Ostergdtlands NDR resultat

Och nyheter i vardprogrammet



Registrerade patienter

550000 -
500000 -
450000 -
400000 -

& 3500001

% 300000 -

(=

= 250000 -

——

<C 200000 A
150000 ¢
100000 -

50000 -
0-

Figur 44. Antal deltagande patienter per ar 1996 - 2024.

503639

T T T T T T T T T T T T T T T

0§° Oﬁ’@@ LTI N & «@@\Q’\ﬂ@\“\ﬁ@'\v{b\q
W F P FF D S S S S D D D D D DD D D D D e
Ar

= Totalt Primarvarden = Medicinkliniker, diabetes typ 1 == Medicinkliniker, diabetes typ 2



Vartor registrera i NDR?

Ditt arbete ar viktigt!

37 publikationer 2024
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Indikator

HbA1C < 52
HbA1C = 70
Blodtryck =130/80
Blodtryck =140/85
LOL <25
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LDL-

fordelning
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Figur 95. Fordelning av LDL i regionerna. Primarvard, ar 2024.
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KVALITETSMAL DYSLIPIDEMI HOS INDIVIDER 40 TILL 75 AR
e Vid hog

e Andel med LDL under 2,5 mmol/l Gverstiger 70 9%

kardiovaskular risk, andel med LDL under 1,8 mmol/l dverstiger 70 %

e Andel med arlig uppfoljning Gverstiger go %
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Utdkad subvention av PCSK9-hammare

e Patienter med diagnosticerad homozygot familjar hyperkolesterolemi.

e Patienter med diagnostiserad heterozygot familjar hyperkolesterolemi som trots
maximal tolererbar behandling med statin och ezetimib har kvarstaende LDL-
kolesterol pa 2,6 mmol/l eller hogre.

e Patienter med diagnostiserad aterosklerotisk hjart- och karlsjukdom som trots
maximal tolererbar behandling med statin och ezetimib har kvarstaende LDL-
kolesterol pa 1,8 mmol/l eller hogre.

 Patienter med diagnostiserad diabetes mellitus och malorganskada
(mikroalbuminuri, retinopati eller neuropati), eller minst tre viktiga riskfaktorer,
eller tidig debut av typ 1 diabetes mellitus med lang duration, som trots maximal
tolererbar behandling med statin och ezetimib har kvarstaende LDL-kolesterol pa

2,6 mmol/I eller hogre.
TANDVARDS- OCH
LAKEMEDELSFORMANSVERKET
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PCSK9-hammare som primarprevention vid diabetes

* Patienter med diabetes mellitus i primarprevention har stor nytta av statiner.

* Evidensen ar dock begransad kring nyttan av tillaggsbehandling med PCSK9-hdmmare till
denna patientgrupp, varfor en aterhallsam forskrivning rekommenderas i nulaget.

e Subvention: LDL 2 2,6 trots maximal tolererbar behandling med statin och ezetimib och
v’ malorganskada (mikroalbuminuri, retinopati eller neuropati), eller
v minst tre viktiga riskfaktorer, eller
v tidig debut av typ 1 diabetes mellitus med lang duration

* Foljande ytterligare faktorer kan tala for en potentiellt stérre nytta av tillaggsbehandling
med PCSK9-hammare:

. &

s Kronisk njursjukdom (CKD) med Region

: . : . Ostergétland
v eGFR <45 ml/min, eGFR 45-59 ml/min plus mikroalbuminuri
v" makroalbuminuri (oberoende av eGFR)
s LDLC = 3.4 mmol/L (pa optimerad basbehandling). Region Kalmar lan
Region

Jonkdpings 1an



PCSK9-hammare som primarprevention vid diabetes

* Anvand ej vid begransad forvantad overlevnad / komorbiditet eller
andra forhallanden dar LDL-sankning inte anses kliniskt motiverat.

* Basal statinterapi + ezetimib maste vara optimerad
* Atorvastatin 80 mgl1*1 eller rosuvastatin 40 mg 1*1

* Vid intolerans ska minst 3 statiner provats, inklusive minst 1 i lagsta dos
(t ex atorvastatin 10 mg, 2 ggr/v eller rosuvastatin 5 mg 2 ggr/v) %

* Bristande foljsamhet till statin + ezetimib ar ej indikation BstaeSn

04

Region Kalmar lan

* Ovriga riskfaktorer maste vara optimerade

Region
Jonkdpings 1an



HbAlC

Halland 4
Stockholm 1
Blekinge 1
Varmland A
Skane 1

Vastra Gétaland A
RIKET A

Kalmar A
Vastmanland 4

Figur 65. Férdelning av HbA1c (mmol/mol) i regionerna.
Primarvard, ar 2024.
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KVALITETSMAL GLYKEMISK KONTROLL VID TYP 2 DIABETES
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a i
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e Andel med HbAic under 48 mmol/mol hos de med diabetesduration kortare
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Behandling

Figur 69. Férdelning av diabetesbehandling i regionerna. Primarvard.
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Kunskapsstyrning halso- och sjukvard

Glukossénkande lakemedelsbehandling

MAL: God metabol kontroll och kardiorenal riskreduktion till

personer med hdg kardiovaskular risk MAL: God metabol kontrol

@

Basbehandling: Metformin* och stod till forandring av ohalsosamma levnadsvanor

Etablerad Hég kardiovaskul&r Njursjukdom* . : __
: x PR S Varken hog kardiovaskular risk
kardiovaskular risk**** dar HbA1c-  GERe60 och / eller s njursiukdom
sjukdom mal inte natts albuminuri
@ @ @ : Insulin
SGLT2 SGLT2 SGLT2 SU/Repaglinid
Pioglitazon
Vid hog risk eller vid njursjukdom bér SGLT2-hdmmare behallas,
tilldgg av GLP1-analog vid behov av ytterligare metabol kontrall.
=
Gorpr Ciprem “oLp
subkutant subkutant subkutant SGLT2
GLP1***

MAL: God
livskvalitet

Skora
aldre/kakeksi

DPP4
Repaglinid

Insulin

Overvig alltid tilldgg av insulin om det behévs fér att uppna individuellt HbA1c-mal, vid symptomgivande hyperglykemi,

[ vid uttalad njursvikt eller hos katabola patienter.

** Till personer med multipla riskfaktorer kan behandling dvervagas dven om individuellt mal for HbA1c natts
*** GLP1-analoger kan dvervagas fore SGLT2-hdmmare vid BMI = 35 dar HbA1c-mal inte uppnatts

* Metformin ska dosanpassas vid nedsatt njurfunktion, GFR < 60, och ska inte anvandas vid GFR < 30 flesta nﬂﬁxﬁr@%?mgﬁéﬁ ::id ;j g I;ﬁtz:_vanler:;lmf enl i d::r_

obesitas, hypertoni, rdkning, dyslipidemi eller albuminuri

https://vardpersonal.1177.se
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vid uttalad njursvikt eller hos katabola patienter.
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Vilka personer med typ 2-diabetes rekommenderas
SGLT2-hammare / GLP-1-receptoragonister?

* Hos personer med etablerad kardiovaskular sjukdom eller njursjukdom
v’ rekommenderas tilldgg av en SGLT2-hdmmare oavsett HbAlc-niva.

v Om SGLT2-hammare inte tolereras eller ar olampliga eller otillrdackliga bor de ersattas av
langverkande injicerbar GLP-1-receptoragonist.

* Hos personer som varken har etablerad kardiovaskular sjukdom eller njursjukdom, men som
har flera kardiovaskulara riskfaktorer

v’ rekommenderas SGLT2-hdmmare som tilldgg till metformin om HbAlc-malet inte uppnas.

\/Qm SGLT2-hammare inte tolereras eller ar olampliga eller ar otillrackliga bor de ersattas av
langverkande injicerbar GLP-1-receptoragonist.

* Hos personer med BMI>35 kg/m? och som ej nar HbAlc-malet med enbart metformin
v'kan GLP-1-receptoragonist ges som tillagg till metformin fére SGLT-2-hdmmare.
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Figur 87. Fordelning av systoliskt blodtryck i regionerna. Priméarvard ar 2024.
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Figur 87. Fordelning av systoliskt blodtryck i regionerna. Primarvard ar 2024.
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KVALITETSMAL BLODTRYCK HOS INDIVIDER MELLAN 18 OCH 75 AR
e Andel med blodtryck under 140/85 mm Hg overstiger 70 %.

e Vid etablerad njursjukdom eller férhojd kardiovaskular risk, blodtryck under
130/80 mm Hg &verstiger 8o %.

e Andel med &rlig dokumenterad blodtryckskontroll verstiger go %.
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Vad sager aktuella riktlinjer om blodtrycksmal?

American
Diabetes <130/80 mmHg
- Association.

@ E SC 120-129/70-79 mmHg

European Society
of Cardiology

<140/85 mmHg
<130/80 mmHg vid njursjukdom eller forhojd kardiovaskular risk

Diabetes Care 2025; 48: S207-5238

<130/80 mmHg European Heart Journal 2024; 45: 3912-4018
Dagens Diabetes 2025; 38: 1-28
https://reklista.regionostergotland.se




10. Cardiovascular
Risk Management:

Varifran kommer <130/80 mmHg?

Disease and
Standards of

Care in Diabetes—2025

Glycemic Trestment,” and Section 11,
“Chronic Kidney Disease and Risk Man-
agement,” for 2 comprehensive review of
pharmacological management of hypergly-
cemia and kidney benefit from SGLT2 in-
hibitors and GLP-1 Rés.

HYPERTENSION AND BLOOD
PRESSURE MANAGEMENT

An elevated blood pressure is defined as
a systolic biood pressure 120-129 mmHg
and a dizstolic blood pressure <80 mmHg
(20). Hypertension is defined as a systolic
blood pressure =120 mmHg or 2 diastolic
blood presure =80 mmHg (20). This is in
agreement with the defirition of hyperten-
sion by the American College of Cardiokogy
and American Heart Associstion (20). Hy-
pertension is common among people with
either type 1or type 2 diabetes. Hyperten-
sion is @ major risk factor for ASCVD, heart
failure, and microvascular complications
Moreover, numerous studies have shown
that antihypertensive therapy reduces
ASCVD everts, heart failure, and micro-
wvascular complications. Please refer to
the ADA position statement “Diabetes
and Hypertension” for a detsiled review
of the epidemiology, dizgnosis, and
treatment of hypertension (21) and
hypertension guideline recommenda-
tions (22-25).

Screening and Diagnosis
Recammend ations
10.1 Blood pressure should be mea-
sured at every routine dinical visit,
or at least every 6 months. Individ-
uzls found to have elevated blood
pressure without a diagnosis of hy-
pertension [systolic blood pressure
120-129 mmHg and diastolic blood
pressure <81 mmHg) should have
blood pressure confirmed using mutti-
ple readings, induding measurements
on a separate day, to diagnose hyper-
tension. A Hypertenson is defined as
a gystolic blood pressure =130 mmHg
ora dizstolic blood pressure =80 mmHg
based on an average of two or more
measurements obtained on two or
more occasions. A Individuals with
blood pressure =180/110 mmHg and
cardiovsscular disease could be diag-
nosed with hypertension at a single
wvisit. E
10.2 Counsel all people with hyper-
tension and disbetes to monitor their

blood pressure at home after 2ppro-
priate education. A

Blood pressure should be measured at ev-
ey routine dlinical visit by 2 trained indi-
vidual who should follow the guidelines
edablished for the general population:
measurement in the seated position, with
feet on the floor and am supported at
heart lewel, after 5 min of rest. Cuff size
should be appropriate for the upper-arm
circumference (26). Individuals identified
o have elevated blood pressure or hyper-
tension should have blood pressure con-
firmed using multiple readings, including

10.5 In pregnant i ndividuals wit h dizbe-
tes and chronic hypertension, a blood
pressure threshold of 140/90 mmHg
for initiation or titration of therapy is
associated with better pregnancy out-
comes than reserving treatment for
severe hypertension, with no increase
in risk of smalHor gestational-age birth
weight. A There are limited data on
the optimal lower limit, but therzpy
should be deintensified for blood pres-
sure <90/60 mmHg. E A blood pres-
sure goal of 110-135/85 mmHg &
suggested in the imerest of reducing
the risk for accelersted maternal hy-

ona separate day, to diag-
nase hypertensian. Hawever, in individu-
alswith cardiovascular disease and blood
pressure =180/110 mmHg, it is reason-
able to diagnose hypertension at a single
visit {22). Pastural changes in blood pres-
sure and pulse may be evidence of auto-
nomic neuropathy znd therefore require
adjustment of blood pressure goals. Or-
thostatic blood pressure

Randomized clinical trials have demon-
strated unequivocally that treatment of
ypertenson reduces cardiovescular everts
s well as microvascular complications
{31-37). There has been controversy on
the recommendation of a specific blood
pressure goal in people with disbetes
The i that there has

should be checked on initid vist and as
indicated.

been no randomized controlled trial to
specifically demonstrate a decrezsed ind-

Home blood presure self

2nd 24-h ambulatory blood pressure mon-
itoring may provide evidence of white
cost hypertersion, masked hypertension,
or gther discrepancies between office and
true blood pressure (27,28} In addition to
corfirming or refuting 2 disgnoss of hyper-
tension, home blood pressure assessment
may be useful to maonitor antihypertensive
treatment. A systematic review and meta-
analysis of prospective studies concluded
that blood pressure measurements from
either 24-h ambulatory or home blood
pressure measurements can predict car
diovascular risk { 27-29). Mareover, home
blood pressure monitoring may improve
medication taking be havior and thus help
reduce candiovascularrisk (30).

Treatment Goals

Recommendations

10.3 For people with diabetes and hy-
pertension, blood pressure goals should
be individualized through a shared
decision-m aking proces: that addresses
cardiovascular risk, potentid adverse
effects of antihypertengve medications,
and indidual preferences B

10.4 The ontrestment blood pres-
sure goal is <130/80 mmHg, i it can
be safely attained. A

dence of candi events in people
with dizbetes by achieving a2 blood pres-
sure <130/80 mmHg. The recommenda-
tion to support a blood pressure goal of
<130/80 mmHg in people with disbetes
is consistent with guidelines from the
American College of Cardiokgy and
American Heart Assodation (21), the
Intem ational Society of Hypertension, and
Europe European Society of Cardiology/
European Society of Hypertension Blood
Pressure/Hypertension Guidelines [24).
The committee's recommendation for the
blood pressure godl of <130/80 mmHg
derives primarily from the collective evi-
dence of the following randomized con-
trolled trials. The Systolic Blood Pressure
Intervention Trid (SPRINT) demonstrated
that trestment to a god systolic blood
presure of < 120 mmHg decreases cardio-
vascular event rates by 25% in high-risk in-
dividuals, sthough people with dizbetes
were excluded from this trial (38). The
Strategy of Blood Pressure Intervention
in the Eldery Hypertensive Patients
(STEP) trial included nearty 20% of peo-
ple with dizbetes and noted decreased
cardiovascular events with treatment of
hypertension to a systolic blood pressure
goal of <130 mmHg (39). While the
ACCORD (Action to Control Cardiovascular
Risk in Dizbetes) blood pressure trial

[E55UIE

I WILIIT Uld DELES.
The committee recognizes that there has
been no randomized controlled trial to
specifically demonstrate a decreased inci-
dence of cardiovascular events in people
with diabetes by achieving a blood pres-

sure <130/80 mmHg. The recommenda-
tinn to sunnort a hlond nressiire onal of

Diabetes Care 2025; 48: S207-S238



BPROAD
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BPROAD: Sprinting down the BP Road in
Diabetes

This week, we will discuss hopefully the final story of intensive BP lowering.
BPROAD is a larger version of ACCORD without the glycemic control arm.
Dive in.

Dec 2, 2024 https://www.nephjc.com/news/bproad

BPROAD — End of the Road for Debate
on Systolic Blood-Pressure Goals in Type 2 Diabetes?

Shuchi Anand, M.D.,! and Srinivasan Beddhu, M.D.**

N Engl J Med 2025; 392:1230-1232
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[ACCORD BP) did not confim that aiming
for a systolic blood pressure <120 mmHg
in people with dizbetes results in de-
creased cardiovascular event rates, the
prespecified secandary outcome of stroke
was reduced by 41% with intensive treat-
ment (40). The Action in Dizbetes and
Vascular Disease: Preterax and Diamicron
MR Controlled Evalustion (ADVANCE) trial
revealed that treatment with perindo-
pril and indapamide to an achieved
systolic blood pressure of ~135 mmHg
significantly decreased cardiovascular
event rates compared with 2 placebo
treament with an achieved blood pres-
sure of 140 mmHg (41). Therefore, it is
recommended that people with disbetes
who have hypertension should be treated
to blood pressure goals of < 130/80 mmHg.
Naotabhy there is an absence of high-quality
data available to guide blood pressure
goals in people with type 1 diabetes,
but a similar blood pressure goal of
<130/80 mmHg is recommended in
people with type 1 disbetes. As dis-
cussed below, trestment should be in-
diadualized, and treatment goals should
not be set to achieve <120/80 mmHg,
25 2 mean achieved blood pressure
<120/80 mmHg is assacisted with ad-
wverse events. For more information on
individualized blood pressure goals in
older individuals, please see Section
13, "Oider Adults.”

FRandomized Contolled Triaks of Intensive
Versus Stardiard Blood Prescure Management
SPRINT provides the strongest evidence
to support lower biood pressure goals
in individuals at increased cardiovascu-
lar risk, although this trid excluded peo-
ple with diabetes (38). The trial enrolled
9,361 individuals with 2 systolic blood
pressure of =130 mmHg and increased
cardiovascular risk and treated to 2 sys-
tolic blood pressure goal of <120 mmHg
(intensive trestment) versus a goal of
<140 mmHg (standard trestment). The
primary composite outcome of M, coro-
nary syndromes, stroke, heart failure, or
death from cardiovascular causes was re-
duced by 25% in the intensive treatment
group. The achieved systolic blood pres-
sures in the trial were 121 mmHg and
136 mmHg in the intensive versus stan-
dard trestment group, respectively. Ad-
werse outcomes, including hypotension,
syncope, electmlyte abnormality and
acute kdney injury (AK1), were more com-
mon in the intensive treatment amm; risk

of adverse outcomes needs to be weighed
against the camdiovascular benefit of mare
intensve blood pressure lowerng
ACCORD BF provides the strongest di-
rect assessment of the benefits and risks
of intensive blood pressure management
in people with type 2 dizbetes (40). In
the study, a total of 4733 individuals
with type 2 disbetes were assigned to
intensive therapy (siming for a systolic
blood pressure <120 mmHg) or standard
therapy (siming for a systolic blood pres-
sure <140 mmHg). The mean achieved
systolic blood pressures were 119 mmHg
and 133 mmHg in the intensive and stan-
dard groups, respectively. The primary
compasite outcome of nonfatal MI, non-
fatal stroke, or desth from camdiovascu-
lar causes was not significantly reduced
in the intensive trestment grou
prespecified

i nt group. Adverse events
sttributed to blood pressure treatment,
including hypotension, syncope, bradycar-
dia, hyperkalemia, and elevations in se-
rum creatinine, occumed more frequently
in the intensive trestment arm than in
the standard therapy 2m.

Of note, the ACCORD BP and SPRINT
triats aimed for a similar systolic blood
pressure <120 mmHg, but in contrast to
SPRINT, the primary composite cardio-
wascular end point was nonsignificantly
reduced in ACCOORD BP. The results have
been interpreted to be generally consis-
tent between the two trials, but ACCORD
BP was viewed as underpowered due to
the composite primary end point being
less sensitive to blood pressure reguls-
tion (28,40}

The more recent STEP trial assigned
8,511 individuals aged 60-80 years with
hypertension to 2 systolic blood pres-
sure goal of 110 to <130 mmHg (in-
tensive treatment) or 2 goal of 130 to
<150 mmHg 37). In this trial, the pri-
mary compasite outcome of stroke, acute
coronary syndrome, acute decompen-
sated heart failure, coronary revascu-
larization, atrial fibrillation, or death
from cardiovascular causes occurred
in 3.5% of individuals in the intensive
treatment group versus 4.6% in the
standard treatment group (hazamd rstio
[HR] 0.74 [95% O 0.60-0.92]; P = 0.007}.
In this trial, 189% of individuals in the
intensive trestment amm and 19.4% in
the standard treatment arm had 2 di-
2gnosis of type 2 diabetes. Hypotension

occumed more frequently in the intensive
trestment group (3.4%) compared with
the standard treatment group (2.6%)
without significant differences in other
adverse events, induding dizzines, syn-
cope, or fractures. For more information
on hypotensive events in older adults,
please see Section 13, “Older Adults.”

In ADVANCE, 11,140 people with type 2
diabetes were rndomizd to receie &
ther treatment with 2 fixed com bination
of perindopril and indapamide or matching
plzcebo (41). The primary end point, a
composite of cardiovascular death, nonfatal
groke or M|, or new or worsening renal or
eye disease, wes reduced by 9% in the
combination trestment. The achieved
systolic blood pressure was -

ertension Optimal Treatment
[HOT) trial enmolled 18,790 individusls
and aimed for a diastolic blood pressure
<80 mmHg, <85 mmHg, or <80 mmHg
[42). The cardiovascular event rates, de-
fined as fata or nonfatal MI, fatal and non-
fatal strokes, and all ather cardiovascular
events, were nat significantly differ
ent between diastolic blood pressure
goals (=90 mmHg, =85 mmHg, and
=80 mmHg), atthough the lowest inc-
dence of cardiovascular events occurred
with an achieved diastolic blood pressure
of 82 mmHg. However, in peaple with di-
abetes, there was a significant 51% reduc-
tion in the treatment group with 2 goal
dizstolic blood pressure of <80 mmHg
compared with 2 goal diastolic blood pres
sure of <90 mmHg.

Meti-analyses of Trisle

To clarify optimal blood pressure gods in
people with diabetes, multiple meta-anal-
yses have been performed. One of the
largest metz-analyses included 73,913
people with dizabetes. Compared with a
less intensive blood pressure manage-
ment, allocation to a tighter blood pres-
sure management significantly reduced
the risk of stroke by 31% but did not re-
duce the risk of MI {43). Another mets
analysis of 19 trials that included 44,989
individuzls showed that 2 mean blood
pressure of 133/76 mmHg i associsted
with 3 14% risk reduction for major
cardiovascular events compared with
2 mean blood pressure of 140/81 mmHg
[37). This benefit was greatest in people
with diabetes. An analysis of trials in-
duding people with type 2 diabetes and

Och vad galler vid typ 1-diabetes?

Maotablyg there is an absence of high-quality
data available to guide blood pressure
goals in people with type 1 diabetes,

but a similar blood pressure goal of
=<130/80 mmHg is recommended in

Diabetes Care 2025; 48: S207-S238
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Stora skillnader inom regionen
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Andel: Blodtryck <130/80
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