ketch T, et al. Circulation. 2002;105:2518-23.
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Diabetes and Chronotherapy in Hypertension
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Diabetes and Chronotherapy in Hypertension

Bedtime Dosing

Growing evidence suggests that there is
an association between absence of noc-
turnal blood pressure dipping and the
incidence of ASCVD. A randomized con-
trolled trial of 448 participants with
type 2 diabetes and hypertension dem-
onstrated reduced cardiovascular events
and mortality with median follow-up of
5.4 years if at least one antihyperten-
sive medication was given at bedtime
(38). Consider administering one or
more antihypertensive medications at
bedtime (39).

American Diabetes Association. Diabetes Care. 2017:40(Suppl 1):575-587.



Diabetes and Chronotherapy in Hypertension
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@ Hyagia trial: Discussions about surprising results
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© Blood pressure medication should not be routinely dosed ...
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Diabetes and Chronotherapy in Hypertension

Consensus Document

Bedtime dosing of antihypertensive medications:
systematic review and consensus statement:
International Society of Hypertension position paper
endorsed by World Hypertension League and

European Society of Hypertension
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Take Home Messages — EDE Document

17. AVTIMETWTTION TN UTTEPTACNG

oTov Zakxapwdn AlafATn

Opiopdg Kal didyvwan

.

H aptnpiakn utéptaan (AY ) atroTeAel anpavTiko TapdyovTa KIVBUVOU yia
TNV EP@AVION Kal £EEMIEN TWV ETTITTAOKWY TOU ZA, TOTO TWV HIKPOAYYEIKWY
(IBIiTERT TNE VEQPOTIASEINS), GT0 KO TWY KAPDIAYYEICKUV.

1o mo mpaogaro ESC/EURObservational Research Program (EORFP)
EUROSPIRE, avagépetan 611 80% Twv avdpiv Kal 87% Twv YUVIKWY JE
Wwoté ZA TUTTOU 2 £yl Kal AY.

H didyvwon Tng utrépTaang oTa dropa e ZA TiBeTon Tav n ouoToMkr ap-
Tnpiakn Tiean (ZAM) sival =140 mm Hg ri/kai n SiaaTohKR apTnpiakn Tieon
(AAM) eivan 290 mm Hg kan utté v po0mréBeon o1 To elpnua 8a empPBefal-
wOei pe pa deuTepn PETPNON GAAN NUEPA KOBWIC KOl JE JETPRTEIC OTO OTTITI
H epixeipida péTrel va eival KatdAhnAou peyéBoug avahoya pe Tnv TIEpI-
@épeia Tou Bpayiova Tou aTopou pe ZA.

H AN mpéme va mpoadiopiletan kan o 0pBia BETn yia TOV EVIOTTIONG EKEI-
VWV JE 0pBOTTATIKY UTTOTOOT).

Meiwan g apmpiakng mieang (AM) cuvduddeTan Ye Peiwan Tne EMTTwang
Kl EMPBpaduvan TG eEEMENC TNE DIapNTIKAC pIKpoayyeloTIaBeiag, ahAd Kal
pelwan NG kapdIayyEIKAC voaonpoTnTag Kol Tng BvntéTnTag.

IT0)0G TG Bepatreiag TNG AY (Ta KaTwrépw Spia TNS apTnRICKHS
mieane avapépovral O UETPHOEIC aUTAC OTo IaTpEio) Eival:

.

ATTO TUXQIOTTOINUEVES PEAETEC, yWwpifoupe 6Tl Peiwon Tng ZAM <140 mm Hg
kol g AAMN <90 mm Hg, peivel Ta gupRavia Twy otegaviaiwy, Ta AEE
KOl T VEQPIKN vOTO OTa dTtoda pe ZA. QoT1600 o BEATIoTOC oTOX0C Al aTa
dropa pe ZA va eivan Bépa debate

Ze dTopa =65 eTwv 0 atoxog NG ZAIN sivan petagd 130-139 mm Hg.

Ze aropa<65 eTwv <130 mm Hg akAd ax1 <120 mm Hg pe v Tpodmédson
OTI ETITUYXAVETAI XWpic 1IBIaiTEp eMRApUvVON

LiaoTohikn aptnpiakn mieon <80 mm Hg ahAd oy <70 mm Hg.

NedTepa gTolxeia Tovi(ouv TNV avaykn £CaTopikeuang Tou aToxou.

©epATTEUTIKA aywyn TNG AY atov ZA

.

‘Evapgn avniureptaoiknc gappokeuTikic aywyrg otav Al =140/90 mm Hg
ATIQITEIT GUVOUATPOC UYIEVODICITNTIKAC KAl QUPUUKEUTIKAC aywync.

Yyteivodiaitnmikn aywyn

EkTOC amé Tig uyievodiamnmikEg 0dnyisg TTou agopody OAa Ta dTopa pe ZA,

TOVICETaNIBICiTERA N Agia TWV KATWHI:

o AmwAsia Bapouc. YTohoyideTan o1 KABe 1 kg ammwAeIag gwpaTikoU Ba-
poug, AVEEPTATWE TNC TTPOTANWNGS VATRIOU, HEILVEI T HETT APTNPICKD
Triean katd ~5 mm Hg. Méan Mieon = [ZAN + (2xAAM)] / 3.

o Mefwan e nuepnaias mpacAnwns varpiou Touhdyiatov gs Troad <1,5¢,
TIOU QvTIOTOIYEl O TIEpiTTou 3,5 g xAwplouxou vatpiou. Na kaBe peiw-
on TNg Tpoahnwne xAMwpioUyou vatpiou katd 1 g v nuépa pTopei va
emiTeuyBei peiman Tng ZAM katd 4 mm Hg ko tng AAT kKatd 2 mm Hg

o Agknon. ZuvioTdtal pETpiag EViaang owpaTikr doknan .. Taxu Badi-
opa 30-45 hetrtd TouhdyioTov 4 gopég Tnv efdopada.

o AIGKOTTH TOU KATIVIGUATOC.

o [leplopiopds o xpnan oivorrveduarog oe 20 ginpépa yia Toug avdpeg
ka 10 g/nuEPT yIT TIC YUVAIKES.

e Avampoaappoyl) Tou Siaimodoyiou yia Tov 2A pe augnan Twv AaxXavIkww
Kol Twv ppoUTwy, BICiTEpa Twv TTAoUdIWY 08 KMo, péoa Opwe oTa TTAI-
OI0 TWY ETITPETTOPEVIWY BepuiGuv.

PapUaKEUTIKE aywyn

Q¢ apyIKn aywyn Xopnyeitan évac avaoToAEUS TOU PETATPETITIKOU ev{U-
pou (aMEA) rj évac amokAeioTric Twv utrodoyéwv g ayyeotagivng I
(aAT 1) padi pe SioupnTIKS [ avadToréd Twv BIaUAwv acReoTiou. ZuvioTd-
Tal JovoBe paTieia g ¥aunAou KIVBUVOU aoBevov JE apTnpIaKs UTTEPTATN
atadiou | fj oe aoBeveic =80 TV

Avtevdeikvutal n ouyxopriynon aMEA, aAT1 1 avaoToAéwy Tng pevivng
Ta doupnTikd, Beiadideg, vdaTapion kal xAwpoBahidovn, xopnyouvtal, g8
TYETIKA PIKpEC BOGEIC Ko UTTG TRV TTpo0TTOB8ear 4TI n oTelpapaTikh diR8nan
(estimated-Glomerular Filtration Rate - eGFR), dmiwg utrohoyifeTar pe Toug
TiTouc, MDRD iy CKD-EPI, givar =30 mL/min/1,73 m2 em@aveicag omparoc.
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Edv 1o eGFR <30 mL/min/1,73 m2 emipaveicg oWUaToS SUVIGTATAl N Xopr
ynan dloupnTiKkou TS aykUANC BUO ) TREIC QOPEC TNV NUEPT

O atrokAeloTég Twv B-uTrodoyEwy atroTeAoUV amapaitnTn ouvioTwoa T
QVTIUTIEPTATIKIG aywyr¢ O€ ATop JE I0TOPIKO EPEPAYUATOC TOU HUOKapDi
ou, 1BIaiTEp yio Ta BUo TTpWTa £1r) HETA Ao To Epgpaypa. Mevika, woToao
GEV OUVICTUVTAI LI TTPWTN ETMAOYH OTA ATOPA XWPEIC ETTITTAOKEC.

IBIaiTEPN TTRPOTOXT ATICITEITAN GTR CUYXOPHYNON TWY ATTOKAEITTWY TW'
B-umrodoyEwy Je P DIUSPOTTURNVIKOUC aVTUYWVITTEC TWV SIauAwy adie
aTiou Ay KIVOUVOU KOATTOKOIMOKOU ATTOKAEITUOU.

To BepatreuTikG ox AP TIRETTEI VA AvaTTpoaappPOeTal aTTORAETIOVTAG aTTd
PAITATWC OTNV ETHTEUEN Kol BIATHpnan Tou BepatmeuTikol atdxou. Mpog Tou
TO QUVIGTATAI OTIC TTEPITTGTE PEC TIEPITITWAEIG N X pron BUo A TTEpITTOTEPLY
QAPUAKWY OTIC JEYVIOTEC DOOEIC TTPOC £TTITEUEN TOU OTOX0U

Oravaatoheic SGLT2 agkolv kal fTNa avTuTiEPTAdik dpaon, IDIaTnTa T
oTroia pTropoupe va ekpetabeuTolpe ae duokoha puBIZopEVn apTnpiak
UTTEPTaOT).

H @ivepevavn, Evac Pn oTEpOEIBIKOC, EKAEKTIKOS avTaywvIaTAS Tou uTtodo
¥Ea Twv ahatokopTikeadwy (MR), pe Baon Ta amoTe Aégpata U0 peydhuy
TTOAUKEVTRIKWY EAETUV OF QOBEVEIC JIE XPOVIT VEQPIKI VOO0 Kal ZATZ, Kalll
sppEvouaa Aeukwparoupia, FIDELIO/FIGARO DKD, odnyei ge emppaduy
an TNS VE@PIKNS VOoou aAAG Kal 08 PEiwan Twy kapdiayyelakmy gupa
paTwy. (¢ €K TOUTOU 1) QIVEPEVOVN TUTTAVETAI O£ AoBEVEIC JE TU aVWTEPU
XOPAKTNPIOTIKA GUTWV TWwV JEAETIOV KOl apTrpIakr) UTTEPTaC TTapaAo o1
QVTIUTTEPTOTIKA TG Dpaan Bev eival peyain.

MapakoAouBnon

ExTag g pérpnong e Al oe kaBe eTHOKEWN OTO IATPEID, TUVIOTATAI Kl |
Trapakohoudnarn T Al kal aTo oTmin pe opr) TEXVIKT Kal afldmaTo Teoa
uetpo (mAnpogopieg ato dableducational org). MeTprigeic oto aTrin apé
XOUV OTOIXEID yIa TRV TTapoudia uTTépTaanc ASUKAS PTTAOUZAC 1) KaAUpPE
VI UTTEPTAGT), KOOI BEATILVE T UUPOP@LITT) KOl TNV TAKTIKA Afwn aywyn
quppdahhovTac atn peiwan Tou Kapdiayyeiakou Kivduvou

H 24wpn kataypagn Tng AN xpeiddetan ovo yia T SIEukpivian ap@ifohiwy
Trepi TN didyvwan kai mepi v kad’ aho 1o 24wpo puBpian TN UTTEPTATNC
Katd n ¥opriynon aMEA, aAT 1, SloupnTikd 1 ayuvIaTEC Twy UTToS0XEW
TV AAATOKOPTIKOEIDWY CUVISTATAI TIAPAKOAOUBNTT TOU KAAIOU KA TNC KPE
anvivng. Edv navgnon g Kpeamvivng Jéoa aTi¢ emopeveg 1-2 efdopade

uTrEpRei 10 30% TNS ApXIKAS TNS TIUAC R/KaI TO KaAo auEnBel Tavw atmd 5,5
mEQ/L, cuvioTatal ETTAVEKTIPNGT TNg VE@PIKNG AEITOUPYIag ToU atopou Je
A, Bigpelvnon yia Tuxov UTTapén OTEVWONG VEQPIKNG apTnpicag Kal avTi-
KaTdaTaan Tou aMEA f Tou aAT 1 e avTIUTTEPTATIKS GAANC Katnyopiag.
Ei xopriynang SioupnTikoU guviaTaTal o uxvog EAEYX0g varpiou Kal kahiou
o ETi utrovatpicnpiag SIGKOTITETA TO DIoUENTIKG.
o Emiummokahicipicg prropei va xopnynBouv KahloouvTnpnTikd (apihopidn,
OTPOVOATKTOVN ).
Mopdn ponyoUPEVES TUXQIOTIOINUEVEC KAIVIKEG HEMNETEG EDEICav OpeAog e
AW YEPOC TNG AVTIUTTERTACIKAS Ay WYNE TTRIV TOV UTTVO OE OXE0TN JE TTPW-
Wi Afwn, autd Ta amoTeAégpaTa dev emBeBaimwankay, we ek TouTou Jev
TUVITTATAl 1 X0Prynon avTIdTEPTACIKI G aywyric TTpo Tou UTIVou.

AVBeKTIKN UTTépTacnh

Opidetann Al pe emmimeda =140/90 mm Hg Tapd TV UYIEIVODICITITIKR Oyw-
1) Kal Afjyin TpIWY avTIUTTERTOCIKWY aTTd Ta aTioia £va DloupnTIkG, ae Jéyi-
OTEC AVEKTEC DOTEIC KAl EQOTOV UTTOKAEITTOUV AANES CUTIEG.

OraviaywwvioTEC Twv oAaTOKOPTIKOEIBWY ATTOTEAOUV OTTOTEAETHOTIKG QvTI-
UTTEPTACIKG OTNY avBEKTIKA UTTEpTaan &Tav TTpoaTeBoUy oTov TRITTAG auv-
Buaopo aMEA i aAT 1, aviaywwviaTr Twv Siauhwy acBedTiou ka dloupn-
TIKOU JE TUKTIKI OPUIC TTARaKoAQUENaN TOU KAAioU KOl KPEQTIVIVIG 0pou.

Eqdaov dev emTeuyBei 0 a1ox0¢ TN Al viveTal TapaTTopT ot eEa1Bikeu-
HEVO KEVTPO

Ymépraon oTnv £ykuo e Zakyapwdn Aiapith

ZUVITTATC AVTIUTTERTATIKD aywyr e@daov n Al Bpioketal oc eTiTeda ZAM
=140 1 kart AAMN =90 mm Hg kanotoxog 110-135/80 mm Hg. H dusan avTipe-
TWITION UTTEPTAOTC OXETICETaI P KaAUTEPN TIPOYVWON, TOOO yIa TNV £YKUO
Q00 KAl VIA TO £PBPUO, 08 OXETN HE TVAVTILETWITION BapIdc UTTEPTOONG.
Ze emimeda AN 90-60 mm Hg mpémel va amoeviatikotoleital n Bepatreia.

ATéAuTn avtévaelgn amotehouv of aMEA kal aAT 1, Kol OTTEIDOVOAUKTOVT).
ZUVITATC N XOpNynon a-HeBulvTotra, AaBeTaAGAN, avTaywwvIaTEC DIaUAWY
adgBeaTiou (vipednTivn), evid n uBpakafivn pTTopsi va yopnynBei as ofgieg
KOTAGTATEIC Kol JoPapn TposkAapyia.
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https://www.ede.gr/%ce%ba%ce%bl %oct %84 %ce /b5 %cf %85 %oce %b8 /octf %85 Yoce fobd Yoct %84 Yoce toae Jocf %81 Yoce /b9 Yece /b5 %ocf %82 - %oce fobf foce %ob4 Yoce /b7 %ece /ob 3 Yoce foaf Yoce /b5 Y%oct %82 - Yoce %ob5 Yoce %ob4 Yece b5/



https://www.ede.gr/%ce%ba%ce%b1%cf%84%ce%b5%cf%85%ce%b8%cf%85%ce%bd%cf%84%ce%ae%cf%81%ce%b9%ce%b5%cf%82-%ce%bf%ce%b4%ce%b7%ce%b3%ce%af%ce%b5%cf%82-%ce%b5%ce%b4%ce%b5/
https://www.ede.gr/%ce%ba%ce%b1%cf%84%ce%b5%cf%85%ce%b8%cf%85%ce%bd%cf%84%ce%ae%cf%81%ce%b9%ce%b5%cf%82-%ce%bf%ce%b4%ce%b7%ce%b3%ce%af%ce%b5%cf%82-%ce%b5%ce%b4%ce%b5/
https://www.ede.gr/%ce%ba%ce%b1%cf%84%ce%b5%cf%85%ce%b8%cf%85%ce%bd%cf%84%ce%ae%cf%81%ce%b9%ce%b5%cf%82-%ce%bf%ce%b4%ce%b7%ce%b3%ce%af%ce%b5%cf%82-%ce%b5%ce%b4%ce%b5/
https://www.ede.gr/%ce%ba%ce%b1%cf%84%ce%b5%cf%85%ce%b8%cf%85%ce%bd%cf%84%ce%ae%cf%81%ce%b9%ce%b5%cf%82-%ce%bf%ce%b4%ce%b7%ce%b3%ce%af%ce%b5%cf%82-%ce%b5%ce%b4%ce%b5/
https://www.ede.gr/%ce%ba%ce%b1%cf%84%ce%b5%cf%85%ce%b8%cf%85%ce%bd%cf%84%ce%ae%cf%81%ce%b9%ce%b5%cf%82-%ce%bf%ce%b4%ce%b7%ce%b3%ce%af%ce%b5%cf%82-%ce%b5%ce%b4%ce%b5/
https://www.ede.gr/%ce%ba%ce%b1%cf%84%ce%b5%cf%85%ce%b8%cf%85%ce%bd%cf%84%ce%ae%cf%81%ce%b9%ce%b5%cf%82-%ce%bf%ce%b4%ce%b7%ce%b3%ce%af%ce%b5%cf%82-%ce%b5%ce%b4%ce%b5/

konkyriakoulis@gmail.com
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