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PRORESSION TO CKD OR DEATH AND DIABETES MELLITUS 
Medicare, cohort 1996-1997 (RR: Mortality vs. CKD)
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UAE= Urinary Albumin Excretion
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HIGH BLOOD PRESSURE PREVALENCE IN DIABETES MELLITUS
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10.9 Treatment for hypertension should include drug classes
demonstrated to reduce cardiovascular events in people with diabetes. A
ACE inhibitors or angiotensin receptor blockers (ARBs) are recommended
first-line therapy for hypertension in people with diabetes and coronary
artery disease. A

10.10 Multiple-drug therapy is generally required to achieve blood
pressure targets. However, combinations of ACE inhibitors and ARBs and
combinations of ACE inhibitors or ARBs (including ARBs/neprilysin
inhibitors) with direct renin inhibitors should not be used. A



10.4 The on-treatment target blood pressure goal is
<130/80 mmHg, if it can be safely attained. A

As discussed below, treatment should be individualized,
and treatment should not be targeted to <120/80 mmHg,
as a mean achieved blood pressure of <120/80 mmHg is
associated with adverse events.

Therefore, the presence of low diastolic blood pressure is
not necessarily a contraindication to more intensive
blood pressure management in the context of otherwise
standard care
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RESUMEN DE LOS UMBRALES DE P.A. PARA EL TRATAMIENTO
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META-ANALYSIS CONCLUSIONS

SBP targets should be somewhat higher in
presence than absence of diabetes, between
130 and 140 mmHg in patients with diabetes

In diabetes most of the cardiovascular risk
reduction occurs by lowering DBP values
between 80 and 90 mmHg.

For ESRD risk most of the benefit occurs at
relatively high SBP values (a few mmHg above
140 mmHg), but lower values do not increase
ESRD risk.



Brian W et al. European Heart Journal (2018) 39, 3021–
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DIABETIC NEPHROPATHY FISIOPATOLOGY



11.4c An ACE inhibitor or an angiotensin receptor blocker is not recommended
for the primary prevention of chronic kidney disease in people with diabetes
who have normal blood pressure, normal urinary albumin-to creatinine ratio
(<30 mg/g creatinine), and normal estimated glomerular filtration rate. A

•

ACEIs/ARBs

RECOMMENDED COMPULSARY

<30 mg/g 30-300 mg/g
>300 mg/g



TAKE HOME HOSPITAL MESSAGES

• High blood pressure is very frequent in diabetic patients.

• It is not clear that a straighter blood pressure target should be 
used for patients with diabetes mellitus.

• Most of patients could need drugs combinations.

• ACEis or ARBs are compulsory, specially when increased
albuminuria is present.



ÇOX SAĞ OL





Thomopoulos C, Parati G, Zanchetti A. J Hypertens 35:922–944 

1. Blood-pressure-lowering treatment is indicated to reduce risk of cardiovascular
disease in hypertensive patients both in presence and in absence of diabetes.

2. Systolic BP targets should be somewhat higher in presence than absence of diabetes,
between 130 and 140 mmHg in patients with diabetes and below 130 mmHg in
patients without diabetes, as in presence of diabetes bringing SBP a few mmHg
below 130 mmHg does not add further benefit (though apparently it does not
increase cardiovascular risk).

3. Diastolic BP targets below 80 mmHg can be recommended both in presence and
absence of diabetes, but in diabetes most of the cardiovascular risk reduction occurs
by lowering DBP values between 80 and 90 mmHg.

4. Blood-pressure-lowering treatment can be recommended in patients with diabetes
also to reduce risk of renal insufficiency: for ESRD risk most of the benefit occurs at
relatively high SBP values (a few mmHg above 140 mmHg), but lower values do not
increase ESRD risk.


