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Education is not a
singular inoculation




A change of science is a foot.....

—.. Type 2 diabetes

Physical
activity

ﬁ Heart disease

. Vet Neurological
IL-17 CRP SeeHERr conditions

Trends in Endocrinology & Metabolism

...thus a change of GP LTC review infrastructure is a must

Hogan AE, Davis C, Jenkins B, Jones N, O'Shea D. Repurposing metabolic drugs as anti-inflammatory agents. Trends Endocrinol Metab. 2025 Aug 13:51043-2760(25)00149-3
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LEARNING OBJECTIVES

OFFICIALLY.. PERSONALLY...

* Insights into modern management of
General Practice Long Term
Condition Care

* In the context of the disease(s) of
Obesity and the broader
Cardiovascular — Kidney — Metabolic
picture




Creating Conditions
Build will and
conditions for change

Developing Aims
Develop aim
and change theory

festing Changes
Identify specific change ideas,
oppogunities for improvement test and refine using PDSA

& i

Leadership and Teams Project Management Measurement
and Communication
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Implement
Implement and
sustain where tested

Spread
Share learning and
spread where relevont



CVRM = CKM = CAREME/CRM

Heart

Kidneys Metabolism

MULTIPLE LONG TERM CONDITIONS (MTLCS)



Diabetes Care, A=

Diabetes and Multiple Long-term Conditions: A Review of Our
Current Global Health Challenge

Kamiesh Khunti, Yogini V. Chudasama, Edward W. Gregg, Monika Kamkuemah, Shivani Misra, Jerry Suls,
Nikhil S. Venkateshmurthy, and Jonathan Valabhiji

Diabetes Care 2023:46{12):2092-2101 | hilps:/doi.org/10.2337/dei23-0035

Diabetes and Multiple Long-term Conditions: A Review of Our Current Global Health Challenge

MECHANISMS

= Dbasity +  Loss of reserve

»  Systemalic *  Outdated skills
Inflammation = Myocardial

* Insulin resistance dysfunclion

«  Telamare langth

MULTIPLE LON ERM CONDITIONS

v

» Cardiovascular »  Chrofic Kidney
disease disease
* Diabetes « [Depression
———P | . Asthma « Epilepsy
= COPD *  Dementia
= Cancer * Severe mental
+  Musculoskelstal liness
condition

v

«  Fragmented «  Miscommunication
health care +  Increase n
> = Medical errors complications
#  Drug-drug *  Impact on health
interactions SErVices
«  Poor adherence +  Poor quality of life
= Polypharmacy +  Premature mortality

CHALLENGES

Received: 17 March 2020 Revised: 15 April 2020 I Accepted: 29 April 2020
DOI: 10.1111/dom. 14074

ORIGINAL ARTICLE WILEY

Heart failure and chronic kidney disease manifestation and
mortality risk associations in type 2 diabetes: A large
multinational cohort study

Conclusion: In a large multinational study of >750 000 CVRD-free patients with
T2D, HF and CKD were consistently the most frequent first cardiovascular disease
manifestations and were also associated with increased mortality risks. These novel
findings show these cardiorenal diseases to be important and serious complications
requiring improved preventive strategies.

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
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CKM syndrome - Groundhog day for disease

#HIGH RISK FAT
mealin rosisrar R e G M ULATIONE

SNS and RAAS overactivation B il
NPs relative deficiency o:izatigvz stress
Chronic inflammation Lipo-glucotoxicity

Endothelial dysfunction

\

f Oxidative stress
L Endothelial dysfunction

Atherosclerosis
Myocardial dysfunction
Heart failure

Chronic inflammation
Vitamin D deficiency

SHARED RISK FACTORS Uremic toxins
AND BI-DIRECTIONAL
RELATIONSHIPS GALORE v

Cardiovascular dysfunction

Low cardiac output B
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 reducing the amplifying risks associated with

interconnected CKM diseases

Early screening, diagnosis and intervention can delay
the consequences of CKM conditions including CV death'?

Guideline recommendations endorse a multifactorial approach in people with CKD, HF and/or T2D to
manage risk factors and reduce their risk of complications®-

Kidney

® ) © @

Cardio ™ " Metabolic Cardio ™ Metabolic Cardio Metabolic Cardio " " Metabalic
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

mortality* '
CKD, chronic kidney disease; CRM, cardiovascular, renal and metabolic; CV, cardiovascular; HF, heart failure; T2D, type 2 diabetes
1. Kidney Disease: Improving Global Outcomes (KDIGO) CKD Work Group. Kidney Int 2022,102:51; 2. Heidenreich PA et ol. J Am Coll Cardiol 2022,79:€263, 3. American Diabetes Association, Diabetes

Care 2023;46:51;
4, Birkeland Kl et al. Digbetes Obes Metab 2020;22:1607; 5. Ather S et al. J Am Coli Cordiol 2012,59:998; 6. Afkarian M et al. J Am Soc Nephrol 2013,24:302; 7. Lovre D et al. Endocrinol Metab Clin North

Am. 2018;47:237

Slide ownership attributed to Dr Alice Cheung



CARDIOVASCULAR-KIDNEY-METABOLIC SYNDROME

Health disorder due to connections amount

* Heart disease
* Kidney Disease
* Type Two Diabetes

Leading to poor health outcomes

Circulation A

Volume 148, Issue 20, 14 November 2023; Pages 1606-1635 mgcnﬂ
hitps://doi.org/10.1161/CIR.0000000000001184 Association,

AHA PRESIDENTIAL ADVISORIES

Cardiovascular-Kidney-Metabolic Health: A Presidential
Advisory From the American Heart Association



CKM syndrome - medical definition

‘...a systemic disorder characterised 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

Adapted from Ndumele CE, Neeland IJ, Tuttle KR, Chow SL, Mathew RO, Khan SS, et al. A synopsis of the evidence for the science and clinical management of cardiovascular-kidney-
metabolic (CKM) syndrome: a scientific statement from the American Heart Association. Circulation. 2023;148(20):1636-64



General Practice CKM Review along the life journey




..AND INTHE CONTEXT OF THE PERSONS LIFE STORY

Nonmetabolic
etiologies of
hypertension

Stage 1: Stage 2:
Excess/Dysfunctional Metabolic Risk
Adipose Tissue Factors and CKD

Overweight/obesity
Abdominal obesity
Impaired glucose
tolerance

4

N
pe2 Moderate- ux
apeles hbh‘ﬁsk CKD

Nonmetabolic A
etiologies of CKD




CKM - CARE OF PEOPLE , NOT JUST PATHOLOGY

CARDIOVASCULAR
METABOLIC Alherosclerosia
/  and thrombosis
. ®
Overweight __
andovesity @ Atrial fibrillation
/' and other arrhythmias
@
./ Heart failure
NAFLD, °
MAFLD — H )
and NASH .— o
Glucose /.
control

Vora J, Cherney D, Kosiborod MN, Spaak J, Kanumilli N, Khunti K, et al. Inter-relationships between cardiovascular, renal and metabolic diseases: Underlying evidence and implications for integrated
interdisciplinary care and management. Diabetes, Obesity and Metabolism. 2024;26(5):1567-81.



HOLISTIC IMPLEMENTATION

holistic

adjective

UK ¥) /ha'lis.tik/ us«4) /houl1s.tzk/
Add to word list =

dealing with or treating the whole of something or someone and not just a part:

B Cambridge

s Diction Ay




@ ESC Eurcpean Heart journal (J025) 00, 1-29

Eurapean Socioly hiipeidolarg 10,109 Weurheart/chaf114
of Cardiology

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

Atherogenic
dyslipidaemia

Defining criteria
HOMA-IR =2 5 : Liver trigl r‘Ird - !
IR 22.5 r triglyceride
HbAle 39-<47 mmol/mol - 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 presence of =1.7 mmaol/L=*
5.6-6.9 mmal/L® WIHR 20.5 CAP score 2275 dB/m by other comorbidities or risk Non-HDL-C 23.4 mmol/L*t
P-glucose 2 h after OGTT liver ultrasound; factorsie ApoB z1.8 pmal/L=t
7.8-511.0 mmol/Lt MRI 25.5%
Manage ment

Promote negative energy balance by reducing calorie intake, increasing physical activity, and reducing sitting time

¥ l . ¥ ¥

T
Reduce saturated fatty
Avald alcohol, reduce Reduce sodium intake. aclds, increase
consumption of ACE inhibitors, ARBs, polyunsaturated fatty acids.

diuretics or calcium

fructose/sucrose/saturated h | blockers. See
See guidelines, 255332 See EASO framework.? fatty acids. channe D:l:!-i:. Statins, ezetimibe, PSCK9
guidelines. inhibitor, bempedoic acid.
Statins_nnt. mrrt;;i;;f icated. Avoid treatment that Consider icosapent ethyl.
See guidelines. exacerbates obesity.

See guidelines, %8332

Figure 4 Defining criteria and potential management strategies for systemic metabolic disorder Stage 1. Conventional units: *101—124 mg/dL; "141 to
<198 mg/dL; “150 mg/dL; “131 mg/dL: 100 mg/dL. *Non-fasting P-triglycerides >2.0 mmol/L (177 mg/dL). +Values 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
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Multiple long-term conditions as the next
transition in the global diabetes epidemic

| & Chweck for updabes

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

Jonathan Valabhji 4™ & Kamilesh Khurti*

Sayeral ransitions, or new pﬂ[t&f‘ﬁg and Iﬂyﬂ&'l"lil:‘:g in the contributons and health culcomes, have
aitered the character and burden of the mulli-decade, worldwide growth in prevalence of type 2
digbates (TZDM). Thaas n’_"h&'lgEE- have led to differant nesds for prE’l.'EI'I‘lil'.'I'l and care. Theaaa d’g‘l‘lﬂ.rT‘lCS
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 ow-income countres. Thassa d‘ualenges call for mnovation and a 31.rl:ll'|96f focus on
MLTCs across the spactium of cause, aflactiveness, and I'I"IFI|E|‘T'EI1EH1.iDﬂ aiudies o g.llﬂ& pfé'l.'l!!"ltil:ll'l

and treatment priorties.

The glohal pandemsic of type 2 disbetes (T2DM) is offen viewed i o 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 isfactions and maternal and child morality for
lower momality rates drives by cheonic conditions sach as cardiovasouker
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 T20M pasdemic has el been comple and muli-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
The first phace of geowth in the TZDM epidemic, evident in the 1970 and
1580, consisted of steady, gradual, increses in prevalence in high income

cointries (HICE) and meoee rapid incresses in selected low- and middle-
incose countries [LMICs) undergoing rpid urbsnization, moritions and
other sociocultural changes assecined with wesmernization (Fig. 1)
This wes asseciated with a globel nutrition transition, with distary shifis
tovward refimed carbolyydrates, added sweeteners and edible ik, and away
from legumses and fresh fruits and vegeubles Dedining physical 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
suboptinial dishetes care, rsk Gciors and seli-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 mansgenwem by curren standards
Thus, perception of the peobles cenired maore o the complications
sconmpanying TZOM eather tham the incidesce amd potential prevention
of TZIH.

" Bl oo Pisguska i Hsaaithy, AICE Unksersity of Madicing and Health Seaonces. Duiin, indand, “Sehool of Publs Hoeb, imnpssal Coliag Londan, Lomon, L.
*NHS England, Walifglon Hivus, Loneon, Ui ‘Dapansrnt of Dibsies and Ensecrinalogy, B Mary's Hespilsl, inperiol Cobige Haalheass NHS Trust,
Lisvchors, UK. *Diwtiion of Matabelten, Digestion & Reproduion, Fady of Meticns, impssial Coliags Lonoion, Londer, UK *Lans Clark & Passosk 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 el Josnthian Sk, Hanmih Kt 5 0e-mal e doregodnes

Communications Medicine | [20255:42
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Summary of Major Transitions in the Diabetes Epidemic in High Income Countries, 1960-2020

s  —— —
r%ady growth of the problem Targeting quality of care Diversification and Divides fErrelgerm of Mult-morbidity
+  LowTDMprevalence + Improving care *  Pesseniyhigh +  Confinued dediining
+  Steady background +  Dedining complications prevalenoe aidelnes mortality
growth + Acosleration of incidence ' S'ag"la;‘fmf'e & + Diversifying morbiity
« Vey high incidence of « Emerging TDMin youth ) ;::: - +  Expanding exposure
complications g famen ooy + Increasing MLTCs
«  Poorcare +  Persistent SES
_ 2 J \_dispariies J Y,

Fig. 1 | Summary of major transitions in the global diabetes epidemic, as affecting the T2DM pandemic. T2DM: Type 2 diabetes mellitus; DM: diabetes
experienced by high income countries, 1960-2020. The figure describes key pat-  mellitus; SES: socio-economic status; MLTC: multiple long-term conditions
terns in prevalence, incidnece, complications, care, and socio-demographic factors

‘if MLTCs are the next major transition in the diabetes
epidemic, and the key drivers lie at both ends of the age
spectrum as we suggest, the most practical priorities will lie in
prevention, ongoing or routine care models and coordination,

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

care.




WHY ARE GENERAL PRACTITIONERS NATURAL
CKM LEADERS?

THIS REVIEW INVOLVES ..... RCGP FEEL,AND WE KNOW.....
* Whole person * GPs have distinct
medical care. expertise and

experience in
providing whole
person medical
care.

(1) Standing up for general practice Joanne Reeve, Gail Allsopp and Michael Mulholland British Journal of General Practice 2025; 75 (750): 4-5. DOI: https://doi.org/10.3399/bjgp25X740373



A General Practitioner’s complex interventions counts in

“A GP is a doctor who is a
consultant in general practice.
GPs have distinct expertise
and experience in providing
whole-person medical care
while managing the complexity,
uncertainty, and risk associated
with the continuous care they

provide.”

CKM care

Table 1. The complex intervention that is general practice — an advanced generalist

perspective

Complex intervention Elements identified by the RCGP
status definition of a GP

Expanded description®

Constant elements
— always present

Community-based whole-person
medicine-in-context

Knowing your patient(s), family,
and carers

The expertise and experience to critically understand, manage, and evaluate whole-
person medical care

But recognising that GPs can deliver whole-person care from the first consultation

Being accessible

Varies by location (such as in the surgery, at home) and method (in person, phone,
digital). Beyond availability, instead recognising candidacy, concordance, and recursivity’

Variable elements Using trusted encounters
— adapts according
to context Knowing your community and

context

Working in multidisciplinary teams

Trusted to do the best thing/right thing by me. Strengthened by consultation skills,
empathy, relationships, partnerships. Built from the first consultation

Context always shapes the work done (constant component as above)
What varies are the approaches we use to know — including experience (working in
one place for a long time), conversations, analysis

Always working in teams, but the size and make-up of the team adapted to fit local needs

Leading healthcare provision

Leadership as part of everyone's role. How we do that, and the proportion of our
working week spent on this varies

“Developed from Reeve, 2023.# RCGP = Royal College of General Practitioners.

Standing up for general practice Joanne Reeve, Gail Allsopp and Michael Mulholland ; British Journal of General Practice 2025; 75 (750): 4-

5. DOI: https://doi.org/10.3399/bjgp25X740373




Grange Family Practice CKM team

HTeams based CKM care Lead GP

will be a future
cornerstone of General

Practice Long Term Person with
CKM

syndrome

Condition Care.

Supported by the solid foundations of
Practice Managers and Admin Teams



€ the relationship between a patient
and their GP is as important as a
scalpel is to a surgeon.”

Inter-
personal

Continuity

Benefits of relationship-based care of Care

Benefits to Benefits to

GPs I_

Benefits to

patients the NHS

» |mproved experience » Greater job satisfaction = Fewer A&E attendances
and satisfaction s |mproved recruitment = Fewer unplanned
» Better health outcomes and retention admissions to hospital
i Information
» Lower mortality rates = Better adherence to

# Increased engagement medical advice

with medical advice

Royal College of General Practitioners. The power of relationships: what is relationship-based care and why is it important. General practice COVID-19 recovery
[download].accessed.hitps://www.rcap.org.uk/-/media/Files/Policy/power-of-relationships-reap-2021.ashx. 2021

Beadles CA, Voils CI, Crowley MJ, Farley JF, Maciejewski ML. Continuity of medication management and continuity of care: Conceptual and operational considerations. SAGE open medicine.
2014;2:2050312114559261.


https://www.rcgp.org.uk/-/media/Files/Policy/power-of-relationships-rcgp-2021.ashx.
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https://www.rcgp.org.uk/-/media/Files/Policy/power-of-relationships-rcgp-2021.ashx.
https://www.rcgp.org.uk/-/media/Files/Policy/power-of-relationships-rcgp-2021.ashx.
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Global Effect of Cardiovascular Risk Factors
on Lifetime Estimates

The GlobalCardovsscular Risk Consortu LOOK ALIVE — THINK FIVE!

ABSTRACT

BACKGROUND
Five risk factors account for approximately 50% of the global burden of cardiovas-
cular disease. How the presence or absence of classic risk factors affects lifetime
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 a|| CVD cases COUICI potentially be pl"evented through effective
from any cause was estimated up to 90 years of age according to the presence or risk.factor management_

absence of arterial hypertension, hypetlipidemia, underweight and overweight or
obesity, diabetes, and smoking at 50 years 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

* If your 50 and five —less....

of the risk factors and those with all the risk factors, the estimated number of * Women-CVD 13 yrs later s 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- e Men-CVD 10 yrs later ; 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 assoclated
with the most additional life-years free of death.

* Behavioural change has impact!

¢ HTN Mx & smoking cessation 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 ’ sustain life Ioca"Y - look
ClinicalTrials.gov number, NCT05466825.) for and act on the ﬁve.

I. Magnussen C,Alegre-Diaz ], Al-Nasser LA,Amouyel P, Aviles-Santa L, Bakker S}, 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 top of diet and lifestyle interventions irrespective of CVD risk.

On-treatment BP target

< 130/80 mmHg @measured by 7-day average HBPM or day-time average ABPM or office BP*)

or ALARA without causing unacceptable side-effects, and within 6-months of initiating treatment§for all adults.

Exceptions:
frail and/or have limited life expectancy

use clinical judgement

CONSENSUS STATEMENT W) Chock for updates
Call to action: British and Irish hypertension society position
statement on blood pressure treatment thresholds and targets

Luca Faconti(®)', Nayanatara Tantirige®, Meil R. Poulter (5%, Jacob George®, Vikas Kapil®, Ajay Gupta (2%, Pauline A. Swift (7,
Anthony Heagerty”, Eduard Shantsila®, Sarah Partridge(®'" and lan B. Wilkinson (5*

© The Author(s) 2025, corrected publication 2025

In this position statement the British and Irish Hypertension Society (BIHS) present a review of the current evidence for blood
pressure (BP) treatment thresholds and targets. The BIHS recommend initiating pharmacological antihypertensive therapy,
irespective of cardiovascular disease risk, following a confirmed diagnosis of hypertension (sustained out-of-office BP = 135/

85 mmHg despite diet and lifestyle advice). The BIHS recommend an on-treatment BP target < 130/80 mmHg or as low as
reasonably achievable without causing unacceptable side-effects, within 6-months of initiating treatment, for all adults. Possible
subgroups to whom this may not apply are those who are frail and/or have limited life expectancy where higher targets may be
appropriate based on clinical judgement and the individuals’ 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



MARY - TATT AND FLUSHING

PC: Non-specific TATT ? menopause

* 50M - rare attender — keen for HRT
« Last seen 2021 (last bloods 2019).
* Nil reg meds.

« NKDA.

* Nil PMH bar Mirena coil last year

* Non smoker

+ Occasional Social Alcohol
+  Office worker

«  Sedentary lifestyle but tries
« Married 2 kids

HPC flushing , brain fog , vaginal dryness, more irritable, further
weight gain from baseline raised BMI.

HRT risk assessment done

Full systematic questioning and examination yielded nil TATT red
flags.

Asked permission to discuss weight —agreed attend for review appt
to do same — given STOPBANG to complete and bring to next
assessment

Agreed start HRT , TATT/CKM obesity bundle and review with
results to discuss weight.



First do no harm

Weight discrimination
Be aware our weight bias and consequences () :
stigma as health care professionals
is harming the patients we are
trying to help.

* Reduced health care use

* Avoidance of physical activity
* Low mood/reduced self esteem

* Increased binge eating

1. Puhl RM, Heuer CA. The stigma of obesity: a review and update. Obesity. 2009;17(5):941



Kings Modified Obesity Staging and the 4 Ms Matter in Primary Care

Criterion Stage 0 Stage 1 Stage 2 Stage 3
Normal health At risk of disease Established disease | Advanced disease S -
e e  FourMs | Characteristics included
anoring Mild snofing Witnessed apnoea Cor pulmanale
Meck cire < 43em Epworth seore = 10 Dip rate =15/hr Oibsesiby B B
e el i | p— Mood, depression, eating
Meck gire 43¢ [Size Uncantralled O5A d. d . I.
A Mental isorders, anxiety, personality,
B [ = Gl ol el o S ' cognition, attention deficit, sleep
¢ | ovDrisk <10% 10-20% >20% or stable heart . . .
ey petn | |y SO0 o quality, potentials traumas,
chart*) T2D0M rE:F NYHA I, o >20% addICtIDnS
D | Disbetes Marmal IFG n:m Uncontrolled T2DM
Fasting or random glucose IFG [ IGT, or previous Diet, insulin or OHA HbAle=0% . .
S com Aduanced Musculoskeletal disorders, chronic
Normal Hhale HhAle<9% rhicrovascular disease . .
Econanic Norral Financial imj ‘Workplace disadvantage | Unemployed due to
E cormplications mnunmn:m ::::::::::&:Em E.;:iirli:s.limited n»,mu mﬁ:’mmmgd Mechanical: Paln: OSA: GERDr ':'”nar'f
Recsiing benefis due i | party iIncontinence, intertrigo,
abesity (&g, carer reguined - g
F | Functional status Mo limitatian Manages. one flight of Cannat dimb stairs (<1 :::;r:::u’ thDITIhGSIS, plﬂl’ltﬂr fasaus’
i — ’I::'Lr:amn o work of :E:ta‘mr agigtance for m;:::hﬂ pSEUthumuur BEFEIJFI
recreation ADL or for dependents
& [Gomans Norma Feos [ Sbfertiy T2D, hyperinsulinemia,
reproductive axis Normal sexual and PLOS sublertility or unable to _H“}i d | d . h rt .
et (oo S Metabolic: yslipidemia, hypertension, gout,
o = e S cholelithiasis, MAFLD, PCOS,
Cessation of all sexal .oy .
H | Health status Normal Lot o fiposaar ol :uc;idm—:nﬂeraw Severe depresdion hypothyrGIdlsm, ObESIw-rEIatEd
L e | cancers.
depression abuse
1 Body Irmage & eating | Minimal of ho concern Diglikes mirrar Avoids docial interaction ::::m MEdlcaI Insumnce, IITIpEGt Df
behaviour Normal eating pattesm Appearanoe aF mirrors. Active eating disorder = e =
Comforteating Severe body image Social ghobia obesity on income, education,
raraecung | o, Monetary e
- Contraled eatng employment, the ability to afford a
1 Desophage-gastric Mormal, ne GORD symptoms :'O‘::z:d reflux] Desophagitis on OGD Barrett's cesophagus hEﬂIthy diEt, HGGESS tD Wﬂight IGSS
Junction centrolled en standard within 12 maaths
5] Severe GORD symptems: prﬂgrams
requires high dose PPI
K | Kidney Normal Proteinuria &GFR <60 eGFR <30
L | Liver Normal Elevated LFTs, NAFLD on | NASH Liver failure
ultrasound
Dobbie, L., Coelhor-C-Crane; Jet-al—Clinical-evaluation-of patientstiving-with-obesity. Intern Emerg Med 18, 1273-1285 (2023). https://doi.org/10.1007/s11739-023-03263-2

Reviews in Endocrine and Metabolic Disorders (2023) 24:795-807 https://doi.org/10.1007/s1 1 154-023-09797-2
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The 5 A’s of Obesity Management

» Discuss weight with the patient

» Assess health status, comorbidities and causes of weight gain

* Advise on treatment options

e Agree on weight loss expectations and treatment plan

* Assist the patient in the continuous process of weight
management

Welzel FD, Stein |, Pabst A, Luppa M, Kersting A, Bliiher M, Luck-Sikorski C, Konig HH, Riedel-Heller SG. Five A's counseling in weight management of obese patients in primary care: a
cluster-randomized controlled trial INTERACT). BMC Fam Pract. 2018 Jun 23;19(1):97. doi: 10.1186/s12875-018-0785-7.



Goals of obesity care —Worried about health , wants to be healthy for children and live to see them start their
adult lives.Wants to be more active with kids. Doesn’t want parents ill heath trajectory.

Weight Trajectory — No childhood/teenage obesity. Move to University triggered weight gain , yo- yo dieting
occurred through her 30’s and 40’s. Multiple diet and exercise regimes.Would always put the weight back on again. At
current highest weight — pregnancies all escalated base line weight by '/2 stone each time and now the broken sleep is
causing night snacking. Stress from brain fog is causing her to comfort eat. Life triggers have been periods of stress and
pregnancy and now menopause.

Food - Busy working mum. Cooks 4 dinners a week but other nights has energy dense highly palatable quickly
cooked meals.

Physical Activity — 30mins of moderate intensity activity a week and | resistance based activity.

Stress — menopause symptoms causing her extreme distress. No hx of any form of trauma (neglect/abuse etc)

Sleep — 5hrs at most due to the flushing

Medication History — No culprits.

Family History — Mum — obesity ; Dad — obesity and T2D.



ASSESS

FBP/TFT/B12/coeliac/folate/iron stores/vitamin D all normal

Airways -Snores but no other OSA symps Neck Circumference 41cm (at risk) STOP BANG 0 EPWORTH 0.
BMI  36.8 wtl04kg WC [41cm wt height ratio 0.66 (highest weight currently ; BMI>30 since at least 2006)
CVD: LDL 3.6 QRISK 14% BP 150/92 at clinic. No S&S HF. HRSR.

Diabetes: Hbalc 84 (repeat 82 ) ; recurrent thrush..

Economic: weight not affecting work but menopause is.

Functional: LBP long standing — no red flags — imaging NAD advised supportive mx previously ‘loose weight’.
Kids v active and cant do as much with them as she would like.

Gonadal No Infertility/PCOS issues — 2 children

Health status. Euthymic

Image No binge eating. Comfort eats.

Gastro functional dyspepsia HB N no nsaids/alcohol h plyori —ve no red flags on a PPI
Kidney — GFR: >60 mL/min/1.73m2 ACR: Normal

Liver — LFTS N Fib 4 low risk 0.72




DIAGNOSIS FOUND

#CKM Diagnoses Found:
Obesity
T2D

Dyslipidaemia

Hypertension (24 hr BP cuff confirmation average day 143/92 mmHg) ECG:
NSR, no LVH)

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

CKM care is comprehensive whole person care



SILO REVIEW CHECKERS - CKM REVIEW CHESS




CHESS MOVES MADE

BEHAVIORAL/LIFESTYLE THERAPY FOR PEOPLE WITH OBESITY/ABCD ® FOOd Strategy
Consider social determinants of health, including access to care and specialists, nutritious food, safe spaces for physical activity, and sleep when developing a treatment plan.
* Plate worl
ate WOork
NUTRITION PHYSICAL ACTIVITY
Focus on a reduced-calorie diet while maintaining diet quality. Tailor to patient preferences and
+ Adopt healthful meal patterns (eg, Mediterranean diet). functional ability. ® M I I l t St t 5 S
« Prioritize minimally processed, nutrient-dense foods. Incorporate: Ove e n ra egy -— s
« Limit energy-dense foods and beverages. . Aerobic ac-tivitf
+ Ensure adequate nutrient intake of protein, fiber, - Resistance training*
iron, calcium, and other micronutrients with N
et Rosod sodntarsehvir e Stress
Individualized energy plans may include: ?;Ia:r::".: i::;:e;::;nhnsit'f and
« Macronutrient-based strategies '
» Meal replacements Refer to an exercise specialist if needed. < I M
+ Strategic fasting "Resistance training helps preserve lean i S I e e - B I
+ Personalized calorie targets mass during significant weight loss.
Consider referral to a registered dietitian. .
Combine evidence-based dietary
e * Just start, think
cultural preferences. BEHAVIORAL THERAPY ’
Screen for anxiety, depression,
PRIMARY EMPHASIS eating disorders, and internalized
ON OVERALL HEALTH weight bias.
SLEEP Support behavioral adherence with: * ° ° *
Screen for sleep disorders. « Goal setting, self-monitoring, and
Promote good sleep hygiena. problem-solving

Optimize sleep quality and duration.

Refer for polysomnography or sieep
medicine evaluation if needed.

Abbreviation: ABCD, adiposity-based chronic disease

+ Cognitive behavioral therapy
» Stress reduction techniques

Refer for psychological testing or
behavioral health support as needed.

'/, plate of vegetables or salad
SN

AACE.Q

Algorithm Figure 7 - Behavioral /Lifestyle Therapy
COPYRIGHT © 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.

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




SITTING/BREAKING UP
PROLONGED SITTING

Walking around or doing simple
resistance exercises every 30 minutes
breaks up prolonged sitting and improves
glucose metabolism.

TYPE 2 DIABETES: PHYSICAL BEHAVIOUR TIPS

STEPPING

* An extra 500 steps a day can reduce
risk of cardiovascular morbidity and
all-cause mortality by 2-9%.

» Brisk walking for 5/6 minutes every
day can add 4 years to life expectancy

SLEEP
Aim for consistent, uninterrupted sleep.

* More than 8 hours and less than 6 hours
of sleep negatively impacts HbAlc

* Irregular sleep results in poorer
glycaemic levels ~ this could be due to
insomnia, obstructive sleep apnoea and
restless leg syndrome

» 'Night owls' who go to bed late and get
up late may be more susceptible to
inactivity and poorer glycaemic levels
compared to 'early birds’ who go to bed
early and get up early.

Q leicesterdiabetescentre.org.uk
¥ @LDC Tweets
£} leicesterdiabetescentre

This image was adaped Irom Figute 2 of She new Esrapean Asseciaion for the Study of Diabeles (EASD) and American Diabetes Assocition (DA

repert ler gement of hyperglycaemic in type 2 disbel:

amull dy in the purnsls Diabetes Care (Duvies o ol

Diabetes Care. 2022: Nov 1AS{11):2753-2706. dew: JL2II706c22-0034) md D

belologia (Devies ot o, Diab

SWEATING
Aim for:

* 150 minutes or more of moderate-
intensity exercise every week

OR

* 75 minutes or more of vigorous-
intensity exercise spread over three
days or more, every week.

Avoid no more than 2 consecutive
days of inactivity and supplement
with 2/3 resistance, flexibility
and/or balance sessions.

The ability of people with type 2 diabetes
to undertake simple exercises in middle-
age is similar to that in pecple over a
decade older.

Just 30 minutes of moderate-intensity
physical activity a week improves
metabolic profiles.

dogia. 2022, §5.1925-1984)

STRENGTHENING

Resistance exercise such as tai chi and
yoga improves insulin sensitivity and
glucose levels

Leicester Diabetes Centre




BEHAVIOURAL THERAPY — WHY WE EAT

Increasing self monitoring — daily records of intake, activity.

Setting Goals — keeping it simple ‘three changes’.

Social Support Mobilisation and Social Saboteur Assassination — needed for modifying behaviours.
Relapse Prevention — expecting set backs , be prepared, view them as temporary.

Stress Management.

Engage in a spirit of Motivational interviewing

Express empathy
Develop discrepancy
Avoid argumentation

Roll with resistance.



CHESS MOVES MADE

Non-pharmacological Moves:

Everything discussed plus
DSMES / Dietician Referrals /Podiatry (low risk) /Regional eye screening (none present)

PARS offered

Rapid Pharmacological Moves:
Metformin 2g

SGLT2i

Losartan 50 mg (improved systolic to 132)
Atorvastatin 40 mg

Repeat Hbalc at 3 months was 60; BMI unchanged. Incretin initiated and titrated to maximum dose



CURRENT STATE OF PLAY

Hba1c 40

U&&E NACRN

LFTS N

Fib 4 Low risk

Systolic 128 (now off medication)
LDL 1.9

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.



OBESITY ISAN INDEPENDENT DISEASE STATE WITHIN
THE CKM SYNDROME THAT DESERVES INDEPENDENT
ATTENTION....IN GENERAL PRACTICE

OBESITY IS A CHRONIC, RELAPSING, MULTIFACTORIAL
DISEASE CHARACTERIZED BY NEUROENDOCRINE AND
NEUROBEHAVIOURAL DYSREGULATION, IN WHICH
EXCESS ADIPOSITY—WITH ORWITHOUT

ABNORMAL DISTRIBUTION OR FUNCTION—LEADS
TO ADVERSE METABOLIC, BIOMECHANICAL,AND
PSYCHOSOCIAL HEALTH CONSEQUENCES.




WHAT IS OUR NORMAL APPETITE BIOLOGY?

Figure 2 A schematic representation of
physiological satiation and satiety signalling.
When food is consumed, the gastric distension
is communicated to the brain via the vagus
nerve, which connects the gastrointestinal tract
to the brain, initiating satiation. Gut hormones
from the stomach and intestine are released
when food is consumed and act on areas of
the brain involved in appetite. Leptin from
adipose tissue and insulin from the pancreas are
related to the amount of fat stored in the body
and act on the brain to modulate satiation and
satiety in the longer term. All signals are
integrated in the brain to affect energy intake
and expenditure (Adapted from Wynne etal.
2005a).

Benelam, B. (2009), Satiation, satiety and their effects on eating behaviour. Nutrition Bulletin, 34

Gut
hormones

Vagus
nerve

Stomach

Intestines

Effects on energy intake

Gut
hormones

Arcurate nucleus

T NPY/AgRP

Increased food
intake and decreased
energy expenditure

X

NPY

A4

Y1 &Y5

PPY(@336) S
GLP-1 |.- P

Intestine OXM P '
PP E

Pancreas Insulin |,” ! ¥
PP : POMC/CART

receptors

oMSH | MC3 & MC4

Adipose tissue Leptin /

CART | receptors

Decreased food
intake and
increased energy
expenditure

: 126-173. https://doi.org/10.1111/].1467-3010.2009.01753.x

Figure 3 Circulating hormones influencing
energy homeostasis via the arcuate nucleus
(adapted from Murphy & Bloom 2004).
Continuous lines indicate stimulatory effects,
and dashed lines indicate inhibitory effects.
AgRP agouti-related peptide; CART, cocaine-and
amphetamine-related transcript; GLP-1,
glucagon-like-peptide |; aMSH,
alpha-melanocyte-stimulating hormone; NPY,
neuropeptide Y, OXM, oxyntomodulin; POMC,
pro-opiomelanocaortin; PR, pancreatic
polypeptide; PYY, peptide Y.


https://doi.org/10.1111/j.1467-3010.2009.01753.x
https://doi.org/10.1111/j.1467-3010.2009.01753.x
https://doi.org/10.1111/j.1467-3010.2009.01753.x

PEOPLE LIVING WITH OBESITY HAVE PATHOPHYSIOLOGY,

NOT POOR WILL POWER.

Homeostatic factors

Adlposcty signals

~ Satiation signals

Taste

Vagal afferent signals
- —

Hypothalamus — energy
homeostasis

Mesolimbic system —
reward seeking
behaviour

Pre frontal cortex —
executive functioning



Reframe our conversations, Reframe our review infrastructure

Obstructive sleep apnoea

Non-alcoholic steatohepatitis

Osteoarthritis

{ Hyperlipidaemia )
Hypertension > 4 ¥ Macrovascular complications
Coronary artery disease |

Type 2 diabetes ————J Hyperglycaemia

» Microvascular complications

Weight-centric approach Glucocentric approach
Upstream intervention Downstream intervention

Lingvay |, Sumithran P, Cohen RV, le Roux CW. Obesity management as a primary treatment goal for type 2 diabetes: time to reframe the conversation. Lancet. 2022 Jan 22;399(10322):394-
405. doi: 10.1016/S0140-6736(21)01919-X. Epub 2021 Sep 30. Erratum in: Lancet. 2022



1280

Inmernal and Emergency Medicine (2023) 18:1273-1285

Kings Modified Obesity Staging Model

Table 3 King's obesity staging criteria Adapted from Whyte et al. [78]
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Bréakdown dueto

Does this morning clinic look familiar?

9.50 am
obesity

Economic hardship consult with obesity implicated.
Functional MSK Lower back pain consult driven by

Criterion Stage 0 Stage 1 Stage 2 Stage 3
Normal health At risk of di E lished di Adh d di
N I = e e 9.00 am : Airways consult- OSA diagnosis and referral.
e 9.10 am : BMI consult— on incretin therapy — didn’t disclose

o e T — L gallstones — biliary colic flare.

B E =, . [ 9.20 am : CVD — Heart Failure new presentation.
o ey e | PG/ o | D | i 9.30 am : Diabetes foot ulcer review in treatment room.
s Tt o e P g 940 am :

10.00 am : Break

|0.10 am: Gonadal Infertility due to PCOS referral

SpIuncTion obesity
Cossation of 3l sanuad
ctivity ° . .
e i 10.20 am :Health perception Depression Consultation — trauma.
(parccived) Geod mantal asd physical well doprassion Sucidal ideation
being Takes reatment for Unmanaged subsance . .
4 .
e 10.30 am : Image — eating disorder consult.
1 Sody Image & eating Minmal of N0 concam Diskhes mirror Avo@tmdalinnratbm Eating disceder
sresmiamt eyl o W o 10.40 am : Gastro - Functional dyspepsia
naggropriate eating dyspharia
ot Controled eating °
| = 10.50 am: Kidney - ESRD JIC meds consult
) Ousophago-gasteic Normal, o GORD symgtoms GORD [acks reflus) Ousophagitis on OGD Barrett’s cesophags
Junctics controlied o0 standard within 12 mentts . o
- | 1.00 am: Liver — MASLD consult.
roauines hgh dose PP
K Wdney Neemal Proweinuna v:ﬂ -;Il = oGFR <30
L Lwer Neemal NASH Liver falure

Elevated LFTS, NAFLD om
dtrasound

General Practice is enveloped by the consequences of obesity.... yet
our long term condition infrastructure has not made room
for the root disease entity itself.

Stage 1 conditions: patients at risk of developing co-marbidities or with mild co-morbidities that may potentially justify bariatric surgery but do
not need specialist opimion.

Stage 2 conditions: established disease and higher surgical risk. This may require medical review

Stage 3 conditions: indicate a need for specialist opimion and may represent contraindications for surgery.

BMI Body Mass Index, Neck cire neck circumference, CPAP Continsows Positive Airway Pressure, OSA Obstructive Sleep Apnoea, CVD Cardi
avascular Disease, /FG Impaired Fasting Glucase, /GT Impaired Glucose Tolerance, GDM Gestational Diabetes Mellitus, T2DM Type 2 Diabe
tes Mellitus, GORD Gastro-ocsophageal Reflux Disease, QoL Quality of Life, NAFLD Non-alcoholic Fatty Liver Disease, NASH Non-alcohalic
Steatohepatitis. PPI Proton Pump Inhibitor, LFT Liver Function Tests



CKM APPROACH ELIMINATES CARE
FRAGMENTATION

Cardiovascular- F essure
Kidney-Metabolic
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.

e

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




DISRUPTIVE MEDICINE

GENERAL PRACTICE CKM REVIEW IS MINIMALLY

° M I - 1 Workload drivers (NPT) Treatment burden increases(BoTT)
u tl O rgan Im Pa‘Ct * Life demands * When capacity and workload are
* Confusing treatment plans ignored in the design of healthcare
R * Poorly coordinated care services and clinical care
® CO—Ord I nated Ca re * Enrolling support from others * When patients' relational networks
* Planning & enacting self- are ignored
management tasks i

+Treatment burden <———

* 3 Appointment burden Feemontorme

Capacity

* | review facilitating agendas

Traditional healthcare response:
increase treatment, monitoring,

appointments

Reduced: Worsening:
across multiple specialties } " ccessie |

Unsuppoﬁed workload > * Self-care

¢ ‘ Pe rSO n WO rl(l Oad As patient continues to

feel unwell, capacity

is further reduced from
symptoms and frustration
Capacity drivers (TPC)

* Biography: a coherent sense of self,

-~ +lliness burden -

* Quality of life

!

Patient is unable to

enact original workload or new

intensified treatment;
continues to feel worse

P I h rm H t I meaning, purpose, social roles Ke
c oo O yp a aC)’ IS a P a—y * Resources mobilized: education, self- o Y
efficacy, finances, etc. NPT=MNormalization process theory
« Environment: home, work, healthcare TPC=Theory of patient capacity
« Accomplishment of patient work BoTT=Burden of treatment theory
* Social support

Boehmer KR, Gallacher KI, Lippiett KA, Mair FS, May CR, Montori VM. Minimally disruptive medicine: progress 10 years later. Mayo Clinic Proceedings; Elsevier; 2022




Source :

CKM PHILOSOPHY OF CARE

The professional conversation is a
tool — use it.

Behavioural Science

Anchoring - Frame - Chunking &
Checking —-Cognitive ease -
Choice architecture- Status Quo
bias

Carl Rogers

Core Conditions for
therapeutic change 1957

Empathy Congruence
Understanding The counsellor
the client's is genuine, open
perspective and real

Unconditional
Positive Regard

Non-judgemental
acceptance

Empathy, Congruence and Unconditional
Positive Regard reflect the counsellor's
ideal attitude towards clients.
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A compendium of CKM help for your GP Houses of Care.

Cardiovascular-Kidney- .
Medscape Primary Care Hacks
Metabolic Review Checklist J

Authors: Dr Kevin Fomando. Porfolic GF, Esst Lo

The cond ovosodir, kichey, nd metabolic sysems are intnireical iy imesconnected, leading 1o the new description of #e corddovasouar-tideey-mesabalc (CEM) smdmme,
akso known 35 the CVRM sedrome. ™= The pleotropic effects of many modern CEM therapies hawe demonstrated wite «an ging benefits in these overlapping cngan
SyStome "™ However, aven though the bdiectional 1o/ duonshig Detwo e these organ systems has leng been recogneed. many gudeine: and deical pathways sull

O age 4 NG G model of Cae '™
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The folowing areas showld o be considered during shared decision-making,

Severe Mental lllness ———————— Frailty and Older People

Psychological Stress Overweight and Obesity

Migraine -
Lipids
Inflammatory Conditions
Heart:

* Heart Failure Polycystic Ovary Syndrome
* Atrial Fibrillation

Blood Pressure
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Diagnosis and Management
of Heart Failure with Reduced Mf:dscape Primary Care Hacks
Ejection Fraction

Authorss Or Patricia Campball, Conadltant Tardiclogat atd Clinical Laad Tor Hasdt Failura, Nartharn Inaland; Dy Eimaar Darey, GP Padtnaes Grangs Family
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Diagnosis and Management of
Heart Failure with Preserved M@dscape' Primary Care Hacks
Ejection Fraction

Authors: Dr Patricia Campbell, Consultant Cardiologist and Clinical Lead for Heart Failure, Northern Ireland; Dr Eimear Darcy, GF Partner, Grange Family
Practice, Omagh; Dr Kevin Fernande, Portfolio GP, East Lothian, and Content Advisor, Medscape (email: )

While awaiting specialist assessment for suspected HF, consider managing congestion with diuresis (e.g.
furosemide 40—-80 mg or double
pre-existing dose) and initiating an SGLT2i.




Your GuIDE T0 SGLT2 INHIBITORS [[I73) Vesterm Heatr

/) and Sccial Care Trusl PREGMANCY

WHAT ARE SGLTZ |NH|B|T0RS7 “ Do not take if pregnant. Contact your doctor, nurse or pharmacist if planning to

gE‘[ P re-g nant.
- SGLT2 Inhibitors are drugs for Type 2 Diabetes, Heart Failure, and Chronic Kidney Discase.
- They help your heart pump better, which may stop hospital admissions and help you live longer.
- They protect your kidneys and may stop or delay the need for kidney dialysis.
- In people with Type 2 Diabetes, they help reduce high blood sugar levels,

@ Do not start a very low calorie, low carbohydrate or ketogenic diet when taking
WHY AM | TAKING THIS DRUG’ WHICH SGLT2I INHIBITOR AM | TAKING? this drug. Contact your doctor, nurse or pharmacist if you want to start one. They

all involve reduced intake of bread, potatoes, pasta or rice.
(] TveE 2 DIABETES [] papacLIFLOZIN (Forxiga)
(] HEART FaILURE [] empacLIFLOZIN (ardiance)
[[] €HRONIC KIDNEY DISEASE [] canacLIFLOZIN (Invokana)

N e FURTHER INFORMATION
PUTENT'AL SIDE EFFECTS 5 4‘ YOU TAKE THESE DRUGS ONCE A DAY

To learn more about possible side effects, take a look at the Patient Information Leaflet
for your SGLT2 Inhibiter, You'll find this leaflet in the box with your medicine. If anything
worrles you or if you have questions, don't be shy - talk to your doctor, nurse, or
pharmacist. They're here to help you understand your medicine better.

Reduce risk by washing and drying genitals daily. Cotton underwear also
0 helps. Make sure to change your underwear daily. Thrush is a more common
side effect in people with Type Two Diabetes.

EHF’AELIFLUIIH DAPAGLIFLOZIN ~ CANAGLIFLOZIN

You can expect to pass more urine because of the way this drug works. This
side effect helps protect you and can improve over time, Make sure you stay
hydrated. Avoid excess alcohol as this makes dehydration worse.

SKIN INFECTION

'°g A very bad skin infection of your private parts may occur. Contact a doctor "nTEs
: > 'SD urgently if this area becomes red, tender or swollen. This is very rare,

DIABETIC KETOACIDOSIS (DKA)

SGLT2 inhibitors can rarely cause too much acid in your biood. Contact a doctor if
‘you are taking this drug and have any of the following: tummy pain, nausea,

: _ Date | started taking SGLT2 Inhibitor:
vomiting,fast breathing, drowsiness, confusion or a sweet smelling breath.

The riskis hlgherifyou have a long time with very little food or water , have too HEALTHCARE PROFESSIONAL CONTACT DETAILS
much alcohol or are sick. This is a rare side effect, but is serious and can happen

even if you do not have diabetes. Mame:

Contact Number:

SICK DAY GUIDANCE (WHAT TO DO WITH YOUR DRUG IF YOU BECOME UNWELL)

If you become unwell with any of the following vomiting, diarrhoea, fever, sweats,
shaking or reduced fluid intake PAUSE this drug but RESTART once you are well again
(after 24 - 48hrs of eating and drinking normally).

Wastern Health
i and Social Care Trust



Use of Liraglutide, Semaglutide, and Tirzepatide for
Adults Living With Overweight and Obesity

Practical Considerations—Injection, Storage, Driving

Ma]scape Primary Care Hacks Brand Names of Incretin Therapies for Different Indications

Brand Name (Maximum Do
for Weight Management

. ) e Liraglutide is now availzble 2 a generic
Liraglutide % Saxenda® (upto 30mg daily)  Victnza® (upto 1B mg daly) oL e ool o o 2s Diavic®

. 5. Diarrce.
Standard Dose Escalation Schedule (in Weeks)A Further Considerations

Indication Prezcribing Considerations and Special

Precautions for Use)

Incretin
Therapy

Behavioural Modifications and Interventions Side Effects Minimising Occurrence/Severity of Gl Adverse

Effects: General Guidance

[ 1 )T
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- oty 8 ety e
ity angey. pariions

2 S (720 (X
Managing Gl Side Effects L =y e oy

@) Focd compositon)

=
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Women's Health and Incretin Therapies

* Incretin therapies are not recommended during breastfeeding and pregnancy I
e e e

o e S e
o liraglutide: discontinue before attempting to canceive
o cemaglutid: diccontinue 22 monthe before antempting 1 conceive
o tizepatide: discontiue = | month befors attempting to conceive

+ Specific OCF advice for tirzepatide:"
T COCr N Ferra )

Gorgejo-Martinez J. Mezauite-Raya P, Carretero-Gimes J et al. Clinical
fon to manage i adverce avenis in patiem:
weaned with glp-1 recaptar agenic: 3 muludl:clplm:ry exper concenus.
J Clin Med 2022: 12 (1): 1

Adapted under the terms of the CC-5Y £ 0 aurbution licence.

. or
eration: for People With T2D and Overweight/Obe:ity =patide

sing
For refarances and to view thix Primary Care Hack anime. 9o 1o medscape wk.co/Hack

Last updated: May 2025.

After 2 dase of semagluide o tirzspatide is missed (egardless of wheiher a catch-up dese is aken), individuals can than rsseme their
raguiar ance-waekly dasing schadule
Mote: the time between sny twa doses must slways be 272 hours.

. Adririster catchup doce 3 coon Skip dose
Liraglutide < e Pt o el Ay
23 days. ped since the last dose, rainitiate liraglutide at 0 tollow i el
Prescribing Conside pecial Precautions for Use

® Incretin: ies can be administered at (e.g. digoxin, lithium, warfarin}, closer “Hm&: ch should be
ST b T e W R —

a injs o © and medicine
DRI ooy e e st SRS
o ifa changs of day is required far Incretin Therapies]'! uranydﬂ’\rn:‘mrﬂk precentin the.
semaglutide or tizepatide, the - Sick day guidance may be required=4 ineretin thera)
ilimess. - US SPCe, all incretin
T e e P e e oot oo
(272 hours)**" P incretin therapy may be requin incit ith MENZ or wih 3 persanal
o Mrmr - o ing of any Gl or ather gympe arfamily hiztary of WTC
emptying and therefore have the = the ineretin therapy can be restaried = CrCEAE A
potential to impact the absarption of when the patient it eating and drinking ac review and meta-analysis found
coadministered oral medications; however, normal and recovered from illness m—“m-i‘nﬁn
e dose adjuctments are required formest 4 | tharan i not
oral medications™* e i ith an increased risk
o i individusls are tzking oral medications with suboptimal weight loce or weight regain, nf-.,nyp..dm.. (including
with 2 narrow therapeutic index offering a wiable alternative <o revision pencreatic and thyroid cancer) 7 oy —— i imglutide

BMi=kcly mas: index; bpmekasts par miruts;
CrClacrestinive clearance; €V=cardavascular;
VD carclizvazcular disease; CYRM=cardiavascular-
renal-matskolic; DKA=dlisbatic ketoscideais;
DPP4=dipepidyl peptidase 4: DR=disbtc
rmtinapathy; BVLA=Drver & Vehicie Licans
Agercy; eGFR=estimste glomansr fivation rate;
ESAD=endlsage reral cisense; FDA=Feod anct
Dig Admirsstration; GA=ganeeal anassthesia;
Gl=gasvaintestina; GIP=gluceas-depandent
insulnemapic polypaptie; GLPA

g

v raciaca o £ MHRA-Hoch

Haalthcars prociucts Reguiatory Agency; M’lc-mdlllily
i ; NG=NICE Guiselne; OCP-
Coraceie g and daly. PHEPLETe Hoslt
e e
RA=recogtor aganic; RCT-randornsacl candrall
SMART -Spacihc, Mezzuratia, Achievatio, Rewarding,
Timaly; SMBG=xalf-maritcring f blood glucase;

TA-Technology Appraissl; TID=type | diabtes;
T2D=tye 2 diabstes.

Pomary Cai gt Last updated: May 2025.



Identification and Management e o~
of People with MASLD and Mﬂdscape Fuk X Gmdﬂlll'l
MASH in Primary Care Primary Care Hacks

Cardiometabolic Risk Factors!?®%
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Secondary Couses of Hepatic Steatosisi 449
= Drugeinduced livar injury, .. amicdarane, maethatreate, tamcedfen,
and conicosterics

= Endocring disarders, such as hypotiyreidism, POOS, panhypapituitanism,
or groswth harmone defidenoy

= Mutrient deficiency ar malutrition, such as from aoute weight ks duc
to bariatric srgery or fasting, total parerteral nutrition, or small intestinal
basctarial

= Chronic hepatitis C virus infiectian.
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Cardiology
Hepatology \

Psychology &
Dieticians & Health
Coaches

_~ Primary Care Teams
Community Pharmacy /

Physio/OT/ Social Services
and Voluntary Sector

NHS General Practice CKM care

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.
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Ndumele CE, Neeland IJ, Tuttle KR, Chow SL, Mathew RO, Khan SS, et al. A Synopsis of the Evidence for the Science and Clinical Management of Cardiovascular-
Kidney-Metabolic (CKM) Syndrome: A Scientific Statement From the American Heart Association. Circulation. 2023;148(20):1636-64.



%» Dr Darcys Instagram PRESCRIPTION FOR BETTER
HEALTH

Patient Name:
Date:

R ADVICE — TAKE DAILY

Do not smoke. Stop if you can. Cut down if you can’t.

Eat a balanced diet. Include plenty of fruit and vegetables.
Keep physically active. Choose activity suited to your ability.
Manage stress. Make time to relax and talk things through.
Drink alcohol in moderation

Protect yourself from the sun Cover up and avoid sunburn.
Practice safer sex

Attend cancer screening when invited

Be safe on the roads Follow the Highway Code.

Learn First Aid Airway * Breathing ¢ Circulation

Dosage: Repeat: Daily — For Life
Woarnings:No known side effects.
Benefits increase with regular use.

Prescriber:

Dr Darcy Health Coach and Sir Liam Donaldson
Chief Medical Officer for England (1999)
Signature:

From Saving Lives: Our Healthier Nation (Department of Health, 1 999

%» Dr Darcys NHS PRESCRIPTION FOR BETTER HEALTH

Patient Name:
Date:

R ADVICE — TAKE DAILY

Do not be poor. If you can, stop. If you can’t, try not to be poor for
long.

Don’t live in a deprived area. If you do, move.

Don’t be disabled or have a disabled child.

Don’t work in a stressful low-paid manual job.

Don’t live in damp, low quality housing or be homeless.

Be able to afford to pay for social activities and annual
holidays. .

Don’t be a lone parent.

Claim all benefits to which you are entitled (even if you are
illiterate).

Be able to afford own a car.

Use education as an opportunity to improve your socio -
encomonic position.

Dosage: Repeat: Daily — For Life
Warnings:No known side effects. Benefits increase with regular use.

Prescriber:
Dr Darcy and David Gordon , Universty of Bristol
Signature:

My Choices are constrained by context. We all meet

Not wrong , continue to shout but be aware conveying

our patients where they are and personalise care

advice unlikely to help those who have most to gain.

1) 1999 by Sir Liam Donaldson, then Chief Medical Officer of England, from the Department of Health’s Saving Lives: Our Healthier Nation campaign. Source: DoH (1999) Saving Lives: Our Healthier Nation. London: The Stationery Office 2)
https://www.bristol.ac.uk/poverty/healthinequalities.html



CKM WILL AFFECT OUR NHS HOUSES OF CARE,
GENERAL PRACTITIONER AND GENERAL PRACTICE TEAM
LEADERSHIP IS NEEDED

Organisational

Processes & 'The interdisciplinary care would involve primary
Arrangements care physicians working together with
cardiovascular, nephrology, and endocrine
Health & colleagues to deliver optimal results.’

Care

Engaged,
Informed, Care & Support professional

+ team
Empowered Planning e

Individuals Conversation to

& Carers — Our skills as General Practitioners and valued
working General Practice Team members in the narrative

ahead is indispensable.

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

https://wwwe.alliance-scotland.org.uk/past-work-and-projects/scotlands-house-of-care/the-house-of-care-model/

Farooq, W., & Kim, A. S. (2024). Cardiac, Renal, and Metabolic Overlap: A Public Health Crisis?. Kidney News, 16(3), 25-25. Retrieved Feb 25, 2025,
from https://www.kidneynews.org/view/journals/kidney-news/16/3/article-p25_15.xml
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Take homes from a CKM/Obesity GP

* CKM syndrome - a dynamic continuum that changes over time.

* Contextualise. Prioritise. Personalise.

» Shared decision making - with the person , not to the person. BEHAVIOURIAL SCIENCE IS KEY.
* Ordering and pacing of interventions — a personalised marathon.

* Life long treatments and interventions ; not burst therapies or approaches.

* Combination therapy and interventions = organ and person protection.

* General Practice MLTC infrastructure will evolve from current set up to a de-sioled format.

* This will take a team — if you are doing this as a lone professional — stop doing it alone.

We are stronger together

https://wwwe.alliance-scotland.ors.uk/past-work-and-projects/scotlands-house-of-care/the-house-of-care-model/
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General Practice Cardiovascular Kidney Metabolic Review

VALUE LIES IN A COMPREHENSIVE AND
COMPREHENSIBLE APPROACHTOA
COMPLEX PROBLEM

A. 2023;330(21):2042-2043



The Lightblub

Comprehensive, coordinated, continuous,
n L r

.Stl'ﬂ g person-centred, community-based, first-
primary care contact care provided by multidisciplinary

teams with training in family medicine.

A restricted set of first-contact

Primary community-based health services that
care does not offer comprehensiveness,
lite continuity, coordination, or person

centredness.

Figure: Strong and lite forms of primary care

THE LANCET

Primary Care Models of global primary care post-2030

Luke N Allen, Kumanan Rasanathan, Robert Mash, Manuela Villar Uribe, Viviana Martinez-Bianchi, Michael Kidd



Lets get back to the basics, and get them right.

Journal of

Clinical Medicine

mbey

Review

Cardiovascular-Kidney—Metabolic Syndrome: A New Paradigm
in Clinical Medicine or Going Back to Basics?

Victoria Mutruc -2-*, Cristina Bologa -2, Victorita Sorodoc 1277, Alexandr Ceasovschih -2,
Bianca Codrina Morarasu “2, Laurentiu Sorodoc ! 2, Oana Elena Catar ? and 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



Art — Charles Mackesy

Ui Msxery

General Practice #CKM care is the
enactment of humanity.

Collectivism
Compassion
Care

The responsibility to curate it
together lies with us.

HteamGP
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