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Cardio-Renal-Metabolic Disease and Care Models for Hospital Medicine

Rapid Clinical Updates
Context: Cardiorenal-metabolic (CRM) disease describes the interconnectedness of cardiovascular disease, chronic
kidney disease (CKD), and type 2 diabetes. There are 4 stages of disease:!:2
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Atherosclerotic cardiovascular disease (ASCVD), chronic
kidney disease (CKD), and type 2 diabetes (DM), are

Lipid Management

Lifestyle Modifications

leading and interrelated causes of death and disability worldwide; 25% of those have more than one of these conditions

Current:

Cutting Edge:

Context:
Current:

4 pillars of treatment for CRM disease because of overlapping therapeutic targets?
Multiple ground-breaking trials combining therapies have improved cardiorenal outcomes (SGLT2 inhibitors,
GLP-1 receptor agonists, and mineralocorticoid receptor antagonists)

Latest: Simultaneous initiation of SGLT2i + nsMRA safely and rapidly delivers in patients with CKD & T2D
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Future
Patient Monltorlng and Hyperkaleml?. Novel nsMRAs and ASls testing in broader HF populations
What about hyperkalemia? &7 nsMRA/AS| head-to-head comparison with steroidal MRAs
Do not initiate treatment if K+ >5.0 nsMRA/ASI + SGLT2i combination pills
Continue if K is 4.8-5.5. hold once > 5.5 nsMRAJASI + SGLT2i + oral GLP1ra combination pills
.83-5.5, .

Cutting Edge:

Review non-RAS inhibitor medications (e.g., NSAIDs, trimethoprim)

Use diuretics, consider dose reduction, diet changes, bicarb, K exchange agents, and SGLT2i
Hyperkalemia is a common reason for discontinuation; however, premature interruption of therapy is
associated with an increased risk of cardiovascular events. Review and restart if patient condition allows

Conclusion: SGLT2 inhibitors, GLP-1 receptor agonists, mineralocorticoid receptor antagonists, and renin-angiotensin

system inhibitors (ACEi or ARB) have made significant advances in the treatment of CRM, with multiple
randomized controlled trials reporting reductions in adverse cardiac and renal outcomes.
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