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Consider the following during T2D CVRM shared d malki

Identify people at high risk of T2D
Azzegs welght (e.g. BMI or WHR) and discuss individualised weight loss goals as appropriate. Remember to ethnically adjust these
goals where indicated!

O Eiliy:us.st:te importance of 24-hour physical behaviours for T2D4 sitting/breaking up prolonged sitting, sweating, strengthening,
sleep, stepin

Im| Suiwi for lipmi Bgsion of T2D if possible, irespective of weight. !l Weight loss of 5-10% confers metabolic improvement; weight loss of
10-15% or more can have a disease-modifying effect and lead 1o remission of T2ZDA

Individualised HbA, Goals

D Review the person's current Hh.ﬂlIc and trend, and consider other factors when indiwidualising HbA, _geals, e.q., risks potentially
associated with hypoglycaemia and other drug adverse effects; life expectancy; comorbidities; established vascular complications; and
patient preference, resources, and suppaort systems'™

O See the exgert consensus statement on disbetes and frailty for individualising management in alder adults andfor adults with
frallty and T2D

Individualize H targets in people with diabetic kidney disease. Be aware that all SGLT2is have negligible glucose-lowering effect
once eGFR falls belaw 45 ml/min, so consider adding in an additional glucose-lowering medication such as a GLP-1 RA

If eGFR <40 mi/min/1.73 m er clinically significant proteinuria (ACR =3 nbxf'rnmclj and on maximally tolerated dose of ACEIVARB:
consider adding SGLT2i with renal protective benefits @ irrespective of H

o see the Primary Care Hack, Extra-Glyesemic Indications of SGLT2 [nhibitors

(|
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D In be with T2D and CKD who have persistent albuminuria (ACR =3} despite use of maximally tolerated ACEI/ARB and SGLT2I,

consider adding finerenane to reduce the risk of adverse kidney and CV outcomes™ 7IE

0 1 CKD present, offer atorvastatin 20 mg for primary er secandary prevention of CYD™
Offer aspirin or dopidagrel to adults with CKD for the secondary prevention of VD" but be aware of the risk of bleeding
CmsidE( refem_sl a5 p-er_NICE criteria, or if 5-year risk of requiring renal replacement therapy is >5% {measured using the

Blood Pressure

|

There is considerable debate around optimal BP targets for peaple living with diabetes, with several conflicting guidelines published

O For grade 1 hypertension (peaple with a clinic SBP 140-15% mmHg and/or a dinic DBF $0-99 mmHg), effective lifestyle changes
may delay or prevent the need for pharmacologieal treatment

o for information on effective lifestyle changes, see the Primary Care Hack, Lifestyle Changes for Managing Hypertension

First instance: aim for a HEPM average target of <135/85 mmHg [<140/90 mmHg clinic target] in all peaple!™!

Prauide]mf is weell tol d: then aim for HEPM average of 125/75 mmHg (130/80 mmHg clinic target) or lower in most
people!”

For adults aged >80 years: consider a clinic BP target of <150/90 mmHg'

Far people living with T2D: start drug treatment with an ACEVARE ™ irmespective of age or ethnic background

Measure sitting and standing BP in people with hypertension and T2D.1 In those with a significant postural drog in BP {ie,
=20 mmHg systolic andfor zIDmmm diastolic LF‘:at occurs on standing ', treat to & BP target based on the standing BP

Note: SGLT2is have a modest impact on BF, lowesing it by around 4/2 mmHg™

ooo oo
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LDL-C targets for people lving with T20:0'5

o moderate rsk: <26 mmald

o high risk: =50% reduction from basaline and <1.8 rmmal/l

o very high risk: =50% reduction from baseline and <1.4 mmol/

Patient's QRISKS is =10%: offer atorvastatin 20 mg for primary prevention of CYD™

If LDL-C u.rge‘rs are not achieved on maximall& wlerated dose statin, congider combination lipid-lowerning therapy e.g., add in
ezetimibe, Bempedaic acid, PCSKY inhibitos™ or inelisiran

Consider icosapent ethyl if the individual has established CVD [secandary prevention) and on statins with fasting TG 21.7 mmold and
LDL-C betvween 1.04 and =2.60 mmalf) 4 1 (secandary prevention) e

For secondary prevention of CVD, offer atorvastatin 80 mg'S

OO0 oo

Continued overleaf .
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Maninvasive tests for liver fibrosis risk may be advisable due to the strong assoclation of T2D with MASLD/A 1710
Congider FIE-4 test to assess for underlying fibrosis risk in people aged <&5 years
If identified as intermediate or high risk, consider referral to secondary care gastroenterolagy for transient elastography (FibroSean)

Strangly encnur;gﬁ and facilitate welght lass where possible: weight loss 3-5% reduces hepatic steatosis, 25-7% can lead to
reaaldtion of MASH, and =107 improves hepatic fibrosig

There is emerging evidence for plaglitazone, SGLTis, GLP-1 RAs, and the dual GLP-1 and GIP receptor agonist tizepatide for MASLD?

O
O
O
O
O

Cemorbidities and Life Story

a Caonsider presence of:
o CVD or high risk of CWD:@ R
- ASCVD (Le. IHDVTIAstroke/PVD): if present, offer eady combination therapy with metfarmin and an SGLT2), imespective of Hba, &
- all aubtypes of HE: if present, offer early combination therapy with metformin and an SGLTZ, imespective of HbA, =1
- QRISKS =10% and age >0 years, or presence of hypartension, dyslipidasmia, smoking, obesity, or family history (in a
first-degree relative) of premature cardiovascular disease: consider early combination therapy with metformin and an SGLT2i,
irrespective of Hb, 21
CKD and proteinunia™ ! (see Kidney section)
ghesite:™ 1 bath SGLT2is and GLP-1 RAs can facilitate wiebght loss in people living with T2D
retinopathy:2 be sware of the possibility of warsening of pre-existing retinopathy if Hod,_is rapidly lowered
D5AHS; these conditions are commonly associated with T2D.FP4 Consider using the Epworth sleepiness scale and the
STOPF-BANG questionnaire to exclude underlying OSAHS

o ocoo

D Educate women of childbearing age that many medications [e.q. ACEis, ARBs, stating, S3GLT2is, and GLP-1 RAs) are contraindicated in
pregnancy, and counsel them regarding contraception.*= If planning pregnancy, refer to pre-pregnancy services
O Consicler age, functional and frailty status, occupation, literacy level, and ather social detenminants of health during shared decision makingf™=1

Prescribing Considerations

H Discuss adherence and if necessary explore barriers/preferences 212
Review history of hypoglycaemiathypoglycaemia awareness, DVLA adherence, and CBG monitoring where appropriate, and consider
CGM in all people with 'IyZD on inﬁu[i)rfﬁggIC
O  Sick-day guidanes=1
o
o review the SADMANS mnemonic. Consider temporarily pausing these drugs during any significant intercurrent illness, but
remind individuals to restart once they are eating and drinking normally and recovered fram their iliness
O  SGLI2 or GLP-1 RA commenced:

o consider reduction in SU or insulin dese. If an insulin, consider cautiously reducing insulin dese, inerease CBG monitoring, and
contact DSM as requined 217

o consider adjustment of any dose of diuretic when intreducing an SGLTZ{=0=

O

Ensure appropriate/optimal prescribing; consider de-intenaifying in the context of functional dependence and fraily™
MDT Referrals

DSMES (e.g. DESMOND or X-Pert)

Consider any |ocally available physical activity refemral pathway

Regular retinapathy screening

Beqular foot screaning

Consider secondary care as required, e.g., diagnostic uncertainty ar treatment option advice

Consider dietician refemal, and paychalagical counselling for diabetes disress

llllll|

|
o
i
3
]

O Code identified conditions as “priority 1
D Do not code ‘diabetes resohied’; instead, code "diabetes in remission”

Follow Up

O Goal setting—Diabetes UK infarmation prescriptions can help to facilitate goal setting, information sharing, and care planning

O Set a defined timescale for follow up and consider regular manitoring as dinically indicated

D Regular manitoring of weight, BF, HbA, | renal function [both eGFR and urinary ACR), and lipid profile as clinically indicated at least annually).

ACE=angictensin-convering engyre inhibitor, ACR=alurrin 1o cmatining ratia; ARB=angiatansin recepior biodeers; cardicvascular diseass; BP=bicod prassum; CBG=capd
mgmu‘:- ng“‘ L CHF o= haart Clm-d-\mﬂc" disadsa; hldinw:cm-c.:!mmlqmd,ﬂuiﬂuuhdhu ey
i bleod  DESMOND =diirates sckcation and hmmmmmmm,m DSN=diabatis.
ﬁ' ks nuarsa; wdwhﬂumuﬁ‘m filratin rata; GLP1 wmww%mﬂ.é
. Hnudmmu:gl-ﬂ.t— | lipopoobain ay Llll’-hmifll::l-‘pﬂ-hutﬂl:nwﬂtfmndm =baar falue n":en
disaass; MOT=mukickcplinary eam; aproaa SyniCTE; Actvity Raferral Sanics; PYD=perigheral vasoular dissase; QRISKI=Casdiasoular Fisk

OSAHS=charcive PARS=Fhysical
oo 3; SGLTA=sockiumn-ghocosa infibiior, SBP=rpsickc ; STOP_BANG=snarng h firad, tha oy, obsornsod whila doop, high blood, ra,
nu>33§;|eg.nﬂ,mmmmmmmmmhmmm&Mﬁmzmmnzmm
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Lipid Management for the Primary and Secondary
Prevention of Cardiovascular Disease

Authors: Niraj Lakhani, Lead Clinical Pharmacist, Willows Health, and Primary Care Developrment A
Medscape {

:: Dr Kevin Fernando, GP Partner, Marth Berwick Health Centre and Content Advisar,

Key Principles
. Consider tighter European LDL-C targets over the current, more
lenient UK targets
5. Statins are safe and effective and should be utilised when indicated
. Statin intolerance is rare, and should be approached appropriately

7. Raised triglycerides are a marker of residual CV risk that may warrant
further lifestyle and pharmacological management

. Review LDL-C and aim for levels as low as possible, as quickly as
possible, for as long as possible

. Healthy lifestyle changes can improve overall CV health and aid
in achieving LDL-C targets, and should be reinforced at every
person contact
Do not over-rely on QRISK3 and 10-year CV risk; calculating lifetime
CV risk may offer a more holistic view of a person’s life story

8. Lp{a) is an independent CV risk factor that, when raised, should
act as a prompt to mitigate all ather CV risk factors and review

lifestyle choices
Combination LLT should be considered standard practice for high-risk
and very high-risk individuals

10. Familial hypercholesterolaemia is underdiagnosed in primary care, and
should be suspected in individuals with a total cholesteral »7.5 mmal/1.

See the flowchart on the final page for a comprehensive lipid management pathway for primary care practitioners

1. Overview of Lipid Management 2. Lifestyle Interventions 3. Risk Estimation
and Assessment = Altheugh QRISKI™ is &

Fer refurances and 1o i

Figure 1: Secondary Causes of Dyslipidaemia®™®
Endecrine Disorders Hepatic Disease

= Diabetes B Obstructive liver disease
B Hypothyroidism B Hepatitis

Secondary Causes
of Dyslipidaemia

@GLNS_Medscape

valuable teol for estimating
10-year CV risk, it should
nat be salely relied upan,®
especially in r people
with CV risk factors or
those with risk factors that
accumulate over
Intervention is key to
of CVD
& MICE NG238 recommends
assessing both short-term
CV risk (with QRISK3) and
lifetime CV risk for & mere
naive assesament
that informs discussions
af CV risk; this helps to
identify peaple with a high
lifetime risk even if their
shart-term risk appears laws
~ risk assessments can be
carried out in those as.
young as 25 yearst®
lifetime CV risk can be
assessed using tools sueh
a8 QRISKI lifetime 7
do not depend exclusively
on QRISKS to determine
whether to start stating®

A rnare pragmatic approach
may be te gauge risk based
en the Individual's age and
the number of LTCs they

have, alongside any CV risk
calculations—for example, an
under-40-year-old living with
multiple LTCs ar CV risk factors

@drkevinfernande

is likely to have a high lifetime
rigk and therefore benefit from
early interventian, independent
of any risk calculation

* According te NICE guidance,

QRISKS should net be
uged |n certain groups,
including peaple:

@ with FH ar another farm of
genetic dyslipidaemia

o with pre-existing CVD

o aged =85 years

o with CKD (stages 3-5)

o with T1D, for whom
specific guidance is applied
regardless of QRISK2

Furthermare, QRISKI may
underestimate risk in certain
groups, including people:

o wha have recently
stopped smaking

o lving with HIV

o lving with severe
mental illness

o already taking medicines to
wreat CV risk factars
taking medicines
that can cause
dlyslipldaemia, such as
immunosuppressant drugs
living with autoimmune
disarders and ather

stemic inflammatary
isorders.

I medscape.co.uk/guidelines

Publshed: Fabnsary 2025,




Lifestyle Changes for
Managing Hypertension

Medscape % uk X. Guidelines

Pri.m.arg care Hacks

Author: Dr Kevin Fernando, Portfolio GP, East Lothian; Content Advisor, Medscape Global an

Lifestyle Change
Alcohol

Consumption'!!

Caffeine, Tea, and
Energy Drinks®

DASH (Dietary
Approaches to Stop
Hypertension)!

Maintaining a
Healthy Weight'**!

Physical Activity®

Potassium Intake

Salt Intake

Smoking Cessation
(and E-cigarettes)

Recommendations

Current UK guidance advises limiting alcohol intake to 14 units/week for women
and men

Coffee intake is not associated with a higher risk of hypertension in the general population;
increased coffee consumption may be associated with lower risk of hypertension

The association between drinking tea and CVD is unclear; mechanistic trials have
suggested benefits for BP lowering

Energy drinks containing high concentrations of taurine and caffeine increase BP and may
lead to cardiovascular complications in young adults

An evidence-based eating plan (see the Useful Resources for Patients section) rich in fruits,
vegetables, and low-fat dairy products, with reduced salt and saturated/trans fat content

Weight loss of 5 kg in adults living with overweight or obesity

In a systematic review and meta-analysis, aerobic exercise was suggested over alternative
forms of exercise resistance training s the first-line exercise therapy for reducing BPR4

Adults should aim to:*7]

* engage in strengthening activities that work all the major muscle groups (legs, hips,
back, abdomen, chest, shoulders, and arms) on 2 days per week

* engage in 2150 minutes of moderate-intensity activity per week or 75 minutes of
vigorous-intensity activity per week

» spread exercise evenly over 4-5 days per week, or every day

* reduce time spent sitting or lying down, and break up long periods of inactivity

Optimum dietary potassium intake can lower BP and may be linked to reduced CVD risk!

Increase dietary potassium intake (e.g. tomato juice, bananas, potatoes, spinach, salmen,
eggs:; see the Useful Resources for Patients section) to 3.5-5.0 g daily™®

Be aware of ir at higher risk of hyf for whem this recommendation
should be individualised: those with advanced CKD, CHF, diabetes, and
resistant hypertension

* guidance on CKD recommends restricting dietary potassium intake to <2.4 g/day in
advanced CKD®

Long-term follow-up salt-reduction trials have illustrated that reducing salt by 2.5 g/day is
associated with =20% reduction in CVD events*'7

Adults should eat <6 g of salt, equivalent to 2.4 g sodium per day!'? (see Useful Resources
for Patients, below); 1 tsp=5 g salt

Salt substitutes such as LoSalt contain potassium instead of sodium, so may not be
suitable for all. See the above rec Jation regarding f intake

Soluble, dispersible, and effervescent preparations of analgesics have high sodium
content, and studies have found a link between use of these sedium-containing medicines
and increased CVD risk;!"? taking eight soluble paracetamol tablets exceeds the
recommended sodium intake of 6 g daily

Soluble preparations should be avoided unless the person has genuine
swallowing difficulties
Stopping smoking is one of the most effective interventions to prevent major CVD events®'

The BP effect of e-cigarettes is unclear, and data are sparse; growing evidence suggests that
e-cigarettes can increase BPF!

Unclear

-11.0

—4.4 (for weight loss of 5 kg) ~3.6 (for weight loss of 5 kg)

-7.5

A recent network
meta-analysis suggested
the SBP-lowering effect of

exercise among hypertensive -45
populations appears
similar to that of commonly
used antihypertensive
medications®
=35 -2.0
-5.4 -28
50 =31

BIHS=British and Irish Hypertension Society; BJGP=British Journal of General Practice; BP=blood pressure; CHF =chronic heart failure; CKD=chronic kidney disease;
CVD=cardiovascular disease; DASH=dietary approaches to stop hypertension; ESC=European Society of Cardiology; $BP=systolic blood pressure

Notes

* The 2024 ESC guideline on hypertension offers practical information and guidance on lifestyle changes for managing elevated BP and hypertension

* The effects of implementing these modifications are of course individual, and combinations of two (or mare) lifestyle modifications are synergistic

* For comparisan, the average SBP reduction from one antihypertensive drug is 12.5-15.5 mmHg"* and around two-thirds of individuals with hypertension cannot be
controlled on one drug and will require two or more antihypertensive agents from different drug classes'®

* Blood Pressure UK and the BIHS provide i

1 for

those with- d healthcare

monitoring resources from the BIHS

* A useful clinical practice article was published recently in the BJGP, with a focus on measuring BP in primary care.

Useful Resources for Patients

* NHS Live Well: Alcohol support .

NHS website: Hy

NHS Live Well: Exercise
* Blood Pressure UK: Potassium and your blood pressure

managing patients with—hypertension, including home BP

ion
Blood Institute: DASH eating plan .

.
® US National Heart, Lung, and
. q

Blood Pressure UK: Salt and your blood pressure.

NHS Live Well: Healthy weight

For references, and to view

mary Care Hack online, go to: medscape-uk.co/Hack-hypert

Last updated: Aprl 2025.
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Cardiovascular and
kidney protection

Remember...

Protect your
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to save your

as well as reduce the risk of kidney and heart failure. Importantly the
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What are SGLT2 inhibitors and what are their benefits?

E Dr Kevin Fernando
W 17 subscrvers L1 subscribed 4 P Ashae  cip  [] save

Damamhar nratact vour kidnave tn coave vour hacrtl
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2.3K views 11 months ago i

Hi I'm Kevin Fernando and in this video, | will explain what SGLT2 inhibitors are and their benefits for patients who are prescribed them. | hope you find this video helpful. Please subscribe to my channel to
learn more
..more

Urinary Albumin-To-Creatinine Ratio (UACR) test
10 Oct 2023 + #metabolichealth #type2diabetes #kidneydisease m Watched

,,‘.% DrKevinFemando gupecrped + ol (Seaee) () (Gl

417 subscrivers

The Five S's: Sitting

Many are calling sitting the new smoking. Whilst the science doesn’t quite back this up,
it is a snannv wav tn canvey the potential health risks of oo much sitting

Ownke @DrkKevinFernando



Cardiovascular disease

e Cardiovascular disease causes around a 25% of all deaths in the UK, " placing
a considerable financial burden on the NHS and wider society?

000,00 HTH

sven 7.6 million
people are living with
CVD in the UK®

CVD costs the UK
economy™ an estimated

£19 billion

every year'

o  The NHS Long Term Plan acknowledges cardiovascular disease as a clinical priority
and the single biggest area where the NHS can save lives over the next 10 years?

e LDL-C is directly causal to ASCVD, those with T2DM are at higher risk
o  People with T2DM face a significantly higher risk of CVD

o Common co-morbidities of T2DM, such as hypertension and CKD, further elevate CV risk « A o 460 PEOPLE DIE

every day from CVD'

Tincluding premature death,
disability and informal costs

o  CVD remains one of the leading causes of death in individuals with T2DM

One person dies from CVD
&) EVERY 3 MINUTES

in the UK!
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Data & Improvement
Tool

The Cardiovascular Disease Prevention Audit (CVDPREVENT) is a
national primary care audit that automatically extracts routinely held
GP data. The Data & Improvement Tool provides open access to
the data, with clear, actionable insights for those tasked with
improving cardiovascular health in England.

Watch demonstration video or scroll down to start
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Regional & ICS Insights

A high-level overview of indicators for regions and Integrated Care Systems.

ABC CKD l l Prevalence Smoking and BMI

ABC Indicators
December 2024

A0SV E [0 \'] MONITORING

CVDPOO4HYP: Patients with GP recorded hypertension, with a
record of a blood pressure reading in the preceding 12 months.

England 87.87%
[ + Expand Patient Pathway H Lut Open Indicator H Metadata l

NG NE [0 MANAGEMENT Ambition: 80%

CVDPOO7HYP: Patients with GP recorded hypertension, whose
last blood pressure reading is to the appropriate treatment
threshold, in the preceding 12 months.

England 67.16%




(o (o] May= (o]l MANAGEMENT

CVDPOOBCHOL: Patients with no GP recorded CVD and a GP
recorded QRISK score of 10% or more, who are currently treated
with lipid lowering therapy

‘ + Expand Patient Pathway H Ll Open Indicator H Metadata ]

(o (o] M =Sa s {0]M MANAGEMENT

CVDPOO3CHOL: Patients with no GP recorded CVD and a GP
recorded QRISK score of 20% or more, who are currently treated
with lipid lowering therapy

‘ + Expand Patient Pathway H L Open Indicator H Metadata ]

(ol (o] N =u = {0]M MANAGEMENT

CVDP0O0O9CHOL: Patients with GP recorded CVD (narrow
definition), who are currently treated with lipid lowering therapy.

‘ + Expand Patient Pathway H L Open Indicator H Metadata ]

England

England

England

Ambition: 65% ®

100

69,617 patients to reach ambition

Ambition: 95% @

297,514 patients to reach ambition




AGANEL WAy (o' MANAGEMENT

CVDPOO2AF: Patients with GP recorded atrial fibrillation and
with a CHADS2 or CHA2DS2-VASc score of 2 or more, who are

England
currently treated with any oral anticoagulant. ’

+ Expand Patient Pathway H i Open Indicator H Metadata ’

CVDPO12CHOL: Patients with GP recorded CVD (narrow

definition), whose most recent blood cholesterol level is LDL-

cholesterol less than or equal to 2.0 mmol/l or non-HDL

cholesterol less than or equal to 2.6 mmol/l, in the preceding 12

months England

Ll Open Indicator H Metadata &

Ambition: 95% @

91.42%

100
39,188 patients to reach ambition




CHOL003

CHOLOO4

HYP0O08

HYP0O09

STIAD14

STIAD15

CHDO15

CHDO16

DM0362

Lower
threshold
(2024/2025)

70%

20%

40%

40%

40%

46%

40%

46%

38%

Upper
threshold
(2024/2025)

95%

35%

77%

80%

73%

86%

77%

86%

78%

QOF points
(2024/2025)

Lower
threshold
(2025/2026)

70%

20%

40%

40%

40%

46%

40%

46%

38%

Upper
threshold
(2025/2026)

95%

50%

85%

85%

90%

90%

90%

90%

90%

QOF points
(2025/2026)

38

44

38

33

27

Classification: Official m

England

Quality and Outcomes
Framework guidance for
2025/26

Publication reference: PRN01904




Improvement s
Scotland Service

[ Healthcare 1 1< : H=
(‘\ nght Decision Right Decisions for Health and Care Search 'National cardiovascular disease (CVD) pr
.

All resources Organisations Learning & support How to deliver RDS tools Feedback

Right Decisions > National cardiovascular disease (CVD) prevention and risk factors toolkit > About the Scottish CVD Risk Factors Programme

» March 2025 newsletter now available - see below.

About the Scottish CVD Risk Factors Programme

ﬂ National cardiovascular disease (CVD) prevention and risk factors toolkit

The CVD Risk Factors programme is part of a wider suite of Scottish work that sits with the Preventative and Proactive care (PPC)
programme. PPC is working to support transforming our models of care to be more preventative, proactive and focused on early
intervention.

Close all

Mission and aims

The 5 modifiable risk factors to find>optimise>reduce are:

o High blood pressure
© High lipids

e High blood sugar
o Obesity

e Smoking

Additionally, there are non-medifiable factors which place people at higher CVD Risk -

¢ Ethnicity (Black and South Asian)
¢ Taking certain medications e.g. antipsychotics
¢ Family history - related to early CVD death, familial hypercholesterolaemia, lipoprotein (a).
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mproving & Quality
Assuring Care

CVD Risk Care to
People We Already
Know Have at least 1
Risk Factor (or at higher
risk of having risk
factors); or who have a
pre-existing CVD

Vs y i "';_ P, ‘ ’
T\ | W \
I \

diagnosis )

Increased Finding of |
new RFs in people
Citizens: Increased

knowledge and self-
assessment and care

IN NI

. T
“ClosSing The Gapin
Reach:

Reaching and Reducing
RFs with people who have
highest inequalities —
through increased
outreach, longer and/or
more flexible approaches of
care +

Closing the Gap in
Knowledge and Citizen
Led Health

CcVvD
Avoidable Deaths

Life Expectancy & Healthy
Life Expectancy

Sustainable Quality
Healthcare




Primary Prevention of CVD in Primary Care

Systematic risk Simplify and

assessment and individualise lipid
stratification using UEREREEIE]
a CVRM approach primary care

Consider life story
and optimise
lifestyle choices

Address social Ongoing
determinants and monitoring and
health inequalities follow-up

Multidisciplinary
team-based care
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‘The good physician
freats the disease; the
great physician treats
the patient who has
the disease’

Sir William Osler 1849-1919




Unified long-term condition reviews in primary care

Consistent communication,
improved co-ordination of Individualised, holistic care
care & reduced with improved person
fragmentation in a single experience and outcomes
integrated approach

Improved health system Optimisation of workflow
efficiency and reduced allowing better use of staff
healthcare costs time and resources

Promotes prevention and
early intervention

Greater satisfaction,
supports reimbursement of
LTC care and strengthens
financial sustainability



WHY IS LIPID MANAGEMENT SO IMPORTANT
IN CVD PREVENTION?

In the UK,

~25% to 28% of CVD For every
death is due to 1 mmol/L reduction
elevated

i - I Interventions that lower
cholesterol’ in LDL-C there is a

LDL-C can significantly
2 3 0 reduce the incidence of
o coronary heart disease and other

major vascular events in a
MEJEODRL’J\?;!%%NU :_I\IIAR wide range of individuals?
EVENTS?

significant medical
risk factor after
blood pressure!

High cholesterol is
ﬁ‘ the second most

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

1. Wilkins E. et al. European Cardiovascular Disease Statistics 2017.

European Heart Network, Brussels.
2. Silverman MG et al. JAMA 2016;316(12):1289-97.



Lifestyle Interventions

' Login Latest news Contactus FAQ's [Ie]NV:\y3
HEART UK Cholesterol Healthy living Getinvolved Health professionals Search ¢
THE CHOLESTEROL CHARITY D ————————

Quick Dietary 6uial,c‘

for Managing:{
Cholesterol

Home Y Health professionals » Content centre » Nutrition Academy » Professional resources » HCP step by step diet guide

HEAKT UK’s Step-by-Step Guide

This health professional guide has been designed to help you carry out a quick dietary assessment of your patient's diet, and provide tailored
dietary advice based on their responses. The accompanying patient sheet allows your patient to record their goals during the consultation ant
then take it home to track their progress. By following the guide, you'll have everything you need to confidently introduce effective dietary
strategies for cholesterol management, regardless of your prior nutrition expertise.

Your Quick, Patient-Centred Process in 9 Simple Steps

This guide offers a quick, step-by-step approach that keeps consultations focused, clear, and effective. With a patient-centred design and

e Lifestyle interventions are fundamental in
managing CV risk and cholesterol levels, and in
promoting overall CV health over and above
cholesterol

e Heart UK resources

e Although lifestyle changes can lower LDL-C, the
reduction may be modest, typically around 20%
therefore, it is important not to delay medical
treatment, especially in individuals at higher risk of
CVD



Medication

Type 2 diabetes (e.g. steroids,
beta-blockers)
Key secondary causes of
hyperlipidaemia should
Chronic kidney disease @ be excluded prior to Obesity
treatment with any LLT.
These include...!
Hypothyroidism Excessive alcohol

consumption

LLT, lipid-lowering therapy.
1. Stone NJ. Med Clin North Am 1994;78:117-141.



Sustained LDL-C lowering is even more important in patient with other
comorbidities

e |n a post-hoc analysis of patients with ASCVD receiving lipid-lowering therapy, the absolute risk
reduction in major adverse cardiovascular events from LDL-C reduction was greater in
patients with elevated LDL-C with the comorbidities listed below than in those without.™

Diabetes Chronic kidney disease Polyvascular disease



NICE Guidelines: Key points

e Adults with T2DM are at high risk of CVD if:

o QRISK> 10%, or an elevated lifetime risk of cardiovascular disease (defined as the presence of 1 or
more cardiovascular risk factors in someone under 40 - hypertension, dyslipidaemia, smoking, obesity,
and family history (in a first-degree relative) of premature cardiovascular disease).

o SGLT2 inhibitors should be considered if at high risk of CVD and should be offered if established
CVvD

e Use the QRISKS tool for people with type 2 diabetes aged between 25 and 84
o Consider using a lifetime risk tool such as QRISK3-lifetime particularly for people with a 10-year
QRISKS3 score less than 10%, and people under 40 who have CVD risk factors
e Obtain a full lipid profile (doesn’t need to be fasted)

e Do not stop statins because of an increase in blood glucose level or HbA1c

e Any statin at any dose reduces CVD risk



Tools to calculate risk

QRISK3*

estimates the probability of
an individual developing
CVD over a 10-year time
frame

—About you
Age (25-84):
Sex: ® Male CFemale

Ethnicity: White or not stated v

’7UK posicode: leave blank Ifunlmown—‘

postcoce: @

r— Clinical information
Smoking status: | non-smoker ~|
Diabetes status: [none +|
Angina or heart attack in a 1st degree relative < 60? [
Chronic kidney disease (stage 3, 4 or 5)? [
Atrial fibrillation? [
On blood pressure treatment? [
Do you have migraines? (]
Rheumatoid arthritis? [
Systemic lupus erythematosus (SLE)? (]
Severe mental illness?
(this includes schizophrenia, bipolar disorder and
moderate/severe depression)
On atypical antipsychotic medication? [
Are you on regular steroid tablets? ()
A diagnosis of or treatment for erectile disfunction? [

O

r—Leave blank if unknown

Cholesterol/HDL ratio:
Systolic blood pressure (mmHg): |
Standard deviation of at least two

most recent systolic blood pressure | |

readings (mmHg):
|— Body mass index

Height (cm):
Weight (kg):

Calculate risk

QRISK-lifetime*?2

Estimates an individual’s

risk of getting CVD over
their lifetime and compares

it with their risk with good
control of the following risk

factors:

smoking

body mass index
cholesterol/HDL ratio
systolic blood pressure

About you
Age (25-84) |64
Sex: ® Male O Female

Ethaicity:
UK postcode: leave blank if unknown

Postedll:

Clinical information

Diabetes status: [ none ~|

Angina or heart attack in a 1st degree relative < 607 [J

Chronic kidney disease (stage 3, 4 or 5)7 [J

Atrial fibrillation? [

On blood pressure treatment? [

Do you have migraines? [

Rheumatoid arthritis? [

Systemic lupus erythematosus (SLE)? [

Severe mental illness? (this includes schizophrenia, bipolar disorder O
and moderate/severe depression) :
On atypical antipsychotic medication? ()

Are you on regular steroid tablets? [

A diagnosis of or treatment for erectile disfunction? ()

Modifiable risk factors - leave blank if unknown

Current What if?
Smoking status: |non-smoker w| | non-smoker w |
CholesterolHDL ratio: [ | [ |
Systolic blood pressure (mmHg): [ | [ |
Standard deviation of at least two
most recent svstolic blood pressure | J [ ]
readings (mmHg):
Height (cm):
Weight (kg): I | |

Caleulate risk up to [99 years of age.



NICE Guidelines: Targets

e Primary prevention: Atorvastatin 20mg if QRISK >10% (aged 84 years and younger) and aim for a
>40% reduction in non-HDL cholesterol.
o Do not rule out treatment just because 10-year QRISK3 score is <10%
o Consider increasing the statin intensity/dose if not currently taking a high-intensity statin at the

maximum tolerated dose

e Secondary prevention: Atorvastatin 80mg and aim for LDL-C levels of <2.0mmol/l or non-HDL

cholesterol levels of <2.6mmol/l
o Consider ezetimibe in addition to the maximum tolerated intensity and dose of statin to reduce
CVD risk further, even if the lipid target for secondary prevention of CVD is met
o If LDL-C targetis not met consider additional lipid-lowering treatments (as per NICE's
technology appraisal guidance on alirocumab, evolocumab, ezetimibe and inclisiran)



ESC
Guidelines

2019 - Guidelines on Dyslipidaemias

2021 - Guidelines on cardiovascular disease
prevention in clinical practice

2023 - Guidelines for the management of
cardiovascular disease in patients with diabetes

510 10T Ve haaryian4ss.

£

ESC/EAS GUIDELINES

2019 ESC/EAS Guidelines for the management

of dyslipidaemias: lipid modification to reduce

cardiovascular risk

The Task Force for the m:
European Society of Card
Atherosclerosis Society (H

Authors/Task Force Members: H
Colin Baigent* (Chairperson) (4
{Chairperson) (ltaly), Konstanti
(Italy), Lina Badimon (Spain), M
(Belgium), Victoria Delgado (N
lan M. Graham (Ireland), Alison|
(Germany), Borislava Mihayloval
Gabriele Riccardi' (ltaly), Dimit
States of America), Marja-Riitta
Olov Wiklund' (Sweden)

ESC GUIDELINES

2021 ESC Guidelines on

prevention in clinical practice

Developed by the Task Force for cardiovascular disease prevention
in clinical practice with representatives of the European Society of
Cardiology and 12 medical societies

With the special contribution of th

Preventive Cardiology (EAPC)

Authors/Task Force Members: Frank L.J.

Frangois Mach* (Chairperson) (Switzerlar|

Coordinator) (Metherlands), David Carbal
. inos C. :

L )e

Athanase Benetos® (France), Alessandro B
{Portugal), Davide Capadanno (ltaly), Bert
(Northern Ireland), Constantinos H. Davod
Emanuele Di Angelantonio (United Kingd
Halvorsen (Morway), . D. Richard Hobbs'
(Netherlands), Ewa A. Jankowsla (Poland),
Sacco® (ltaly), Naveed Sattar (United Kingy
Serena Tonstad (Morway), Konstantinos P.
{Nethertands), Isabelle C. van Gelder (Netl
Bryan Williams (United Kingdom), ESC Sc

cardiovascular disease

e European Association of

ESC GUIDELINES

®e

2023 ESC Guidelines for the management of

cardiovascular disease in patients with diabetes
Developed by the task force on the management of cardiovascular
disease in patients with diabetes of the European Society of
Cardiology (ESC)

Authors/Task Force Members: Nikolaus Marx @ #1, (Chairperson) (Germany),

Massimo Federici © *1, (Chairperson) (Italy), Katharina Schiitt © %, (Task Force
Co-ordinator) (Germany), Dirk Miiller-Wieland © ¥, (Task Force Co-ordinator)
(Germany), Ramzi A. Ajjan @ (United Kingdom), Manuel |. Antunes & (Portugal),
Ruxandra M. Christodorescu (Romania), Carolyn Crawford (United Kingdom),

Di A (United K y), Bjérn Eliasson © (Sweden),
Christine Espinola-Klein (Germany), Laurent Fauchier (France), Martin Halle
(Germany), William G. Herrington @ (United Kingdom),
Alexandra Kautzky-Willer © (Austria), Ekaterini Lambrinou @ {Cyprus),
Maciej Lesiak @ (Poland), Maddalena Lettino @ (Italy), Darren K. McGuire
(United States of America), Wilfried Mullens (Belgium), Bianca Rocca @ (lealy),
Maveed Sattar & (United Kingdom), and ESC Scientific Document Group




ESC/EAS risk-based targets

2016 LDL-C goals’

2019 LDL-C goals?

<3.0 mmol/L (<116 mg/dL)

Moderate risk

<3.0 mmol/L (<116 mg/dL)

<2.6 mmol/L (<100 mg/dL)

High risk

<2.6 mmol/L (<100 mg/dL) OR >50%
reduction*

<1.8 mmol/L (<70 mg/dL) AND >50%
reduction from baseline

Very high risk

<1.8 mmol/L (<70 mg/dL) OR >50%
reduction?

<1.4 mmol/L (<55 mg/dL) AND >50%
reduction from baseline

Second CV event within 2
years while on a
maximally tolerated statin

NA*

<1.0 mmol/L (<40 mg/dL) AND >50%
reduction from baseline




ESC Guidelines — Key Points: LDL

e Prolonged lower LDL-C is associated with lower risk of ASCVD. No lower limit for LDL-C values, or ‘J’-curve
effect

e Lowering LDL-C safely reduces CVD risk even at low LDL-C levels

e Get LDL-C down, by any means necessary - relative reduction in CVD risk is proportional to the absolute size of
the change in LDL-C.

e Benefit of lowering LDL-C depends on ASCVD risk and absolute reduction in LDL-C. A small reduction in LDL-C
is beneficial in high/very high risk

e Statins are recommended first line agents, with a view to combination therapy if needed
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IF 40% REDUCTION OF NON-HDL-C NOT ACHIEVED,
OFFER HIGH INTENSITY STATINS

EXTENT OF LIPID LOWERING WITH AVAILABLE THERAPIES

Approximate reduction in LDL-C
Statin dose mg/day ) 10 20 40
Fluvastatin 21% 27%
Pravastatin 20% 24% 29%
Simvastatin

Atorvastatin

Rosuvastatin

Atorvastatin + Ezetimibe 10mg

Low intensity statins will produce an LDL-C reduction of 20-30%
] Medium intensity statins will produce an LDL-C reduction of 31-40%
] High intensity statins will produce an LDL-C reduction above 40%

Bl Simvastatin 80mg is not recommended due to risk of muscle toxicity



DOUBLING THE DOSE WITH STATINS
DOES NOT DOUBLE THE EFFECT ON LDL-C REDUCTION?

& Dose reqwred to redycg serum LDL-C "y “Rule of 6”
concentrations to a similar degree ‘
varies substantially among statins \
: : : \
¢ Response to dose increases is not . i
proportional TS
@ In general, doubling the dose above kR aholosterct wiih stuin
the minimal effective dose, ~50+
decreases serum LDL-C
concentrations by an additional 6%
0 . . . ~75 T T T T T T T 1
& Maximal reduction in serum LDL-C 0 20 40 60 80
concentrations induced by statin RIRGR ey

treatment ranges from 24-60% Adapted from Knopp R. 1999.

1. Knopp RH. New EnglJ Med 1999;341:498-511.



Increased Risk of new Onset Diabetes

e Patients on statin treatment have been shown to
exhibit an increased risk of dysglycaemia and
development of T2D

e Several studies have shown that thisis a
consistent, dose-related effect.

e A minor, not clinically relevant elevation of HbAlc
has also been observed.

e The NNH has been estimated as 255 over 4 years St g e
of statin treatment

Law M, Rudnicka AR. Statin safety: a systematic review. Am ] Cardiol 2006;97:52C60C.
Sattar N, Preiss D, Murray HM et al. 2010. Statins and risk of incident diabetes: a collaborative meta-analysis of randomised statin trials. Lancet 375:735742.
Swerdlow DI, Preiss D, Kuchenbaecker KB, Holmes MV et al. HMGcoenzyme A reductase inhibition, type 2 diabetes, and bodyweight: evidence from genetic analysis and

randomised trials. Lancet 2015;385:351361.



Lipoprotein(a)

e Lp(a)is an independent risk factor for both CVD and calcific aortic valve stenosis, as elevated
Lp(a) levels contribute to atherogenesis, thrombosis, and inflammation

e Elevated Lp(a) levels are largely genetically determined, with an autosomal codominant
inheritance, unlike LDL-C, Lp(a) levels are not significantly affected by lifestyle choices or statins

e Heart UK consensus statement

e Consider checking Lp(a) levels:
o a personal or family history of premature ASCVD (<60 years)
o FH, or another genetic dyslipidaemia

o calcific aortic valve stenosis
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“There is no such thing as a sudden
heart attack. It takes years of
preparation”

ANoONyMous
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Management of hyperglycaemia in type 2 diabetes, 2022,
A consensus report by the American Diabetes Association (ADA)
and the European Association for the Study of Diabetes (EASD)

Melanie J. Davies ' [ - Vanita R. Aroda® @ - Billy 5. Collins* 1 - Robert A. Gabbay® @ - Jennifer Green® -
Misa M. Maruthur? @ - Sylvia E. Rosas® 3 - Stefano Del Prato® @ - Chantal Mathieu ' (3 - Geltrude Mingrone %' 5 .
Peter Rossing'*"* (3 - Tevetalina Tankova'® - Apostolos Tsapas™'®( - John B. Buse'* @

Recei 2 August 2022 / Accepted: 18 August 2022
American Diabetes Assoclation and the Eurapean Assoclztion for the Study of Diabetes 2022

Abstract
The American Diabetes Association and the European Association for the Study of Disbetes convened a panel to update the
previous consensus statements on the management of hyperglycaemia in type 2 diabetes in adults, published 5 and last
9. The target audience is the full spectrum of the professional healthcare team providing disbetes care in the TUSA
and Europe. A systematic examination of publications sinc: 18 informed new recommendations. These include additional
I determinants of health, the healthcare system and physical activity behaviours including sleep. There is a greater
weight management as part of the holistic approach to diabetes management. The results of iovascular and
ng sodium-glicose cotransporter-2 inhibitors and gl -like peptide-1 receptor agonists,
i assessment of subgroups, inform broader recommendations for cardiorenal protection in people with diabetes at high
of candiorenal disease. After a summary listing of consensus recommendations, practical tips for implementation are
provided.

Keywords Cardiovascular disease - Chronic kidney disease - Glucose-lowering therapy - Guidelines - Heart failure - Holistic
care - Person-centred care - Social determinants of health - Type 2 diabetes mellitus - Weight management

Abbreviations
BGM Blood glucose monitoring
CGM Continuous glucose monitoring
CSII Continuous subcutaneous ins infusion
CVOT Cardiovascular outeomes tral
DEA Diabetic ketoacidoss
DPP-4i Dipeptidyl peptidase-4 inhibitors
DSMES Diabetes self-management education and
support
Group. WRA, BSC, R/ Estimated treatment difference
neasbers fir ADA. SOV, Glucose-dependent insulinotropi peptide
Glucagon-like peptide-1 recepior agonis
and approved b
its Professional Pra . an for heart failure
] se cardiovascular events
Medical nutrition therapy
Non-aleoholic fatty liver disease
NASH Non-aleoholic steatohepat
SGLTIi Sodium-glucose cotransporter-1 inhibitor
Extended suthor information available on the last page of the article

@) Springer

Davies MJ, et al. Diabetes Care. 2022;45(11):2753-2786.



IMPORTANCE OF 24-HOUR PHYSICAL BEHAVIOURS FOR TYPE 2 DIABETES

SITTING/BREAKING UP PROLONGED SITTING SWEATING (MODERATE-TO-VIGOROUS ACTIVITY)

Limit sitting. Breaking up prolonged sitting (every 30 min) with short «  Encourage >150 min/week of moderate-intensity physical activity
regular bouts of slow walking/simple resistance exercises can (ie. uses large muscle groups, rhythmic in nature) OR 275 min/
improve glucose metabolism. week vigorous-intensity activity spread over >3 days/week,
with no more than 2 consecutive days of inactivity.
ﬁ'ﬁ? Supplement with two to three resistance,
flexibility and/or balance sessions.
« As ittle as 30 min/week of moderate-
STEPPING intensity physical activity improves
« Anincrease of only 500 2 metabolic profiles.
steps/day is associated
with 2-9% decreased
risk of cardiovascular > -
morbidity and all- s NING > Physical functionlfrailty/
cause mortality. . / \ W sarcopenia
A5 to 6 min brisk « The frailty phenotype in
intensity walk per type 2 diabetes is unique,
day equates to ~4 years' often encompassing
greater life expectancy. obesity alongside physical

@ frailty, at an earlier age.
The ability of people
2 HOURS with type 2 diabetes

to undertake simple
SLEEP functional exercises in

Aim for consistent, k middle-age is similar to that
uninterrupted sleep, in those over a decade older.
even on weekends.

Suanity ~Long ) CHRONOTYPE LEEP QUALITY
and short (<6h) sleep SLEEP QU

durations negatively
impact o, STRENGTHENING

influenced by the increased prevalence SLEEP QUANTITY the person's own body weight or works against
of insomnia, obstructive sleep apnoea and a resistance) also improves insulin sensitivity and
restless leg syndrome in people with type 2 diabetes glucose levels; activities like tai chi and yoga also
Chronotype - Evening chronotypes (i.e. night owl: go to bed late and encompass elements of flexibility and balance.

get up late) may be more susceptible to inactivity and poorer glycaemic levels vs
morning chronotypes (i.e. early bird: go to bed early and get up early).

Quality - Irregular sleep results 7 iz o
@ in p:ggrgly;,mic m:(s. likely Resistance exercise (i.e. any activity that uses

Physical function Depression Quality of life
[ o *

¥ ¢

¥ b o

¥

STRENGTHENING
ADEQUATE SLEEP DURATION

GOOD SLEEP QUALITY
CHRONOTYPE/CONSISTENT TIMING

IMPACT OF PHYSICAL BEHAVIOURS ON CARDIOMETABOLIC HEALTH IN PEOPLE WITH TYPE 2 DIABETES

/! Higher levels/impravement (physical function, quality of life); b Lower levels/improvement (glucosefinsulin, blood pressure, HbA,, lipids, depression); @ nodata available;
/I Green arrows = strong evidence; = medium strength evidence; ™ Red arrows = limited evidence.




STRENGTHENING
ADEQUATE SLEEP DURATION

GOOD SLEEP QUALITY
CHRONOTYPE/CONSISTENT TIMING

IMPACT OF PHYSICAL BEHAVIOURS ON CARDIOMETABOLIC HEALTH IN PEOPLE WITH TYPE 2 DIABETES

A Higher levels/improvement (physical function, quality of life): J Lower levels/improvement (glucosefinsulin, blood pressure, HbA, , lipids, depression); &
A Green arrows = strong evidence; = medium strength evidence; T* Red arrows = limited evidence.
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Hypertension: the most important preventable risk factor

for cerebrovascular disease

Naeem Dean « Ashfaq Shuaib
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NICE NG136 2019

 Diagnosis of hypertension: clinic BP 2140/90mmHg or HBPM
average 2135/85mmHg

« Check for end-organ damage (fundoscopy, urinalysis, renal function & ECG),
calculate 10y and/or lifetime CV risk (e.g. QRISK3) & assess co-morbidities

* NICE recommends considering antinypertensive therapy in addition
to lifestyle advice for all <80 years with persistent stage 1
hypertension and a 10-year CVD risk of 210%

« Stage 1 hypertension clinic BP 140/90-159/99mmHg & HBPM daytime
average 135/85-149/94mmHg

* It is possible to blunt or stop the progression of stage 1
hypertension through lifestyle modifications alone




Hypertension: Lifestyle Advice

* Weight loss 5kg in those living with overweight or obesity
— |BP by 4.4/3.6 mmHg
— Each kg of weight loss |SBP 1-2.4 mmHg

 Alcohol consumption within recommended limits (14 units for men &
women)

— |BP by 4/2.5 mmHg

* Physical activity: strengthening exercises, moderate & vigorous intensity
activity
— |BP by 7.5/4.5 mmHg

— SBP-lowering effect of exercise among hypertensive populations similar to some
antihypertensive meds



BM Journals

British Journal of

Sports Medicine

* Weightloss 3~
— |BP by 4.4/3
— Each kg of we

 Alcohol cons
women)

— |BP by 4/2.5
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How does exercise treatment compare with antihypertensive
medications? A network meta-analysis of 391 randomised controlled
trials assessing exercise and medication effects on systolic blood
pressure  free

L

I

Huseyin Naci ', Maximilian Salcher-Konrad ', @ Sofia Dias 2 *, Manuel R Blum#- 5+ ¢, Samali Anova Sahoo 7, David

Nunan @, John P A loannidis - ¢- ¢
Correspondence to Dr Huseyin Nacl, Department of Health Policy, London School of Economics and Political Science, London WC2A ZAE,
UK; H.Naci(@lse.ac.uk

Abstract

Objective To compare the effect of exercise regimens and medications on systolic blood pressure (SBP).
Data sources Medline (via PubMed) and the Cochrane Library.

Eligibility criteria Randomised controlled trials (RCTs) of angiotensin-converting enzyme inhibitors (ACE-I), angiotensin-2
receptor blockers (ARBs), B-blockers, calcium channel blockers (CCBs) and diuretics were identified from existing Cochrane
reviews. A previously published meta-analysis of exercise interventions was updated to identify recent RCTs that tested the SBP-
lowering effects of endurance, dynamic resistance, isometric resistance, and combined endurance and resistance exercise
interventions (up to September 2018).

Design Random-effects network meta-analysis.

Outcome Difference in mean change from baseline SBP between comparator treatments (change from baseline in one group
minus that in the other group) and its 95% credible interval (95% Crl), measured in mmHg.

Results We included a total of 391 RCTs, 197 of which evaluated exercise interventions (10 461 participants) and 194 evaluated
antihypertensive medications (29 281 participants). No RCTs compared directly exercise against medications. While all medication
trials included hypertensive populations, only 56 exercise trials included hypertenswe partlmpants (=140 mmHg) corresponding to

3508 indivi and incomnlete

— |BP by 7.5/4

For autl
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— SBP-lowering effect of exercise among hypertenswe populations similar to some

antihypertensive meds
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The association between daily step count
and all-cause and cardiovascular mortality:
a meta-analysis
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Aims There is good evidence showing that inactivity and walking minimal steps/day increase the risk of cardiovascular (CV) disease
and general ill-health. The optimal number of steps and their role in health is, however, still unclear. Therefore, in this meta-
analysis, we aimed to evaluate the relationship between step count and all-cause mortality and CV mortality.

Methods We systematically searched relevant electronic databases from inception until 12 June 2022. The main endpoints were all-

and results cause mortality and CV mortality. An inverse-variance weighted random-effects model was used to calculate the number of
steps/day and mortality. Seventeen cohort studies with a total of 226 889 participants (generally healthy or patients at CV
risk) with a median follow-up 7.1 years were included in the meta-analysis. A 1000-step increment was associated witha 15%
decreased risk of all-cause mortality [hazard ratio (HR) 0.85; 95% confidence interval (Cl) 0.81-0.91; P < 0.001], while a 500-
step increment was associated with a 7% decrease in CV mortality (HR 0.93; 95% Cl1 0.91-0.95; P < 0.001). Compared with
the reference quartile with median steps/day 3867 (2500—6675), the Quartile 1 (Q1, median steps: 5537), Quartile 2 (Q2,
median steps 7370), and Quartile 3 (Q3, median steps 11 529) were associated with lower risk for all-cause mortality (48,
55, and 67%, respectively; P < 0.05, for all). Similarly, compared with the lowest quartile of steps/day used as reference [me-
dian steps 2337, interquartile range 1596—4000), higher quartiles of steps/day (Q1 = 3982, Q2 = 6661, and Q3 = 10413)
were linearly associated with a reduced risk of CV mortality (16, 49, and 77%; P < 0.05, for all). Using a restricted cubic
splines model, we observed a nonlinear dose-response association between step count and all-cause and CV mortality
(Proniineraty < 0.001, for both) with a progressively lower risk of mortality with an increased step count.

Conclusion This meta-analysis demonstrates a significant inverse association between daily step count and all-cause mortality and CV mor-
tality with more the better over the cut-off point of 3867 steps/day for all-cause mortality and only 2337 steps for CV mortality.

* Corresponding author. Tel/Fax: +48 422711124 , Email: macie} umed lodzpl, ibadetebyty com

© The Author(s) 2023. Published by Oxford University Press on behalf of the European Society of Cardiology.

This is an Open Access article distributed under the terms of the Creative Commans Attribution License (https:/icreativecommons.org/licenses/byi4.01), which permits unrestricted reuse,
distribution, and reproduction in any medium, provided the original work s properly cited.
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 The more steps the better!
» Benefits noted up to 20,000 steps
daily

 Each 1000-step increment =
15% all-cause mortality

« Each 500-step increment = B8 7%
CV mortality

» 3867 steps daily required to [l all-
cause mortality

» 2337 steps daily required to [l CV
mortality



Hypertension: Lifestyle Advice

* Lower salt
—<6g aday |BP by 5.4/2.8 mmHg. NB 5¢g salt = 2.4g sodium = 1 tsp
— Avoid soluble/effervescent/dispersible meds NB aspirin 75mg disp ok

* Also consider DASH diet NEJM 2001
— |BP by 11/5.5 mmHg (comparable to antinypertensives!)

* Increase potassium in diet to 3.5-5g. |BP by 3.5/2 mmHg
— Tomato juice, bananas, potatoes, avocado, spinach, salmon, eggs



- Lower salt. =8
—<6g a day e

— Avoid sol 4_5

servings per day
of vegetables

4-5

servings per week of

nuts, seeds, legumes 1 tS p
lisp ok
® Less thanG p

servings per day of
lean meat, poultry, fish

* Also consic
— |BP by 1

4-5.

servings per day
of fruits

® Less than 5

servings per week

of sweets
* Increase pt
—Tomato jt 2.3

i day of 2-3 ggs
servings per day o

servings per day
fat-free or low-fat dairy 3— of fats and oils

Source: National Heart, Lung and Blood Institute

The DASH diet (Dietary Approaches to Stop Hypertension) has been shown to help lower blood pressure and
prevent heart disease, stroke, diabetes and even some forms of cancer. It focuses on eating more fresh fruits UKHealthCare

and vegetables. ; >
Gill Heart Institute
This is a guide to how much of each food group you should eat every day, based on eating 2,000 calories per day.

5-5998
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Lifestyle Changes for

Managing Hypertension

Medscape # uk X. Guidelines

Pri,m,and care Hacks

Author: Dr Kevin Fernande, GP Partner, North Berwick Health Centre; Content Advisor, Medscape Global and UK. Email: kernando@webmd.net

Aleohol Curent UK g
Conaumption!'l and men

Caffeine, Tea, and i een drinking tea and ¢
Energy Drinksi = its for BF i

DASH (Dietary
Approaches to Stop
Hypertension]#

Maintaining a
Healthy Weight?#
iew and meta-ana
istarice training
Adults should aim
* engage in stre:
Physical Activity!+" back, ab:
* engag
vigorous-intensity activity per wesk
* spr
* reduce

Potassium Intake  Be aware of ind r
suld be indwidualised: those with advanced
arter

Salt substitutes =

Salt Intake suitable for all. 5

Smoking Cessation
(and E-cigarettes)

BIH5=British and Irish Hypertension Saciety; BJGP=British Journal

CVD=cardiovascular disease; DASH=dietary approaches to stop hypertersion:

Notes
* The 2 ]
¢ The effe: implementing these modifications are of

Effect Effect on
SYoD B (mmiig) | Diastol BP (mmrig)

Unclear

ed over alternative
A recent network
meta-analyss suggested

the SBF-lowering effect of

opulations appears
samdar to that of commao

saty of Cardiology; SBP=systolic blood pressurs.

lifestyle changes for managing elevated BF and hyperte
ual, and combinations of tw more] lifestyle modi i

# For comparsan, the average SBP reduction 1 one antihypertensive drug is 12.5-15.5 mmHg"" and around two-thirds of individuals with yperbension cannat be

controlled ¢ il @ fwo or mare ant
= ;

ents from different drug classes

mation for supporting those with—and healthcare professionals managing patients with—hypartansion, induding home BF




ening &
Jch if you
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