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Lipid and Hypertension 

Management in Diabetes 



Diabetes guidelines have changed 

a lot in the last few years

2007 2016

A1C <7% A1C target should be individualized 

(e.g. <7%, <8%)

BP <130/80 BP <140/90 

LDL <100mg/dL Lipid Management: 

Moderate- and High-Intensity Statin 

Therapy

Aspirin in pts >40 yrs old Antiplatelet agents

Yes in CVD

For rest, depends on CVD risk



● Use a patient-centered 
communication style that 
incorporates patient preferences, 
assesses literacy and numeracy, and 
addresses cultural barriers to care. B

● Treatment decisions should be timely 
and based on evidence-based 
guidelines that are tailored to patient 
preferences, prognoses, and 
comorbidities. B

Key Recommendations



● Lack of health insurance 

● Food insecurity (FI)

o Carefully evaluate hyperglycemia and 
hypoglycemia and propose solutions A

o Recognize that homelessness, poor 
literacy, and poor numeracy often occur 
with food insecurity; appropriate 
resources should be made available for 
patients with diabetes. A

Health Disparities

American Diabetes Association Standards of Medical Care in Diabetes. 
Strategies for improving diabetes care. Diabetes Care 2016; 39 (Suppl. 1): S6-S12



Blood Pressure



Absolute number of events prevented by different interventions per 1000 patient years of 
treatment (data taken from Cholesterol Treatment Trialists’ Collaboration and Blood Pressure 

Lowering Treatment Trialists’ Collaboration).

Preiss D , Ray K K BMJ 2011;343:bmj.d4243

©2011 by British Medical Journal Publishing Group



Blood Pressure: JNC 8 Panel

 2014 Evidence-Based Guideline for the Management of 

High Blood Pressure in Adults

 Report From the Panel Members Appointed to the Eighth Joint 

National Committee (JNC 8)              JAMA 2014;311(5):507-520

 Very rigorous guideline development process

 Target for people with diabetes +/- CKD:                

<140/90

 Recommended medications:

 Thiazide diuretic, ACEI/ARB, Calcium Channel Blocker

 If CKD: start with ACEI or ARB

 Big change: Beta blockers no longer recommended for first-line

treatment of hypertension (different issue from CVD)

   



Systolic Targets:

●People with diabetes and hypertension 
should be treated to a systolic blood 
pressure goal of <140 mmHg. A

●Lower systolic targets, such as <130 
mmHg, may be appropriate for certain 
individuals, such as younger patients, if 
it can be achieved without undue 
treatment burden. C

American Diabetes Association Standards of Medical Care in Diabetes. Cardiovascular 

disease and risk management. Diabetes Care 2016; 39 (Suppl. 1): S60-S71

Recommendations: Hypertension/ 
Blood Pressure Control (2) 



Diastolic Targets:

●Patients with diabetes should be 
treated to a diastolic blood pressure 
<90 mmHg. A

●Lower diastolic targets, such as <80 
mmHg, may be appropriate for certain 
individuals, such as younger patients, if 
it can be achieved without undue 
treatment burden. B

Recommendations: Hypertension/ 
Blood Pressure Control (3) 

American Diabetes Association Standards of Medical Care in Diabetes. Cardiovascular 

disease and risk management. Diabetes Care 2016; 39 (Suppl. 1): S60-S71



BP Targets

 <140/90: target for (most) diabetes patients

 Good BP control definitely reduces CVD, CKD risks

 Balance need for good BP control with risk of 

problems

 Hypotension, fatigue, polypharmacy issues are common

 Use caution in patients who have symptoms at <140/90 

and/or with meds needed to achieve it 

 Higher risk: Older, comorbidities, longer duration of 

DM, on lots of meds, autonomic neuropathy

 Antihypertensive meds associated with falls/injuries in 

elderly JAMA Intern Med 2014;doi:10.1001/jamainternmed.2013.14764





Blood Pressure

Measurement

 

So easy to do (incorrectly)!



BP Measurement

 Measure BP at all routine visits

 Measuring BP in clinic:

 Patient has rested for 5 minutes, is seated with feet 

on floor, arm supported at heart level

 Cuff size should be appropriate for upper arm

 Confirm elevated values on a different day

ADA 2015 Clinical Practice Recommendations

 Differences in BP Devices

 Mercury, aneroid, electronic



Common Sources of BP 

Measurement Errors
 Incorrect cuff size

 Use correct size for mid upper arm

 Have all sizes of adult cuffs available where BPs measured

 Small adult, Adult, Large adult, Adult thigh (for very large upper arms)

 Terminal digit bias

 Significant tendency toward recording zeros 

 Inadequate staff training and equipment maintenance

 Talking or listening to patient/colleague while taking BP

 BP cuff placed over clothing

 Smoking or caffeinated beverages within 30 min of BP

 Patient’s back and/or arm unsupported

 Feet crossed or dangling



Lipid Management



GPRA
What used to be 

“Diabetes: LDL Assessed” is now:

“Statin Therapy to Reduce 

Cardiovascular Disease Risk in 

Patients with Diabetes”



2013 ACC/AHA Guideline on the 

Treatment of Blood Cholesterol to 

Reduce Atherosclerotic Cardiovascular 

Risk in Adults

J Am Coll Cardiol

E-pub: November 12, 2013



ACC/AHA Cholesterol Guidelines

• ATP IV panel’s work in conjunction with ACC/AHA  

• Guideline highlights (it’s all about statins!)

– No longer recommended to treat to LDL targets

– Treat with moderate or high-intensity statin therapy:

• Clinical CVD: high-intensity if <75 y/o, moderate if older

• LDL ≥190mg/dL: high-intensity

• DM pts 40-75 y/o with LDL 70-189 mg/dL but no known 

CVD: moderate—high-intensity if 10-yr CVD risk ≥7.5%

• Other pts with 10-yr CVD risk ≥7.5%: moderate or high



Statin Therapy

• Statin dosing:

– High-intensity: atorvastatin 40-80 mg, rosuvastatin 20-40 mg

– Moderate-intensity: e.g. atorvastatin 10-20 mg, rosuvastatin
5-10 mg, simvastatin 20-40 mg, pravastatin 40-80 mg

• What do we do with the patients who can’t tolerate 
statins: at high/moderate dose, low dose, or at all?

– Try statin again—in clinical trials, many patients who thought 
they were statin intolerant were able to tolerate statin

– Try different statin (esp. if symptoms with simvastatin), start 
at low dose/titrate up slowly

– New: In certain high risk patients, can add ezetimibe to 
statin

– It is not known if non-statin alone will reduce CVD risk



ADA 2016 Recommendations for Statin 
Treatment in People with Diabetes 

Age Risk factors Recommended statin dose*

<40 years

None None

ASCVD risk factor(s)** Moderate or high

ASCVD*** High

40–75 years

None Moderate

ASCVD risk factors High

ASCVD High

Acute Coronary Syndrome and LDL >50mg/dL in 

patients who cannot tolerate high intensity statin
Moderate plus ezetimibe

>75 years

None Moderate

ASCVD risk factors Moderate or high

ASCVD High

Acute Coronary Syndrome and LDL >50mg/dL in 

patients who cannot tolerate high intensity statin
Moderate plus ezetimibe

*    In addition to lifestyle therapy. 

**   ASCVD risk factors include LDL cholesterol ≥100 mg/dL (2.6 mmol/L), high blood pressure, smoking, and                                      

overweight and obesity, and family history of premature ASCVD. 

*** Overt CVD includes those with previous cardiovascular events or acute coronary syndromes. 

ADA. 8. Cardiovascular Disease and Risk Management. Diabetes Care 2016;39(suppl 1):S64, Table 8.1



ADA 2016 Recommendations:

Combination Therapy

• Statin plus:
– Ezetimibe: The addition of ezetimibe to moderate-intensity statin 

therapy has been shown to provide additional CV benefit compared 
with moderate-intensity statin therapy alone and may be considered 
for patients with a recent acute coronary syndrome with LDL 
cholesterol ≥50 mg/dL or for those patients who cannot tolerate 
high- intensity statin therapy. 

– Fibrate: statin/fibrate has not been shown to improve ASCVD 
outcomes and is generally not recommended. 

• However, therapy with statin and fenofibrate may be considered for men 
with both triglyceride level ≥204 mg/dL and HDL cholesterol level ≤34 
mg/dL. 

– Niacin: statin/niacin has not been shown to provide additional 
cardiovascular benefit above statin therapy alone and may increase 
the risk of stroke and is not generally recommended. 



GPRA Statin Therapy Measure

• Denominator: 

– Clinical population of people with diabetes 

• ages 40 through 75 

• age 21 and older with documented CVD 

• age 21 and older with LDL greater than or equal to ≥190 mg/dL “ever”. 

– Excludes: Patients with contraindications, documented allergy, 

intolerance, or other adverse effect to statin medication; pregnancy, 

breastfeeding; cirrhosis; acute alcoholic hepatitis; palliative care; ESRD; 

LDL <70 and not on a statin and who have never had an LDL result ≥ 

190

• Numerator: 

– Patients prescribed a statin during the report period



GPRA Target

• Target for the GPRA 2016 year (July 1, 2015 – June 30, 

2016) is to baseline the measure

– Determine the percentage of people with diabetes who are 

eligible for statin therapy

– Determine the percentage of people with diabetes who are 

prescribed statin therapy

– The baseline will help to determine the target for the 2017 

GPRA reporting period



Key Points

• Clinical research informs clinical guidelines, which then 
inform performance measures like GPRA
– Hence, this change to the GPRA diabetes lipid measure

• Recent and upcoming clinical studies are already pointing 
toward further evolution in lipid guidelines
– When will this again affect this GPRA measure?

• CVD is a common and impactful complication of diabetes
– We all want to do what we can to reduce the risk of CVD in our 

patients with diabetes

• It’s clear that statins are an important tool for doing this

– Medication adherence issues

• This GPRA measure will help us see how well we’re taking 
advantage of this evidence-based medication class





Diabetes Care and Outcomes 
Audit 2015

333 I/T/U Facilities

116,743 Charts
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2015 ANNUAL DATA REPORT
VOLUME 2: END-STAGE RENAL DISEASE

Chapter 1: Incidence, Prevalence, 
Patient Characteristics, and 

Treatment Modalities



Data Source: Special analyses, USRDS ESRD Database. *Adjusted for age and sex. The standard population was the U.S. 
population in 2011. Abbreviations: Af Am, African American; ESRD, end-stage renal disease.

Figure 1.5(b)  Trends in adjusted* ESRD incidence rate (per million/year),
by race, in the U.S. population, 1996-2013

Vol 2, ESRD, Ch 1 33



Data Source: Special analyses, USRDS ESRD Database. *Point prevalence on December 31 of each year. Adjusted for age 
and sex. The standard population was the U.S. population in 2011. Abbreviations: Af Am, African American; ESRD, end-
stage renal disease.

Figure 1.14(b)  Trends in the adjusted* prevalence (per million) of ESRD,
by race, in the U.S. population, 1996-2013

Vol 2, ESRD, Ch 1 34



USRDS

• “The ESRD incidence rates for Blacks, Native Americans, and 

Asians have declined over the nearly 20-year period shown in 

Figure 1.5.b. The decline has been greatest (over 2-fold) 

among Native Americans. …the ratio of incidence rates for 

Native Americans versus Whites decreased from 2.6 to 1.1.” 

(USRDS 2015 ADR, ESRD, ch. 1, Highlights, emphasis added)

• “…the remarkable decline in incidence rates among Native 

Americans has resulted in a 29% decline in the prevalence of 

ESRD in this population since 2000. This represents the only 

instance, since the beginning of ESRD care in 1973, of a 

decline in adjusted prevalence for a major racial group.“

(USRDS 2015 ADR, ESRD, ch.1 Highlights, emphasis added)



Resources From the 

IHS Division of Diabetes

www.diabetes.ihs.gov



DDTP Website: 
www.diabetes.ihs.gov

At no cost to I/T/U sites/clinicians:

• Diabetes Treatment Algorithms

• Standards of Care

• Online Catalog

• Diabetes educational materials

• CME/CE Training

• Live: “Advancements in Diabetes” monthly webinars

• Online: Recorded trainings, new one added monthly



www.diabetes.ihs.gov – Home Page 



IHS Diabetes Listserv
• Intended for I/T/U clinicians

• Different from DDTP’s SDPI grantee and Audit email lists 

• Sign up on the DDTP homepage: 
www.diabetes.ihs.gov

• You’ll receive email announcements on:
• Upcoming trainings

• Advancements in Diabetes and other CME/CE webinars

• NDEP, VA, and other trainings

• New diabetes materials/trainings on DDTP website

• NIH Library list of new diabetes and AI/AN literature

• Summaries of hot clinical topics related to diabetes/CVD



Thank You!

Questions?
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