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PROBLEM CASE :
DM MANAGEMENT AND HYPERTENSION MANAGEMENT ?• A 57 Years Old Man referred to our clinic with High Blood Pressure and Diabetes and
Proximal weakness

• BP=184/97. PR= 75

• PMH: HTN 12y / DM 12y / CAG: nl 2 weeks ago / Hypokalemia in last admission 2w ago.

• FH: DM and HTN  and CVD in Father and Mother and Three Sisters and Brother

• His brother passed away 3 month ago (MI)

• Drug: Empa 10mg/d . ASA 80/d . Exforge 160/5 mg BD. Prazocin 1mg TDS. Carvedilol
6.25mg BD. Kcit 10mg BD.

• Lab: Cr:1.2/ Urea: 32/ Uric acid: 4.5 / Na: 140 / K:3.3 /FBS:136 / A1C:7

• Renin: <0.1

• Kidney color dopler and Adrenal SONO was Normal.

• ECHo: ef=55% and Moderate LVH

• PWV:  Vascular Age: 62y / 10.6m/s
 
 



  

 

 



  

 

 



  

 

 



  

 



  

PROBLEM SIZE

 

• In white Europeans, 10–30% of people with type 1 diabetes and 60–80% of those
with newly diagnosed type 2 diabetes have hypertension

• It has also been recognized that, in diabetes, hypertension usually exhibits
characteristics that differ from those of nondiabetic hypertensive patients.

•  The most frequent characteristics are
 

• a greater SBP elevation, a wider pulse pressure,
• a higher BP variability,
• a nondipping pattern,
• salt-sensitivity,
• a trend to hyperkalemia and orthostatic hypotension, particularly as the

duration of the diabetes increases
• in patients with type 2 diabetes, the prevalence of MH is much higher

than in the general population



 

 

Hypertension Treatment strategies in diabetes



 

 

Hypertension Treatment strategies in diabetes



 

 

HypertensionTreatment strategies in patients with kidney disease
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FIGURE 19. TEN WAYS TO CUT OUT SALT



  

 

 



  

 

 



 

(1) The Angiotensin-Converting-Enzyme (ACE) inhibitors and Angiotensin II
Receptor Blockers (AIIRBs),  RAAS inhibitors are maintained as the first step of
treatment for DM patients with hypertension and/or albuminuria or proteinuria.

 
(2) Sodium-glucose-transporter 2 (SGLT2) inhibitors. Their discovery led to the

introduction of these drugs to the usual hypoglycaemic therapy for adequate control
in subjects with DM. They also offer a safe nephro and CV protection profile.

(3) Glucagon-like peptide-1 receptor agonists (GLP-1RAs). This is a class of
incretin drugs that can improve CV and renal events in DKD.

 
(4) Antagonists of Endothelin-1 (ET-1s). Some, but not all studies on ET-1s have

proved their ability to reduce albuminuria and proteinuria.
 

(5) The Mineralocorticoid Receptor (MCR) antagonist, finerenone. Very recently,
finerenone was used in a RCT as an antifibrotic agent.
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