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GUIDE FOR COMPREHENSIVE RISK REDUCTION

. Combination therapies generally necessary to achieve target BP.

. Combination of ACE-I and ARB not recommended in non-proteinuric CKD.

•  In DM if ACE combination therapy required: ACE-DHP CCB preferable to ACE-thiazide 
    combinations (ACCOMPLISH)

(Class III/IV HF or post MI). Thiazide or loop diuretics, DHP-CCB.

•  Dx DM: FPG ≥ 7.0 mmol/L or 2 hr PC Glucose ≥ 11.1 mmol/L (Normal A1C < 5.5; FPG 
    < 5.6 mmol/L; 2 hr PC FPG < 7.8 mmol/L). Dx Impaired Glucose Tolerance: FPG < 6.1 mmol/L 
    and 2 hr PC PG 7.8-11.0 mmol/L.
•  At diagnosis target euglycemia ASAP: AIC ≤ 8.5 - Initiate diabetes education, diet to 
    achieve weight loss (5-10%), exercise and lifestyle (+/- metformin). If not at target 2-3 mo - 
    Start/Increase metformin. If A1C > 8.5 start metformin immediately. Consider initial 
    combination therapy. If symptomatic hyperglycemia with metabolic decompensation, 
    initiate insulin immediately.
•  Aggressive BP Control (Target<130/80). Rx: ACE-i, ARB, DHP-CCB, thiazide diuretic, then cardio-
    selective ß blocker or non-DHP-CCB. Alpha blockers not recommended as �rst line agent.
•  Vascular Protection: Macro/microvascular disease: Statin + ACEi or ARB + Antiplatelet 
    (ASA or clopidogrel). DM > 15 years and age > 30 years: statin.

Non-HDL Chol 
 ≤  2.6 mmol/L; 
Apo-B<0.8 g/L

TC/HDL < 4.0mmol/l
HDL > 1.0mmol/l (men)/
> 1.3mmol/l (women)

Ezetimibe

Comb. Therapy Ezetimibe, Niaspan or Fibrate 

total CV events (20%).

or > 50% LDL   

target > 50% LDL   

Consider CRP measurement for males >50 & females >60. Initiate lipid lowering if CRP >2.0 mg/L

target > 50% LDL   

Awake ABPM ≥ 135 or 85. 24-hour ≥ 130 or 80 DM, or 130</80

and/or DM nephropathy. Target < 140/90 (non diabetic CK.), < 120/80 LVD. AHA.
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important monitoring 
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to reduce BP and CV 
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to achieve BP targets.
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Focus on adherence.

CDA 2013
guidelines.diabetes.ca

Guidelines 
Released April 2013

Assess global CV risk.
 < 150 systolic( Age  ≥ 80)
< 140/90 (non-diabetic CKD)

< 135/85 (Home BP)

< 130/80 (DM+/-CKD)

< 120/80 (LVD) AHA 2007 

                                                                                                             Consider alternate 

antiplatelet therapy for post MI patients unable to to take ASA or dual antiplatelet therapy 

for up to a year post ACS/PCI (Clopidogrel, Ticagrelor or Prasugrel post ACS with PCI).

                   In ACEi intolerant 

patients consider Valsartan VALIANT or Candesartan CHARM.

          , heart failure, severe LV 

dysfunction with EF < 40% or symptomatic arrhythmias. No mortality bene�t of Beta blockers 

beyond 1 year post MI, in chronic CAD without MI or in patients with CAD risk factors. (JAMA , 

Vol 308,  No. 13, pp. 1340-1349). Rx as needed to manage angina or HTN.

or nebivolol 1.25 -> 10 mg daily (Titrate q 2 weeks. Avoid mod-high dose in the elderly).

>140-179 or >90-109

Minumum goal 30 mins
of moderate activity 
5 times a week. 
Cumulative 150 mins/
week. See website
exerciseismedicine.ca

5-7

Resistance exercise 3 times/week does not adversely in¨uence BP.
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Vascular protection/CAD

Girth: Targets M < 94 cm (37 inches); F<88cm 
(34.6 inches). Lower in South Asians M< 90 cm 
and F < 80 cm. W/H M< 0.95; F< 0.9.

150 min/week

LDL < 2.0 (1.8) mmol/L or  ≥ 50% LDL 

non-HDL chol ≤ 2.6 mmol/L.; 
Apo-B<0.8 g/L

Consider ≤ 6.5 % in selected patients or 7.1 - 8.5% 
if high risk of hypoglycemia, frail, elderly, multiple 
co-morbidities. 

, Clopidogrel, Ticagrelor 
or Prasugrel

 or NOAC
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