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o Six affiliated hospitals (Cooperstown, 
Oneonta, Sidney, Cobleskill, Little Falls, 
Delhi) 

o 33 community health centers
o 21 school-based health centers
o Primary Care Physicians 
o Division of Endocrinology: 2 tele-

endocrinologist, 2 endocrinologist, 2 
advance practitioners

o 4 Certified Diabetes Educators
o Dietitians 
o Affiliation with Columbia University 

(Bassett-Columbia Program)



Objectives

• Patient Story
• Define cardiometabolic health and review national 

quality metrics
• Guideline recommendations (ADA 2025)
• Discuss BHN barriers of providing high-quality care to 

promote cardiometabolic health at the individual and 
population level

• Discussion





• 58 y.o. woman with CAD, T2D comes to the office to 
establish care & ED follow-up

• Started on long-acting insulin (insulin glargine) 
• Hgb A1C is 13.5% (~ 341 mg/dL)
• She does not take any BP medication and BP in the 

clinic is 149/88 mm Hg, BMI 30 kg/m²
• Her diet is “unhealthy”, has never seen a dietitian
• She smokes
• She is not on a statin



Management

• Order a lipid panel, urine albumin-to-creatinine ratio 
• Discuss blood sugar goals and order/scheduled a Hgb A1C for in 3 

months 
• Prescribe testing supplies and ask to keep a glucose log 
• Recommend seeing a diabetes educator, a dietitian and tobacco 

cessation program 
• Prescribe semaglutide 0.25 mg weekly to be up titrated every 4 

weeks, a statin and an ACE-inhibitor 
• 3 months follow up Hgb A1C 6.7%
       = High Quality Care





Cardiometabolic Health

• Optimal functioning and absence of disease across 
cardiovascular and metabolic domains (adiposity, 
blood glucose, lipids, blood pressure, among other)

• Prevention and management of obesity, diabetes, 
dyslipidemia, hypertension and CKD, reflecting 
interconnected pathophysiology that drive CV 
morbidity and mortality 



• Diabetes is independent ASCVD risk factor
• CV disease  major cause of morbidity and mortality 
• Major CV risk factors are clustered and common 

among patients with diabetes
• Large benefits when multiple CV risk factors (glycemic, 

BP and lipid management) are addressed 
simultaneously 



Multifactorial approach to reduction in risk of diabetes complications.

Source: 10. Cardiovascular Disease and Risk Management: Standards of Care in Diabetes - 2025



• No or only marginally increased mortality, MI and 
stroke risk when all major CV risk factors are managed 
to goal levels

• Focus: deliver high-quality comprehensive 
cardiovascular care and address barriers to risk factor 
management



National Quality Metrics

• 2015 – 2018: 
• 50.5% community dwelling adults with diabetes 

achieved A1C <7% and 75.4% achieved <8%
• 47.7% of adults with diabetes achieved BP <130/80 

mm Hg and 70.4% achieved <140/80 mm Hg
• 55.7% achieved non HDL cholesterol <130 mm/dL 

• All three risk factors were treated to goal in just 22.2%

Source: 1. Improving Care and Promoting Health in Populations: Standards of Care in Diabetes - 2025



Guideline Recommendations

1. Hypertension
2. Lipid management
3. Antiplatelet 
4. Cardiovascular disease



1. Hypertension

• Screening and diagnosis
• Treatment goals
• Lifestyle interventions
• Pharmacologic interventions

Source: 10. Cardiovascular Disease and Risk Management: Standards of Care in Diabetes - 2025



2. Lipid management

• Lifestyle interventions
• Monitoring lipids
• Statin treatment

• Primary prevention
• Secondary prevention

• Treatment of other lipoprotein fractions or goal

Source: 10. Cardiovascular Disease and Risk Management: Standards of Care in Diabetes - 2025



Figure - Recommendations for primary prevention of atherosclerotic cardiovascular disease (ASCVD) in 
people with diabetes using cholesterol-lowering therapy.



Figure - Recommendations for secondary prevention of atherosclerotic cardiovascular disease (ASCVD) in 
people with diabetes using cholesterol-lower



3. Antiplatelet 

Source: 10. Cardiovascular Disease and Risk Management: Standards of Care in Diabetes - 2025



4. Cardiovascular disease

• Screening



Source: 10. Cardiovascular Disease and Risk Management: Standards of Care in Diabetes - 2025



Treatment: GLP-1 RA

Source: Reimann F, Gribble FM. Metabolic Messengers: glucagon-like peptide 1. Nature Metabolism. 2021.



Source: Lee M et all. Cardiovascular and Kidney Outcomes and Mortality with Long-Acting Injectable and 
Oral Glucagon-Like Peptide 1 Receptor Agonists in Individuals with Type 2 Diabetes: A Systematic Review 
and Meta-analysis of Randomized trials. Diabetes Care. 2025



Source: Lee M et all. Cardiovascular and Kidney Outcomes and Mortality with Long-Acting Injectable and 
Oral Glucagon-Like Peptide 1 Receptor Agonists in Individuals with Type 2 Diabetes: A Systematic Review 
and Meta-analysis of Randomized trials. Diabetes Care. 2025



Source: 10. Cardiovascular Disease and Risk Management: Standards of Care in Diabetes - 2025



Source: Moiz Areesha et al. The expanding role of GLP-1 receptor agonists: a narrative review of current evidence and 
future directions. eClinical Medicine. 2025



Source: King A et al. Recent trends in GLP-1 RA and SGLT-2 use among people with type 2 diabetes and atherosclerotic 
cardiovascular disease in the USA. BMJ 

Figure – Proportion of patients with T2D and newly diagnosed ASCVD who were newly prescribed GLP-1 
or SGLTis, overall by year. 



Barriers to High Quality Diabetes Care  

• Fragmentation and uncoordinated care, lack of longitudinal 
care

• Lack of information capabilities (eg. registries that can 
provide person specific and population-based support)

• Not appropriately incentivized and funded
• Does not engage people with diabetes and community 

(identifying or developing resources to support healthy 
lifestyle)

• Lack of quality-oriented culture



Cardioprotective Medications – GLP-1 RA

• High cost, insurance coverage
• Provider clinical inertia and lack of familiarity
• Clinical inertia
• Lack of practical knowledge on the use of these agents
• Concerns about potential adverse effects
• Fear of injections
• Challenges of polypharmacy in elderly patients 

Source: King A et al. Recent trends in GLP-1 RA and SGLT-2 use among people with type 2 diabetes and atherosclerotic 
cardiovascular disease in the USA. BMJ 



“Improving individual and population health 
for people with and at risk for diabetes 
requires engagement of a collaboration 
between people with diabetes and their 
caregivers, inter-professional health care 

teams, health systems, community partners, 
payors, poliycymakers and public health 

agencies “

Source: 1. Improving Care and Promoting Health in Populations: Standards of Care in Diabetes - 2025
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