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...thus a change of GP LTC review infrastructure is a must
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Diabetes and Multiple Long-term Conditions ’ iew of Our

Current Global Health Challenge Heart failure and chronic kidney disease manifestation and

mortality risk associations in type 2 diabetes: A large
Kamlesh Khunti, Yogini V. Chudasama, Edward W. Gregg, Monika Kamkuemah, Sh

Nikhil 5. Venkateshmurthy, and Jonathan Valabhji ' ' multinational cohort study

Diabetes Care 2023:46(12):2092-2101 | hitps:/doi org!10.2337/dci23-0035
Diabetes and Multiple Long-term Conditions: A Review of Our Current Global Health Challengg
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«  Poor adherence +  Poor quality of life

= Polypharmacy »  Premature mortality

CHALLENGES

Khunti K, Chudasama YV, Gregg EW, Kamkuemah M, Misra S, Suls J, et al. Diabetes and multiple long-term conditions: A review of our current global health challenge. Diabetes Care. 2023;46(12):2092-101.
Birkeland KI, Bodegard J, Eriksson JW, Norhammar A, Haller H, Linssen GCM, Banerjee A, Thuresson M, Okami S, Garal-Pantaler E, Overbeek J, Mamza JB, Zhang R, Yajima T, Komuro |, Kadowaki T. Heart failure and chronic kidney disease manifestation and
mortality risk associations in type 2 diabetes: A large multinational cohort study. Diabetes Obes Metab. 2020 Sep;22(9):1607-1618



Northern Ireland overall raw prevalence rates for 2023/24

Owerall Raw Prevalence Rates for 202324

Raw Prevalence of 14 disease/ conditions included in the QOF Clinical Domain, per 1,000 GF*Patients, at 3 arch 2024, All Ages
1600
i Cardiovascular ! F High Dependenc long-term i !
itions i

O

2013/14 2023/24

1400

Diabetes 81,867 | 14,673

Difference of 32806 people

Haw Prevalence per 1,000

— 8 | | The minority of our population is not living with
Atrial l:uronm;l-hm. Heart Failure | Heart Failure | Hypertension ‘Chronic Kidney | Non-Diabetic

Forbeton oo Dherse  ypergycaeni cvenry/eizht or obesity (2)

Systalic
Dysfunction

47,101 75,265 21,701 10,083 293,503 41,487 H 114,673 79,536 73,526

INFORMATION ™
ANALYSIS F‘
DIRECTORATE mm

Source : 202324-raw-disease-prevalence-trend-data-northern-ireland accessed 10/11/24

https://www.health-ni.gov.uk/news/health-survey-ni-first-results-20 1920
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CKM syndrome - Groundhog day for disease

B-cell dysfunction
Insulin resistance

SNS and RAAS overactivation
NPs relative deficiency
Chronic inflammation Lipo-gluco

[ Oxidative stress —_—
Endothelial dysfunctj

Atherosclerosis
Myocardial dysfunction
Heart failure

Hyperglycemia
Oxidative stress
Endothelial dysfunction

\

Chronic inflammation
Vitamin D deficiency
Uremic toxins

Cardiovascular dysfunction

Low cardiac output
Vasoconstrictive mediators

Na and H20 retention
RAAS overactivation
Uremic toxins
Chronic inflammation

Impaired renal function

Adapted from Marassi, M., Fadini, G.P.The cardio-renal-metabolic connection: a review of the evidence. Cardiovasc Diabetol 22, 195 (2023) [accessed 2/9/25]



Early and multifactorial intervention is the best way to help
protect by re. Jucing the amplifying risks associated with
‘n.evrconnected CKM diseases

-~

Early scr _ening, diagnosis and intervention can delay
the consequences of » M conditions including CV death'?

duce their risk of complications'~?

manage risk facty

& &

Guideline recommendations end®rse "”H ctorial approach in people with CKD, HF and/or T2D to

Metabolic Cardio | b Metabolic

Patient diagnosed with Patients may develop Patients can progress to Coexistence of two or all three Time
a CKM condition additional CKM risk factors two or more CKM conditions together is
(CKD, HF or T2D) CKM conditions associated with increased

1. Kidney Disease: Improving Global Qutcomes (KDIGO) CKD Work Group. Kidney Int 2022;102:51; 2. Heidenreich PA et ol J Am Coll Cardiol 2022, . American Diabetes Association, Diabetes
Care 2023;46:51;

4, Birkeland Kl et al. Diabetes Obes Metab 2020;22:1607; 5. Ather S et al. J Am Coll Cordiol 2012,;59:998; 6. Afkarian M et al. J Am Soc Nephroi 2013,24:302; 7. Lovre D et al. Endocrinol Metab Clin North
Am. 2018:47:237

mortality* '
CKD, chronic kidney disease; CRM, cardiovascular, renal and metabolic; CV, cardiovascular; HF, heart failure; T2D, type 2 diabetes Q

Slide ownership attributed to Dr Alice Cheung



CARDIOVASCU /. AR-KIDNEY-METABOLIC SYNDROME

Health disorder due to connections amount

* Heart disease

Circulation
* Kidney Disease
. Q ENTIAL ADVISORIES

Type Two Diabetes

r-Kidney-Metabolic Health: A Presidential
Obesity Advisory Frga( o,American Heart Association

Leading to poor health outcomes



CK™ syndrome - medical definition

“...a systemic disorder characterisex by pathophysiological interactions among metabolic risk
factors, CKD , and CV system leading to multi-organ dysfunction and a high rate of adverse CV
outcomes’.

Includes individuals:
At risk for CVD disease due to metabolic risk factors.
Those with CVD

Those with CKD



General P’ iictice CKM Review along the life journey




..AND INTHE CONTEXT OF THE PERSONS LIFE STORY

Stage 0:
No Risk Factors

2

a;‘;'aml8'
CaY

A focus on
primordial prevention
and preserving
cardiovascular health

Stage 1:
Excess/Dysfunctional
Adipose Tissue

Overweight/obesity
Abdominal obesity
Impaired glucose
tolerance

Nonmetabolic
etiologies of
hypertension

Type 2 Moderate-to
diabetes high-risk CKD

Nonmetabolic
etiologies of CKD

General Practice




CKM - CARF OF PEOPLE , NOT JUST PATHOLOGY

CARDIOVASCULAR

METABOLIC Atherosclerosis
/ and thrombosis
erweight

and obesity Atrial fibrillation
/ and other arthythmias

Dyislipidaemia — .

. ~ Heart failure

Glucose /.
control




FOLISTIC IMPLEMENTATION

holistic

adjective

UK o) /he'lis.ttk/ us ) /houls.ttk/

Add to word list :=

eone and not just a part:

. Cambridge
3 Dictionary



@Esc

of Cardiology

Eurcpean Heart journal (J025) 00, 1-29
Eurapean Socioly hiipeidolarg 10,109 Weurheart/chaf114

SPECIAL ARTICLE

Digbetes and metabolic disorders

Clinical staging to guide management

of metabolic disorders and their sequelae:
a European Atherosclerosis Society
consensus statement

Insulin resistance/
prediabetes

Overweight/obesity

Isolated liver steatosis E¥IT;

Hypertension

+for

Atherogenic
dyslipidaemia

See guidelines, 55332 See EASO framework.®

d alcohol, reduce

Reduce sodium intake.
ACE inhibitors, ARBs,
diuretics or calcium
channel blockers. See
guidelines, 162165

Avoid treatment that
exacerbates obesity.

See guidelines,*®332

Defining criteria
HOMA- - Liver trigl r‘Ird * !
| 43 r triglyceride
HbAlc 3 7 mmaol/| accumulation fenlll el Fasting P-triglycerides
BMI =25 kg/m?* [23 Asia) ) >140/90 mmHg or
Fasting P-glucose WC 288 cm (F) 102 cm (M) FLI 260 + liver ultrasound: >120/70 in the nce of =1.7 mmolfL=*
5.6-6.9 mmal/L® WIHR 20.5 CAP score 2275 dB/m by other com urhldpmasmear risk Non-HDL-C 23.4 mmol/L*t
P-glucose 2 h aft liver ultrasound,; Factorsi®® ApoB z1.8 pmal/L=t
7.8-511.0 mmol/Lt MRI 25.5%
< ; Management
Promote negative ene lance ucing calorie intake, increasing physical activity, and reducing sitting time
¥ l 4 ¥ ; h
Reduce saturated fatty

acids, increase
polyunsaturated fatty acids.

Statins, ezetimibe, PSCK9
inhibitor, bempedoic acid.
Consider icosapent ethyl.

isorder Stage 1. Conventional units: *101-124 mg/dL; "141 to
mol/L (177 mg/dL). TValues shown for individuals at moderate
risk of atherosclerotic cardiovascular disease. For those at high risk of atherosclerotic cardiovascular disease, lower thresholds apply: non—
HDL-cholesterol 2.6 mmol/L (100 mg/dL); apclipoprotein B =1.5 umol/L (=80 mg/dL). P, plasma; WC, waist circumference; VWtHR, waist-to-height
ratio; EASO, European Association for the Study of Obesity; FLI, fatty liver index; CAF, controlled attenuation parameter; MRI, magnetic resonance
imaging; BP, blood pressure; C, cholesterol; ACE, angiotensin-converting enzyme; ARB, angiotensin-ll receptor blocker



communications medicine

Multiple long-term conditions
transition in the global diabetes e

Edward W. Gregg'™' ', Haomi Holman**, Marisa Sophiea®, Shivani Misra ™, Jonathan Pearson-Stuttard™,

labhji 35" & Kamlesh Khurti™

Saversl transitions, or new patterns and dynamics in the contributors and health eutcomes, have
aitered the character and burden of the mulli-decade, worldwide growth in prevalence of type 2
digbates (TZDM). Thess changes have led to different neads lor prevention and care. These dynarmics
have bean driven by diverse demographic, socio-economic, behavioural, and health system response
factees. In this Perspective, we describe thesa transitions and how their attributes have set the stage
fer muflirnerkidity, or multiple long-term conditions (MLTCs), o be the next major chaliange in the
digbates epidemic. We alse deseribe how the timing and character of these stages differ in high-,
middla-, and kw-income countrag. Mmﬂm call for mnovation and a mng&r focus on
MLTCs across the spactium of cause, aflactiveness, and -ﬂplemeumm aiudies o m pmn.-mllnn

and treatrment pricnties.

The glohal pandemsic of type 2 disbetes (T2DM) is often viewed i a loag-
texms by-produc of the grem epideminkegic transition, whensin in the pre-
vious century, homas panerms of mortality and disesee exchanged high
rates of moetality due o infactions and maternal and child momality for
lower momality rates drives by cheonic conditions sach as candiovesouler
disease (CVD), cancer, and T2DM . However, there have been differing
changes in incidence for specific chrosic conditions. For example, deathe
due w OV deceessed beginning is the 1970 and 19808 whereas T2DM,
lacking effactive policy or health care options for prevention, acceeranad in
the 19905, Although recent signs of a decresse in T2DM incidence s some
countries have emerged™, most countries of the world contisue to experi-
ence wrelenting growth of the problem™ "

The T200 pasdemic bhas il ben compler amd muhi-phasic
Underlying the everall incresses in peevalence, have been several transitions
acres disrima periods of the T2DM epidemic that impacied the burden and
approaches o care, prevention, and sesearch™ . In this Perspactive, we
explore how these traraitions have set the stage for muliple long-tem
conditions {MLTC, or sultiseehiditg) impacting merbidity, heahh ser-
vices, amd appeoaches 1o prevent T2DML

Seeding and steady growth of the problem
Thee first phace of geowth in the TZDM epidemic, evident in the 1970 and
1580, consisted of steady, gradual, increses in prevalence in high income

countries (HICs) and more rapid incresses in selected low- and middle-
incose countries [LMICs) undergoing rpid urbsnization, moritions and
other sociocultural changes asecited with westernization”™  (Fig. 1)
This wes asseciated with a globel nutrition transition, with distary shifis
tovward refimed carbolyydrates, added sweeteners and edible oik, and sway
from legumsses and fresh fruits and vegeables Dedining physicsl activity
levels contribvmned Forther and collecrively they are cied as deiving an
erviremment conduchve 1o increasss in obesity and T2ZDM'™. However,
where data were svallable, diagnosed disbetes previlence rales were quite
|, an arewsd 2-4% i the US, UK, and Nomhern Eusope™™* compared
o recent global estimstes, which have surpacsed 108 of sdulis™. Further,
this low dishetes prevalence contrasted with very high mtes of severe
complications, inchuding & 20-fald increased rate of lower earemity
amputation, 10 times the rate of end stige renal discase (BRI, and thres
tirnes the riskoof CVIF ™, These high complication risks were attribaned 10
suboptinal dishetes care, rsk feciors and self-mansgemsen practices. For
example, estimaies from the some HICs s the mid- 1990s showed that large
segments of the population with disgnosed disbetes had Hba Le leveds well
over 9% (75 mmol/mol} and hlood peesare leveks > 140VED, kevels con-
sidered to be & sign of inadequate mansgenswem by current standands™
Thus, perception of the peobles cenired maore o the complications
scoompanying TZOM rarher thas the incdence and potential prevention
of T2

" Batwzael ol Prosguskalion Huaity, ACS) Unkearsity of Madicing and Hiaith Seonces, Dulbis, indand. “Sehenl of Pubks Hasli, ingsstal Collag Londean, Lonon, L.
*NHS England, Walifglon Hivus, Loneon, Ui ‘Dapansrnt of Dibsies and Ensecrinalogy, B Mary's Hespilsl, inperiol Cobige Haalheass NHS Trust,
Lusiicheny, LU “Dibwtsin of Mt abeodtan, Digastion & Raproducton, Facsy of Medcns, inpssal Collags Lofoon, Landen, UK "Lans Clark & Pascosk LLP,
Liwnchery, LB 'Ot b & YA styrars s Hosptal MHS Foundation Trust, Loveen, LK ®Diabetes, Rasarc Caira, Univarsity of Laacaster, Lo castar, UK "Thass
Ao ewriEntied Geually: Jonathian Wk, Kamiesh Kot = e-mal e doreg e o

Communications Madicine | 20256:42

https://doi.org/10.1038/s43856-025-00742-9 Perspective

Summary of Major Transitions in the Diabetes Epidemic in High Income Countries, 1960-2020

© 0 0 0 0 0 0 0 0 0 0 0 0 8 O 0 0 0 0 9 O 0 O 0 0 O 0 00 O 0 0 0 0 0 0 0O 00 0 0000 0 0 00 00 00

e 7 S

'@ -~ :
r%ady growth of the problem Targeting quality of care Diversification and Divides rEmelger(xe of Mult-morbidity
+  LowTDMprevalence + Improving care *  Persseniyhigh + Confinued dedining
+ Steady background +  Dedlining complications ptevalenoe of diabetes mortality

growth + Acceleration of incidence S"’g"?g?;a’e & + Diversifing morbidity
Very h!gh fncidenoe of + Emerging DMin youth ;n:l s ; +  Expanding exposure

compicalons ng e * Increasing MLTCs
Poor care +  Persistent SES
2 N /- \_disparities J J

| Summary of major transitions in the global diabetes epidemic, as affecting the T2DM pandemic. T2DM: Type 2 diabetes mellitus; DM: diabetes
high income countries, 1960-2020. The figure describes key pat-  mellitus; SES: socio-economic status; MLTC: multiple long-term conditions
e, incidnece, complications, care, and socio-demographic factors

‘if MLTCs are ch2 next major transition in the diabetes
epidemic, and th= ! drivers lie at both ends of the age
spectrum as we suggesi, the most practical priorities will lie in
prevention, ongoing or..o:tine care models and coordination,

ie GENERAL PRALTICE, THE WIDER
PRIMARY CARE.....and secondary care ongoing

care.



Grange Family Practice CKM team

#CKM thought piocesses
are a future cornerstene of
General Practice and tne
wider Primary Care Teams

Lead GP

Person with
CKM
syndrome

Long Term Condition Care.

Nurse/AN7/ )



Global Effect of Cardiovascular Risk Factors
on Lifetime Estimates

The Global Cardiovascular Risk Consortium

LOOK ALIVE — THINK FIVE!

ABSTRACT

BACKGROUND
Five risk factors account for approximately 50% of the global burde a5

cular disease. How the presence or absence of classic risk factors a
estimates of cardiovascular disease and death from any cause remains unclear.

5 modifiable risk factors account for ~50% global CVD burden......

METHODS
We harmonized individual-level data from 2,078,948 participants across 133 cohorts, . .

39 countries, and 6 continents. Lifetime risk of cardiovascular disease and death 50% of all CVD cases could POtentla")’ be prevented th rough effective
from any cause was estimated up to 90 years of age according to the presence or risk.factor mahn agement.

absence of arterial hypertension, hyperlipidemia, underweight and overweight or
obesity, diabetes, and smoking at 50 vears of age. Differences in life span (in terms
of additional life-years free of cardiovascular disease or death from any cause) ac-
cording to the presence or absence of these risk factors were also estimated. Risk-

factor trajectories were analyzed to predict lifetime differences according to rislk- Fatal 5 : SmOklng ’ Blood Pressure ’ Cholesterol ’ Diabetes ’ ObeSItY°

tactor variation.

RESULTS
The lifetime risk of cardiovascular disease was 24% (95% confidence interval [CI],
21 to 30) among women and 38% (95% CI, 30 to 45) among men for whom all
five risk factors were present. In the comparison between participants with none
of the risk factors and those with all the risk factors, the estimated number of Women - CVD 13 VARS later 5 death 14 yrs later
additional life-years free of cardiovascular disease was 13.3 (95% CI, 11.2 to 15.7) :

for women and 10.6 (95% CI, 9.2 to 12.9) for men; the estimated number of ad- Men-CVD '0 yrs later s death 11 years later
ditional life-years free of death was 14.5 (95% CI, 9.1 to 15.3) for women and 11.8
{(95% CI, 10.1 to 13.6) for men. As compared with no changes in the presence of
all risk factors, modification of hypertension at an age of 55 to less than 60 years
was associated with the most additional life-years free of cardiovascular disease,
and modification of smoking at an age of 55 to less than 60 years was associated
with the most additional life-years free of death.

If yaur 50 and five —less....

Behavioural change has npact!

HTN Mx & smoking <essction.in midlife = longer life and more years CVD
disease free.

CONCLUSIONS
The absence of five classic risk factors at 50 years of age was associated with more
than a decade greater life expectancy than the presence of all five risk factors, in
both sexes. Persons who modified hypertension and smoking in midlife had the
most additional life-years free of cardiovascular disease and death from any cause,

respectively. (Funded by the German Center for Cardiovascular Research [DZHEK]; Bottom line: HOpe lies in our houses of care M sustain life Ioca"Y - look
ClinicalTrials.gov number, NCT05466825.) for and act on the ﬁve.

Magnussen C,Alegre-Diaz J,Al-Nasser LA, Amouyel P, Aviles-Santa L, Bakker §), et al. Global effect of cardiovascular risk factors on lifetime estimates. N Engl ] Med. 2025.



BP threshold for treatment

confirm : BP 2 |135/85 mmHg 7-day average HBPM or day-time average ABPM

start : pharmacological therapy on t >p <idiet and lifestyle interventions irrespective of CVD risk.

On-treatment BP target

< 130/80 mmHg | measured by 7-day average HBPN| or ‘lay-time average ABPM or office BP*)

or ALARA without causing unacceptable side-effects, anc w tnin 6-months of initiating treatment for all adults.

Exceptions:
frail and/or have limited life expectancy

use clinical judgement

CONSENSUS STATEMENT OPEN W) Grock for updates

@tion' British and Irish hypertension society position

stat blood pressure treatment thresholds and targets

Luca Faconti(®' [ antlrlge Meil R. Poulter (2*, Jacob George®, Vikas Kapil®, Ajay Gupta(®®, Pauline A. Swift(®7,

Anthony Heage ' Ia Sarah Partridge o= and lan B. Wilkinson (3°
© The Authar(s) 2025, correg on 2025

In this position statement the/ i ertension Society (BIHS) present a review of the current evidence for blood
pressure (BP) treatment threshold .“The BIHS recommend initiating pharmacological antihypertensive therapy,

i\ confirmed diagnosis of hypertension (sustained out-of-office BP = 135/
ommend an on-treatment BP target < 130/80 mmHg or as low as
e-effects, within &-months of initiating treatment, for all adults. Possible

- bV are frail and/or have limited life expectancy where higher targets may be
appropriate based on clinical judgement and 1 dividuals’ tolerance to treatment. The BIHS believe that this simple 2-step
approach will facilitate practitioners deliver evidence-based best practice, discourage therapeutic inertia around BP lowering and
improve heath outcomes for all adults living with high BP.

Journal of Human Hypertension (2025) 39:537-540; httpsy/doi.org/10.1038/541371-025-01055-2

Faconti, L., Tantirige, N., Poulter, N.R. et al. Call to action: British and Irish hypertension society position statement on blood pressure treatment thresholds and targets. | Hum Hypertens 39, 537-540 (2025).

https://doi.org/10.1038/s41371-025-01055-z



ISCORE2/SCORE2-OP <2%|

Treatment goal
for LDL-C + Young patients (TIDM <35years; | |. SCORE2/SCORE2-OP 210%and <20%
T2DM <50 years) with DM duration I, Markedlly elevated singlerisk factors, in particular
<10 years without other risk factors

<3.0mmol/L

Class|lb (<116 mg/dL)

Class lla

& =50% reduction
from baseline

<1.8 mmol/L
Class| (<70mg/dL)
1.4 mmol/L I ’ . ;
Class I = maximally toleral b
{55 mgldL) I Patients with polyvascular 53,

<1.0 mmoliL

Class lla for individuals in primary prevention with FH at very high risk CVRisk

@ESC Qs

QRISK MISSES RISK

SCORE?2 SAVES LIVES

RULF OF 6 SAVESTIME



“MARY - TATT AND FLUSHING

PC: Non-specific TATT ? menopause
50M - rare attender

Last seen 2021 (last bloods 2019). HPC flushing , brain fog , vaginal dryness, more irritable, further

Nil reg meds. weight gain from baseline raised BMI.

NKDA. H™T ossessment done

Nil PMH bar Mirena coil last year Full'syistematic questioning and examination yielded nil TATT red
ET R

Non smoker

Asked permissic n to liscuss weight — at current highest weight —
Occasional Social Alcohol feels high hungur , lew “uliness and cravings. Poor sleep from

Office worker flushing aggravating-s.2aciing at night.

Sedentary lifestyle but tries Pregnancies escalated buse'.no weight

Married 2 kids Always ‘a heavy teenager’

Fhx of obesity. No medication culreics.
Explored ideas , concerns , expectations

Agreed start HRT , TATT bloods and review with results.



First do no harm

Be aware our weight bias ard
stigma as health care professionals
is harming the patients we are
trying to help.

Weight discrimination
consequences (1) :

Reduced health care use
Avaidance of physical activity
Lovw mood/reduced self esteem

Increased binge eating



Kings Modified Obesity Staging and the 4 Ms Matter in Primary Care
| FourMs | Characteristics included _

%% Mental:

A | Airway JApnoea

Criterion Stage 0 Stage 1 Stage 3
Normal health At risk of disease Advanced disease
Mormal R

OV risk

Ecanomic
complications

Functional status
B el kederal

Gonadal &
reproductive axis
Health status

(perceived)

Besdy Image & eating
behaviour

Mild sleep apnoea
Mo snoring Mild enoring
Neck cire < 43em
Epworth soofe <10

Epwarth score = 10
Mild OSA [dip
rate=15/hr]

Nedk cire =43ern [size
18]

wer 10 years |
k prediction

Financial impact ‘Workplate disadvantage
Dbesity has ne financial Increased travel cost Earnings limited by
impact Increased clothes cost obein

Manages one flight of
AL8irs

Limitation an wark of
recreation

|Mormal

Nermal sexual and

reproductive function Low testosterone (men)

Celibate (not seeking physical Imnipaired sexual

relationship) function, erectile
dysfunction

Marmmal
Good mental and physical well
being

Minimal or no concern
Normal eating pathen

Avaids social interaction
appearance or mirrors
Cemiort eating Severe body image
Inappropriate eating dysphoria
as Controlled eating

Mild body irnage diserder
dyspheria

Cor pulmonale

Severe angina, or
CCF NYHA -V

Uncontralled T2DM
HbAle>D%

Advanced
rmicrovascular disease
Unemployed due to
abesity

Financial effect on 3"
party

(e.g. carer required to
reduce income)
Housebhaund

Whee| chair user
Registered disabled

Severs depression
ten

Active self harm
Eating disorder
Active eating disorder
Sosial phabia

Barrett's oesophagus

Mechanical:

O

Mood, depression, eating
disorders, anxiety, personality,
cognition, attention deficit, sleep
quality, potentials traumas,
addictions.

Musculoskeletal disorders, chronic
pain, OSA, GERD, urinary
incontinence, intertrigo,
thrombosis, plantar fascitis,
pseudotumour cerebri.

T2D, hyperinsulinemia,
dyslipidemia, hypertension, gout,
cholelithiasis, MAFLD, PCQOS,
hypothyroidism, obesity-related
cancers.

Medical insurance,
obesity on income, education,

impact of

€ Munetal/@ employment, the ability to afford a
Oalthy diet, access to weight loss

rograms

Desophago-gastric Normal, no GORD syrptoms GORD [aeid reflux) Desophagitis on OGD
Junct controlled on standard 12 ranths
PRI ‘.
I__“- B
Liver Elevated LFTs, NAFLD an failure
ultrasaund

https://doi.org/10.1007/s11739-023-03263-2
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« FBP/TFT/B12/coeliac/folate/iron stores all normal

° Airways - but no othZr OSA symps Neck Circumference (at risk) STOP BANG 0 EPWORTH 0.
 BMI - wt104kg WC 141ct i (highest weight currently ; BMI>30 since at least 2006)
- CVD: No S&S HF

* Diabetes:

e Economic: weight not affecting work buc m<iiepause is.
* Functional: — long standing — no red flags - imaging NAD advised supportive mx previously ‘loose weight’.
 Gonadal No Infertility/PCOS issues — 2 children

 Health status 65 mins /week activity + resistance rraining x |

° Image No body dysmorphia / no binge eating disorder but

 Gastro HB N no nsaids/alcohol h plyori/-ve 1ro red flags OTC Rennies
* Kidney — GFR: >60 mL/min/1.73m2 ACR: Normal

* Liver — LFTS N Fib 4 low risk 0.72

Image taken from ECPO bank



DIAGNOSIS FOUND

#CKM Diagnoses Found:
Obesity
12D

Dyslipidaemia

Hypertension (24 hr BP cuff confirma:ioii everage day 143/92 mmHg) ECG:
NSR, no LVH)

AND functional dyspepsia / mechanical lower bz ck ache / fungal infections/
relationship with family impacted.

CKM care is comprehensive whole peison care
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CHESS MOVES MADE

BEHAVIORAL/LIFESTYLE THERAPY E&OF PEOPLE WITH OBESITY/ABCD

Consider social determinants of health, including access to care and specialists, nutritious

NUTRITION
Focus on a reduced-calorie diet while maintaining diet quality.
« Adopt healthful meal patterns (eg, Mediterranean diet).
« Prioritize minimally processed, nutrient-dense foods.
« Limit energy-dense foods and beverages.
« Ensure adequate nutrient intake of protein, fiber,
iron, calcium, and other micronutrients with
significant weight loss.

Individualized energy plans may include:
*Macronutrient-based strategies

»Meal replacements

« Strategic fasting

« Personalized calorie targets

Consider referral to a registered dietitian.
Combine evidence-based distary
approaches to suit individual and
cultural preferences.

SLEEP

Screen for sleep disorders.

Promote good sleep hygiene.
Optimize sleep quality and duration.

Refer for polysomnography or sleep
medicine evaluation if needed.

Abbreviation: ABCD, adiposity-based chronic disease

Algorithm Figure 7 - Behavioral /Lifestyle Therapy

COPFYRIGHT ® 2025 AACE May not be reproduced in any form without express written permission from Elsevier on behalf of AACE.

Visit doi.org/10.1016/].eprac.2025.07.017 to request copyright permission.

PRIMARY EMPHASIS
ON OVERALL HEALTH

.d,s7 .spaces rphysical activity, and sleep when developing a treatment plan.

PHYSICAL ACTIVITY

Tailor to patient preferences and
unctional ability.

rporate:
« Aevbbic activity
e training*

Refer to an exerci: ist if needed.
*Resistance traij serve lean
mass during

BEHAVIORAL

Screen for anxiety, depresdion,
eating disorders, and internalized
weight bias.

Support behavioral adherence wit|

+ Goal setting, self-monitoring, and
problem-solving

- Cognitive behavioral therapy

+ Stress reduction techniques

Refer for psychological testing or
behavioral health support as needed.

Algorithm 7. Behavioral/lifestyle therapy for people with obesity/adiposity-based chronic disease.

Article in press K. Nadolsky, W.T. Garvey, M. Agarwal et al., American Association of Clinical Endocrinology Consensus Statement: Algorithm for the Evaluation and Treatment of Adults with Obesity/Adiposity-Based

Chronic Disease — 2025 Update, Endocrine Practice,

-

Food Strategy
Plate work

Movement Strategy

Stress
Sleep - CBTi

Just start , think
SMART



CHESS MOVES MADE

', plate of —-~at, fish,
chickrs . or pu ves




CHESS MOVES MADE

Non-pharmacological Moves:
DSMES
Podiatry (low risk)

Regional eye screening (none prescnt)
PARS

Rapid Pharmacological Moves:

Metformin 2g

SGLT2i

irbesartan 75 mg (improved systolic to 132)
Atorvastatin 40 mg

Repeat Hba1c at 3 months was 60; BMI unchanged. Incretin initiated a:1d titrated to maximum
dose



T URRENT STATE OF PLAY

Hba1c 40

U&E NACRN

LFTS N

Fib4 N

Systolic 128 (now off ARB)

LDL 1.9 (LLT combo ezetimibe just added in)
BMI 30.1

17 % body weight loss with incretin

11cms of waist circumference

HRT - CVD protection

Taking medications. On routine review.

What is she doing currently ? | do not know because she is busy flourishing in her life. | will find out at
routine review or if she self represents with evolving clinical need.



CVRM APPROACH ELIMINATES CARE
FRAGMENTATION

Kidney-Metaboli
Syndrome

Patient-Centered
Implementation
Focus

Abbreviations: ASCVD indicates atherosclerotic
cardiovascular disease; BMI, body mass index;
CKD, chronic kidney disease; and UACR, urine
albumin-creatinine ratio.

Ndumele, C.E. et al., Cardiovascular-Kidney-Metabolic Health: A Presidential Advisory From the American Heart Association. 2023. Circulation.




GENERAL PRACTICE CKM REVIEW IS MINIMALLY

DISRUPTIVE MEDICINE

M u Iti -0 rgan i m PaCt Workload drivers (NPT) Treatment burden increases(BoTT)

* Life demands * When capacity and workload are
* Confusing treatment plans ignored in the design of healthcare
o * Poorly coordinated care services and clinical care
C O - O rd | n ated Ca re * Enrolling support from others * When patients' relational networks

Planning & enacting self- are ignored
management tas
Traditional healthcare response:

AP POi ntm e nt b u rd e n y e increase treatment, monitoring,

appointments

Reduced: Worsening:

| review facilitating agendas
across multiple specialties " ccessie " otcomes

* Self-care * Quality of life

Person workload

- Patient is unable to
is further reduced from enact original workload or new
symptoms and frustratf@n intensified treatment;

Capacity drivers (TPC) continues to feel worse

* Biography: a coherent sense of self,

...Polypharmacy is at play  Resources mosied, daton e

efficacy, finances, etc.

) PT=Normalization process theory
+ Environment: home, work, healthcare PC=Theory of patient capaci

« Accomplishment of patient work BoTT=Burden of treatment theory
* Social support

Boehmer KR et al. Mayo Clin Proc. 2022;97(2):210-220



PHILOSOPHY OF CARE

The professional conversation is a tosl Carl Rogers

— use it. Core Conditions for
therapeutic change 1957

Empathy Congruence

Understanding  The counsellor
c . the client's is genuine, open
Behavioural Science < ’ i

Anchoring - Frame - Chunking &
Checking —Cognitive ease -

rspective and real

O nconditional

tive Regard

-ifdgemental
[ (] ce
Choice architecture- Status Quo
bias Empathy, Congrue @ nconditional
f

Positive Regard refl@
ideal attitude towards clients.

e counsellor's

https://counsellingtutor.com/counselling-approaches/person-centred-approach-to-counselling/carl-rogers-core-conditions/
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Medscape # uk X Guidelines

Privary care Hacks

Type 2 Diabetes Cardiovascular

Renal Metabolic Review Checklist

Cansider the following during T2D CVRM shared decision making:

[y —

Identification of Chronic Kidney | Medscape 3 uk X Guldellnes
Pr{marﬂ care Hacks

Diseage in Primary Care Disease in Primary Care

Interventions for Chronic Kidney | Medscape # uk X Guidelines
Primary Care Hacks

of People with MASLD and
MASH in Primary Care

Identification and Management
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Use of Liraglutide, Semaglutide, and Tirzepatide for
Primary care Hacks

Adults Living With Overweight and Obesity
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Lipid Management for the Primary and Secondary
Prevention of Cardiovascular Disease

Privaary Care Hacks

Key Principles
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Figure 1: Secondary Causes of Dyslipidaemia®**
Endocrine Disorders




OBESITY IS AN INDEPENDENT DISEASE STATE WITHIN
THE CVRM SYNWPOME THAT DESERVES INDEPENDENT
ATTENT/ON....IN GENERAL PRACTICE

Analysis

Shift the paradigm to shift the weight:

obesity care in the community

f specialist obesity services
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Obesity management as a primary treatment goal fortype2 @ @

diabetes: time to reframe the conversation

Tidika Limguay, Priya Swmithran, Ricardo V Cohen, Carel W le Rous

glucose control; loss of 15% or more of bodyweight can have a disease-modifying effect in people with type
an pulcome that is not attainable by any other glucose-lowering intervention. Furthermore, weight lod
population everts benefits that extend beyvond glycaemic control 1o improve risk factors for cardiometaboli®Gizeasa
and quality of life. We review the evidence supporting the role of weight loss in the management of type 2 dialsetes
and propose that many patients with type 2 diabetes would benefit from having a primary weight-centric approach to .

diabetes treatment. We discuss the logistical challenges o implementing a new weight-centric primary treatment

goal in people with type 2 diabetes.

Introduction

Over the past decade, management of patients with
type 1 dizbetes has undergone a major conceptual
change, with treatment objectives shifting to include a
cardiocentric goal in the subpopulation with high
cardiovascular risk. alongside the singular glucocentric
goal that has long been held ' This sdvance was driven by
studies shcm-j'ng that several Blucme—]nwerins agents,
used in addition to standard of care, further lower the
risk of myocardial infarction, stroke, and cardiovascular
death,” largely independently of lowering Bood glucose
concentration.” Yet, even after this landmark evolution,
the treatment framework for type 2 diabetes is primarily
focused on preventing or treating the dewnsiream
metabolic consequences, which tend to occur late in the
disease course.

A promising opportunity lies in intervening upstream
to address the key pathophysiclogical driver of type 2
diabetes and its associated metabolic complications:
obesity (figure 1). Sustained loss of at least

15% bodyweight has a major effect on progression of

type 2 diakbsetes, indu;cin.g remission ina Iarge pmponiun
of patients and markedly improving metabolic status in
many athers®

Until 2021, the only intervention that could routinely
result in maintenance of weight loss of this magnitude
was bariatric surgery. However, despite its considerable
benefits, a complex surgical procedure is not feasible or
scalable as the mainstay for a population-wide inter-
vention. Now, with effective pharmaceuticals to reduce
bodyweight in the pipeline, many of which can also
directly lower blood glucose concentration, it is time to
rethink treatment goals for patients with type 2 diabetes
o position cbesity management as a principal goal
(ie, aiming for substantial weight loss as the primary
means to ireat patients with type 2 diabetes and reach
glycaemic targets). Such 3 weight-centric intervention
would dizrupt the underlying pathophysiology of type 2
diabetes, reverse or slow down the disease course,
concomitantly benefit other associated cardiovascular

risk factors, and pre»entmi{rouagculal and macrowascular
complications of type 2 dizbetes in the long term.

Here, we review the clinical evidence supporting
weight loss as a fundamental target, propose 3 novel
therapeutic framework, and explore challenges for the
widespread implementation of this approach for people
with type 2 diabetes.

Type 2 diabetes and obesity are interconnected,
heterogeneous diseases

Obesity and type 2 diabetes are heterogeneous conditions.
Not all people who are categorised as having obesity
(ie. body-mass index =30 kg fm?) have excessive adiposity.
Moreover, even among pecpl.e who do have excess
adiposity, not all people will have metabolic complications,
zuch as type 2 diabetes.” Conwersely, some people with
only minimal adipesity develop metabolic complications,
prompting the concept that adipose tissue pathology,

rather than quantity. might be the primary driver of

complications.” Abmormal adipose tissue pathology is
characterised by adipocyte hypertrophy. visceral adiposity,
and ecmpic fat depusjﬁnn, with Iesu]tin.g gystenmic
inflammation and metabolic dysfunction. This process is
not directly proportional to adipose quantity or body-mass

Search strateqy and selection eriteria

References for this Review wene identified by searching
MEDLIME, PubMed, and the ClinicalTrisk gov registration site
uding the seanch tenmi: “oversweight”, “obedity”, “weight
aain’, “weight logs”, “weight management”, “bady weight”,
“muorhid obesity”, “obesity pharmacotherapy”, “adipesity”,
and “baristric surgery” in combination with the term “type 2
diabetes” We induded references from relevant articles that
wen identified during the search. Articles published in
English betwwen Jan 1, 1990, and March 30, 2021, were
reeviewed and induded an the basis of ariginality, relevancsto
the braad scope of the Review, and impact in the feld

(i, numbeer of citations).

wearm thelancet com Published online September 30, P01 hitps:/idoiong/10.1016/50040-6736 21 W1 919-X
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| Type 2 diabetes ———p Hyperglycaemia
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Weight-centric approach
Upstream intervention

Glucocentric approach
Drowenstream imtervention

Figure 1: lllustration of the wide-ranging benefits of an upstream weight-centric approach versus a
glucocentric management approach
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Abstract

Despite the recognition by key guidelines that achieving early glycaemic control has
important benefits in individuals with type 2 diabetes (T2D) and that addressing
excess adiposity is one of the central components of comprehensive person-centred
T2D care, a substantial proportion of individuals with T2D do not meet their meta-
bolic treatment goals. Prior treatment paradigms were limited by important
treatment-associated risks such as hypoglycaemia and body weight gain. Therefore, a
more conservative, sequential approach to treatment was typically utilized. One
potential conseguence of this approach has been a missed opportunity to achieve a
‘legacy effect’, where early treatment to reach glycaemic targets is associated with
enduring long-term benefits in T2D. Additionally, while previous treatment
approaches have addressed core defects in T2D, induding insulin resistance and
B-cell function decline, they have been unable to address one of the underlying
causal abnormalities—excess adiposity. Here, we review currently available evidence
for the beneficial long-term effects of early glycaemic control and management of
body weight in people with T2D and discuss potential next steps.

KEYWORDS
antidiabetic drug, antiobesity drug, diabetes complications, glycaemic control, weight
management

Historical sequential approach —”Treat to Fail”

HbA1c (%)

Body weight change (%)

HbALc (%)

Body weight change (%)

Diet +
Lifestyle

Diagnosis

Diagnosis

Drug Intensification Combination

Insulin Insulin

\ 4 A4
Excess adiposity

basal multiple

e -T Mortality
D CV risk

1 120
complications

Contemporary holistic approach — “Proactive treatment”

Early effective treatment

Diagnosis

A

Insulin Insulin
basal multiple

1 Glycemic control

4 CV risk

Diagnosis

Mortalit
4 Complications

ADA/EASD goal

Is this really working
for us in General
Practice!?

Advocating for this
approach moving
forward makes sense.



Hope is on the horizon

Type 2 diabetes in adults: ¢

No relevant comorbidites

Offer:
= retladin and
= anSGLT-2 inhibior

Metformin contraindicated or
ot telerated?

Offer &an SGLT-2 inhibitor

|

Further treatment needed Lo
reach 7

Add & DPP-4 inkhibitar

|

DPP-4 inhibitor contraindicated,
not telerated or not effective?

Otfe

= & sulfaryiues of

= pinglitazare o

& anirsulin-bages tragimant

NG28 update in consultation

Obesity

Offer:
= Pietfarin

Metformin contraindicated or
nat tolerated?

Offar an SGLT-2 inhibitor

Further treatment needed to
reach glysaemic i3

Conslder addi

aganist if ng
ane and infial therapy started
3 monihs ago or more

1 the person s taking 3 GLA-1

receptor agonist, add:

= @sulryhires of

« pinglitazene o

« aninsulin-tased reatment

Hf a GLR-1 receptar agonist &

centraindicated, nat iclerated, nat
or ot effeciive, add &

DPP-4 inhibitor contraindicated,
ot tolerated or not effective?

Oter:

+ asuipyhines of

+ piogitazeae o

* a0 insulin-besad reatment
Algp sea the NICE technalogy
appraisal on tirzepatide

= for clinically

Chronigf idi v disease

el atave 30 mgT 5
¢ ernpegliniazy

nol taleratad?

Offies ither dapagliflozin or
ampagiflazin alone

eGFA from 20 up to 30 mifmi
Offer sither dag:
empagillazin al

GFR below 20 mil)
Consider a DRP-4

Further treatment needed o
reach glycaemic targets?

Cansider adding a OPP-4
inibitor {if not already used)

|

DPP-4 inhibitor contraindicated,
not tolerated, not effective or
already being taken?

Consider adding:

+  piogitazon e of

= asulfanylures [if eGFR above
30 RT3 M) of

= & insulin-basad Fealmenl

ein the fulure

grificant fradty

Early-onset
type 2 diabetes

Offer:
= rEliariin and

= an SGELT-Z inhibior

Congsider adding a GLP-1 recaplar

If the persan is taking
receptar aganist, add:

= & sulfarnylunes of

= piogliasone or

= aninsubn-based treatment

1f 3 GLP-1 receptar agonist s
contraindicated, not tolerated, not
apprapriate ar nat effective, add &
DPP-4 inhibitor

DFPF-4 inhibitor contraindicated,
not tolerated or not effective?

Offer:

= asulforyiues or

« piglitazane o

= & ifsubn-based treativent

Atherosclerotic cardiovascular disease develops after starting initial treatment

Heart failure

Offer-
= mtfarmin and

= an SGLT-Z ink

Metfarmin contraindicated or
tolerated?

Offer &0 3GLT-2 inhibites

Conslder adding
suboutaneaus semaglutide it

« the persan is ving with
chesity

Symptams of hyperglycsemia at any stage’
Coruitler ire

P~

Atherosclerotic
cardiovascular disease

OMfer:

« fnetfairrin and

« an 56 tar and

= subcutanesus saraglulide

Metfarmin contraindicated or
nol talerated?

Otfer:
* an SGLT-Z inhibitor and
beutanens semaglutice

Further treatment needed o
reach glycaemic targets?
Add:
« asulfnylurea of

- piagitazone af
= & insulin-basad reatment

Person develops atherosclerstic
cardiovaseular disease after
starting initial treatment?

Ad subruta semagiutide

Further treatment nesded 1
reach glycasmic targets?

Frailty

{see medicatios

Meaformin contradicted or not
talerated?
‘Consider & DPP-4 infhibitor
‘Consider medication review
[See medicatian review bax)

Censider adging & DPP-4
irhiliter {if nat already used)

DPP-4 inhibiter contraindicated,
not tolerated, not effective or
already being taken?

Har:
piogitazane or
a sullonylures or
* anirsulin-based treatment

Take into account the risk of
hypeglyeaenia and fals with
!.I.Ilrdﬂ)'llf!.!! and insuling




Shared decision

making
Innovative
evidence based Reduced harm
care & sound and waste

clinical judgement

CKM emvo'lifs Realistic
Med cir.e

/
| Reducing

Personalised care Inwarranted
| variation

Better risk
management




]

NHS General Practice CKM care

Cardiology Nephrology
Hepatology \ \

tology &
physicians .

Primary Care Teams
Community Pharmacy /
Physio/OT/ Social Services
and Voluntary Sector

Psychology &
Dieticians

Whole person
advanced generalist
care :
* Co-ordinated
 Comprehensive
* Continuous
* Person centred

Longitudinal life span
care

MDT care - stronger
together

Agile care —open doors
of engagement with and
back up from other
teams when required.



Take homes from a CKM GP

CKM syndrome - a dynamic ccntinuum that changes over time.
Contextualise. Prioritise. Personaiizz.

Shared decision making - with the person , mouto the person.

Ordering and pacing of interventions — a persan=iised marathon.

Life long treatments and interventions ; not burst tacravies or approaches.

Combination therapy and interventions = organ and person ;prot.ction.

Organisational
Processes &
Arrangements

A

Health &
Care

Engaged,
Informed, Care & Support professional

g team
Empowered Planning committed

Individuals Conversation )

& Carers partnership
working

'MORE THAN MEDICINE'
Informal and formal sources of support and care
sustained by the responsive allocation of resources

General Practice MLTC infrastructure will evolve from current se- up'cc'a de-sioled format.

This will take a team — if you are doing this as a lone professional — stor'dzing it alone.

We are stronger together
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General Pruc:ice Cardiovascular Kidney Metabolic Review

VALUE LIES INA COMPREHENSIVE AND
COMPREHENSIBL: APPROACHTOA
COMPLEX PROBLEM
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Lets gef. back to the basics, and get them right.

\ /’ Journal of
g

@M Clinical Medicine

Review

Cardiovascular-Kidney—Meta 1t Syndrome: A New Paradigm
in Clinical Medicine or Going cCg Basics?
., Ale

Victoria Mutruc -2-*, Cristina Bologa ' 2, Victorita Sorodoc 12§
Bianca Codrina Morarasu -2, Laurentiu Sorodoc 2, Oana Elen

andr Ceasovschih 1-200,
nd Catalina Lionte 1-2-*(0

Mutruc,V,; Bologa, C.; S, orodoc,V.; Ceasovschih,A.; Moraras,u, B.C.; S, orodoc, L.; Catar, O.E.; Lionte, C. Cardiovascular—

Kidney—Metabolic Syndrome: A New Paradigm in Clinical Medicine or Going Back to Basics? J. Clin. Med. 2025, 14, 2833.
https://doi.org/ 10.3390/jcm 14082833



General Practice #CKM care is the
enactment of humanity.

Collectivism
Compassion
Care

The respoiisibility to curate it
togeth=ar ies with us.
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