ApTepuanHa XmnepToHna u
Opyrv cbpae4vyHo-Cba0BM
PUCKOBU 0aKTOpW

Hou. NBaH ['pyeB a.m

HMTB “Uap bBopwuc III"
UneHn Ha YC Ha OKB



Tuxnar ybumeun, e Han-onaceH!

Major Risk Factors of Global Mortality

indoor smoke from solid fuels _
Childhood underweight _
Alcohol use —
unsafesex. |
High cholesterol _

Overweight and obesty |
ohysicalinacrvty.
High blood gucose R

Tobacco i |
et oodpesre.

u oo ryni IO 4565 5000 DU J000
Attributable deaths due to selected risk factors (in thousands)

Global Atlas on Cardiovascular Disease Prevention and Control. Mendis S, Puska P, Nomving
B editors. Wiarld Health Organization, Geneva 2011




THE LANCET

Blood pressure and incidence of twelve cardiovascular
diseases: lifetime risks, healthy life-years lost, and

- age-specific associations in 1-25 million people

ELSEVIER

HR (95% Cl)
Stable angina (n=10349) :
SBP : — . 1-41 (1-36-1-46)
DBP = 1-28 (1-24-1-33)
Unstable angina (n=4139) :
SBP —O— 1-25 (1-18-1-32)
DBP m 1-21 (1-15-1-28)
Myocardial infarction (n=11029) :
SBP ——— 1-29 (1-25-1-34)
DBP . 1-21 (1-17-1-26)
Unheralded coronary heart ]
disease death (n=3661) "
SBP —— 1-26 (1-19-1-34)
DBP | 1-21 (1-14-1-29)
Heart failure (n=10437) -
SBP — . 1:97 (1:93=4732)
DBP m- 1.23 (1-19-1-28)
Cardiac arrest/sudden cardiac death (n=2355) ,
SBP —il—— 1-19 (1-10-1-29)
DBP ;| 1-20 (1-12-1-30)
Transient ischaemic attack (n=8767) :
SBP —— : 1-15 (1-11-1-19)
DBP L : 1-15 (1-10-1-19)
Ischaemic stroke (n=4329) :
SBP I —,— 1-35 (1-28-1-42)
DBP | 1.30 (1-23-1-38)
Subarachnoid haemorrhage (n=830) :
SBP T il 1-43 (1-25-1-63)
DBP : & 1-42 (1-25-1-60)
Intracerebral haemorrhage (n=1639) ,
SBP : ] 1-44 (1-32-1-58)
DBP : = 1-50 (1-37-1-64)
Peripheral arterial disease (n=8414) :
SBP . —ilR— 1-35 (1-30-1-40)
DBP - : 1.-07 (1-02-1-11)
Abdominal aortic aneurysm (n=2261) :
SBP - ; 1-08 (1-00-1-17)
DBP ' L 1-45 (1-34-1-56)
Total cardiovascular disease (Nn=83098) E
SBP || 1-26 (1-25-1-28)
DBP : 1-23 (1-21-1-24)
1 1I2 1'I4 1I6
HR

Rapsomaniki E. et al. Lancet 2014; 383: 1899
- 1911.



PurHaHcOBaTa TEXECT CbLUO €
rondmMma
Hypertension Costs to Total $73.4 Billion in 2009

Direct costs = $54.2 billion Indirect costs = $19.2 billion
$2.4 billion

$4.8

illion

B Prescription drugs

I Physician visits

B Hospital care
Mursing home care

B Home health care

$10.8 billion

Lost productivity [ ]
due to mortality

Last productivity [
due to morbidity

Figure 3. In 2009, total costs associated with hypertension are projected to climb to $73.4 bil-
lion, up from $69.4 billion in 2008 and $66.4 billion in 2007. Source: American Heart Associ-
ation. Heart Disease and Stroke Statistics—2009 Update.



Hukoe 3o He nasa camo

Majority of Patients With Hypertension

Have Other CAD Risk Factors
Framingham Study

CAD Risk Factors
Dy=lipidemia
Glucose intolerance
Hyperinsulinemia
Obesity
Left ventricular hypertrophy

Women

Kanmnel|, Am J Hypacdens, 200001335105,




PUCKbT HapacTBa B reOMeTpUYHa
Nnporpecud

Multiple Risk Factors:
Implications on CHD Risk

Hypertension
SBP 150 mm Hg

Hannmel WB. Hypertension: Physiopatinodogy and Trealmerrd
G raw-Hill Book Cormpany 197 7 E888-910,




3aeHo Oopu NeKoTo rnosuLlieHne Ha AH v
XonecTeposia nokayBa pucka KOJSIKOTO 3Ha4YMMOTO
NOBULLIEHNE HA HAKOW OT PUCKOBUTE DaKTopU

Togerther moderately elevated
blocd prassure and cholasteral
impart risk similar o severe alavation|
of either condition alana

Age-adjusted CHD Desth Rates per
10,000 Person-Yaars

Adapied from Mealon o al dsch infen Mad! 1862 15250



TpagnUNOHHU N HETPAOUNLMNOHU
PUCKOBU (paKToOpU

Traditional Risk Factors MNMon-Traditiomnal Risk Factors

Ag Abnormal
(Menopause) Ankio

Brachial

Trvcl e
Chronic Inflammatory
Diabetes / Inflammation Diseases

Chronic

e

Homocysteine ==

_F
!
Atherothrombosis Microproteinuria
Adbumin/fCreatimnine
T———— . .
\ Metabolic Lipoproteimn a
Renal Syndrome

Disease

Atherosclerosis

Hy pertension

=]
—_—
_——

Dyslipidemia

Obesity/f
Lack of
Exercise

Calcium Left
Score Yentricular

e E==

Pramature

Farmily
History of
A D

v

Major Risk Factors for Coronary Artery Disease

-Auge (Mmen = 45 years; women = 55 years)

-Family history of premature coronary artery disease

{(CAD imn male first-degree relative < 65 years)

-Hy pertension (BEFPF > 140/90 mmHg or on antihypertensive medications)
-Cigarette Smoking

-Diabetes

-Hy percholesterolemia

-Loww HDL cholesterol (< 40 mmg/ldl)
-Hy pertriglyceridemia (> 200 mg/ldl)
-Obesity




Moguouunpyemm un
Hemoanduumpyemm PO

Risk Factors

‘ Non-modifiable:

- Smoking

- Blood pressure
- Diabetes

- Lipids

- Obesity

- Ape
- Gender
- Family history

- Driet

- Physical inactivity

Modifiable:




[enHnumMa Ha npeBeHUnATa

KoopauHupaH Habop oT AencTema Ha oOLWECTBEHO U MHOMBUAYANHO
HMBO, LUENSLWX da eNuMUuHnpaT unm mmHnmanmanpart edekrta Ha CC3 un
CBbp3aHaTa C TAX MHBASMOHOCT.

OcHoBUWTE Ha npeBeHUMATa ce KopeHAT B CC envaemuonorns u
MeOuuMHaTa Ha gokasaTtencreara.

What is CVD prevention?

“A coordinated set of actions, at public and individual level,
aimed at eradicating, eliminating or minimizing the impact of
cardiovascular diseases and their related disability.

The bases of prevention are rooted in cardiovascular
epidemiocology and evidence-based medicine”™

A Dictionary of Epidemiology. 4th ed New York: Oxford University Press; 2001.

12:33;1635— 1701 @
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Why is CVD prevention needed?

Atherosclerotic CVD, especially CHD, remains the leading cause of
premature death worldwide.

CVD affects both men and women; of all deaths that occur before

the age of 75 years in Europe, 42% are due to CVD in women and
38% in men.

Prevention works: over 50% of the reductions seen in CHD
mortality relate to changes in risk factors, and 40% to improved
treatments.

12:33;1635-1701 @
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KOoHTUHYYM Ha npeBeHUuATa

L
s

‘_Eag;? Tertiary Prevention

Rehabilitation, prevanting
ﬁ complications and
improving quality of life.




KnnHnyHa Teopuma Ha NpeBeHUUATA

CC pwuck e Henpuemnus!
bbraoewmnte CC cubutna ca npegsnammu

iIMa Bb3MOXHOCTWU 3a KITIMHMYHA HamMeca 3a
npeaoTBpaTsiBaHe Ha Te3N CbOUTUSA

[lon3aTa oT NpeBaHTUBHUTE MHTEPBEHLIMN HaABULLABA
pucKa

AcMnToMaTUYHUTE NMaLUEeHTUN ca 00EeKT Ha
NPeBaHTUBHMN UHTEPBEHLUMW.

[lpeBeHUMATA necTtu cpeacraal



,D,Be Ba>XHWN CTbIKN-OUEHKA Ha PUCKa WU
NHTEepPpBEHUUA

Practicing Clinical Prevention

Two Steps

Assess Risk Intervene

Identify risks Determine outcome of interest

Stratify into at-risk populations Select preventive service
Determine acceptability of risk Weigh adverse effects

e 2007 Bichard Glickmaun-Somen, B



OueHKa Ha pucka- CKPUHUHT

3abonaBaHeTo, 00EKT Ha CKPUHUHTrA:

-TpsibBa Aa Ma CUrHUAPUKAHTHA CMBPTHOCT U
3abonesaemMocCT

-Aa NMa No3HAaT Xo4 U rnporHo3a
- UMa pe3ynTaTt OoT npe-KinmHn4Hmn NHTepBEHLNUN.

-Ma LLMPOKO pa3npocTpaHeHne cnen ckpuHupaHaTa
nonynauus.

CKPUHUHI-TECTBT :

- TpsibBa Aa € HUCKO-PUCKOB

-fa € NpuemMnmB 3a NauyneHTuTe

-[l1a e ¢ BUCOKa CEH3UTUBHOCT U CNELNPUNYHOCT
-[la € C pa3yMHa LeHa



The Screening Cascade

Screening
Test

Confirmatory _ True or
Test (+) (=) False Negative

(+) {-)
Early False
Detection Positive

+ f - Physical,
Mortality emotional &

Repeat at
Appropriate Interval

Reduction financial harm

(el 2007, Bichard Glickman-Simon, M.D.



TbMHaTa cTpaHa Ha npeBeHUnAaTa

* [lpeBeHUMNATa N3NCKBa cpeacTBa

* 3a pasfnunka oT NEYEHNETO, aCoUNNPaHUAT
PUCK € Henpuemsnmse

TbpCeHeTO Ha BUCOKOPUCKOBUTE
nauneHTn nponycka rofiama 4vact oT
3abonenute

MHTepBeHLUMNTE B HUCKOPUCKOBU
nonynauun HOCAT PUCK OT NOTeHUnanHa
Bpeaa



Kak na oueHaBame pucka?

CVD Events

Risk Score Risk Factors/Covariates Included
Family Body
Study Sudyand  Data  Publication Total (DL HDL Systolic BP Hx  Mass Coronary Angina  Unstable Myocardial CHD Stroke Cardiac
Group Region Source  Year  Age Sex Chol Chol Chol CRP BP  Rx Diabetes HbAlc* Smoking CVDt Index Social Region Revasc Pecloris Angina  Infarct  Death Stroke Death Failure TIA
Framingham  Framingham  EAF,EAM 1998 x x x ¥ X X X X b X X X
CHD™ MA, USA
ATP 1 Framingham  EAF EAM 2001 P G X X X X X
MA, USA
Framingham  Framingham  EAF, EAM 2008 x x & X X X X X X X X X
Global* MA, USA
PRO-CAM™  Muenster, EM 2002 X XX X X X 4 X X
Germany
QRISK® ORESEARCH,  EF.EM 2007 O S X X X X % xt X X | X X x X X X
United
Kingdom
Reynolds Phys Health  EAF 2008 X X X X X X X X x X X
Men®! Study
USA
Reynolds Women's EAM 2007 X X X X X X X X X X X
Women®™ Health Study
USA
EURD-SCORE™ 12 cohorts EF, EM 2003 X X % X X X X % X
Europe
Pooled Cohort  CARDIA, EAF, EAM X X X X X X X X X X X
{current) Framingham,  AAF,
ARIC, AM
CHS,USA
*Only among those with diabetes.
tDefinitions of a positive family history vary, Goff D C et al. Circulation. 2014;129:S49-S73
$Measure of social deprivation,

AAF indicates African-American females; AAM, African-American males; ARIC, Atherosclerosis Risk in Communities study; ASCVD, atherosclerofic cardiovascular disease; BP, blood pressure; CARDIA, Coronary Artery Risk Development in Young Adults study;
CHD, coronary heart disease; Chol, cholesterol; CHS, Cardiovascular Health Study; CRP, C-reactive protein; CVD, cardiovascular disease; EAF, European-American females; EAM, European-American males; EF, European females; EM, European males; EURD-SCORE,
European System for Cardiac Operative Risk Evaluation: HbA1c, hemoglobin A1c: HDL, high-density lipoprotein: Hx, history: LDL, low-density lipoprotein: Revasc, revasculanzation: Rx, medication: and TIA, transient ischemic attack.



CpaBHEHNE Ha PUCKOBUTE KanKynaTopu

Distribution of global risk of TPACE);
cardiovascular disease N

According to Framingham and/or ESH risk scores

- Low risk

Y Intermediate risk

High risk
(incl. CvD)

4
L |
—
-
=
(P ]
=
=
i
-
o
o
=
(b ]
=
@
=8

NI B B
FRS

ESH *Combined FRS

FRS: Framingham risk score and ESH

ESH: European Society of Hypertension criteria
Wong ND et al. Am J Hypertens. 2012 Feb




Very high risk

e Subjects with any of the following:

— Documented CVD by invasive or non-invasive testing (such as coronary
angiography, nuclear imaging, stress echocardiography, carotid plaque
on ultrasound), previous myocardial infarction, ACS, coronary
revascularization (PCl, CABG) and other arterial revascularization
procedures, ischaemic stroke, peripheral artery disease.

— Diabetes mellitus (type 1 or type 2) with one or more CV riskfactors
and/or target organ damage (such as microalbuminuria: 30-300 mg/24 h).

— Severe chronic kidney disease (CKD) (estimated glomerular filtration rate
[eGFR] < 30 mL/min/1.73 m?).

— A calculated SCORE 210%.

12:33;1635-1701 @
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Other risk groups

e High risk:
— Markedly elevated single risk factors such as familial dyslipidaemias and
severe hypertension,

— Diabetes mellitus (type 1 or type 2) but without CV riskfactors or target
organ damage,

— Moderate chronic kidney disease (CKD) (estimated glomerular filtration
rate [eGFR] 30-59 mL/min/1.73 m?),

— A calculated SCORE of 25% and <10% for 10-year risk of fatal CVD.
e Moderate risk:

— Subjects are considered to be at moderate risk when their SCORE is
=1 and <5% at 10 years. Many middle-aged subjects belong to this
category.

e Lowrisk:

— The low-risk category applies to individuals with a SCORE <1% and
free of qualifiers that would put them at moderate risk. @

2012:33;1635-1701
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10 year risk of fatal CvD
In high risk regions of Europe

Age

| Mon-smoker | |  Smoker | | Non-smoker | |  Smoker |
180 13 15 17 19 2 14 16 19 22 26 26 30 35 41 47
160 10 12 12 1112 15 16 18 21 25 20 U
140 | 2 1 111517202
120 10 12 14 17 SCORE
180 [ 4 1113 15 18 18 2124 28 22
5 o
@ nzleuron . 15% and over
=| 1o 10 12 14 17 . 10%-14%
| w 10 12
H B 5%-9%
8| o 13 16 19 22 .3%_4%
8| 60 1 13 16 L
ﬁ' 140 11 2%
HEY - EX
2
% | =0 10 12 1 . <1%
&\ 160 10
L U]
i Q
7S
m 2 g
160 2% 2 =3
140 & 22 =
2 )
856 18 4567 8
Total cholesterol (mmolL) | 150 200250 300
mg/d|
2:33;1635-1701
5 a 4 - 2 - A o ELIROPEAN
www.escardio.org/guidelines Y £012;19: 4:585-667 SOCIETY OF
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Relative risk chart

e This chart may be used to show younger people at low absolute risk that,
relative to others in their age group, their risk may be many times higher

than necessary.

e This may help to motivate decisions about avoidance of smoking, healthy

nutrition and exercise, as well as flagging those who may become
candidates for medication.

Systolic blood
pressure (mmHg)

' www.escardio.org/guidelines

180

160

140

120

Non-smoker Smoker
13|35 @ 6 | 7] 8 |10]12
213131414 415]6]7]|8
T2|2]|2]|3 3|13|14]|5]6
Tl |72 2 Z|Z|3)]|3]4
" W SN N T Tt N

Cholesterol (mmol/L)

| 2012:33;1635-1701
wentive Cardiology 2012;19: 4:585-667

© 2012 ESC

©
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Risk age, a new concept

[_Women_] .
| Honsmoker | |  Smoker | g | Hon-smoker | | Smoker |

13 15 17 19 22 14 16 19 22 26 g 26 30 35 41
10 12 13 16 1113 15 16 @18 21 25 29

11 11 13 1517 20
10 12 14

10 11 13 11 13 15 18 82124 28
10 12 14 17 20

10 12 14

10

The nsk of tis 40 year
old male smoker with risk
factors is the same (3%)
as that of a 60 year old
man with ideal nisk factor
levels- therefore his risk
ageis 60 years.

| Systolic blood pressure ynm Hg) I
BEZ2E BEEE BEZEZ BEE2E 2228

©2012 ESC

T 8 4 56 7 8 45 &6 T &

I Total cholesterol (mmol/L) I _ 0300

also. www heart g HDL charts now included
EUUROPEAN

'-':33_,_1635—1 701 SOCIETY OF
mmmhgy 2012;19: 4:585-667 CARDIOLOGY
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Nann SCORE e ngeanHoTo cpeuc:TBo?

KnMHMYyeH crny4vau
55 rognwiHa nauneHTka ot 10 r ¢ PeBmaTtounneH

apTput , nekyBaHa Cc methothrexate w©
KOPTUKOCTEpOonam B nepunoauTe Ha
ek3auepbauus

[laumeHTKaTa € Henywayka, HO MMa CUIHO
HamaneH @un3. akKTUBHOCT, Nopaau CTaBHUTE
npobenmu.

HenHunart GP peructpupan AH 150/95

damnnHa obpemeHeHocT: mManka ¢ PA n AX,
noynHana ot M Ha 63 .



ITabopaTopus

* Hb — 112 g/l, Ht — 35,5%, SR 55 mm , CRP
8 mg/l,glucose — 6.1 mmol/l, creatinine —
81 umol/l (44-131 umol/l), uric acid - 406
mmol/l (208-416 mmol/l), K* - 4,1 mmol/l,
Na* 142 mmol/l, total cholesterol — 5,2
mmol/l, LDL-xon — 3,6 mmol/l, HDL 0.9
mmol/l, triglycerides - 2,2 mmol/l,
yepHOOPOOHBM EH3UMU U YPUHA- B HOPMA



Puck cnopea SCORE

Female, 55 years old, on smoker, BP 150/95 mmHg, total chol. — 5,2 mmol/I

Puck 1%

| Women | Men

Flom-smoker

4 ra 159 & 35
rr 13 15 1&
11 132

Systalic blood pressure

4 5 & 7 4

| | | | | | | |
[ Chalesteral mimal | [0 200 750 200

il




Ho 'KapoTtunaHaTta coHorpadua oeMmoHcTpupa

3apa6anHa IMT v Hanun4yue Ha nnaka!
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The Prevention Paradox

Cases

Exposure

A large number exposed to a small risk generate more cases than a small
number exposed to a large risk

(21 2007, Richard Glickman-Sunen, [.D.



Total cardiovascular risk stratification
Asymptomatic organ damage

e Pulse pressure 260 mmHg (in the elderly).

e Electrocardiographic LVH (Sokolow-Lyon index >3.5 mV; RaVL
>1.1 mV; Cornell voltage duration product >244 mm*ms), or

e Echocardiographic LVH (LVM index >115 g/m? in men; >95 g/m?In
women).

e Carotid wall thickening (IMT >0.9 mm) or plaque.

e Carotid-femoral pulse wave velocity >10 m/s.

e Ankle-brachial index <0.9.

e Chronic kidney disease stage 3 (eGFR: 30-60 mL/min/1.73 m?).

e Microalbuminuria (30-300 mg/24 h), or albumin-creatinine ratio
(30-300 mg/g or 3.4-34 mg/mmol) (preferentially on morning spot
urine).

0 European @
ES Society of
Hypertension SOCIETY OF
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Total cardiovascular risk stratification

Other risk factors (RF), | Blood Pressure (mmHg)

353"“""“’"0";'“ organ High normal Grade 1HT Grade 2 HT Grade 3 HT

d?‘"‘age (OD) or SBP 130-139 SBP 140-159 SBP 160-179 SBP =180
e or DBP 85-89 or DBP 90-99 | or DBP 100-109 or DBP 2110

No other RF Moderate risk

1-2 RF

23 RF

OD, CKD stage 3 or
diabetes

Symptomatic CVD,
CKD stage 24 or Very high risk Very high risk Very high risk Very high risk
diabetes with OD/RFs

European
ESH Sﬂﬂew of EUROPEAN

www.escardio.org/guidelines T Hypertension  sociery or
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CkpunHUrsT 3a TOY nogobpsiBa
cTpaTudukaunaTa Ha pucka

Convantional Blek SBP 1;0-1 59 | SBP 1ﬂeru-1?5~ SEP;WG
Stratification
DBP 90-99 DEP 100-109 DBP =110
Incl. Micro- 1-2 RF 55 25 'I;“:t' Echo
= = a a
albuminuria >3 RF or TOD
or DM or ACC
SBP 140-159 | SBP 1680-179 SBP =180 SBP 140-159 | SBP 160-179 SBP =180
or or or or or or
DBEF 90-99 | DEF 100-109 DEP =110 DBF 90-99 DEP 100-109 DBF =110
0 RF 1 0 BF 1
1-2RF 18 1-2AF 20
=3 AF or TOD =3 RBF or TOD
or DM or ACC or DM or ACC

or
DBP 90-99

0 RF

Incl. Micrealbuminuria and

Echo Data

1-2RF

=3 RF or TOD
aor DM or ACC

SBP 140-159 | SBP 160-179

DBEP 100-109

ar

1

15

SBP =180

DBP =110

or




Initiation of lifestyle changes and antihypertensive
drug treatment based on total CV risk

Other risk factors (RF), Blood Pressure (mmHg)
as tomatic organ i i
da?:;pe (OD) m_rg High normal Grade 1 HT Grade 2 HT Grade 3 HT
: g SBP 130-139 SBP 140-159 SBP 160-179 SBP 2180
disease or DBP 85-89 or DBP 90-99 or DBP 100-109 or DBP 2110
- No BP intervention |s + Lifestyle changes
R for several weeks
Then add BP drugs

_ "tarfgetmg <140/90

» Lifestyle changes
1.2 RE for several weeks or

_ThenaﬂdBPdmgs "

23 RF
OD, CKD stage 3 or
diabetes
Symptomatic CVD, » Lifestyie changes + Lifestyiechanges -+ Lifestyle changes -+ Lifestyle changes
WO LY YA ELCCM - No BP intervention + BP drugs targeting *+ BP drugs targeting * Immediate BP drugs
with OD/RFs <140/90 <140/90 targeting <140/90

(In patients with diabetes, the optimal diastolic BP targetisiSUssSuTmEay European

ESH Sﬂdew of EUROPEAN

www.escardio.org/guidelines -' Hypertension  sociery or
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Dose-Response Curves

Clgarette smoking / Cancer
Radiation expoare [ Cancer

Anemia [/ Morbidity
Intraccular pressure [/ Glaucoma
Aloohol intake [ Traffic accidents

Blood pressure f_ Marbidity
Weight / Mortality
Alechol consumption / Martality

Disease Severity

Cholesterol /CHD
Blood pressure [/ Stroke
Borme density / Frachure

Exposure

(el 2007, Richard Glickman-Simon, M.D.



The Ultimate Risk Factor

Source: Social Security Online
http: /A . ssa.gov

(el 2007, Richard Glickman-Simon, M.D.



Elderly

Recommendations

In elderly hypertensives with SBP 2160 mmHg there is solid evidence to
recommend reducing SBP to between 150 and 140 mmHg.

In fit elderly patients <80 years old antihypertensive treatment may be
considered at SBP values 2140 mmHg with a target SBP <140 mmHg if
treatment is well tolerated.

In individuals older than 80 years with an 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, it is recommended to leave decisions on anti-
hypertensive therapy to the treating physician, and based on monitoring of
the clinical effects of treatment.

Continuation of well-tolerated antihypertensive treatment should be
considered when a treated individual becomes octogenarian.

All hypertensive agents are recommended and can be used in the elderly,
although diuretics and calcium antagonists may be preferred in isolated
systolic hypertension.

European
ESHl g Society of e i
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AHTI/IXI/IﬂepTeH3MBHaTa Tepanuma He e AOCTaTb4Ha

[opu npn agekBaTHO aHTUXMMNEPTEH3UBHO NevyeHne
ocTaBa 3Ha4yuM pesugyaneH puck!

B cv Risk reduction (%) B Residual CV risk (%)

100 =
90 =
80 =
70 =
60 -
50 o
40 J
30
20
10

Puck ot CC nHunaeHTn(%)

SHEP MRC-O Syst-Eur PROGRESS
(chlorthalidone (HCTZ (nitrendipine (perindopril
+/- atenolol) +/- +/- enalapril +/- +/-

ami I ori d e )AqanTmpal-HloCn;I:-anl results of the SHEP*, MRCimamgd@sen JA et al’, Jan van Gijn’
)

MRC-O - Medical Research Council trial of treatment of hypertension in older adults® SHEP - Systolic
Hypertension in the Elderly Program*

Syst-Eur - Systolic Hypertension in Europe®

PROGRESS - Preventing Strokes by Lowering Blood Pressure in Patients With Cerebral Ischemia’
AX - apTepuanHa xunepToHusi, CC - cbpaeuHo-cbaos, HCTZ - hydrochlorothiazide




Recommendations of treatment of risk factors
associated with hypertension

Recommendations

It is recommended to use statin therapy in hypertensive patients at moderate
to high CV risk, targeting a low-density lipoprotein cholesterol value
<3.0 mmol/L (115 mg/dL).

When overt coronary heart disease is present, it is recommended to
administer statin therapy to achieve low-density lipoprotein cholesterol levels
<1.8 mmol/L (70 mg/dL).

Antiplatelet therapy, in particular low-dose aspirin, is recommended in
hypertensive patients with previous CV events.

Aspirin should also be considered in hypertensive patients with reduced renal
function or a high CV risk, provided that BP is well controlled.

Aspirin is not recommended for CV prevention in low-moderate risk
hypertensive patients, in whom absolute benefit and harm are equivalent.

In hypertensive patients with diabetes, a HbA,, target of <7.0% is
recommended with antidiabetic treatment.

In more fragile elderly patients with a longer diabetes duration, more
comorbidities and at high risk, treatment to a HbA, . target of <7.5-8.0%
should be considered.

lla

European
ESHl g Society of

- S—— _ : EUROPEAN
www.escardio.org/guidelines < Hypertension  sociery or
133-27¢ CARDIOLOGY*®




3Boan

Hes3aBucmmo o1 HawuTte ycunuma, AX cu octaBea
yoneu N1 B cBerTa.

AX 4ecCTo ce npuagpyxasa OT ApYyru
TPaaUUMOHHM N HeTpaanumoHHn P® n CC puck
HapacTBa B reoMeTpuyHa nporpecus.

PuckoBuTe Kankyrnatopu paboTaT Ha
nonyriaunoHHO HMUBO, HO pe3unayanHuat CC puck
CW ocTaBa npoobnem.

ETo 3allo e Heobxoanm MHAMBMAOYININ3NPAH U
KOMMJIEKCEH NOAXOM4 NPU OLeHKaTa Ha pucKa U
n3bopa Ha npodunakTuyHa u TepaneBTU4Ha
cTpaTterus.



bnarogapsa 3a BHUMaHUETO!
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