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Varfor skall vi behandla?



Forlorade levnadsar vid typ-2-diabetes

6 - -—--- Kvinnor med typ-2-diabetes 2006
" —— Kvinnor med typ-2-diabetes 2013
o o -—--- Man med typ-2-diabetes 2006

; — ——  Man med typ-2-diabetes 2013

Antal forlorade levnadsar i jamforelse
med den 6vergripande populationen
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Referens: Norhammar et al. Diabetologia 2016

Asalinda Lethagen 181008



RISKER FOR ALLVARLIGA HJART-KARLKOMPLIKATIONER FOR PATIENTER
MED TYP-2-DIABETES

2.5-
~ Hjartinfarkt: 68% Okad risk Hjartsvikt: 75% 0Okad risk
Ischemisk stroke: 45% Okad risk D6d, oavsett orsak: 27% okad risk
20 Formaksflimmer: 17% 6kad risk
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Baserad pa: Norhammar et al. Diabetologia 2016 3
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30-40 % av patienter med typ 2-diabetes har njurpaverkan

CKD- GFR T2D-pat. T2D-pat.
stadium @ Beskrivning (mL/min/1,73 m?) USA (%) Sverige (%)
Ingen
> ~ ~
CKD >90 51 63
1 N.Jurskada.\ med normal 590 ~g ~7
njurfunktion
Njurskada med latt N N
2 nedsatt njurfunktion 60-89 1 10
3 Mattligt nedsatt 30-59 ~18 .

njurfunktion

4 Syart ned§att 15-29 ~9 > ~20
njurfunktion

Njursvikt _ )
5 <15 eller dialys ~2
ESRD

GFR = glomerular filtrationshastighet
CKD = kronisk njursjukdom
T2D, typ 2-diabetes
ESRD = terminal njursjukdom
Njurskada = nagon grad av albuminuri
Koro CE, et al. Clin Ther 2009;31:2608-17.
National Kidney Foundation. Am J Kidney Dis 2002;39(suppl1):S1-S266.
Ostgren CJ, et al. Diabetes Res Treat Open Access 2014;1:4. http://dx.doi.org/10.14437/DRTOA-1-116. N
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Dodlighet vid diabetes

History of diabetes at baseline: ¢ Yes | No

Cancer Death Vascular Death
(43 studies; 12,370 deaths) (50 studies; 16,211 deaths)
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Thompson A, et al. N Engl J Med. 2011,;364:829-41.
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Man 75 ar

180627

Gift, ingenjor, aldrig rokt, mattlig fysisk aktivitet
Mor blev 86 ar, far 81 ar. Far hjartinfarkt 60 ar
Ingen kand diabetes, friska barn och barnbarn

Vikt 128 kg, BMI 39

HbAlc (39, 39, 42) 54 mmol/mol
eGFR 32 ml/min/1,73m?2

HDL 1,4 mmol/L

LDL 2,8 mmol/L

U-Alb/Krea kvot 47 g/mol

BT 132/82 HR 85 bpm
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Man 75 ar

HT 1988 30 ar sedan
Hyperlipidemi

Gikt

DM2 2004

Obes

Ischemisk hjartsjukdom
Hjartsvikt

Formaksflimmer

CKD 3-4

Mico-macro —albuminuri
151012: ingen retinopat (AB 3ar)
Perifer neuropati

Inga fotkomplikationer

PMR aktuell
Artros
Benign prostata hyperplasi
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Lakarkontakter med sjukvarden
under juni 2017 till juni 2018
relaterat till diabetes

Asalinda Lethagen 181008



Akut hjartsvikt

Kontroll CKD 3-4
o_U-ljud DM rE|ateradE; w
Patle ca 22 lakarbesok
yocardscint

E:Eki)nriiicrjtering Cd 15 SSK beSék
overlappande lab

arrytmimot

Unidad de Medicina Familiar #16

Santiago de Querétaro, Querétaro

NLG 5 besok, ett trauma + hjarta

i NLG 2 kardiolog
p_Kontroll NLG 1 endokrinolog 180627
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LM enligt hjartklinik juni-17

Enalapril 20/12,5 mg 1x1
Metoprolol 150 mg 1x1
Larkanidipin 5mg 1x1
Eliquis 2,5 mg 1x1
Furosemid 40 mg 1-2x1

Mixtur Victoza 18 ml
Mindiab 2,5 mg 1x1

Prednisolon 2,5 mg 1x1
KalciposDForte500mg/800IE 1x1
Finasterid 5mg 1x1

Citalopram 10 mg 1x1
Paracetamol 1g 1-3 v.b

LM enligt njurklinik sep -17

Enalapril 10 mg 1x1 byts till
Larkanidipin 10 mg 1x1 (Amlodipin?)
Enalapril 20 mg 1x1 (pa medlista)
Metoprolol 200 mg 1x1

Larkanidipin 10 mg 2x1

Waran e.o.

Furosemid 40 mg 2-4x1-2

Mixtur Victoza 6 mg/ml 1x1
Victoza 1,8 mg 1x1 s.c.
Mindiab2,5 mg 1x1

Prednisolon 2,5 mg 1x1
Alfacalcidol 0,25 microgram 1x1
KalciposDForte500mg/800IE 1x1
Finasterid 5mg 1x1

Citalopram 20 mg 1x1
Paracetamol 1g 1-3 v.b.
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LM enligt patient juni -18

Enalapril 10 mg 1x”
Metoprolol 200
Larkanidipin ?
Waran e.o.
Furosemid

Digoxin O,

Victoza 1,

Prednisolor
Alfacalcidol C,
Finasterid 5mg
Citalopram 20 mg
Paracetamol 1g 1-3 v..

STATIN???
TID!!I

Asalinda Lethagen 181008



DECISION CYCLE FOR PATIENT-CENTRED GLYCAEMIC

REVIEW AND AGREE ON MANAGEMENT PLAN

* Review management plan
» Mutual agreement on changes

»  Ensure agreed modification of therapy is implemented

in a timely fashion to avoid clinical inertia
* Decision cycle undertaken regularly
(at least once/twice a year)

ONGOING MONITORING AND
SUPPORT INCLUDING:

« Emotional well-being

«  Check tolerability of medication

« Monitor glycaemic status

* Biofeedback including SMBG,
weight, step count, HbA, , BP, lipids

IMPLEMENT MANAGEMENT PLAN

+ Patients not meeting goals generally
should be seen at least every 3
months as long as progress is being
made; more frequent contact initially
is often desirable for DSMES

ASCVD = Atherosclerotic Cardiovascular Disease

CKD = Chronic Kidney Disease

HF = Heart Failure

DSMES = Diabetes Self-Management Education and Support
SMBG = Self-Monitored Blood Glucose

181005 EASD/ADA

GOALS
OF CARE

* Prevent complications
* Optimise quality of life

[ )
X

AGREE ON MANAGEMENT PLAN

. Spemfy SMART goals:
Specific
- Measurable

A [\ . g
MANA DIABETES |2
ASSESS KEY PATIENT CHARACTERISTICS 5
»  Current lifestyle
»  Comorbidities i.e. ASCVD, CKD, HF
+  Clinical characteristics i.e. age, HbA , weight
» Issues such as motivation and depression
»  Cultural and socio-economic context
l
‘ V SIDER SPECIFIC FACTORS WHICH IMPACT r\\

\| CHOICE OF TREATMENT

Individualised HbA,_target

« Impact on weight and hypoglycaemia

*  Side effect profile of medication

«  Complexity of regimen i.e. frequency, mode of administration
«  Choose regimen to optimise adherence and persistence

«  Access, cost and availability of medication

S~

SHARED DECISION-MAKING TC
MANAGEMENT PLAN

= Involves an educated and informed patient (and their
family/caregiver)

= Seeks patient preferences

»  Effective consultation includes motivational
interviewing, goal setting and shared decision-making

»  Empowers the patient

«  Ensures access to DSMES

REATE A

- Achievable
- Realistic
- Time limited

Fig. 1 Decision cycle for patient-centred glycaemic management in type 2 diabetes
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T2DM-NDR 2017

(rapporteringsgrad 97,4-98,8%)

Riket: 376085 Skane
PV: 368273 e 166 vardenheter:
Klin: 10720 (7812)

Primarvardsenh152
Skane: 53600 e 343 pat/ enhet
PV: 52232
Klin: 1916 (1368) Medicinkliniker 9

* 152 pat/klin /



En multidiciplinar angelagenhet?
En sjalvklarhet!

Strukturerat besok 1/ar! Centrerat?
Samordning av

Arskontroller: klinik, lab etc
hjarta, njurar, 6gon, neuropati
NDR registrering

Klin fys u-sdkningar
Riskbeddmning

Beslut om LM-behandling
Gemensam “diabetesjournal” (PMO-Melior?)

Utbildning
AsaLindW




