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CORONARYRTERYISEASE

Libby P. N Engl J Med 2013;368:2004-13

Cross-sectional view Longitudinal view

Epidemiology
w Leadingcauseof deathfor

both men andvomen(1 out
of 4)

w CAD Is thenost common

type of heartdisease

w Approx every25secondsan
American wilhavea coronary
eventandapprox every

minute someonewill die of
one

w CAD costthe US$110
billion eachyear




ATHEROSCLERQIIEFINITION

Chronic diseasef the arterial wall

Characterized by theevelopmentof atherosclerotic
plaquesin the inner lining of the arteries

Plaques typically develajuring the course of years
to decades

Leads tonarrowing of arteriesor complete blogage

Key mechanisms amndothelial dysfunction, lipid
deposition, and inflammatory reactiomwithin the
vascular wall



ATHEROSCLEROBIANCIENTOULTURES

Thompson RC et aLancet2013
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CT scans of 137 mummies spanning more than 4000 years

Individuals from ancient Egypt, ancient Peru, the Ancestral Puebloans
of Southwest America, and the Unangan of the Aleutian Islands



Environment

ATHEROSCLERQSIS
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DEVELORPMENIFATHEROSCLEROSIS

‘Stabilzed’ plaque

* Small lipid pool
* Thick fibrous cap
* Presarved lumen

* Thin fibrous cap

* Large lipid pool

* Many inflammatory
cells



CLINICAIMANIRESTATIOBF ATHEROSCLEROS

w Coronaryartery disease

¢ Stable angina, acute myocardial infarction, sudden death,
unstable angina

w Cerebrovascular disease
c Stroke, TIAs
w Peripheral arterial disease

¢ Intermittent claudication, increased risk of death from heart
attack and stroke



CORONARARTER DISEASE RSKCONTINUWM

Abrams J. N Engl J Med 2005;352:2524-33
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CORONARVYRTERYISEASE

N

Stable CAD Acute Coronary Syndromes

N N

Silent ischemia Stable angina NSTEACS STEACS




Lifetime Risk (%)

LIEETIMER SKOF DEATHFROMCY [WSEASE

Berry JD et al. N Engl J Med 2012;366:321-9.
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RSKFACTORS

Non-modifiable factors Modifiable factors

- Age - Smoking

- Gender - Lipids

- Familyhistory - Bloodpressure
- Diabetes
-Diet
- Bodyweight

- Physicahctivity

B r a u n wHebrdDissase 9th Ed. Chapter 49
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PREVENTION

A Preventionis the coordinated set of actionsaimedat eliminatingor
minimizingthe impact ofdiseaseandtheir relateddisabilities

A Shouldbe deliveredat:
o Populationlevel
o Individuallevel

A Shouldtarget patients
A Atriskof diseaseprimary prevention)
A With establisheddiseasgsecondaryprevention)

A Of note,prevention is effective; the eliminationof healthrisk
behavioursnvould makeit possibleto preventat least80% ofCVDs
andeven40% ofcancers



@ European Heart Journal (2016) 37, 2315-2381 JOINT ESC GUIDELINES

EUROPEAN doi:10.1093/eurheartj/ehw106

SQCIETY OF
CARDIOLOGY

2016 European Guidelines on cardiovascular
disease prevention in clinical practice

The Sixth Joint Task Force of the European Society of Cardiology
and Other Societies on Cardiovascular Disease Prevention in
Clinical Practice (constituted by representatives of 10 societies
and by invited experts)

Developed with the special contribution of the European Association
for Cardiovascular Prevention & Rehabilitation (EACPR)



Classes of
recommendations

Definition

Suggested wording to
use




COSTEH-FECTIVENESSPREVENTION

A Preventionof CVDeither by implementationof lifestyle changer use of
medication is costeffective in manyscenariosincludingpopulationbased
approachesandactionsdirectedat highriskindividuals

A Costeffectivenessiependson severalfactors, includingbaseline CVisk, costof
drugsor other interventions reimbursementproceduresandimplementationof
preventivestrategies

Recommendation Class® | Level®

Measures aimed at promoting healthy
lifestyles at the population level lla
should be considered.
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WHENTOESTIMATECV BSK?

Recommendations Class®* | Level®

Systematic CV risk assessment is recommended
in individuals at increased CV risk, i.e. with
family history of premature CVD, familial
hyperlipidaemia, major CV risk factors (such as
smoking, high BP, DM or raised lipid levels) or
comorbidities increasing CV risk.

It is recommended to repeat CV risk assessment
every 5 years, and more often for individuals with
risks close to thresholds mandating treatment.

Systematic CV risk assessment may be
considered in men >40 years of age and in
women >50 years of age or post-menopausal
with no known CV risk factors.

Systematic CV risk assessment in men <40 of
age and women <50 years of age with no known
CV risk factors is not recommended.




YOUNGSUBJECTE&S50YEAROLD

A Somepeople<50yearsof agehavehigh relative or
lifetime CVriskandshouldbe offered lifestyleadviceasa
minimum

A Someyoungerpeoplewill havehigh single C¥iskfactors
that, of themselves warrantintervention, suchas
cholesterollevels>8mmolk [ 2 NJ . tmmklgy n K M\

A The mostimportant groupof people 50yearsof ageto
identify arethosewith a familyhistory of premature CVD,
who shouldbe testedfor FH andreated accordingly

A Severabbstetriccomplicationgpre-eclampsia and
pregnancyrelated hypertensior) are associatedvith a
higherriskof CVDOater in life. Thishigherriskis explaineq
at leastpartly, byhypertensionand DM
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Do Do T» I

To

How TOESTIMATEIOTALCV BSK

In apparentlyhealthypersons C\riskin generalsthe resultof multiple,
Interactingrisk factors. Thisis the basisfor the total CVriskapproach

SCORHAwvhichestimatesthe 10yearrisk of fatal CVDjs recommendedor risk
assessment

Individualsautomaticallyat high to very high C\fisk do not needthe use of a
riskscore andequireimmediateattention to riskfactors

Inyoungerpersons alow absoluterisk mayconceala very high relativeriskand
use of the relativeisk chart orcalculationof their criskagee mayhelp inadvising
them of the needfor intensive preventivesfforts

Whilewomen are at lower CVriskthan men,their riskis deferredby 10 years
rather than avoided

Thetotal risk approachallowsflexibility; if perfectioncannotbe achievedwith
oneriskfactor, trying harderwith otherscanstill reducerisk
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Very high-risk

CV BSKCATEGORIES

Subjects with any of the following:

* Documented CVD, clinical or unequivocal on
imaging. Documented clinical CVD includes
previous AMI,ACS, coronary revascularization
and other arterial revascularization procedures,
stroke and TIA, aortic aneurysm and PAD.
Unequivocally documented CVD on imaging
includes significant plaque on coronary
angiography or carotid ultrasound. It does NOT
include some increase in continuous imaging
parameters such as intima—media thickness of
the carotid artery.

+ DM with target organ damage such as
proteinuria or with a major risk factor such
as smoking or marked hypercholesterolaemia
or marked hypertension.

* Severe CKD (GFR <30 mL/min/1.73 m2).

* A calculated SCORE 210%.

ACCORDINGOSCORE 8%

Subjects with:

* Markedly elevated single risk factors, in
particular cholesterol >8 mmol/L (>310 mg/dL)
(e.g.in familial hypercholesterolaemia) or
BP =180/110 mmHg.

* Most other people with DM (with the
exception of young people with type | DM
and without major risk factors that may be
at low or moderate risk).

* Moderate CKD (GFR 30-59 mL/min/1.73 m?).

* A calculated SCORE 25% and <[0%.

Moderate-risk

SCORE is 21% and <5% at 10 years. Many middle-
aged subjects belong to this category.

Low-risk

SCORE <1%.
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The risk of this 40 year
old male smoker with
risk factors is the same
(3%) as that of a 60 year
old man with ideal risk
factor levels—therefore
his risk age is 60 years.




RSKFACTORS
CONTROIGOALS&
TARGELEVELS

Smoking

No exposure to tobacco in any form.

Diet Low in saturated fat with a focus on wholegrain
products, vegetables, fruit and fish.
Physical At least 150 minutes a week of moderate aerobic PA
activity (30 minutes for 5 days/week) or 75 minutes
a week of vigorous aerobic PA (15 minutes for
5 days/week) or a combination thereof.
Body weight | BMI 20-25 kg/m2 Waist circumference <94 cm (men)
or <80 cm (women).
Blood <140/90 mmHg*
pressure
Lipids®
LDLe is the Very high-risk: <1.8 mmol/L (<70 mg/dL), or a
primary target | reduction of at least 50% if the baseline is between
1.8 and 3.5 mmol/L (70 and 135 mg/dL)*
High-risk: <2.6mmol/L (<100 mg/dL),or a
reduction of at least 50% if the baseline is between
2.6 and 5.1 mmol/L (100 and 200 mg/dL)
Low to moderate risk: <3.0 mmol/L (<115 mg/dL).
HDL-C No target but >1.0 mmol/L (>40mg/dL) in men and
>.2 mmol/L (>45 mg/dL) in women indicate lower risk.
Triglycerides No target but <I.7 mmol/L (<150 mg/dL) indicates
lower risk and higher levels indicate a need to look
for other risk factors.
Diabetes HbA ¢ <7%. (<53 mmol/mol)




FAMILYHISTORYOFCVD

A Familyhistoryof premature CVD in firglegreerelatives
before 55 yearsof agein men and 6%earsof agein women,
Increasegshe riskof CVD

A Severabeneticmarkersare associatedvith anincreasedisk of
CVDbut their use inclinicalpracticeis not recommended



PSYCHOSOCIRISKFACTORS

A Lowsocioeconomicstatus,lackof socialsupport stressat
work andin family life,hostility, depressionanxietyandother
mentaldisorderscontributeto the riskof developingCVD and
worseprognosisof CVD

A Absenceof theseitemsbeingassociatedvith alower risk of
developingCVD and aetter prognosiof CVD

A Psychosociaiskfactorsactasbarriersto treatmentadherence
and efforts to improvelifestyle, aswell asto promotinghealth
In patientsand populations



ASSESSMENJF
PSYCHOSOCIAL
RSKFACTORS

Low socio- |+ What is your highest educational degree!
economic * Are you a manual worker?
status
Work and Do you lack control over how to meet the demands
family at work?
stress Is your reward inappropriate for your effort?
Do you have serious problems with your spouse?
Social Are you living alone!
isolation Do you lack a close confidant?
Have you lost an important relative or friend over the
last year?
Depression Do you feel down, depressed and hopeless?
Have you lost interest and pleasure in life?
Anxiety Do you suddenly feel fear or panic?
Are you frequently unable to stop or control
worrying?
Hostility Do you frequently feel angry over little things?
Do you often feel annoyed about other people’s habits?
Type D In general, do you often feel anxious, irritable, or
personality depressed?
Do you avoid sharing your thoughts and feelings
with other people!
Post- Have you been exposed to a traumatic event!
traumatic Do you suffer from nightmares or intrusive thoughts?
stress
disorder
Other Do you suffer from any other mental disorder?
mental

disorders
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How TOINTERVENE&N CVD KK

1. Individual level
a) Riskfactor interventions
b)Diseasespecific interventions
2. Population level




BEHAVIORACHANGES

Principles of Effective Communication 10 Steps td~acilitate Behavioral Changes

* Spend enough time with the individual to create a therapeutic |. Develop a therapeutic alliance.
relationship — even a few more minutes can make a difference.

2. Counsel all individuals at risk of or with manifest cardiovascular

* Acknowledge the individual’s personal view of his/her disease disease.
and contributing factors.

3. Assist individuals to understand the relationship between their
* Encourage expression of worries and anxieties, concerns and behaviour and health.
self-evaluation of motivation for behaviour change and chances
of success.

4. Help individuals assess the barriers to behaviour change.

« Speak to the individual in his/her own language and be supportive of 5. Gain commitments from individuals to own their behaviour change.

every improvement in lifestyle. 6. Involve individuals in identifying and selecting the risk factors to

* Ask questions to check that the individual has understood the change.

advice and has any support he or she requires to follow it. 7. Use a combination of strategies including reinforcement of the

* Acknowledge that changing life-long habits can be difficult and that individual's capacity for change.

sustained gradual change is often more permanent than a rapid change. 8. Design a lifestyle-modification plan.

* Accept that individuals may need support for a long time and that 9. Involve other healthcare staff whenever possible.
repeated efforts to encourage and maintain lifestyle change may be
necessary in many individuals. 10. Monitor progress through follow-up contact.

* Make sure that all health professionals involved provide consistent
information.




LIFETIMERSKCALCULATAQRIBS3 \WWBBASEDIOOL

An educational toolin terms of how changing risk factors might changjee lifetime risk
score as well as illustrate longerm CVD risk

Profile
Do you smoke? | | smoke less than 10/da: | = ]
Date of Birth: |15 [= |10 | 1968 ] 220 .
Total Cholesterol: -
Gender: (¢) male () female mmol/L E]
, _ HDL Cholesterol: |46 =
Ethnic group [ White or not stated -l s
NonHDL Cholesterol: 174
Height (m): 180 [~ weight (kg): 1820 =] BMI: 25.3 - <
eight (m): eight (kg): . £9. Systolic Blood Pressure: 130 —{ mm Hg
5' 11" (71.0) 12st 13 (181 Ib)
Townsend quintile (3 if unknown): | 3: Average - Have you received blood pressure treatment? L]
Do you suffer from diabetes? L]

Does a close relative under 60 suffer from CVD? [ _|

Do you have a chronic kidney disease?

Have you suffered atrial fibrillation?

O OO

Do you have rheumatoid arthritis?

| have never suffered from Cardiovascular Disease |ZI

terms and conditions J 1 Save | | Load

| have read the




LIFETIMERSKCALCULATAQRIBS3 \WWBBASEDIOOL

An educational toolin terms of how changing risk factors might changfee lifetime risk
score as well as illustrate longerm CVD risk

On average, expect
to survive to age 74
without a heart attack or stroke

40 50 60 70 80 90 100

Your risk of a heart attack or stroke
In the next 10 years is

2.0%

Interventions

Future smoking category

[ less than 10/day -

Systolic Blood Pressure
130 — 130

Total Cholesterol
200 | —[200 |3

HDL Cholesterol
45 — (45

NonHDL Cholesterol: 155
BMI: 24.7



PSYCHOSOCIMRSKFACTORS

Recommendations

Class | Level

Multimodal behavioural interventions, integrating health
education, physical exercise and psychological therapy, for
psychosocial risk factors and coping with illness are
recommended in patients with established CVD and
psychosocial symptoms in order to improve psychosocial
health.

Referral for psychotherapy, medication or collaborative care
should be considered in the case of clinically significant
symptoms of depression, anxiety or hostility.

IIa

Treatment of psychosocial risk factors with the aim of
preventing CAD should be considered when the risk factor itself
is a diaghosable disorder (e.g. depression) or when the factor
worsens classical risk factors.

Ila




PHYSICAACTIVITY

Recommendations

Class | Level

It is recommended for healthy adults of all ages to perform at least
150 minutes a week of moderate intensity or 75 minutes a week of
vigorous intensity aerobic PA or an equivalent combination thereof.

For additional benefits in healthy adults, a gradual increase in aerobic
PA to 300 minutes a week of moderate intensity, or 150 minutes a
week of vigorous intensity aerobic PA, or an equivalent combination
thereof is recommended.

Regular assessment and counselling on PA is recommended to
promote

the engagement and, if necessary, to support an increase in PA
volume

over time.

PA is recommended in low-risk individuals without further assessment.

Multiple sessions of PA should be considered, each lasting 210
minutes and evenly spread throughout the week, i.e. on 4-5 days a
week and preferably every day of the week.

Clinical evaluation, including exercise testing, should be considered for
sedentary people with CV risk factors who intend to engage in
vigorous PAs or sports.

Ila




(OLASSIFICATIODFPHYSICAACTIVITYNTENSITY

Absolute intensity

Relative intensity

Intensity |MET |[Examples %HR| RPE |Talk Test
max |(Borg scale
score)
Light 1.1- |Walking <4.7 km/h, light 50-63| 10-11
2.9 |household work.
Moderate |3-5.9|Walking briskly (4.8-6.5 64-76| 12-13 |Breathing is faster
km/h), slow cycling but compatible
(15 km/h), with speaking full
painting/decorating, sentences.
vacuuming, gardening
(mowing lawn), golf (pulling
clubs in trolley), tennis
(doubles), ballroom dancing,
water aerobics.
Vigorous 26 |Race-walking, jogging or 77-93| 14-16 |Breathing very

running, bicycling >15 km/h,
heavy gardening (continuous
digging or hoeing), swimming
laps, tennis (single).

hard, incompatible
with carrying on

a conversation
comfortably.




SQVOKINGINTERVENTIONS RATEGIES

Recommendations Class | Level |

It is recommended to identify smokers and provide repeated
advice on stopping with offers to help, by the use of follow up
support, nicotine replacement therapies, varenicline, and
bupropion individually or in combination.

It is recommended to stop all smoking of tobacco or herbal
products, as this is strongly and independently causal of CVD.

It is recommended to avoid passive smoking.




HVEQ | ©ORSECOKINGINTERVENTIOSTRATEGIES

Systematically inquire about smoking status at every

e ASK opportunity.

A-ADVISE: Unequivocally urge all smokers to quit.

Determine the person’s degree of addiction and readiness to

A-ASSESS: quit.

A-ASSIST: Agree on a smoking cessation strategy, including setting a quit
date, behavioural counselling, and pharmacological support.

A-ARRANGE: | Arrange a schedule of follow-up.




SQVIOKING
(CESSATION
ALGORITHM

Do you use
tobacco!

Reinforce message that

tobacco increases risk of
heart disease.

A2: ADVISE

Adbvise to quit in a clear; strong and personalised manner.

"Tobacco use increases the risk of developing a heart attack and/or stroke.
Quitting tobacco use is the one most important thing you can do

to protect your heart and health, you have to quit now."

A3: ASSESS | Are you willing to make a quit attempt now? '

|
Yes

|

Assist in preparing a quitting plan
* Set quit date.
* Inform family and friends.

A4: ASSIST * Ask for their support.

* Remove cigarettes/tobacco.

* Remove objects/articles that prompt you
to smoke.

* Arrange follow-up visit?

At follow-up visit
* Congratulate success and reinforce.
* If patient has relapsed consider more
intensive follow-up and support from family.

A5: ARRANGE

Provide information
on health hazards of
tobacco and give

leaflet to the patient.




FAVORINGHEALTHYDIET

Recommendations Class Level

A healthy diet is recommended as a cornerstone of CVD
prevention in all individuals.




(HARACTERISTIOBA HEALTHYDIET

Saturated fatty acids to account for <10% of total energy intake, through
replacement by polyunsaturated fatty acids.

Trans unsaturated fatty acids: as little as possible, preferably no intake
from processed food, and <19% of total energy intake from natural origin.

<5 g of salt per day.

30-45 g of fibre per day, preferably from wholegrain products.

2200 g of fruit per day (2-3 servings).

2200 g of vegetables per day (2-3 servings).

Fish 1-2 times per week, one of which to be oily fish.

30 grams unsalted nuts per day.

Consumption of alcoholic beverages should be limited to 2 glasses per day
(20 g/d of alcohol) for men and 1 glass per day (10 g/d of alcohol) for
women.

Sugar-sweetened soft drinks and alcoholic beverages consumption must be
discouraged.




CONTROIOFBODYWEIGHT

Recommendations

It is recommended that subjects with healthy weight maintain
their weight. It is recommended that overweight and obese
people achieve a healthy weight (or aim for a reduction in
weight) in order to reduce BP, dyslipidaemia and risk of
developing type 2 DM, and thus improve the CV risk profile.




WHO CASSIFICATIGDFBODYWEIGHTACCORDINGO BMI

BMI = weight (Kg) height? (m?)

Adults (>18 years of age) BMI (kg/m?)
Underweight <185
Normal 18.5-24.9
Overweight 25-29.9
Obese 230
Class | 30-34.9
Class 2 35-39.9
Class 3 >40




LIPIDCONTROL

Recommendations Class | Level |

In patients at VERY HIGH CV risk, an LDL-C goal <1.8 mmol/L
(<70 mg/dL), or a reduction of at least 50% if the baseline is
between 1.8 and 3.5 mmol/L (70 and 135 mg/dL) is
recommended.

In patients at HIGH CV risk, an LDL-C goal <2.6 mmol/L (<100
mg/dL), or a reduction of at least 50% if the baseline is
between 2.6 and 5.2 mmol/L (100 and 200 mg/dL) is
recommended.

In the remaining patients on LDL-C lowering treatment, an
LDL-C goal <3.0 mmol/L (<115 mg/dL) should be considered.




INTERVENTIOSIRATEGIESORUPIDCONTROL

Total CV risk LDL-C levels
ool <70 mgldL 70to <100 mg/dL | 100 to <I55 mg/dL | 155 to <190 mgldL >190 mg/dL
0,
= <1.8 mmol/L 1.8 to <2.6 mmol/L 2.6 to <4.0 mmol/L 4.0 to <4.9 mmol/L 24.9 mmol/L
Lifestyle advice,

<I

consider drug if
uncontrolled

I’C

Class?/Level® I/IC

lla/A

Lifestyle advice,
consider drug if
uncontrolled

Lifestyle advice,
consider drug if
uncontrolled

2| to <5

Lifestyle advice,
consider drug if
uncontrolled

Class?*/Level® I/IC lla/A lla/A

Lifestyle advice, Lifestyle advice

> < . .
=3 t? "?’ consider drug if and drug treatment Lifestyle advice
or high-risk and drug treatment
uncontrolled for most

Class®/Level® lla/A lla/A lla/A I1A
>10 or Uit s i Lifestyle ad\-nce Lifestyle ad\.nce Lifestyle ad\'nce

q c h and concomitant and concomitant and concomitant
very high-risk consider drug

drug treatment drug treatment drug treatment

Class®/Level® lla/A

Lifestyle advice
and drug treatment

I/A

Lifestyle advice
and concomitant
drug treatment




VASCULAREATHAVOIDEDDVER YEARSFROMLOWERING
LDIECHOLESTER®ITHSTATINSACCORDINGOCVD IBK

Vascular deaths avoided per 1000

5-year
risk of
major
vascular
event

LDL cholesterol reduction (mmol/L)
with statin treatment

Jackson R et dCirculation2013;127:19261931



TREATMENODFHIGHBLOODPRESSURE

Recommendations Class? | Level®

Lifestyle measures (weight control, increased physical activity, alcohol moderation, sodium restriction, and increased consumption of
fruits, vegetables, and low-fat dairy products) are recommended in all patients with hypertension and in individuals with high normal BP.

All major BP lowering drug classes (i.e. diuretics, ACE-, calcium antagonists, ARBs, and B-blockers) do not differ significantly in
their BP-lowering efficacy and thus are recommended as BP lowering treatment.

In asymptomatic subjects with hypertension but free of CVD, CKD, and DM, total CV risk stratification using the SCORE
model is recommended.

Drug treatment is recommended in patients with grade 3 hypertension irrespective of CV risk, as well as in patients with grade
| or 2 hypertension who are at very high CV risk.

Drug treatment should be considered in patients with grade | or 2 hypertension who are at high CV risk.

In patients at low to moderate total CV risk and with grade | or 2 hypertension, lifestyle measures are recommended.

In patients at low to moderate total CV risk and with grade | or 2 hypertension, if lifestyle measures fail to reduce BP, drug
treatment may be considered.

SBP <140 mmHg and DBP <90 mmHg are recommended in all treated hypertensive patients <60 years old.

In patients >60 years old with SBP =160 mmHg, it is recommended to reduce SBP to between 150 and 140 mmHg.

In fit patients <80 years old, a target SBP <140 mmHg may be considered if treatment is well tolerated. In some of these
patients a target SBP <120 mmHg may be considered if at (very) high-risk and tolerate multiple BP lowering drugs.

In individuals >80 years and with initial SBP 2160 mmHg, it is recommended to reduce SBP to between 150 and
140 mmHg, provided they are in good physical and mental conditions.

In frail elderly patients, a careful treatment intensity (e.g. number of BP lowering drugs) and BP targets should be considered,
and clinical effects of treatment should be carefully monitored.

Initiation of BP lowering therapy with a two-drug combination may be considered in patients with markedly elevated baseline BP
or at high CV risk. Combination of two drugs at fixed doses in a single pill may be considered because of improved adherence.

B-blockers and thiazide diuretics are not recommended in hypertensive patients with multiple metabolic risk factors,® due to
the increased risk of DM.




(LASSIFICATIODFBLOODPRESSUR¥YALUES

Category Systolic BP Diastolic BP
(mmHg) (mmHg)
Optimal <120 and <80
Normal 120-129 and/or 80-84
High-normal 130-139 and/or 85-89
Grade 1 hypertension 140-159 and/or 90-99
Grade 2 hypertension 160-179 and/or 100-109
Grade 3 hypertension =180 and/or 2110
Isolated systolic hypertension >140 and <90




MEASUREMENJIFPRECLINICAVYASCULARAMAGE

A Routinescreeningwith imaging Recommendations Class® | Level®
modall_tlesto predlct future CV Coronary artery calcium scoring may
eventsis generallynot be considered as a risk modifier in llb
recommended CV risk assessment.

A |magingmethodsmay be Atherosclerotic plaque detection
by carotid artery scanning may be

consideredasrisk modifiersin considered as a risk modifier in CV JE
CVriskassessment.e. Iin risk assessment.
individualswith calculatedCV . .

_ _ ABI may be considered as a risk
risksbasedon the ma|jor modifier in CV risk assessment.
conventionalrisk factorsaround
the decisionathresholds

IIb




How TOINTERVENE&N CVD KK

1. Individual level
a) Riskfactor interventions
b)Diseasespecific interventions
2. Population level




DISEASSSPECIFINTERVENTIONS
CORONARVYRTERYISEASE

A Prevention is cruciafor short and longterm outcomesand
It should be started as soon psssible

A Applya multidimensional approachthat combinedeasibility
and efficacy

A Anappropriatedischarge plarshould beconsidered



DISEASSSPECIFIINTERVENTIONSE AD

Recommendations

Patient
assessment

Clinical history taking, including the conventional risk factors for the development of CAD (such as for
example glycaemic state) with revision of the clinical course (uncomplicated or complicated) of ACS is
recommended.

Physical examination is recommended.

The ECG is predictive of early risk: It is recommended to obtain a |2-lead ECG and to have it interpreted
by an experienced physician. It is recommended to obtain an additional 12-lead ECG in case of recurrent
symptoms or diagnostic uncertainty.

Additional ECG leads (V3R,V4R,V7-V9) are recommended if on-going ischaemia is suspected when
standard leads are inconclusive.

A resting transthoracic echocardiogram is recommended in all patients for:a) exclusion of alternative
causes of angina; b) regional wall motion abnormalities suggestive of CAD; c) measurement of LVEF for d)
evaluation of diastolic function.

Chest X-ray should be considered in patients with suspected HF.

Arrhythmic burden assessment (ventricular arrhythmias, AF and other supraventricular tachy-arrhythmias,
and bradycardia,AV block, and intra-ventricular conduction defects) is recommended.

Ambulatory monitoring should be considered in patients in whom arrhythmias are suspected.

Exercise stress testing should be considered to evaluate the efficacy of medical treatment or after
revascularization, or to assist prescription of exercise after control of symptoms.

Exercise capacity and ischaemic threshold assessment should be considered by exercise maximal stress
test (ergospirometry if available) to plan the exercise training programme.

An imaging stress test is recommended in patients with resting ECG abnormalities which prevent
accurate interpretation of ECG changes during stress.

An imaging stress test should be considered to assess the functional severity of intermediate lesions on
coronary arteriography.




DISEASSSPECIFIINTERVENTIONSE AD

Physical activity
counselling

In the presence of exercise capacity >5 METs without symptoms, return to routine physical activity is

recommended; otherwise, the patient should resume physical activity at 50% of maximal exercise capacity

and gradually increase.
Physical activity should be a combination of activities like walking, climbing stairs, cycling and supervised
medically prescribed aerobic exercise training.

Exercise training

In low risk patients, at least 2 hours/week aerobic exercise at 55-70% of the maximum work load (METs)

or heart rate at the onset of symptoms (21500 kcal/week) are recommended.
In moderate to high-risk patients, an individualised programme is recommended, that starts with <50%
maximum workload (METs), resistance exercise at least | hour/week, |0-15 repetitions per set to
moderate fatigue. (refer also to section 3a.3).

Diet/nutritional

Caloric intake is recommended to be balanced by energy expenditure (physical activity) to achieve and
maintain healthy BMI.

counsellin . ) . )

& Diet poor in cholesterol and saturated fat is recommended. (refer also to section 3a.5).
Normal-weight CAD patients should be advised to avoid weight gain. On each patient visit, it is
recommended to consistently encourage weight control through an appropriate balance of physical

Weight control activity, caloric intake, and formal behavioural programmes when indicated to achieve and maintain a
management healthy BMI.
If waist circumference is 280 cm in women or 294 cm in men, it is recommended to initiate lifestyle
changes and consider treatment strategies as indicated (refer also to section 3a.6).
Lipid According to lipid profile, statin therapy is recommended. (refer also to section 3a.7).
management Annual control of lipids, glucose metabolism and creatinine are recommended.

BP monitoring

A structured approach is recommended. (refer to section 3a.9).

Smokin
E A structured approach is recommended. (refer to section 3a.4).
cessation
Psychosocial Psychosocial risk factor screening should be considered. (refer to section 2.4.2).
management Multimodal behavioural interventions is recommended. (refer to section 3a.l and 3a.2).




REASONFORMEDICATIONMNON-ADHERENCE

Category of
non-adherence

Example

Health system

Poor quality of provider—patient relationship; poor
knowledge on medication and/or low acceptance of
guidelines; poor communication (e.g. limited, complex
or confusing advice); lack of access to healthcare; lack
of continuity of care.

Condition

Asymptomatic chronic disease (lack of physical cues);
co-morbid mental health disorders (e.g. depression).

Patient

Physical impairments (e.g. vision problems

or impaired dexterity); cognitive impairment;
psychological/behavioural factors (e.g. lack of
motivation, low self—efficacy, impulsivity); younger age.

Therapy

Complexity of regimen; side-effects.

Socio-economic

Low literacy; high medication costs; poor social
support.

Source: WHO
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The food system is an interconnected network of producers, industry, and
institutions. But at its heart is the individual. Policy can affect all parts of
the network, influencing a cultural shift towards healthier food preferences.
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