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GETE Estimated number of adults with
diabetes (in millions)(from IDF
Diabetes Atlas editions 15t to 9t")

Medu mladima sa novootkrivenim
dijabetesom, danas je veliki udeo

onih sa T2DM:
* 45% u USA
* 80% u Japanu

Cizza G et al. J Endocrinol Invest. 2012;

SRBIJA

At a glance 2010 2019 2030 2045
Diabetes estimates (20-79 y)

People with diabetes, in 1,000s 6134 773,7 7789 7396
Age-adjusted comparative prevalence of

diabetes, % 6,9 9 10,2 10,9
People with undiagnosed diabetes, in 1,000s - 3327 - -
Proportion of people with undiagnosed

diabetes, % - 43 |- -

IDF Diabetes Atlas 9th edition 2019



https://www.diabetesatlas.org/

AGENDA

* Homeostaza glukoze u organizmu

* Podela i etiopatogeneza hiperglikemija

 Dijagnoza i laboratorijske ,, zamke® u postavljanju dijagnoze dijabetesa
e Zakljucak



HOMEOSTAZA GLIKOZE U ORGANIZMU




Homeostaza glikoze

. Glikemija nastinu (postapsorptivno stanje): staticno stanje 12-16h nakon poslednjeg obroka

Glikemija posle obroka (postprandijalno stanje): dinamicko stanje od pocetka obroka do 4-6h
nakon obroka

Nastinu: postapsorptivno staticno stanje ,pseudo-ekvilibrijuma“ 12-16h nakon poslednjeg
oborka — obi¢no je to prekonoéno gladovanje

Dorucak Rucak Vedera 0:00 04:00 Dorucak

Y Y

Monnier L. Eur J Clin Invest 2000;30(Suppl 2):3-11.



Podela i etiopatogeneza
hiperglikemija




STATUS TOLERANCIJE GLUKOZE

* NORMALNA TOLERANCIJA GLUKOZE — ,normoglikemija“

» POREMECEN METABOLIZAM GLUKOZE —“disglikemije”
 PREDIJABETES —“Intermedijalna hiperglikemija“
e DIABETES MELLITUS

ADA, Diabetes Care 2014

WHO, Definition an diagnosis of diabetes mellitus

and intermediate hyperglycemia, 2006
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PODELA DIABETES MELLITUS-a NA OSNOVU FENOTIPSKE

PREZENTACIJE

* Diabetes mellitus tip 1
* Tip A - posredovan imunskim mehanizmima
* Tip B - idiopatski

* Diabetes mellitus tip 2
e Gojaznih pacijenata
* Negojaznih pacijenata (LADA — latent autoimmune diabetes in adults)

* Drugi specificni tipovi dijabetesa
 Monogenetski diabetesni sindromi (neonatalni ili MODY),
* Bolesti egzokrinog pankreasa (cisticna fibroza ili pancreatitis) i

* Lekovima ili hemijskim supstancama indukovan dijabetes (GK, le¢enje HIV/AIDS-a,
nakon transplantacije organa itd.)

* Diabetes mellitus gestationes

ADA, Diabetes Care 2014
Classification and Diagnosis of Diabetes: Standards of Medical Care in Diabetes - 2019. Diabetes Care 2019;42(Suppl. 1):513-528



PATOFIZIOLOSKO-KLINICKA KORELACIJA

MEHANIZMI

e Autoimunski insulitis

* Sindrom rezistencije na insulin-
hiperinsulinemije

e Ostali mehanizmi:

smanjeno stvaranje insulina zbog
razaranja endokrinog pankreasa

infekcije

endokrinopatije

lekovi i toksini

abnormalnosti sinteze i sekrecije insulina
abnormalnosti insulinskih receptora
genetski sindromi

KLINICKI OBLICI

* Diabetes mellitus tip 1

e Tip A - posredovan imunskim
mehanizmima

* Tip B - idiopatski
* Diabetes mellitus tip 2

* Gojaznih pacijenata

» Negojaznih pacijenata (LADA — latent
autoimmune diabetes in adults)

* Drugi specificni tipovi dijabetesa
* Diabetes mellitus gestationes



AUTOIMUNSKI INSULITIS: klinicka prezentacija

* Diabetes mellitus tip 1
* Mladi od 35-40 god
* Negativna porodiCcna anamneza
e Burno ispoljavanje (Dijabetesna ketoacidoza - DKA)
* Dozivotna zavisnost od insulina
Laboratorijski markeri:
* Markeri autoimunskog procesa: AntiGAD Ab, AntilA2 Ab
* Deficit endogene sekrecije insulina: Glukagonski test

* Diabetes mellitus tip 2 (negojaznih osoba, podtip LADA - Latent Autoimmune
Diabetes in Adults):

* Stariji od 35-40 godina
* ObiCno nisu gojazni
* Negativna porodiCna anamneza

* Rani neuspeh terapije OA i brz razvoj insulinske zavisnosti
* 5-10% svih obolelih od DM2



SINDROM REZISTENCIJE NA INSULIN

* Diabetes mellitus tip 2 — “gojaznih”  (Metabolicki sindrom X)
* 85-90% svih obolelih od dijabetesa

Ispoljava se obicno posle 35 godine zivota

PocCinje neprimetno (dug asimptomatski period)

Ne zahteva primenu insulina (bar ne na pocetku bolesti)

Obicno pozitivha porodicna anamneza

Centralni tip gojaznosti



International Diabetes Federation (IDF) 2005




METABOLIC SYNDROME DIAGNOSTIC CRITERIA

Abdominal obesity

Waist circumference:

« >88 cmin women

e >102cmin men

BASIC DIAGNOSTIC CRITERIA

or

Body mass index (BMI)

> 30 kg/m?

|
YES

v

ADDITIONAL DIAGNOSTIC CRITERIA

1. Prediabetes or diabetes:
« fasting glucose> 5,6mM or
> 7,8mM after 120. min in oral
glucose tolerance test
or
« HbA _>5.7%
or

« on glucose-lowering drug treatment

2. Elevated non-HDL cholesterol level:
« non-HDL cholesterol level = 3,4mM
or

« on lipid-lowering drug treatment

3. High normal blood pressure or
hypertension:

« systolic blood pressure > 130 and/or
diastolic blood pressure > 85 mm Hg
(in-office measurement)
or

« systolic blood pressure > 130 and/or
diastolic blood pressure > 80 mm Hg
(home measurement)
or

« on anti-hypertensive treatment

can be diagnosed in patients with obesity who meet of additional criteria

© PTNT, PTLO, PTL, PTH, PTMR, PTMSZ, sPiE i Klub 30 PTK, sChMiB TChP

Dobrowolski P et al.Archives of Medical Science. 2022;18(5):1133-1156.

aphic design: ITEM Publishing Sp. z 0.0.
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Kontinuum Predijabetes-DM 2: mehanizmi

* Disfunkcija beta ¢elije: apsolutan i/ili relativan deficit insulina i amilina
e Rezistencija na insulin: jetra, adipociti i misicno tkivo

* Disfunkcija alfa Celije: hiperglukagonemija

* Smanjen inkretinski efekat: nedostatak efekata GLP1

* Maladaptacija bubrega na hiperglikemiju

 Ostalo:
e PovecCana apsorpcija glikoze u GIT-u
* CNS: povecan apetit, smanjen jutarnji dopamin i povecan tonus simpatikusa

 disregulacija imunskog sistema, poremecaj mikrobitoka u GIT-u (promovisu
disfunkciju beta celije)

Adaptirano prema: Cersosimo E., Endotext, 2018



Diajgnoza hiperglikemija




PREDIJABETES — klinicki oblici

* Povisena glikemija nastinu — IFG
(engl. Imaired Fasting Glucose — IFG) (rizik konverzije u DM je 4,7 puta veci)

* Intolerancija glikoze - IGT
(engl. Impaired Glucose Tolerance — IGT) (rizik konverzije u DM je 6 puta veci)

* Poremecena homeostaza glikoze — IGH

(engl. Impaired Glucose Homeostasis — IGH; IFG+IGT) (rizik konverzije u DM je 12
puta veci)

ADA, Diabetes Care 2014

DECODE Study Group. Diabetes Care 2003

Soderberg S et al. Journal of Internal Medicine 2004

WHO, Definition an diagnosis of diabetes mellitus and intermediate hyperglycemia, 2006



Kriterijumi za dijagnozu predijabetesa

* GLUKOZA U PLAZMI NASTINU: 5,6mMs FPG < 6,9mM
ili
* GLUKOZA U PLAZMI U 120min OGTT-a: 7,8mM< 2hPG < 11,0mM
Ii
* HbAlc: 5.7%< HbAlc < 6,4%

ADA, Diabetes Care 2014



Kriterijumi za dijagnozu dijabetesa

* GLUKOZA U PLAZMI NASTINU (FPG) = 7,0mM
ili
* GLUKOZA U PLAZMI U 120min OGTT-a (2hPG) 2 11,1mM
Ii
* NASUMICNA GLUKOZA U PLAZMI U BILO KOJE DOBA DANA = 11,1mM
Ii
* HbAlc 2 6,5%

ADA, Diabetes Care 2014



Definicija diabetes mellitus-a

Diabetes mellitus je stanje hronicne hiperglikemije (ali i poremecdja
metabolizma drugih ugljenih hidrata, masti i proteina), koje nastaje kao
posledica apsolutnog i/ili relativhog nedostatka insulina ili nedostatka
dejstva insulina.

U kasnijem toku bolesti mogu se pojaviti komplikacije na malim
krvnim sudovima (mikroangiopatije) i velikim krvnim sudovima
(makroangiopatije).

WHO, Definition an diagnosis of
diabetes mellitus and intermediate
hyperglycemia, 2006



DEFINICIJA DIJABETESA

BIOLOSKA BIOHEMIJSKA
DEFINICIJA — DEFINICIJA
DIJABETESA DlJABEIESA

(hronicna

hiperglikemija)



LeCenje obolelih od TIDM




Principi terapije

* Holisticki pristup usmeren ka pacijentu

e Edukacija i pomoc¢ za samostalno pracenje DM
* Medicinsko-nutritivha dijeta
* Fizicka aktivnost
e Psiholoska podrska
* Normalizacija TM
e Korekcija nezdravih navika (duvan, alkohol, psihoaktivne supstance)



Cilj leCcenja dijabetesa

e Odrzanje dobrog kvaliteta 2022: Holisti¢ki pristup u le¢enju T2DM
zivota i sprecCavanje |
pojave komplikacija.

kardiorenalnom
protekcijom

* Primarni ciljevi:
* Redukcija kardiorenalnog CILIEVI LECENJA
rizika u visokorizi¢noj

T Lecenje 3
p O p u | a C |J | kardiovaskularnih Regulacija telesne
faktora rizika i

* Postizanje i odrzavanje
glikoregulacije i regulacije SR e , ARE,
™

Davies MJ, Aroda VR, Collins BS, Gabbay RA, Green J, Maruthur NM, Rosas SE, Del Prato S, Mathieu C, Mingrone G, Rossing P, Tankova T, Tsapas A, Buse JB
Diabetes Care 2022; https://doi.org/10.2337/dci22-0034. Diabetologia 2022; https://doi.org/10.1007/s00125-022-05787-2.



OSNOVNE KARAKTERISTIKE DM tip 1

e PatofizioloSka osnova DM tip 1: autoimunskim mehanizmima
posredovana destrukcija beta celija ostrvaca pankreasa
(autoimunski insulitis)

* Posledica: nedostatak endogene sekrecije insulina

* Strategija leCenija:
e nadoknadana insulina na nacin sto slicniji prirodnoj sekreciji
insulina |

e dugotrajno i u toku celog dana postizanje glikemija bliskih
normalnim (“skoro” normalna glikoregulacija)



Terapijski modeli za DM tip 1

¢ ISKUUCIVO PRIMENA HUMANOG INSULINA ILI ANALOGA
INSULINA u koncentraciji 100 ij/ml (PEN pribor)

e MODELI INSULINSKE TERAPIJE:

e |[ntezivirana insulinska terapija (clIT), obicno sa Cetiri dnevne doze
insulina ili

e Kontinuirana subkutana infuzija insulina (CSIl) uz pomoc spoljasnje
portabilne insulinske pumpe

e konvencionalni model sa dve doze insulina bilo kao fiksna ili fleksibilna kombinacija
samo u slucaju ako se njime postize zadovoljavajuca glikoregulacija ili pacijent nije
motivisan




Konvencionalna intezivirana insulinska terapija

* Nacionalni vodicC ga preporucuje kao osnovni oblik insulinske
terapije u DM tip 1

* Pred glavne obroke primenjuje se insulin brzog i kratkog
dejstva (bolusi), a pred spavanje dugodelujuci insulin (bazal)

* Ukupna dnevna doza je strogo individualna (prosecno 0,5-1,0
U/kg)

* Bolusi Cine 50-60%, a bazal 40-50% ukupne dnevne doze
insulina

* Od ukupne doze koja odlazi na boluse 40% se daje pred
dorucak, 30% pred rucak i 30% pred veceru




LeCenje obolelih od T2DM




FIGURE 3: USE OF GLUCOSE-LOWERING MEDICATIONS IN THE MANAGEMENT OF TYPE 2 DIABETES

Goal: Cardiorenal Risk Reduction in High-Risk Patients with Type 2 Diabetes (In addition to comprehensive CV risk management)*

Goal: Achievement and Maintenance of Glycaemic and Weight Management Goals

TO AVOID
THERAPEUTIC
INERTIA REASSESS AND
MODIFY TREATMENT

HEALTHY LIFESTYLE BEHAVIOURS; DIABETES SELF-MANAGEMENT EDUCATION AND SUPPORT (DSMES); SOCIAL DETERMINANTS OF HEALTH (SDOH) ResUuARY

(3-6 MONTHS)

+ASCVD! +Indicators of high risk +HF +CKD Glycaemic Management: Choose Achievement and Maintenance of
Defined differently across While definitions vary, most Current or prior eGFR < 40 mUmin per 1.73 m? OR approaches that provide the Weight Management Goals:
. F\fI]Ts but .all includ.ed cl.Jmprise 255 yearsn.Jf. age sympiol.ns albuminuria (ACR 2 3.0 mg/mmol efficacy to achieve goals: [ Set individualised weight management goals ]
individuals with established .vnth two ur.mure .addltmn?l of HF with (30mglg)). The.se measurements Metformin OR Agent(s) including
oD (e.q. M!, stroke, any risk factors (||.1|:lud|ng c!heslly, documented may vary nver.hme: thus, a repeat COMBINATION therapy that provide . . T
revascularisation procedure). hypertension, smoking HFrEF or HFpEF measure is required to document CKD. adequate EFFICACY fo achieve General lifestyle advice: Intensive evidence-
Variably included: conditions dyslipidaemia or albuminuria) and maintain treatmant goals medical nutrition h_ased structured
such as transient ischaemic ) ) ) therapy/eating patterns/ weight management
attack, unstable angina, Consider avoidance of hypoglycaemia a physical activity programme

amputation, symptomatic
or asymptomatic coronary
artery disease.

+ASCVD/Indicators of High Risk

+CKD (on maximally tolerated dose
of ACEi/ARB)

priority in high-risk individuals

Consider medication

SGLT2 PREFERABLY In general, higher efficacy approaches for weight loss surgery
with proven SBLT2i* with primary evidence of have greater kellood of achieving : _ _
HF benefit reducing CKD progression glycaemic goats When choosing glucese-lowering therapies:

in this

Use SGLT2i in people with an eGFR >

Efficacy for glucose lowering

Consider regimen with high-to-very-high dual

population 20 mU/min per 1.73 m? once initiated Very High: glucose and weight efficacy
GLP-1 RA* with proven SGLT2i® with proven should be continued until initiation Dulaglutide (high dose),
CVD benefit CVD benefit of dialysis or transplantation Semaglutide, Tirzepatide |
______ R-====- Insulin Efficacy for weight loss
GLP-1 RA with proven CVD benefit if - - L
S6LT2i not tolerated traindicated Combination Oral, Combination Very High:
If HbA I not toferated or contrancicate Injectable (6LP-1 RA/Insulin) Semaglutide, Tirzepatide
. above target ) )
- High: High:
If HbA, above target, for patients GLP-1 RA (not listed above), Metformin, Dulaglutide, Liraglutide
1t ' q
. . I . on SGLT2i, consider incorporating a S6LT2i, Sulfonylurea, TZD Intermediate:
« For patientson a PLP-1.RA consider adding SG6LT2i with GLP-1 RA or vice versa Intermediate: GLP-1RA (not listed above), SGLT2i
proven CVD benefit or vice versa DPP-4i .
. TI0A Neutral:
I DPP-4i, Metformin

A 4

v

Consider metabolic

[ If additional cardiorenal risk reduction or glycaemic lowering needed } -[ If HbA, above target ]
ACEi, Angiotensin-Converting Enzyme Inhibitor; ACR, Albumin/Creatinine Ratio; ARB, Angiotensin Receptor Blocker; ASCVD, Atherosclerotic Cardiovascular Disease; CGM, Continuous Glucose Monitoring; CKD, Chronic Kidney Disease; TV, Cardiovascular; CVD, Cardiovascular Disease; ¢
CVOT, Cardiovascular Outcomes Trial; DPP-4i, Dipeptidyl Peptidase-4 Inhibitor; eGFR, Estimated Glomerular Filtration Rate; GLP-1 RA, Blucagon-Like Peptide- 1 Receptor Agonist; HF, Heart Failure; HFpEF, Heart Failure with preserved Ejection Fraction; HFrEF, Heart Failure with

reduced Ejection Fraction; HHF, Hospitalisation for Heart Failure; MACE, Major Adverse Cardiovascular Events; M|, Myocardial Infarction; SDOH, Social Determinants of Health; SGLT2i, Sodium-Glucose Cotransparter-2 Inhibitor; T2D, Type 2 Diabetes; TZD, Thiazolidinedione.

*In people with HF, CKD, established CVD or multiple risk factors for CVD, the decision to use a GLP-1 RA or SGLT2i with proven benefit should be independent of background use of metformin;t A strong recommendation is warranted for people with CVD

and a weaker recommendation for those with indicators of high CV risk. Moreover, a higher absolute risk reduction and thus lower numbers needed to treat are seen at higher levels of baseline risk and should be factored into the shared decision-making
process. See text for details; # Low-dose TZD may be better tolerated and similarly effective; § For SGLT2i, CV/renal outcomes trials demonstrate their efficacy in reducing the risk of composite MACE, CV death, all-cause mortality, MI, HHF and renal outcomes
in individuals with T2D with established/high risk of CVD; # For GLP-1 RA, CVOTs demonstrate their efficacy in reducing composite MACE, CV death, all-cause mortality, MI, stroke and renal endpoints in individuals with T2D with established/high risk of CVD.

Davies MJ, Aroda VR, Collins BS, Gabbay RA, Green J, Maruthur NM, Rosas SE, Del Prato S, Mathieu C, Mingrone G, Rossing P, Tankova T, Tsapas A, Buse JB

Identify barriers to goals:

+ Consider DSMES referral to support self-efficacy in achievement of goals

« Consider technology (e.g. diagnostic C6M) to identify therapeutic gaps and tailor therapy
+ Identify and address SDOH that impact on achievement of goals

Diabetes Care 2022; https://doi.org/10.2337/dci22-0034. Diabetologia 2022; https://doi.org/10.1007/s00125-022-05787-2.



Savremena strategija leCenja T2DM: postupak sa
pacijentom

Prvi kontakt ¢ Definisanje klinickih karakteristika pacijenta

e Inicijalna terapija

e Odredivanje ciljnih vrednosti glikoregulacije }
Korak 1 e Monoterapija ili Dvojna terapija ili Urgentna (insulinska terapija) }

e Kombinovana terapija
Korak 2 )
\/ e Injektabilna terapija A
Korak 3 )

Intenzifikacija insulinske terapije }

Korak 4




Antidijabetesni lekovi: izbor u skladu sa karakteristikama pacijenta

¢ O VRN |

HbA,. | Effecton Risk of S Renal Other adverse
reduction | weight |hypoglycaemia | ASCVD HF benefits effects Cost | Administration

Potential Gl events
W — benefit Neutral Neutral Lactic acidosis $ Oral

Metformin

Moderate Neutral Neutral Moderate $ Oral

i ‘ .

Neutral Low @Ayl Neutral Oral

.SGI.‘-I_.'Z Low Low Benefit Benefit GMIS/UTIs, D'.(A’ Oral
inhibitors volume depletion

DPP-4 inhibitors Low Neutral  Neutral** Neutral Oral
GLP-1 receptor Ll Gastrointestinal Oral
agonists events SC injection
Insulin High Neutral Neutral Neutral $$ SC injection

Adapted from American Diabetes Association’s standards of medical care in diabetes 2022 (Draznin B et al. Diabetes Care. 2022;45(Suppl 1):S125-S143)

*Newer generation, especially gliclazide, demonstrated lower risk of hypoglycemia and no increased risk of cardiovascular events compared to older generation; ** Potential risk of
heart failure with saxagliptin; *** CV benefit demonstrated with liraglutide, dulaglutide and semaglutide (lixisenatigeiand exenatide: neutral)

Abreviations. ASCVD, atherosclerotic cardiovascular disease; CV, cardiovascular; DKA, dia%gmugcg&?s;%q,raagﬁéﬁ%%%,chl% I,

genital mycotic infection; HF, heart failure; SC, subcutaneous; UT], urinary tract infection



e Injektabilna terapija }
Korak 3

 GLP1-RA su prva injektabilna terapija i uvode se kod najveceg
broja pacijenata pre insulina.

* Uvodenje insulina putem modela Bazal-oral terapije
(antidijabetici i bazalni insulin)

e U terapiji ostaju kardiorenoprotektivni lekovi (GLP1-RA i
SGLT2i) i metformin.



MESTO INSULINA U T2DM

Kada se zapocne sa
Terapija insulinom zapocinje insulinom nastavlja se
primenom bazalnog insulina i doza se terapija kardioreno

vremenom titrira dok se ne postigne protektivnim lekovima
cilina jutarnja glikemija. (GLP1-RA i SGLT2i i
metformin).

GLP1-RA treba
primeniti pre
insulina

Davies MJ, Aroda VR, Collins BS, Gabbay RA, Green J, Maruthur NIV, Rosas SE, Del Prato S, Mathieu C, Mingrone G, Rossing P, Tankova T, Tsapas A, Buse JB

Diabetes Care 2022; https://doi.org/10.2337/dci22-0034. Diabetologia 2022; https://doi.org/10.1007/s00125-022-05787-2.

Nastaviti edukativne
programe za T2DM




 Intenzifikacija insulinske terapije

Korak 4

* Intenzifikacija injekatbilne terapije — uvodenje prandijalnog
insulina (bolus insulina brzog i kratkog dejstva pred obrok).



BOT (bazalni insulin

obicno sa metforminom +/- drugi neinsulinski lekovi)

Ako HbA1c nije pod kontrolom, razmotriti Bazal 1+ terapiju
Intenziviranje terapije prema profilu pacijenta

Bazal 1+ (doza Regular HM insulina pred rucak uti¢e na
glikemije posle ruckai pred veceru)

Dodati 1 dozu brzodelujuceg

insulina pre najveceg obroka 8,
(Bazal 1+) §
3
£

.. s 1lk vreme

Ako HbA1c nije pod kontrolom, bazal 2+ ili == =%
bazal bolus

Bazal 2+
Dodati 2 2 injekcije s
brzodelujuéeg insulina pre g
£
obroka (‘bazal-bolus’) 3
£

ePharmacologic Approaches to Glycemic Management:
Standards of Medical Care in Diabetes - 2021. Diabetes Care 2021;44 (Suppl. 1):S111-S124




Hronicne komplikacije dijabetesa




HRONICNE KOMPLIKACIJE DIABETES MELLITU!

* MAKROVASKULARNE: rana, difuzna, ubrzana ateroskleroza (koronarna
bolest, cerebrovaskularna bolest i periferna vaskularna bolest)

 MIKROVASKULARNE: strukturne promene (zadebljanje bazalne membrane
kapilara, suzenje arterija, dilatacija i izvijuganost vena itd.) i funkcionalne
promene (poremecaj intrakapilarnog pritiska, protoka i permeabilnosti
kapilara) u brojnim organima:
» oko (katarakta, dijabetesna retinopatija),
* bubreg (dijabetesna nefropatija),
 periferni nervi (dijabetesna neuropatija).



Diabetes: globalna epidemija u ekspanziji

2015: oko 415 milliona ljudi Sirom sveta je imalo dijabetes
2040: oko 642 ce imati dijabetes

North America and
Caribbean

oy N ?2? L - ey .- ~5.0 milliona ljudi je umrlo
. ‘“’ ; : od dijabetesa i njegovih
komplikacija u 2015

Europe

59.8 million .
204071.1 million :

» Middle East and{§§fl '
North Africa JS
35.4 millio s
»-2040 72.1 milliolNe

Western Pacific

Q 153.2 million
.0214.8 million

South East\ #

Asia

@y ' 78.3 million
South and ] :0140.2 million
Central America
2015 29.6 million
2040 48.8 million

Africa o
201514.2 million
2040 34.2 million

TAT T 1

2015 7t Edition. International Diabetes Federation Atlas




STRATEGIJA LECENJA DIJABETESA

REDUCTION IN DIABETES COMPLICATIONS
6,96,

TrﬂR Tn(ln ﬁ 0l mﬂmF

Glycemis Blood Pressure Lipied Agenits with
Management Management Management Cardiovascular
and Kidney
Benefit*

-

JoUTT JUUT[ [UUY[ JOUL[

QIJ ’JJLFEST\'LE WI;IFI'JA'I'I[I;I AND DIABETES EDUCATION O

Figure 10.1—Multifactorial approach to reduction in risk of diabetes complications. *Risk reduc-
tion interventions to be applied as individually appropriate.

Cardiovascular Disease and Risk Management:
Standards of Medical Care in Diabetes - 2022. Diabetes Care 2022;45(Suppl. 1):S144-S174



