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54 y/o male, DM and DLP for 5 years, follow up visit for diabetes. 

He has no complain of dyspnea, orthopnea, chest pain. He asks you about the cardiology check up. 

PMHx: Dyslipidemia
FHx: No family history of HF or premature CAD
SHx:
o Moderately active lifestyle

o Smoker (25 pack-year)
o Occasional alcohol drinker

Vital Signs: 
HR: 78 bpm and regular 
Oxygen Sat: 98% on room air
Office BP: 140/90 mm/Hg
BMI: 31 kg/m2

Physical Examination:

unremarkable

Daily medications:

o Metformin/empagliflozin/linagliptin 
1000/5/2.5 mg BD

o Gliclazide MR 80 mg QD

o Rosuvastatin 20 mg QD

Lab Data:

HbA1c: 8%

Cr: 1.2 mg/dL, eGFR: 72 mL/min/1.73 m2

Total Chol: 170 mg/dL

LDL: 70 mg/dL

HDL: 40 mg/dL

TG: 300 mg/dL

UACR: 20 mg/g

Clinical Case Scenario



Follow up with an ECG

Reassurance- No need for screening

Cardiology referral

Lab request for Pro-BNP

What would be your next step on cardiovascular 
screening?
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Results 
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Follow up with an ECG
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Why Cardiovascular Screening Matters
in Diabetes

• Cardiovascular disease (CVD) is the leading cause of morbidity and 

mortality in diabetes.

• Patients with type 2 diabetes have 2–4× higher risk of coronary 

artery disease (CAD).

• Early identification of cardiovascular risk allows targeted preventive 

strategies.



Routine Cardiovascular Screening

• Routine screening for CAD in asymptomatic diabetic patients is 

NOT recommended.

• Screening does not improve outcomes if risk factors are optimally 

managed.

• Focus on aggressive risk factor control: lipids, blood pressure, and 

glycemia.



Routine Cardiovascular Screening

Screening may be considered if:

• Typical or atypical cardiac symptoms are present (chest pain, 

dyspnea, fatigue).

• Resting ECG shows abnormalities.

• Strong family history of premature CAD.

• Peripheral artery or carotid disease is present.



Baseline Cardiovascular Evaluation in All 
DM Patients

At diagnosis and at least annually:

• Detailed history and physical examination for symptoms 

of ischemia or heart failure.

• Blood pressure measurement at every visit.

• Lipid profile at diagnosis and every 1–2 years.

• Resting ECG: reasonable at baseline in adults with DM 

and hypertension or symptoms.



Risk Stratification Tools

• ASCVD Risk Calculator (ACC/AHA): general CV risk assessment.

• UKPDS Risk Engine: specific for type 2 diabetes.

• SCORE2-Diabetes (ESC 2023): integrates glycemic control and 

duration of diabetes.

• Use these tools to guide therapy intensity and follow-up frequency.

















Ongoing Cardiovascular
Risk Management in DM

• Blood pressure target: <130/80 mmHg (if tolerated).

• Lipid management: High-intensity statin for most adults >40 years 

or with risk factors.

• Antiplatelet therapy: Low-dose aspirin for secondary prevention.

• Glycemic control: Individualized A1C target (usually <7%).

• Consider SGLT2 inhibitors or GLP-1 RAs for CV and renal protection.



Heart Failure and 
Cardiomyopathy Screening

• Consider BNP or NT-proBNP testing in high-risk or 

symptomatic patients.

• Echocardiography if symptoms suggest heart failure or if 

structural disease suspected.

• SGLT2 inhibitors are recommended for prevention and 

treatment of HF in diabetes.



Summary and Key Takeaways

• 1. Routine CAD screening in asymptomatic DM patients is not 

recommended.

• 2. Comprehensive baseline CV assessment should be done at diagnosis 

and annually.

• 3. Use validated risk calculators to personalize care.

• 4. Aggressive risk factor management remains the cornerstone.

• 5. GLP-1 RAs and SGLT2 inhibitors play a major role in CV risk reduction.



The illusion of LDL Control

Farhad Hossein Panah; M.D.

Endocrinologist 



PMHx: Dyslipidemia, HTN

FHx: 
Premature CV death: negative
SHx:

o Sedentary lifestyle
o Smoker (15 pack-year)
o Occasional alcohol drinker

Vital Signs: 

HR: 74 bpm and regular 
Office BP: 120/70 mm/Hg
BMI: 27 kg/m2

Physical Examination:

unremarkable

Daily medications:

o Metformin/Linagliptin/Empagliflozin 1000/5/10 mg Daily
o Atorvastatin 40 mg QD
o Telmisartan/ amlodipine 40/5 mg QD

Lab Data:

HbA1c: 6.8%

Cr: 1.4 mg/dL, eGFR: 62 mL/min/1.73 m2

Total Chol: 165 mg/dL

LDL: 65 mg/dL

HDL: 34 mg/dL

TG: 330 mg/dL

AST: 55 U/L

ALT: 68 U/L

Platelet: 420000 103/uL

UACR: 15 mg/g on one occasion

63 y/o male, T2DM 8 years ago, Routine diabetes follow up in outpatient clinic

10-year ASCVD risk: 10-year ASCVD 
risk not available for patients with 

LDL-C < 70 mg/dL

FIB-4 score: 1

Clinical Case Scenario



I heard a lot in the media, that 
statins are harmful!

Now that my LDL is low, can we 
reduce the dose?



DC atorvastatin 

Decrease atorvastatin dose 

No change is needed

Add ezetimibe 

What would be your suggestion on therapy 
modification for his LDL?
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Other treatment plan



Results 

29%

10%

29%

19%

13%

DC atorvastatin 

Decrease atorvastatin dose 

No change is needed

Add ezetimibe 
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Lipid management for primary prevention

• Patients aged 40-75 years:

• Moderate-intensity statin (A)

• AT higher cardiovascular risk, including those with one or more additional ASCVD 
risk factors, high-intensity statin therapy is recommended to reduce LDL 
cholesterol by ≥50% of baseline and to obtain an LDL cholesterol goal of <70 
mg/dL (A) 

• At higher cardiovascular risk, especially those with multiple additional ASCVD risk 
factors and an LDL cholesterol ≥70 mg/dL , it may be reasonable to add ezetimibe 
or a PCSK9 inhibitor to maximum tolerated statin therapy (B)
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Lipid management for secondary prevention

• For people of all ages with diabetes and ASCVD, high-intensity statin therapy 
should be added to lifestyle therapy. A

•  For people with diabetes and ASCVD, treatment with high-intensity statin 
therapy is recommended to obtain an LDL cholesterol reduction of ≥50% from 
baseline and an LDL cholesterol goal of <55 mg/dL . Addition of ezetimibe or a 
PCSK9 inhibitor with proven benefit in this population is recommended if this 
goal is not achieved on maximum tolerated statin therapy. B
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Lipid management 

• In people with diabetes intolerant to statin therapy, treatment with 
bempedoic acid is recommended to reduce cardiovascular event rates as 
an alternative cholesterol-lowering plan. A

• For individuals who do not tolerate the intended statin intensity, the 
maximum tolerated statin dose should be used. E 

•  For people with diabetes and ASCVD intolerant to statin therapy, PCSK9 
inhibitor therapy with monoclonal antibody treatment, A bempedoic acid 
therapy, A or PCSK9 inhibitor therapy with inclisiran siRNA E should be 
considered as an alternative cholesterol-lowering therapy.
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European Heart Journal - Cardiovascular Pharmacotherapy (2025) 11 , 367–379
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• In a multinational, double-blind, randomized RCT, patients with type 2 diabetes, mild-
to-moderate hypertriglyceridemia (triglyceride level, 200 to 499 mg per deciliter), and 
high-density lipoprotein (HDL) cholesterol levels of 40 mg per deciliter or lower were 
assigned to receive pemafibrate (0.2-mg tablets twice daily) or matching placebo

• The median follow-up was 3.4 years.

Das Pradhan A et al. N Engl J Md2022;387:1923-1934



Cumulative Incidence of Cardiovascular Events

Das Pradhan A et al. N Engl J Md2022;387:1923-1934

e





• A multicenter, randomized, double-blind, placebo-controlled trial involving 
patients with established cardiovascular disease or with diabetes and other 
risk factors, who had been receiving statin therapy and who had a fasting 
triglyceride level of 135 to 499 mg/dl and a LDL level of 41 to 100 mg/dl

• The patients were randomly assigned to receive 2 g of icosapent ethyl 
twice daily (total daily dose, 4 g) or placebo

• Median length of F/U: 4.9 years

N Engl J Med. 2019 Jan 3;380(1):11-22



11/8/2025

Figure 1: Cumulative Incidence of Cardiovascular Events.

Panel A shows the Kaplan–Meier event curves for the primary efficacy composite end point of cardiovascular death, nonfatal myocardial infarction, nonfatal stroke, coronary 

revascularization, or unstable angina in the icosapent ethyl group and the placebo group, in a time-to-event analysis. Panel B shows the Kaplan Meier event curves for the key 

secondary efficacy composite end point of cardiovascular death, nonfatal myocardial infarction, or nonfatal stroke in the two trial groups, in a time-to-event analysis. In each panel, 

the inset shows the same data on an expanded y axis. The curves were visually truncated at 5.7 years because a limited number of events occurred beyond that time point; all patient 

data were included in the analyses.

NNT= 21 NNT= 28
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•  For individuals with fasting triglyceride levels ≥500mg/dL , evaluate for secondary causes 
of hypertriglyceridemia and consider medical therapy to reduce the risk of pancreatitis. C

•  In adults with hypertriglyceridemia fasting triglycerides >150 mg/dL  or nonfasting 
triglycerides >175mg/dL , clinicians should address and treat lifestyle factors (obesity and 
metabolic syndrome), secondary factors (diabetes, chronic liver or kidney disease and/or 
nephrotic syndrome, and hypothyroidism), and medications that raise triglycerides. C

•  In individuals with ASCVD or other cardiovascular risk factors on a statin with managed 
LDL cholesterol but elevated triglycerides (150–499 mg/dL [1.7–5.6 mmol/L]), the addition 
of icosapent ethyl can be considered to reduce cardiovascular risk. B



• Statin plus fibrate combination therapy has not been shown to improve 
ASCVD outcomes and is generally not recommended. A

• Statin plus niacin combination therapy has not been shown to provide 
additional cardiovascular benefit above statin therapy alone, may increase 
the risk of stroke with additional side effects, and is generally not 
recommended. A

ADA  2025



Residual Cardiovascular Risk in Major Statin Trials
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Libby PJ et al. J Am Coll Cardiol. 2005;46(7):1225-1228.

4S=Scandinavian Simvastatin Survival Study; LIPID=Long-Term Intervention with Pravastatin in Ischaemic Disease; CARE=Cholesterol and Recurrent 
Events; HPS=Heart Protection Study; WOS=West of Scotland Coronary Prevention Study; AFCAPS/TexCAPS=Air Force/Texas Coronary Atherosclerosis 
Prevention Study.    





Eur Heart J  2021 Jan 1;42(1):113-131

Key contemporary residual risk 
pathways in secondary prevention



Residual  risk ?

• Elevated Triglyceride level

• Role of TG rich lipoproteines

• Beyond LDL, non HDL may be a better predictor



Atherogenic Particles

TG-rich lipoproteins

VLDL VLDLR IDL LDL
Small,

dense LDL



Approach to High BP 
Among Patients with Diabetes 

Farzad Hadaegh; M.D.

Endocrinologist 



Clinical Case Scenario

59

PMHx: DLP for 10 years 

FHx: 

o T2DM and HTN in first-degree relatives

o Father: Stroke at the age of 68

SHx:

o Moderately active lifestyle

o Non-Smoker

o No Alcohol consumption

Vital Signs: 

o HR: 74 bpm and regular 

o Office BP: 146/92 mm/Hg

o BMI: 28 kg/m2

Physical Examination:

o unremarkable

Daily medications:

o Metformin/Empagliflozin 1000/5 mg BD

o Atorvastatin 20 mg QD

Lab Data:

o HbA1c: 7.6%

o Cr: 0.9 mg/dL 

o eGFR: 74 mL/min/1.73 m2

o Total Chol: 162 mg/dL

o LDL: 82 mg/dL

o HDL: 40 mg/dL

o TG: 170 mg/dL

o UACR: 40 mg/g on one occasion

58 y/o Female, T2DM 5 years ago, Routine diabetes follow up in outpatient clinic

At the clinic, BP is measured at 146/92 mmHg by the nurse. She appears surprised 

by the number and reports feeling “fine.”
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She doesn’t believe your BP 
measurement device is accurate!

She uses and upper arm digital device at home 
and randomly checks her BP which are almost 
below 135/85



Questions

61

How reliable is HBPM and how should it be done?

What is the possibility of masked or White coat hypertension or effect?

How and when do you recommend HBPM?

When do you recommend ABPM?

How many readings are needed? Clinic vs. home?

What’s the correct BP threshold for diagnosing hypertension in diabetes?

Is 146/92 enough to start treatment?

What’s the BP target for this patient?

<140/90 or <130/80?

Does albuminuria push you to act sooner?

What is the role of lifestyle change in the management of hypertension?

What is the pharmacological approach in the management of hypertension?

 

What do you suggest for her glycemic management?



Suspected HTN- suggest HBPM to confirm diagnosis

HTN diagnosis is confirmed-start treatment

Suspected HTN- Follow up with next visit office BPM 

Suspected HTN- suggest ABPM to confirm diagnosis

What would be your suggestion on her BP 
result?

gdia.ir/dip8A

B

C

D

E

Answering Time!Time over!

Other treatment plan



Results 

43%

32%

11%

11%

3%

Suspected HTN- suggest HBPM to confirm diagnosis

HTN diagnosis is confirmed-start treatment

Suspected HTN- Follow up with next visit office BPM 

Suspected HTN- suggest ABPM to confirm diagnosis
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E Other treatment plan
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Accurate Measurement of In-Office BP

Office BP should be based on the average of 

available readings, and an average of ≥2 BP 

measurements obtained on ≥2 separate 

occasions may minimize error and provide a 

more accurate estimation of office BP

ACC/AHA 2025
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➢ Out-of-office BP monitoring with either ABPM or HBPM provides 

valuable and distinct information compared with office BP for 

confirming the diagnosis of hypertension.

➢ ABPM more strongly predicts long-term CVD outcomes than 

office BP.

➢ HBPM more strongly predicts CVD outcomes than office BP, and 

may be more reproducible than ABPM.

➢ ABPM provides distinctive information on nighttime BP, HBPM is 

often more practical than ABPM in clinical practice.

ACC/AHA 2025
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ACC/AHA 2025

White-Coat Hypertension and Masked
Hypertension, and White-Coat Effect and Masked
Uncontrolled Hypertension



Questions

67

How reliable is HBPM and how should it be done?

What is the possibility of masked or White coat hypertension or effect?

How and when do you recommend HBPM?

When do you recommend ABPM?

How many readings are needed? Clinic vs. home?

What’s the correct BP threshold for diagnosing hypertension in diabetes?

Is 146/92 enough to start treatment?

What’s the BP target for this patient?

<140/90 or <130/80?

Does albuminuria push you to act sooner?

What is the role of lifestyle change in the management of hypertension?

What is the pharmacological approach in the management of hypertension?

 

What do you suggest for her glycemic management?
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Recommendations

10.7 In individuals with confirmed office based 

blood pressure ≥130/80 mmHg, pharmacologic 

therapy should be initiated and titrated to achieve 

the recommended blood pressure goal of <130/80 

mmHg. A

10.8 Individuals with confirmed office based blood 

pressure ≥150/90 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 people with diabetes. A

ADA 2025

Diabetes

ACC/AHA 2025
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Systolic Blood Pressure throughout the Trial

Blood Pressure Control Target in Diabetes

(BPROAD) trial



70
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† Serious adverse events 

were events that were fatal 

or life-threatening, 

resulted in substantial or 

persistent disability, 

resulted in or prolonged

hospitalization, or were 

important medical events 

that investigators judged 

to represent substantial 

hazards or harm to 

research participants.
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Prespecified Subgroup Analysis.

Among patients with 

T2D, the incidence of 

CVD was 

significantly lower 

with intensive 

treatment targeting a 

SBP<120 mm Hg 

than with standard 

treatment targeting a 

SBP<140 mm Hg.



Lab Data:

eGFR: 74 mL/min/1.73 m2

UACR: 40 mg/g on one occasion

CURRENT CHRONIC KIDNEY DISEASE (CKD) NOMENCLATURE USED BY KDIGO

KIDIGO 2024

CKD is defined as abnormalities 

of kidney structure or function, 

present for a minimum of 3 

months, with implications for 

health. CKD is classified based 

on Cause, Glomerular filtration 

rate (GFR) category (G1–G5), 

and Albuminuria category (A1–

A3), abbreviated as CGA.

73
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ACC/AHA 2025

Recommendations

10.9 Treatment for hypertension should include drug 

classes demonstrated to reduce CVD in people with 

diabetes. A ACE inhibitors or ARBs are 

recommended first-line therapy for hypertension in 

people with diabetes and CAD. A

10.11 An ACE inhibitor or ARB, at the maximum 

tolerated dose indicated for blood pressure treatment, 

is the recommended first-line treatment for 

hypertension in people with diabetes and urinary 

albumin-to-creatinine ratio ≥300 mg/g creatinine A or 

30–299 mg/g creatinine. B

Choice of Initial Monotherapy Versus Initial Combination Drug 
Therapy

ADA 2025



Questions
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How reliable is HBPM and how should it be done?

What is the possibility of masked or White coat hypertension or effect?

How and when do you recommend HBPM?

When do you recommend ABPM?

How many readings are needed? Clinic vs. home?

What’s the correct BP threshold for diagnosing hypertension in diabetes?

Is 146/92 enough to start treatment?

What’s the BP target for this patient?

<140/90 or <130/80?

Does albuminuria push you to act sooner?

What is the role of lifestyle change in the management of hypertension?

What is the pharmacological approach in the management of hypertension?

 

What do you suggest for her glycemic management?



76

ACC/AHA 2025



Questions
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How reliable is HBPM and how should it be done?

What is the possibility of masked or White coat hypertension or effect?

How and when do you recommend HBPM?

When do you recommend ABPM?

How many readings are needed? Clinic vs. home?

What’s the correct BP threshold for diagnosing hypertension in diabetes?

Is 146/92 enough to start treatment?

What’s the BP target for this patient?

<140/90 or <130/80?

Does albuminuria push you to act sooner?

What is the role of lifestyle change in the management of hypertension?

What is the pharmacological approach in the management of hypertension?

 

What do you suggest for her glycemic management?
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BP ≥140/90 mm Hg 

ACC/AHA 2025
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Class Drug Usual Dose, Range (mg/d)∗ Daily Frequency Comments

Agents recommended for initial therapy

Thiazide-type diuretics Chlorthalidone 12.5-25 1 Chlorthalidone has a longer half-life and is more potent than hydrochlorothiazide on a mg-to-mg 

basis.

Monitor for hyponatremia and hypokalemia, increased glucose, uric acid, and calcium levels.

Monitor patients with history of acute gout unless patient is on uric acid-lowering therapy.

Hydrochlorothiazide 25-50 1

Indapamide 1.25-2.5 1

ACEi Benazepril 10-40 1 or 2 Do not use in combination with ARB or direct renin inhibitor.

There is an increased risk of hyperkalemia, especially in patients with CKD or in those on K+ 

supplements or K+-sparing drugs.

There is a risk of acute renal failure in patients with severe bilateral renal artery stenosis.

Do not use if patient has history of angioedema with ACEi.

Avoid use in pregnancy.

Captopril 12.5-150 2 or 3

Enalapril 5-40 1 or 2

Fosinopril 10-40 1

Lisinopril 10-40 1

Moexipril 7.5-30 1 or 2

Perindopril 4-16 1

Quinapril 10-80 1 or 2

Ramipril 2.5-20 1 or 2

Trandolapril 1-4 1

ARBs Azilsartan 40-80 1 Do not use in combination with ACEi or direct renin inhibitor.

There is an increased risk of hyperkalemia in CKD or in those on K+ supplements or K+-sparing 

drugs.

There is a risk of acute renal failure in patients with severe bilateral renal artery stenosis.

Do not use if patient has history of angioedema with ARBs. Patients with a history of angioedema 

with an ACE inhibitor can receive an ARB beginning 6 weeks after ACE inhibitor is discontinued.

Avoid use in pregnancy.

Candesartan 8-32 1

Eprosartan 600-800 1 or 2

Irbesartan 150-300 1

Losartan 50-100 1 or 2

Olmesartan 20-40 1

Telmisartan 20-80 1

Valsartan 80-320 1

CCB—

dihydropyridines

Amlodipine 2.5-10 1 Associated with dose-related lower extremity edema, which is more common in women than 

men.Felodipine 2.5-10 1

Isradipine 5-10 2

Nicardipine SR 60-120 2

Nifedipine LA 30-90 1

Nisoldipine 17-34 1

80

FDA-Approved Drugs for Treatment of Hypertension AHA/ACC 2025
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FDA-Approved Drugs for Treatment of Hypertension AHA/ACC 2025

Class Drug Usual Dose, Range (mg/d)∗ Daily Frequency Comments

Alternative agents

CCB—

nondihydropyridines

Diltiazem ER 120-360 1 Avoid routine use with beta blockers because of increased risk of bradycardia and heart block.

Do not use in patients with HFrEF.

There are drug interactions with diltiazem and verapamil (CYP3A4 major substrate and moderate 

inhibitor).

Verapamil IR 120-360 3

Verapamil SR 120-360 1 or 2

Verapamil-delayed 

onset ER

100-300 1 (in the evening)

Diuretics—loop Bumetanide 0.5-2 2 These are preferred diuretics in patients with symptomatic HF.

They are preferred over thiazide-type diuretics in patients with moderate-to-severe CKD (eg, 

GFR <30 mL/min).

The longer-acting choice of torsemide is preferred for treatment of hypertension.

A loop diuretic is an option for patients who develop thiazide-type diuretic associated 

hyponatremia.

Furosemide 20-80 2

Torsemide 5-10 1

Diuretics—potassium-

sparing

Amiloride 5-10 1 or 2 As monotherapy, these agents are minimally effective antihypertensive agents.

Combination therapy of a potassium-sparing diuretic with a thiazide-type diuretic can be considered 

in patients with hypokalemia on thiazide-type diuretic monotherapy.

Avoid use in patients with significant CKD (eg, GFR <45 mL/min).

Triamterene 50-100 1 or 2

Diuretics—aldosterone 

antagonists

Eplerenone 50-100 1 or 2 These are preferred agents in primary aldosteronism and resistant hypertension.

Spironolactone is associated with greater risk of gynecomastia and impotence compared with 

eplerenone.

Demonstrated efficacy as fourth-agent add-on therapy for resistant hypertension.

Avoid use with K+ supplements, other K+-sparing diuretics, or significant renal dysfunction (eg, 

GFR <45 mL/min).

Eplerenone often requires twice-daily dosing for adequate BP lowering.

Avoid use in pregnancy.

Spironolactone 25-100 1

Beta blockers—

cardioselective

Atenolol 25-100 2 Beta blockers are not recommended as first-line agents unless the patient has CHD or HF.

These are preferred in patients with bronchospastic airway disease requiring a beta blocker.

Bisoprolol and metoprolol succinate are preferred in patients with HFrEF.

Avoid abrupt cessation.

Betaxolol 5-20 1

Bisoprolol 2.5-10 1

Metoprolol tartrate 100-200 2

Metoprolol 

succinate

50-200 1



Questions

82

How reliable is HBPM and how should it be done?

What is the possibility of masked or White coat hypertension or effect?

How and when do you recommend HBPM?

When do you recommend ABPM?

How many readings are needed? Clinic vs. home?

What’s the correct BP threshold for diagnosing hypertension in diabetes?

Is 146/92 enough to start treatment?

What’s the BP target for this patient?

<140/90 or <130/80?

Does albuminuria push you to act sooner?

What is the role of lifestyle change in the management of hypertension?

What is the pharmacological approach in the management of hypertension?

 

What do you suggest for her glycemic management?



Clinical Case Scenario
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PMHx: DLP for 10 years 

FHx: 

o T2DM and HTN in first-degree relatives

o Father: Stroke at the age of 68

SHx:

o Moderately active lifestyle

o Non-Smoker

o No Alcohol consumption

Vital Signs: 

o HR: 74 bpm and regular 

o Office BP: 146/92 mm/Hg

o BMI: 28 kg/m2

Physical Examination:

o unremarkable

Daily medications:

o Metformin/Empagliflozin 1000/5 mg BD

o Atorvastatin 20 mg QD

Lab Data:

o HbA1c: 7.6%

o Cr: 0.9 mg/dL 

o eGFR: 74 mL/min/1.73 m2

o Total Chol: 162 mg/dL

o LDL: 82 mg/dL

o HDL: 40 mg/dL

o TG: 170 mg/dL

o UACR: 40 mg/g on one occasion

58 y/o Female, T2DM 5 years ago, Routine diabetes follow up in outpatient clinic

At the clinic, BP is measured at 146/92 mmHg by the nurse. She appears surprised 

by the number and reports feeling “fine.”



KIDIGO 2022-2024

Holistic approach to chronic kidney disease (CKD) treatment and risk modification

84
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Aged ≥ 55 years 

with 2 ≥ additional 

CV-risk factor 

(BMI ≥ 30 Kg/m2, 

BP≥ 130/80 mmHg, 

Smoking, 

Dyslipidemia or 

Albuminuria)

Low-dose pioglitazone may be better tolerated 

and similarly effective as higher doses. 
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GLP-1 RAs with proven 

CV-benefit that do not 

require dose adjustment 

in CKD include 

Liraglutide, 

Semaglutide 

(injectable), 

and Dulaglutide. 



Return to the case 
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1. Proved micro albuminuria in the second spot urine sample, 

2. Request Echocardiography to assess LVH and possible HF,

3. Initiate Telmisartan 20mg/day and up-titrate, might consider Telmisartan 

20mg/day + Amlodipine 2.5 mg/day as SPC; Reinforce correct HBPM,

4. Discuss long acting GLP1analogue, Semaglutide 0.25mg/week and up-titrate as 

tolerate to 2.4 mg/week, 

5. If cost is a barrier, consider Pioglitazone 15 mg/day  as a possible second choice. 



Heart Failure:
An Underrecognized 
Diabetes Complication

Babak Sharif Kashani;M.D. 

Heart Failure and Transplant

Cardiologist 



62 y/o male, T2DM 10 years ago, Routine diabetes follow up in outpatient clinic

PMHx: Dyslipidemia for 10 years 

FHx: 

o T2DM in first-degree relatives
o No family history of HF or premature CAD
SHx:
o Sedentary lifestyle

o Non-Smoker
o Non-drinker

Vital Signs: 

HR: 78 bpm and regular 
Oxygen Sat: 98% on room air
Office BP: 124/78 mm/Hg

BMI: 30 kg/m2

Physical Examination:

Mild bilateral non-pitting
ankle edema (1+)
No JVD or rales

Paraclinical Data: 
ECG: Normal Sinus Rythm
Echocardiography report: 

EF:55%
Grade 1 diastolic dysfunction

Daily medications:

o Metformin/Sitagliptin 1000/50 mg BD
o Gliclazide MR 30 mg QD
o Atorvastatin 20 mg QD

Lab Data:

HbA1c: 7.3%

Cr: 1.2 mg/dL, eGFR: 68 mL/min/1.73 m2

Total Chol: 162 mg/dL

LDL: 88 mg/dL

HDL: 40 mg/dL

TG: 170 mg/dL

UACR: 20 mg/g

Clinical Case Scenario



I feel more tired than usual lately!

The patient reports progressive fatigue over 
the past few months. He notices that he gets 
tired more quickly when climbing stairs or 
walking longer distances. 
He denies any chest pain, palpitations, or 
shortness of breath at rest or during light 
activity. 
No recent weight gain or swelling reported 
spontaneously.



No

Yes

Would you suspect heart failure based 
on this presentation?

gdia.ir/dip9

A

B

Answering Time!Time over!



Results 

67%

33%

No

YesA

B



Heart Failure:
An Underrecognized 
Complication of Diabetes Care

“Just Tired”: A Subtle Presentation of HFpEF in 
a Type 2 DM Without Hypertension



Would you suspect heart failure based on this presentation?

Many diabetic patients experience fatigue—how do we avoid missing subtle HF?

What further tests would you order?

Would you now request NT-proBNP or stress testing?

At what point echocardiography should be considered?

Is this case an example of diabetic cardiomyopathy?

What is the pathophysiology behind HFpEF in this patient?

Would you change this patient’s treatment?

Is this a good time to consider adding an SGLT2 inhibitor or GLP-1 RA?

Questions



Heart Failure With Preserved 

Ejection Fraction (HFpEF) 

in Diabetes
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