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This medicine is subject to additional monitoring. This will allow quick identification of new safety 

information.

Adverse events should be reported. Reporting forms and information can be found at 

https://yellowcard.mhra.gov.uk/. Adverse events should also be reported to Bayer plc.

If you want to report an adverse event or quality complaint, reports can be directed to: Tel: 

01182063500 or email: pvuk@bayer.com

Further information is available on the “contact” tab at www.bayer.co.uk.

This programme is intended for Great Britain Healthcare Professionals (HCPs) only. This 

programme is organised and fully funded by Bayer plc, and contains promotional content. 

Great Britain Prescribing Information and Adverse Event Reporting for Kerendia® (finerenone) 

can be found at the end of this presentation.



This presentation is based on the speaker’s own opinion
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Understanding 
the problem…

• Personal call to action.

• Appreciation for less than ideal 
health outcomes.

• Mistrust in HCPs during the 
pandemic.

• Lack of ownership for the long term 
diseases.

• Lack of appreciation for evidence 
based medicine.

• Does it have to be GPs?

Understanding 
the problem…
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Areas with higher deprivation* show higher rates of mortality from 
CVD1

East Midlands (latest 3 years available, under 75s)1

Estimated death rate for heart and circulatory diseases per 100,000: 75.4
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In the UK, the age standardised heart and circulatory 
disease death rates per 100,000: 76.11

Adapted from British Heart 

Foundation, Heart and Circulatory 

Disease Statistics 2020

• Most recent official and health survey data are used to produce an estimate for numbers living with heart and circulatory diseases across the UK. *Per IMD, an overall measure of deprivation constructed by combining seven 
domains of deprivation according to their respective weights (income deprivation: 22.5%; employment deprivation: 22.5%; education, skills and training deprivation: 13.5%; health deprivation and disability; 13.5%; crime: 9.3%; 
barriers to housing and services: 9.3%; living environment deprivation: 9.3%).2,3

• CVD: cardiovascular disease; IMD: Index of Multiple Deprivation. 

• 1. British Heart Foundation. Heart and Circulatory Disease Statistics 2020. Available at: https://www.bhf.org.uk/what-we-do/our-research/heart-statistics/heart-statistics-publications/cardiovascular-disease-statistics-2020 (accessed 
November 2021); 2. ONS. Health Areas (April 2020) Map in England and Wales. Available at: https://geoportal.statistics.gov.uk/datasets/c39a892d9c1846ddbfbe7e0bd5832dea (accessed November 2021); 3. National Statistics. 
English indices of deprivation 2019. Available at: https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019 (accessed November 2021). 



1,166,091 population

25 PCNs

146 GP practices

1 NHS acute Trust

Highest rate of CVD in 
BAME groups

• Leicester = second high deprivation score of county 

cities in the East Midlands

• 10 PCNs have a mean deprivation score higher than 

England

• Over 30% of Leicester City’s registered patients are 

living in 20% of the most deprived areas in England

• County’s mean deprivation score is lowest in the East 

Midlands 

Speaker’s own data
Public Health England. (2021). Health Inequalities DashboarD, March 2021. GOV.UK



Cardio-renal-metabolic conditions often coexist

CKD: chronic kidney disease; CVD: cardiovascular disease; HF: heart failure; T2D: type 2 diabetes.
1. Cook S et al. BMJ Open. 2023;13:e065927; 2. Einarson TR et al. Cardiovasc Diabetol 2018;17:83; 3. Lawson CA et al. EClinicalMedicine 2021;32:100739; 4. Lovre D et al. Endocrinol Metab Clin North Am. 2018;47:237; 5. 
GBD Chronic Kidney Disease Collaboration. Lancet. 2020;395(10225):709–733; 6. McDonagh TA et al. Eur Heart J. 2021;42(36):3599–3726; 7. Davies MJ et al. Diabetologia. 2022;65:1925–1966; 8. Heidenreich PA et al. J Am 
Coll Cardiol. 2022;79(17):e263–e421; 9. KDIGO CKD Work Group. Kidney Int. 2013;3(1):1–150.

Early intervention is the best way to help protect patients by reducing the risks associated with these 
interrelated conditions5–9 

Inter-relationships of 

cardio-renal-metabolic conditions:

• In England, ~30% of people with 

T2D have CKD1

• Worldwide, ~1 in 3 people with 

T2D have CVD2

• In the UK, 16% of people with HF

have both T2D and CKD3

• Up to 60% of people with CKD

have CVD in the US4

CVD

CKD

T2D



We often see patients in primary care with a combination of CVD 
risk factors

LDL = TC – HDL – (TG/2.2)

Non-HDL = TC – HDL 

Hyperglycaemia1,4Hypertension 

and renal 

disease1

Dyslipidaemia1–3 Non-alcoholic 

fatty liver 

disease5

• CV: cardiovascular; HDL: high-density lipoprotein; LDL: low-density lipoprotein; TC: total cholesterol; TG: triglycerides. 

• 1. Leon BM, Maddox TM. World J Diabetes 2015;6:1246–1258; 2. MDCalc LDL calculator. Available at: https://www.mdcalc.com/calc/70/ldl-calculated
3. NHS University Hospitals Birmingham. Non-HDL Cholesterol (calculated). Available at: http://heftpathology.com/item/non-hdl-cholesterol-calculated.html 4. Pistrosch F, et al. Diabetes Care 
2011;34(Suppl 2):S128–S131; 
5. Hazlehurst JM, et al. Metabolism 2016;65:1096–1108.

Conditions of the CVRM system have shared risk 
factors and often co-exist in the same patient

Having one condition affecting either the 
cardiovascular, the renal, or the metabolic 

system increases the risk of developing 
another and these conditions often co-exist in 

the same patient

http://heftpathology.com/item/non-hdl-cholesterol-calculated.html


Insanity: 
Doing the Same 
Thing Over and 
Over Again and 
Expecting Different 
Results

I witnessed siloed working to manage 
chronic diseases expecting to treat a 
patient holistically and improve 
outcomes but never delivering a 
consistent message

Your HbA1c is 
high, and your 
1-risk is raised. 

You need to 
exercise and eat 

better. 

Your HbA1c is 
high. 

You need 
Gliclazide

Your HbA1c is high. 
If you’re not careful 
– you will go on 

insulin. You better 
stop eating, or else!

Your 
HbA1c is 
ok. The 

nurse will 
deal with it

Your total 
cholesterol 
is under 5. 
You’re fine. 
Just lay off 
the cheese

Your HbA1c is high. 
Your q-risk is raised. 
I would recommend 
a statin and a SGLT2



Time for a change?

• Is there a better way to manage long 
term conditions care?

• How can I drive change?



Proposition: Re-learning our ABCDES

• BP: blood pressure; CVD: cardiovascular disease; HbA1c: haemoglobin A1c; T2DM: type 2 diabetes mellitus. 

• 1. Diabetes Canada. ABCDES of diabetes care quick reference guide. Available from: https://www.diabetes.ca/managing-my-diabetes/tools---resources/abcdes-of-diabetes-care-quick-reference-guide
(accessed January 2023).

HbA1c

Drugs for CVD risk 

reduction

Cholesterol

BP

CVRM 

management 

holistic 

approach

ABCDES of diabetes management:

A: HbA1c targets

B: BP targets

C: Cholesterol

D: Drugs for CVD risk reduction

E: Exercise goals and healthy eating

S: Screening for complications

S: Smoking cessation

S: Self-management, stress, other 

barriers

https://www.diabetes.ca/managing-my-diabetes/tools---resources/abcdes-of-diabetes-care-quick-reference-guide


BP, blood pressure; CVD, cardiovascular disease.

1. National Institute for Health and Care Excellence. 2023. Cardiovascular disease: risk assessment and reduction, including lipid modification [CG181]. Available at: www.nice.org.uk/guidance/cg181 Accessed: May 2023. 2. National Institute 

for Health and Care Excellence. 2022. Scenario: Antiplatelet treatment for primary prevention of cardiovascular disease (CVD). Available at: https://cks.nice.org.uk/topics/antiplatelet-treatment/management/primary-prevention-of-cvd/
Accessed: May 2023. 3. Arnett DK, et al. J Am Coll Cardiol. 2019;74(10):e177–e232. 4. NICE TA733. Available at https://www.nice.org.uk/guidance/ta733 (Accessed March 2023)

Optimal prevention seeks to minimise the risk from known risk 
factors1

Prevention of CVD

Non modifiable

Modifiable

Non-modifiable 
but treatment 

strategies help to 
reduce risk

Lifestyle 
changes (smoking 

cessation, 
diet, alcohol, 

exercise)

Hypertension
(BP management)

Lipid profile
(lipid lowering 

drugs)

Family history

Ethnic 
group

Diabetes 
(glucose 
control)

Chronic kidney 
disease

Age/sex

• Lifestyle changes underpin all 

strategies for risk factor 

management1

• Aspirin is not licensed for the 

primary prevention  of CVD2

Adapted from: Arnett DK, et al. 20193



Kotter's 8-Step Change Management Model to Residency 
Didactics. West J Emerg Med. 2019 Dec



Developing a cardiorenal pathway guides consistent clinical practice within 
a practice or PCN 

Take 

an MDT 

Approach

Develop a 

cardiorenal  

Pathway

Agree data 

extraction & 

analysis plan

Optimise 

therapy in 

clinics

Identifying individuals most at risk is 

key to improving quality standards 

and patient  outcomes

Developing simple cardiorenal 
pathways at Practice and PCN level 

helps optimise patient care

Primary care should act and drive 

effective implementation plans

Outcomes Pathway Action

?
Why

?
What

?
How

Speaker’s own opinion



Common Pillars of 
CVRM

A
C

E
i
/ 

A
R

B

S
ta

ti
n

S
G

L
T

2
i

M
R

A
 o

r 
n
s
-M

R
A

G
L
P

-1

Positive Polypharmacy

Speaker’s own opinion

ACEi / ARB: Angiotensin-Converting Enzyme Inhibitors / Angiotensin II Receptor Blockers
SGLT2i: Sodium-Glucose Cotransporter-2 Inhibitors MRA or ns-MRA: Mineralocorticoid Receptor Antagonists or non-
steroidal Mineralocorticoid Receptor Antagonists GLP-1: Glucagon-Like Peptide-1 Receptor Agonists



SGLT2i’s
• Why are they important?

• Help people understand why they should be used

• 93% of people with T2DM have a QRISK®2 above 10%... 

…but only 14% of eligible patients are prescribed an SGLT2i
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Effect of time of intervention on 
eGFR decline1

Adapted from Gansevoort RT, et al

For illustration purposes only

1; Young KG et al. Recent UK type 2 diabetes treatment guidance. Cardiovasc Diabetol. 2023;22(1):302. doi: 10.1186/s12933-023-02032-x.

1



Helping clinicians appreciate by the fire and forget attitude with lipid 
management no longer suffices

• Figure adapted from Ference BA, et al. 2017. Data reported is from meta-analyses of Mendelian randomisation studies and randomised trials.2

• CVD, cardiovascular disease; LDL-C, low-density lipoprotein cholesterol.

• 1. Duncan MS, et al. J Am Heart Assoc. 2019;8:e011433; 2. Ference BA, et al. Eur Heart J. 2017;38:2459–2472.

Log-linear association per unit change in LDL-C 
and the risk of CVD2 A 1 mmol/L reduction in LDL-C for >50 years 

results in a >50% reduction in CVD risk2

A 1 mmol/L reduction in LDL-C for 5 years 

results in a >20% reduction in CVD risk2
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0.0 0.2 0.4 0.6 0.8 1.0 1.2 1.4 1.6 1.8 2.0

10%

20%

30%

40%

50%

60%

70%

80%

0

P
ro

p
o

rt
io

n
a

l 
re

d
u

c
ti
o

n
 i
n

 r
is

k
 

o
f 
C

V
D

 (
%

)

Over 50 years
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Earlier lowering LDL-C 

correlates with greater 

reduced CV risk2

*Meta-analysis of Mendelian randomisation studies, prospective epidemiologic cohort studies, and randomised trials.7

ASCVD: Atherosclerotic cardiovascular disease; CI: Confidence interval; CV: Cardiovascular; CVD: Cardiovascular disease; HeFH: Heterozygous familial hypercholesterolaemia; LDL: Low-density lipoprotein; 
LDL-C: low-density lipoprotein cholesterol; PCSK9: proprotein convertase subtilisin/kexin type 9.

1. British Heart Foundation. CVD statistics factsheet – UK July 2021. Available at: https://www.bhf.org.uk/-/media/files/for-professionals/research/heart-statistics/bhf-cvd-statistics-uk-factsheet.pdf 2. Ference BA, et al. Eur Heart J 2018;39:2540–
2545; 3. ESC/EAS Guidelines for the management of dyslipidaemias. Mach F, et al. Eur Heart J 2020;41:111–188; 4. Borén J, et al. Eur Heart J 2020;41:2313–2330; 5. Krähenbühl S, et al. Drugs 2016;76:1175–1190; 6. Séguro F, et al. Arch 
Cardiovasc Dis 2015;108:511–518; 7. Ference BA, et al. Eur H J 2017;38:2459–2472.



Identification 
of patients

Identification 
of patients

SystmOne / AZ Patient identification tool 



Remote Management and Software Utilisation

• Harness the potential of your clinical system is key in finding 
efficiencies. 

• Improved informed shared decision making to offer medication

• Clinical questionnaires can be utilised to bulk send information to 
patients who fall into risk report categories

• This allows for patients to take charge and have ownership of their health 

• Non-responders can be called as they would have previously

SystmOne



So…
What about the 

outcomes?
Some examples…





SGLT2 Prescribing in T2DM, CKD and HF

Openprescribing.net



Appreciating CKD as an 
independent risk factor

• Not just a practice problem but a ICB problem
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https://qof.digital.nhs.uk/ Local ICB and QOF data

Adapted from KDIGO: KDIGO 2012 clinical practice guideline for the evaluation and management of chronic 
kidney disease. Kidney Int.Suppl; 2013, 3:1-150. 

https://qof.digital.nhs.uk/


ACR testing can detect early signs of DKD before significant 
kidney damage has occurred but it is severely under-utilised

DKD: diabetic kidney disease; GFR: glomerular filtration rate; ACR: albumin/creatinine ratio.
Tonneijck L, et al. J Am Soc Nephrol 2017;28:1023-39.

Adapted from Tonnejick et al 2017

Red <70%, Amber 71–90%, Green >90%..
NHSE. Chronic Kidney Disease. 2019. Available from: 

https://www.england.nhs.uk/mids-east/wp-content/uploads/sites/7/2019/03/chronic-
kidney-disease.pdf. 

https://www.england.nhs.uk/mids-east/wp-content/uploads/sites/7/2019/03/chronic-kidney-disease.pdf


Integrated CKD (iCKD) system programme

AIM: Better kidney care for all, by: 

1.Preventing progression of CKD and associated complications

2.Improving CKD management and health outcomes

3.Promoting integration, maximising productivity and value for money across
the healthcare system

Novel integrated model for CKD care: 

✓ Building the infrastructure and workforce for kidney services of the future

✓ Case finding (underdiagnosed)

✓ Risk based triage using KFRE and timely referral

✓ Early intervention and medicines optimisation

✓ Shared patient caseloads between primary and secondary care

✓ HCP and public education



Outcomes 1 Scanning this QR code 

will take you to a 3rd party 

website. Bayer bears no 

responsibility for the 

content of this website.



Outcomes 2 - PCN-wide MDT Clinics

• clinics available to all PCNs in LLR

• 1 clinical session/PCN/month

• Jointly led: pharmacist and nephrologist

• Upskill of primary care pharmacists, nurses and MDT members

• Supported with tools for risk stratification and identify 

opportunities for interventions : medicines optimisation



Lucid independent report currently in publication
OPA: Outpatient appointment



AstraZenica SGLT2i budget impact model



Lipid Optimisation
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Speakers ICB data



What next?



Continuing the hard work

• Continue to treat patients using 
the latest EBM

• Finerenone

• GLP1s 

• What else?

• Ensuring legacy so all new 
patients continue receiving the 
same level of care

• Automation of risk stratisfaction

In Great Britain, finerenone is indicated for the treatment of CKD (Stage 3 & 4 with albuminuria) associated with 
T2D in adults 

GB SmPC finerenone 10mg & 20mg tablets






