











Risk Factors for Hypertension

., Race — more common in blacks

, Genetics - hypertensive parents
. Elevated sodium intake

. EXcessive alcohol intake

. Obesity

. Dyslipidemia

., Certain personality traits — hostile or impatient
. Renal disease

. Oral contraceptives

. Thyroid disorders

. Sleep apnea syndrome




Hypertension — Why Treat It?

= Remains the major risk factor for
premature cardiovascular disease

m Increases the risk of heart failure

® Most common and important risk factor
for stroke

= Most important risk factor for
intracerebral hemorrhage

m Significant risk factor for chronic kidney




Benefit of BP Control

m 35-40% reduction in stroke
incidence

m 20-25% reduction in MI incidence
m >50% reduction in heart failure

m Optimal BP control (<130/80) could
prevent approximately half of
coronary heart events




Appropriate BP Measurement

Seated position with feet on the ground and
feet supported

Sit quietly without talking for minimum of five
minutes before measurement begins

Appropriate cuff size is mandatory
BP cuff at heart level

Record BP in the arm with the highest
measurement

Record the average of several measurements

= Diagnosis of hypertension based on multiple
measurements at separate doctor visits and
home measurements unless markedly elevated
initially




Treatment of Hypertension

= Initial workup to include
consideration of secondary causes

m Non-pharmacologic therapy
s Pharmacologic Therapy




Initial Workup

History and physical examination
CBC

Electrolytes and renal function
Fasting lipid profile

U/A

CXR

ECG

m Special studies as directed by above
routine screening studies




Non-Pharmacologic Therapy

m Moderate sodium restriction
m DASH diet
s Weight reduction in the obese

= Avoidance of excessive alcohol
intake — maximum of two drinks
daily for men and one drink for
women

m Aerobic exercise regimen
m Smoking cessation




DASH Diet

m Diet rich in fruits and vegetables

m Use of 4-5 servings of fruit daily

m Use of 4-5 servings of vegetables

m Use of 2-3 servings of low-fat dairy
m Less than 25% fat

m 11.4/5.5 fall in BP with patients on this
diet who had hypertension

m Sodium restriction further enhances the
BP lowering effect of this diet




Pharmacologic Therapy

m Target for BP is <140/90 in otherwise
healthy patients

m Target of <130/80 in patients with renal
disease, diabetes, heart disease and
certain other diagnoses

= Reaching target goal is critical to
achieving the full benefit of hypertension
therapy

s The majority of patients will require
multiple medications to achieve their
target goal




Choice of BP Medication

= Based on physician preference and co-
morbidities of each individual patient

= A thiazide diuretic is usually part of a
multi-drug regimen

m Use of “poly-pills” can reduce the total
pill burden and the number of co-pays
required each month

= Many patients require 3 or 4 medications
to reach their target BP




Important Considerations

The patient must participate in control of their
BP if long term success is to be the goal

Home BP monitoring allows more patients to
reach their target BP and can prevent
unnecessary treatment of white coat
hypertension

Careful titration and dialogue involving both
the patient and the doctor is required for
sustained success in BP control

Non-pharmacologic measures can reduce the
need for multi-drug regimens and can reduce
the side effects of the medications

Diagnosis is the first step in preventing the
long term complications of hypertension!




Dyslipidemia and CVD

m There is a direct
relationship

between lipid levels
and the risk of CVD

Reducing LDL
cholesterol reduces
cardiac events in

. 200 250 300 350
mOdel'ate and hlgh Plasma cholesterol, mg/dL
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Introduction to Lipids

LDL - low density lipoprotein, the primary
target for lipid lowering therapy

HDL - high density lipoprotein, the “protective”
lipoprotein, a low HDL level is an independent
risk factor for the development of CVD

Non-HDL cholesterol — important secondary
target in lipid therapy

TG — high levels are associated with an
increased risk of CVD

TC/HDL ratio — greater predictive value for CVD
than TC or LDL alone

Lipid profile must be obtained after a 12-14
hour fast




Risk Assessment Prior to
Treatment
s Must be performed to determine

who needs drug therapy and what
the target LDL is for each patient

m Assess for CHD

m Assess for CHD equivalents

m Assess for major CHD risk factors




Risk Assessment

CHD Equivalents Major CHD Risks

Diabetes mellitus Smoking

Carotid disease Hypertension

PAD Low HDL

AAA Positive FH
Multiple risk factors Age (<45 men, <55




Causes of Secondary
Dyslipidemia

= Diabetes

m Hypothyroidism

m Obstructive liver disease
= Chronic renal failure

s Drugs (progestins, anabolic
steroids, corticosteroids etc.)



Lipid Therapy Target Goals

LDL Level at LDL Level at
Which to Initiate Which

Therapeutic to Consider
Lifestyle Changes Drug Therapy

(TLC) (mg/dL) (mg/dL)

LDL Goal
Risk Category (mg/dL)

CHD or CHD Risk
Equivalents
(10-year risk

>20%)

>130
>100 (100-129: drug
optional)

10-year risk 10—
2+ Risk Factors 20%: 2130
(10-year risk
<20%) 10-year risk
<10%: 2160

>190
(160-189: LDL-
lowering drug
optional)

0-1 Risk Factor




Target Goal LDL <70 in
Selected Cases

= Diabetes
m Continued tobacco use
m Recent cardiac or cerebral event

s Metabolic syndrome

s Multiple uncontrolled risk factors




Therapy for Dyslipidemia

m Mediterranean diet
m Increase physical activity

m Medications — tailored to the
individual patient’s lipid profile and
risk status




Mediterranean Diet

m Associated with marked reduction
in CVD mortality

s High in fruits, whole grains, nuts,
beans, seeds

m Use of olive oil

s Limited amounts of fish, poultry,
and dairy products

m Little or no red meat




Exercise and Lipids

s Raises HDL cholesterol
m Lowers triglycerides

m Variable effect on LDL and total
cholesterol

s Beneficial for other risk factors that
are additive to dyslipidemia in the
development of CVD




Lipid Lowering Medications

m Statins

m Niacin

m Fibric acid derivatives

m Cholesterol absorption inhibitors

The drug of choice depends on the lipid
profile of the individual patient and
patient tolerance. Multiple drugs are
often required for ideal therapy.




Most effective class
in lowering LDL
cholesterol

Best tolerated class
of lipid lowering meds

Lower LDL by up to
60%

Statin choice based
on insurance and
starting point/target
goal for LDL

Approximate reduction in LDL, percent

] Rosuvastatin

/ Atorvastatin

-y Simvastatin

_J Lovastatin
4 Pravastatin
- Fluvastatin

Total daily dose, mg




Smoking & CV disease:
Surgeon General’s Report May 2004

m 438,000 deaths per year- still the #1
cause of preventable death in the US.

= Almost 1 of S deaths in this country.

= We lose more Americans in a day from
smoking than we lose each year in Iraq.

m Reduces lifespan of the average
smoker by:
m 13.2 years for males
= 14.5 years for females




Deaths Attributed to Smoking

Heart Disease

Stroke
COPD /
Other

Other Cancers -

Secondhand
Smoke

Lung Cancer

Only 1 in 3 is from cardiovascular disease.

Morbird Mortal Wkly Rep 2003;52:842-4.




Mortality Among Women
Nurses’ Health Study
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Kenfield SA, et al. JAMA 2008:299:2037-47.




Smoking and CVD

s Independent major risk factor for
all forms of cardiovascular disease

m 2.5X increase in CAD
m 3X increase in stroke
s 7.3X increase in PVD




Smoking in CVD Patients

m Increased risk of recurrent MI and
death after initial MI

m Increased risk of death and need for
repeat intervention after CABG

m Increased risk of death and repeat
intervention after angioplasty

m Increased risk of hospitalization,
MI, and death, in patients with
history of CHF




CV Effects of Smoking

m Vasoconstriction and vasospasm
m Increased risk of clotting
m Reduces oxygen content of blood

s Promotes coronary plaque
formation and rupture

m Increased incidence of cardiac
arrhythmias




Benefit of Smoking Cessation

= Rapid decline in risk of CV events after
smoking cessation with blood being less
thrombotic within hours of smoking
cessation

m Excess risk of MI reduced 80% within
one year

= Relative risk of recurrent cardiovascular
event near that of non-smoker by 36
months of smoking cessation




Risks of Secondhand Smoke

m Living with a smoker:
= Increases risk of CAD death 30-57%.

= Doubles the risk of stroke.

= Increases risk of COPD 55%, in
children by 70%.

m Increases risk of middle ear infections
in pre-school age children by 20%.

= Children later on more likely to
smoke, heavier, higher blood pressure,
more heart attacks and lung cancer.




Risks of Secondhand Smoke

= Death = 38,000/year
= Lung cancer = 3423-8866
s Cardiac-related = 22,700-69,600
= Sudden Infant Death Syndrome = 430

m Illness

Low birth-weight or pre-term 24,300-71,900
deliveries cases

Childhood asthma 202,300 episodes

Childhood lower respiratory 150,000-300,000
infections cases

Childhood middle ear infections 789,700 cases




Medical Assistance in
Quitting Smoking

m Nicotine replacement — gum,
patches, lozenges, nasal spray, and
inhalers

m Buproprion SR - Wellbutrin SR,
Zyban

m Varenicline — Chantix

= Alabama Tobacco Quitline
= 1-800-QUIT-NOW
= www.smokefree.gov




Societal Cost of Smoking

= $204 billion- CDC estimate

= $76 billion in medical expense
= $98 billion in lost productivity

m $220,000 estimated lifetime cost to
the individual -Duke economist

m Clean Indoor Air legislation
decreases the risk of heart attacks
and acute coronary syndromes by




Diabetes and CVD

m Marked increase in cardiovascular
risk in diabetics

m Diabetics present earlier in life with
CVD and the disease is more diffuse

s Diabetics are more likely to have
silent ischemia and silent MI’s

s Diabetes is often present with




Type 2 Diabetes and CHD 7-Year
Incidence of Fatal/Nonfatal MI (East
West Study)

P<0.001 P<0.001
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CHD=coronary heart disease; Ml=myocardial infarction; DM=diabetes mellitus.
Haffner SM et al. N Engl J Med. 1998;339:229-234.




Type 2 Diabetes: A1C Predicts
CHD

CHD Mortality Incidence All CHD Events Incidence

(%) in 3.5 Years (%) in 3.5 Years

*
12

Low Middle Low Middle High
<6% 6-7.9% <6% 6-7.9% >7.9%

Al1C=hemoglobin A1C.

*P<0.01 vs lowest tertile.

**P<0.05 vs lowest tertile.

Adapted with permission from Kuusisto J et al. Diabetes. 1994;43:960-967.




Diabetes and CVD

= Data now available supporting intensive
therapy of DM Type I in reducing the
risk of CV events

m UK Prospective Diabetes Study involving
DM Type II suggested reducing the
HbA1C value by 1% was associated with
an 18% reduction in MI and a 15%
reduction in stroke

m Aggressive control of other CVD risk
factors is critical in the prevention of CV
complications in diabetics




Psychosocial Factors and CVD

s Depression is associated with
higher CV morbidity and mortality

s Chronic stress may play a role in
the development of CVD

m Anger trait linked to increased
cardiovascular risk

m Type A personality associated with




Alcohol and CVD

Moderate alcohol intake has a
cardioprotective effect

Higher levels of alcohol intake increase
the risk of cardiovascular events
especially stroke

= Excess alcohol intake clearly associated
with the development of hypertension

= Alcohol should be limited to 2 drink
equivalents per day in men and one
drink equivalent per day in women




Drug Use and CV Risk

m Cocaine use common cause of MI in
young people

m Crystal meth increasingly seen in
association with CV events

m Marijuana may be a rare trigger for
MI

m OCP use linked to CV events in
young women who are heavy
smokers




Obesity and CVD Risk

Obesity is defined as >20% above ideal body
weight

Obesity is associated with multiple other risk
factors for the development of CVD

Central obesity is of greatest risk — direct
correlation between waist size and
cardiovascular risk

Associated with increased risk of CHD, stroke,
CHF and death

Alabama is in the top seven states for obesity
24.5% of people in Alabama are obese
37.2% of people in Alabama are overweight




Obesity Trends™ Among U.S. Adults

(*BMI1 =30, or about 30 Ibs. overweight for 5’4" person)

1998
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Renal Disease and CV Risk

Strong independent risk factor for the
development of CVD

= May be considered a CHD risk equivalent

Presence of renal disease carries an adverse
prognosis in the setting of a MI or coronary
revascularization

CKD (chronic kidney disease) patients often
have atypical symptoms of CV disease

CVD is the most common cause of death in
patients with CKD

Critical to control the modifiable risk factors of
CVD in patients with CKD in order to lower
cardiovascular morbidity and mortality




Sedentary Life Style and CVD

m Strong correlation
between CV risk
and exercise

12% of all deaths
in US related to
lack of exercise

Sedentary life

Style doubles the Exercise Quit smoking No HTN No obesity Exercise and
risk of a cardiac e
event

ra K




Diet and Cardiovascular Risk

Fruit and vegetable intake inversely
related to cardiovascular risk

High fiber intake inversely related to
cardiovascular risk

Fish consumption associated with
lowering of cardiac event rate and
cardiac mortality

m Trans fat intake increases cardiac risk
whereas polyunsaturated and
monounsaturated fat intake decrease
risk




How to Lower Your CV Risk

s Know your BP! Make it your goal to
reach a BP of <140/90 through non-
pharmacologic means or medical
therapy if required. Remember — a
BP of 130/80 is the optimal goal
and even the minimal target for
certain people. For every 20/10
mmHg increase there is a doubling
of your CV mortality!!!




How to Lower Your CV Risk

s Know your lipid status and your
lipid goal. Reach your target LDL
cholesterol goal and non-HDL
cholesterol goal through diet and
exercise if possible but medical
therapy if required. Your major fear
should be a CV event — not the very
small risk of a side effect from a
medication!!!




How to Lower Your CV Risk

m Avoid tobacco in all forms -
especially smoking!
= If you smoke consider not only your

health but the health of your family
exposed to second hand smoke.

m Discuss the various options
available to aid in smoking
cessation with your physician.




How to Lower Your CV Risk

= Avoid the development of Type II
diabetes by maintaining as close to
possible your ideal body weight utilizing
both diet and exercise.

m Treat your diabetes aggressively. Discuss
your target HbA1C with your physician.

= If you have diabetes you must be
aggressive in controlling any other risk
factors for CVD that are present.




How to Lower Your CV Risk

s Understand that your personality
traits can affect your cardiac risk.
These can be modified!

s Moderate your alcohol intake - two
drink equivalents daily for men and
one for women.

m Avoid recreational drugs.

m Discuss your kidney function with
your physician.




How to Lower Your CV Risk

m Commit to a Heart Healthy diet
such as the Mediterranean Diet or a
similar version.

m Avoid fad diets — there is no short
cut to long term weight loss.

m Recent study in the NEJM notes
that the most important aspect of
the diet is the total caloric intake




How to Lower Your CV Risk

Set a goal of 30 minutes of aerobic activity five
days a week. This is a minimal goal for cardiac
fitness. More aerobic exercise will be required
for weight loss.

Discuss any vigorous exercise regimen with
your doctor if your are a male over 45 or a
female over S5 before you begin. This is
especially true for anyone with known CV
disease or multiple risk factors for CV disease.

Life is a marathon not a sprint! Set realistic
goals for exercise and stick to them over time.




Reasons to Lower Your CV
Risk!!!






