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Cardiovascular disease 

● Cardiovascular disease causes around a 25% of all deaths in the UK,1 placing 

a considerable financial burden on the NHS and wider society2

○ 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 years3

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

○ Common co-morbidities of T2DM, such as hypertension and CKD, further elevate CV risk 

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

















Primary Prevention of CVD in Primary Care

Consider life story 
and optimise 

lifestyle choices

Systematic risk 
assessment and 

stratification using 
a CVRM approach

Simplify and 
individualise lipid 
management in 

primary care

Multidisciplinary 
team-based care

Address social 
determinants and 
health inequalities

Ongoing 
monitoring and 

follow-up
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‘The good physician 
treats 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 

care & reduced 
fragmentation in a single 

integrated approach

Individualised, holistic care 
with improved person 

experience and outcomes

Promotes prevention and 
early intervention

Improved health system 
efficiency and reduced 

healthcare costs

Optimisation of workflow 
allowing better use of staff 

time and resources

Greater satisfaction, 
supports reimbursement of 

LTC care and strengthens 
financial sustainability



WHY IS LIPID MANAGEMENT SO IMPORTANT 
IN CVD PREVENTION?

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

● Lifestyle interventions are fundamental in 

managing CV risk and cholesterol levels, and in 

promoting overall CV health over and above 

cholesterol

● Heart UK resources

● 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



Secondary causes of hyperlipidaemia should be 

excluded before considering lipid lowering therapy

LLT, lipid-lowering therapy.

1. Stone NJ. Med Clin North Am 1994;78:117–141.

Hypothyroidism

Type 2 diabetes

Key secondary causes of 

hyperlipidaemia should 

be excluded prior to 

treatment with any LLT.

These include…1

Excessive alcohol 

consumption

Medication

(e.g. steroids,

beta-blockers)

ObesityChronic kidney disease



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

comorbidities

● In 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.*1



NICE Guidelines: Key points

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

○ 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).

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

CVD

● Use the QRISK3 tool for people with type 2 diabetes aged between 25 and 84

○ Consider using a lifetime risk tool such as QRISK3-lifetime particularly for people with a 10-year 

QRISK3 score less than 10%, and people under 40 who have CVD risk factors

● Obtain a full lipid profile (doesn’t need to be fasted) 

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

● Any statin at any dose reduces CVD risk



Tools to calculate risk



NICE Guidelines: Targets

● Primary prevention: Atorvastatin 20mg if QRISK >10% (aged 84 years and younger) and aim for a 

>40% reduction in non-HDL cholesterol.

○ Do not rule out treatment just because 10-year QRISK3 score is <10%

○ Consider increasing the statin intensity/dose if not currently taking a high-intensity statin at the 

maximum tolerated dose

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

cholesterol levels of <2.6mmol/l

○ 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

○ If LDL-C target is 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



ESC/EAS risk-based targets 



ESC Guidelines – Key Points: LDL

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

effect

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

● 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.

● 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

● Statins are recommended first line agents, with a view to combination therapy if needed





IF 40% REDUCTION OF NON-HDL-C NOT ACHIEVED, 
OFFER HIGH INTENSITY STATINS



DOUBLING THE DOSE WITH STATINS 

DOES NOT DOUBLE THE EFFECT ON LDL-C REDUCTION1

Dose required to reduce serum LDL-C 
concentrations to a similar degree 
varies substantially among statins

Response to dose increases is not 
proportional

In general, doubling the dose above 
the minimal effective dose, 
decreases serum LDL-C 
concentrations by an additional 6%

Maximal reduction in serum LDL-C 
concentrations induced by statin 
treatment ranges from 24–60%

1. Knopp RH. New Engl J Med 1999;341:498–511.

Adapted from Knopp R. 1999.

“Rule of 6”



Increased Risk of new Onset Diabetes

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

• Several studies have shown that this is a 
consistent, dose-related effect.

• A minor, not clinically relevant elevation of HbA1c 
has also been observed.

• The NNH has been estimated as 255 over 4 years 
of statin treatment

Law M, Rudnicka AR. Statin safety: a systematic review. Am J 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.

Elderly

More potent 
statins and 

higher doses

Higher Risk

Obesity/Insulin 
Resistance



Lipoprotein(a)

● 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

● 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

● Heart UK consensus statement

● Consider checking Lp(a) levels:

○ a personal or family history of premature ASCVD (<60 years)

○ FH, or another genetic dyslipidaemia

○ calcific aortic valve stenosis







“There is no such thing as a sudden 

heart attack. It takes years of 

preparation”

Anonymous



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









NICE NG136 2019

• Diagnosis of hypertension: clinic BP ≥140/90mmHg or HBPM 
average ≥135/85mmHg
• 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 antihypertensive therapy in addition 
to lifestyle advice for all <80 years with persistent stage 1 
hypertension and a 10-year CVD risk of ≥10%
• 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
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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 =  7% 

CV mortality

• 3867 steps daily required to  all-

cause mortality

• 2337 steps daily required to  CV 

mortality



Hypertension: Lifestyle Advice

• Lower salt

– <6g a day ↓BP by 5.4/2.8 mmHg.  NB 5g 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 antihypertensives!)

• Increase potassium in diet to 3.5-5g. ↓BP by 3.5/2 mmHg 

– Tomato juice, bananas, potatoes, avocado, spinach, salmon, eggs 
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Thank you for listening & 

please get in touch if you 

have any questions

kevinfernando@doctors.org.uk

@drkevinfernando

Kevin Fernando
 

mailto:kevinfernando@doctors.co.uk
mailto:nfernando@doctors.org.uk

	Slide 1
	Slide 2: Kevin Fernando FRCGP FRCP Edin. FAcadMEd MSc Diabetes
	Slide 3: Disclosures 2024/5
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8: Cardiovascular disease 
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16: Primary Prevention of CVD in Primary Care
	Slide 17
	Slide 18: Unified long-term condition reviews in primary care
	Slide 19
	Slide 20: Lifestyle Interventions
	Slide 21: Secondary causes of hyperlipidaemia should be excluded before considering lipid lowering therapy
	Slide 22: Sustained LDL-C lowering is even more important in patient with other comorbidities
	Slide 23: NICE Guidelines: Key points
	Slide 24: Tools to calculate risk
	Slide 25: NICE Guidelines: Targets
	Slide 26: ESC Guidelines
	Slide 27: ESC/EAS risk-based targets 
	Slide 28: ESC Guidelines – Key Points: LDL
	Slide 29
	Slide 30
	Slide 31
	Slide 32: Increased Risk of new Onset Diabetes
	Slide 33: Lipoprotein(a)
	Slide 34
	Slide 35
	Slide 36: “There is no such thing as a sudden heart attack. It takes years of preparation”
	Slide 37
	Slide 38
	Slide 39
	Slide 40
	Slide 41: NICE NG136 2019
	Slide 42: Hypertension: Lifestyle Advice
	Slide 43: Hypertension: Lifestyle Advice
	Slide 44
	Slide 45: Hypertension: Lifestyle Advice
	Slide 46: Hypertension: Lifestyle Advice
	Slide 47
	Slide 48
	Slide 49: Thank you for listening & please get in touch if you have any questions

