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Introduction 

• Reasons to control BP in DM (CVD / Renal protection)

• BP goals (120, 130, 140,…)

• What agents to use 











ASCVD

• MI or other ACS

• Revascularization procedures

• TIA

• Stroke (ischemic)

• Athero. PAD (ABI<0.90)

• Other documented athero disease:

1-Coro-atheroscl.

2-Renal atheroscl.

3-Aortic aneurysm 2nd to atheroscl’

4-Carotid plaque >50%



Current prevalence 



Estimates for the future… 



Why to manage HTN in DM ?



HTN is common in DM

Incidence in T1DM

• 5% @ 10 yrs 

• 33% @ 20 yrs

• 70% @ 40 yrs

Incidence in T2DM

• 40% @ the time of Dx

• >80% of adults w/ T2DM



DM & HTN
CV events



T2DM & CVD



Since 1990s …



The reasons…



HTN in DM





Intensity of treatment



UKPDS = std vs intensive control of BP (90s)



What should be the goals ?

<140, <130, <120,… 



The case for 140 (SBP<140)





<120 vs <140 = no difference in CV events
except for preventing Stroke



ACCORD

• <120 >>> some good effects BUT 
more side effects  as well !

• More hypotension, increased 
SCr, lower K+

•👉 for most pts, may be <140 is 
good !





• Less macro events by 10%

• less all cause mortality by 14%

👉 <140 was appropriate ! 

>>> prevent micro and macro 
events



The case for 120 (SBP<120)





SPRINT

• Inclusion: Age>50; BP 130-180; high risk for 
CV events (>75yr; eGFR 30-60)

• Exclusion: DM; prior CV events

• Life expect <3

• Intensive arm= BP<120

• Std arm = BP <140

• Primary outcome= composite of CV 
mortality stroke, HF, ACS

• in 3 yrs >>> 25% reduction in the INTENSIVE 
arm

• in 3 yrs >>> 27% decrease in all cause 
mortality

• So, such good benefit >>> STOP the trial ! 
(after 3 yr)

• >>> may be <120 for “some” pts



When there is not real good data…



for all cause Mort >>> achieve 130-140 
& <130 make no difference (AE)
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Should all DM pts be on 
ACEi/ARBs ?



All major antihypertensive drug 
classes have been shown to reduce 
CV outcomes in type 2 diabetes

starting with dual combination 
therapy and using drug 
combinations in the majority of 
the patients, is even more 
necessary for diabetic patients







When we don’t have a definite answer…



If we have DM with normotension 
>>> ACEi/ARBs = CCBs = diuretics (in outcomes)

the difference is only if we had Alb-uria !



ACEi/ARB 
>>> slow the progression of DR 



ACEi/ARB >>> slow the progression of CKD











Guideline (year) Diagnostic / grade threshold
When to start pharmacologic 
therapy in people with diabetes

Usual BP treatment target (if 
tolerated)

First-line agents / renal notes Monitoring / special remarks

ADA — Standards of Care (2025). 
Diabetes Journals+1

Uses conventional office BP 
thresholds; emphasises 
measurement accuracy and out-of-
office BP for confirmation. Diabetes 
Journals

Start drugs if BP ≥ 130/80 mmHg in 
most adults with diabetes and/or 
when CV or renal risk factors 
present; individualise for frailty. 
professional.diabetes.org+1

Target <130/80 mmHg for most 
adults with diabetes if tolerated; 
relax target in frail/elderly or those 
at risk of hypotension. Diabetes 
Journals+1

RAS blockade (ACE-I or ARB) 
recommended early when 
albuminuria/CKD or high CV risk; add 
thiazide-type diuretic or long-acting 
CCB if needed. 
professional.diabetes.org+1

Recommends home BP (HBPM) / 
ambulatory BP monitoring (ABPM) 
where possible; emphasises lifestyle 
measures (sodium, weight, exercise). 
professional.diabetes.org

AHA/ACC (2025 high-BP guideline)
— living guideline. AHA Journals+1

Lower diagnostic threshold 
compared with some European 
guidelines (stage 1 ≥130/80 mmHg) 
and risk-based classification. PMC

Recommends initiating 
pharmacologic therapy at ≥130/80 
mmHg for people with diabetes 
(especially with additional 
CVD/CKD/target-organ damage or 
elevated 10-yr risk). PMC+1

General target <130/80 mmHg for 
most people with diabetes if 
tolerated. Emphasises individualized 
therapy and careful monitoring for 
adverse effects of intensive lowering. 
PMC+1

Recommends accurate standardized 
BP measurement, ABPM/HBPM for 
out-of-office confirmation, and risk-
based decision making. Guideline 
described as a “living” document 
(updates expected). AHA Journals+1

ESC/ESH (European) — 2023 
guideline. PubMed+1

Uses grades: normal / high-normal / 
grade-1 (≥140/90 mmHg) etc.; 
emphasizes clinic and out-of-office 
measurements. PubMed

For many European 
recommendations, pharmacologic 
therapy commonly started at 
≥140/90 mmHg in the general 
population; in high-risk subgroups 
(including some with diabetes + 
risk/target organ damage) earlier 
treatment is considered —
individualisation stressed. For 
diabetes, consider earlier/lower 
thresholds depending on overall risk. 
PubMed+1

ESC/ESH generally recommends 
<140/90 mmHg as an initial objective 
for most; lower goals (≈130/80) may 
be reasonable/tolerated in selected 
high-risk patients but must be 
balanced against harms. (European 
guidance therefore is somewhat less 
uniformly aggressive than AHA/ACC 
on a population level.) PubMed+1

Recommends ACE-I/ARB as part of 
combination therapy when 
albuminuria/CKD present; 
combination therapy and early 
combination are encouraged to 
reach targets. PubMed

Strong emphasis on out-of-office BP 
(ABPM/HBPM), sodium restriction, 
and stepwise drug combinations; 
warns about overtreatment in 
frail/elderly. Lippincott Journals

IDF — Global Clinical Practice 
Recommendations (2025). 
International Diabetes Federation+1

Global recommendations oriented to 
diabetes care; stresses BP screening 
in all people with diabetes and 
adaptation to resource settings. 
International Diabetes Federation

Recommends initiating therapy 
earlier in patients with diabetes and 
additional CV/renal risks; exact 
numeric thresholds aligned with 
ADA/AHA for contexts where 
feasible (risk-based). Emphasises 
graded approach for low-resource 
settings. International Diabetes 
Federation

Recommends ambitious BP control 
(consistent with cardio-renal 
protection principles) where safe —
typically aiming for ≈130/80 mmHg
when tolerated; pragmatic (less-
intensive) targets may be advised 
where resources or patient factors 
require. International Diabetes 
Federation

Recommends RAS blockade for 
albuminuria/CKD, and local 
adaptation (medication availability, 
monitoring capacity). Highlights 
implementation differences between 
resource settings. International 
Diabetes Federation

Strong emphasis on 
implementability: HBPM/ABPM 
where available, but pragmatic 
monitoring algorithms for low-
resource settings; lifestyle 
interventions central

https://diabetesjournals.org/care/article/48/Supplement_1/S6/157564/Summary-of-Revisions-Standards-of-Care-in-Diabetes?utm_source=chatgpt.com
https://diabetesjournals.org/care/article/48/Supplement_1/S27/157566/2-Diagnosis-and-Classification-of-Diabetes?utm_source=chatgpt.com
https://professional.diabetes.org/sites/dpro/files/2025-08/080625-treating-hypertension-revised-final.pdf?utm_source=chatgpt.com
https://diabetesjournals.org/care/article/48/Supplement_1/S6/157564/Summary-of-Revisions-Standards-of-Care-in-Diabetes?utm_source=chatgpt.com
https://professional.diabetes.org/sites/dpro/files/2025-08/080625-treating-hypertension-revised-final.pdf?utm_source=chatgpt.com
https://professional.diabetes.org/sites/dpro/files/2025-08/080625-treating-hypertension-revised-final.pdf?utm_source=chatgpt.com
https://www.ahajournals.org/doi/10.1161/CIR.0000000000001356?utm_source=chatgpt.com
https://pmc.ncbi.nlm.nih.gov/articles/PMC12425457/?utm_source=chatgpt.com
https://pmc.ncbi.nlm.nih.gov/articles/PMC12425457/?utm_source=chatgpt.com
https://pmc.ncbi.nlm.nih.gov/articles/PMC12425457/?utm_source=chatgpt.com
https://www.ahajournals.org/doi/10.1161/CIR.0000000000001356?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/37345492/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/37345492/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/37345492/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/37345492/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/37345492/?utm_source=chatgpt.com
https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx?utm_source=chatgpt.com
https://idf.org/media/uploads/2025/04/IDF_Rec_2025.pdf?utm_source=chatgpt.com
https://idf.org/media/uploads/2025/04/IDF_Rec_2025.pdf?utm_source=chatgpt.com
https://idf.org/media/uploads/2025/04/IDF_Rec_2025.pdf?utm_source=chatgpt.com
https://idf.org/media/uploads/2025/04/IDF_Rec_2025.pdf?utm_source=chatgpt.com
https://idf.org/media/uploads/2025/04/IDF_Rec_2025.pdf?utm_source=chatgpt.com


Summary 

• Reducing BP reduce CV events (ASCVD)

• BP goals in pts with DM:

• For most <140/90

• For pts @ high risk <130/80 or 

• even sometimes if you can tolerate <120/80

• Individualize ttt

• ACEi/ARB >>> if alburia

• Just reduce BP



🧾 Practical Take-Home

• T1DM & T2DM >>> aim for a BP <130/80 mmHg if tolerated and no specific 
contraindication (eg advanced CKD stage with hypotension risk).

• Use RAS-inhibition (ACEi/ARB) early if albuminuria or CKD is present
• If target not reached: escalate with thiazide-type diuretic (or thiazide-like) 

and a long-acting CCB, in combination with RAS-inhibitor.
• Routinely monitor with home BP or ambulatory BP where possible.
• Lifestyle modification remains imperative — weight loss (if 

overweight/obese), sodium restriction (especially relevant in CKD), physical 
activity, dietary quality.

• Individualize: In older, frail, or advanced CKD patients, consider slightly 
more conservative targets, with frequent monitoring for possible 
overtreatment or adverse effects (AKI, hypotension).
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