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Objectives

• In patients with hypertension, discuss the added 
impact of additional risk factors such as diabetes and 
tobacco use upon overall cardiovascular risk

• List and discuss current recommendations for 
screening for lipid disorders and diabetes mellitus

• List thresholds for pharmacological BP treatment and 
treatment goal for patients with type 2 diabetes

• Discuss new aspirin in primary prevention 
recommendations
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In patients with hypertension, discuss the 
added impact of additional risk factors 
such as diabetes and tobacco use upon 

overall cardiovascular risk
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In patients with hypertension, 
discuss the added impact of 
additional risk factors such as 
diabetes and tobacco use upon 
overall cardiovascular risk
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Assessing cardiovascular risk

Packard CJ et al. Vasc Pharmacol. 2015;71:37-39.
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Assessing cardiovascular risk

• Should quantify risk for ourselves and our 
patients

• It is less important which risk calculator you 
use, than just choosing one and using it 
regularly
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There are region specific calculators:

• United States: ACC/AHA ASCVD Risk Calculator 
(pooled cohort equation)

• Canada: Cardiovascular life expectancy model and 
Framingham Risk Score

• United Kingdom: JBS3 risk estimator 
• Western Europe : SCORE or JBS3 risk estimator
• China: China-PAR CVD risk calculator
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2019 ACC/AHA Guideline on the Primary 
Prevention of Cardiovascular Disease

Arnett DK, et al. JACC(2019)
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When we are thinking about an 
“integrated approach to CV 
risk management” the most 
important thing to remember is 
that:

Elevated blood pressure and 
blood cholesterol are not like 
pregnancy
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When we are thinking about an 
“integrated approach to CV 
risk management” the most 
important thing to remember is 
that:

Elevated Blood pressure and 
blood cholesterol are not like 
pregnancy

Blood pressure and blood 
cholesterol are continuously 
related to cardiovascular risk 
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Defining hypertension at an absolute 
threshold can be important, but I would 
urge you to think about hypertension as 
“the blood pressure level above which 
there would be substantial (or clinically 
significant) benefits from lowering 
blood pressure”

Similar logic has been applied to defining 
hyperlipidemia, particularly in more recent 
lipid guidelines

Lancet 2005; 365: 434–41
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1mmol/L = 38.67 mg/dL

Reference is:
Healthy 50 year-old woman
Total Cholesterol = 155mg/dL
HDL = 62 mg/dL

Lancet 2005; 365: 434–41 16



1mmol/L = 38.67 mg/dL

Reference is:
Healthy 50 year-old woman
SBP of 110 mm Hg
HDL = 62 mg/dL

Lancet 2005; 365: 434–41 17
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D'Agostino, AHJ 2000 19



Example from a recent clinic:
54 year-old white man with 
hypertension (not on medication)
Clinic sitting blood pressure: 144/73 mm Hg
Total Cholesterol: 205 mg/dL
HDL: 41 mg/dL
LDL: 145 mg/dL

No diabetes mellitus
Non-smoker
No statin
No aspirin
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Example from a recent clinic:
54 year-old white man with 
hypertension (not on medication)
Clinic sitting blood pressure: 144/73 mm Hg
Total Cholesterol: 205 mg/dL
HDL: 41 mg/dL
LDL: 145 mg/dL

Has type 2 diabetes mellitus
Smoker
No statin
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Arnett DK, et al. JACC(2019)
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List and discuss current 
recommendations for screening for 
lipid disorders and diabetes 
mellitus
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Lipid screening recommendations

Arnett DK, et al. JACC(2019) 27



Any role for advanced or additional 
lipid testing?
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Arnett DK, et al. JACC(2019)
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Screening and Testing for Prediabetes
and Type 2 Diabetes in Asymptomatic 
Adults

Diabetes Care 2019;42(Suppl. 1):S13–S28
30



1) Screening for prediabetes and type 2 diabetes with an informal assessment of 
risk factors
or validated tools should be considered in asymptomatic adults. 

2) Testing for prediabetes and/or type 2 diabetes in asymptomatic people 
should be considered in adults of any age who are overweight or 
obese(BMI >25kg/m2or >23 kg/m2 in Asian Americans) and who have one 
or more additional risk factors for diabetes.

3) For all people, testing should begin at age 45 years.

4) If tests are normal, repeat testing carried out at a minimum of 3-year intervals is 
reasonable.

5) To test for prediabetes and type 2 diabetes, fasting plasma glucose, 2-h plasma 
glucose during 75-g oral glucose tolerance test, and A1C are equally appropriate.

6) In patients with prediabetes and type 2 diabetes, identify and, if appropriate, 
treat other cardiovascular disease risk factors.

Diabetes Care 2019;42(Suppl. 1):S13–S28
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List thresholds for pharmacological 
BP treatment and treatment goal 
for patients with type 2 diabetes
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130 / 80 
mm Hg

140 / 90
mm Hg
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Diabetes Mellitus

COR LOE Recommendations for Treatment of 
Hypertension in Patients With DM

I

SBP:
B-RSR

In adults with DM and hypertension, antihypertensive drug 
treatment should be initiated at a BP of 130/80 mm Hg or 
higher with a treatment goal of less than 130/80 mm Hg. 

DBP:  
C-EO

I ASR
In adults with DM and hypertension, all first-line classes of 
antihypertensive agents (i.e., diuretics, ACE inhibitors, ARBs, 
and CCBs) are useful and effective. 

IIb B-NR
In adults with DM and hypertension, ACE inhibitors or ARBs 
may be considered in the presence of albuminuria. 

SR indicates systematic review.

ACC/AHA 2017 Guidelines

Whelton PK, et al. 2017 High Blood Pressure 
Clinical Practice Guideline 36



American Diabetes Association Guidelines

1) For patients with diabetes and hypertension, blood pressure 
targets should be individualized through a shared decision-making 
process that addresses cardiovascular risk, potential adverse 
effects of antihypertensive medications, and patient preferences.

2) For individuals with diabetes and hypertension at higher 
cardiovascular risk (existing ASCVD or 10-year ASCVD 
>15%), a blood pressure target of, 130/80 mmHg may be 
appropriate, if it can be safely attained.

3) For individuals with diabetes and hypertension at lower risk for 
cardiovascular disease (10-year ASCVD <15%), treat to a blood 
pressure target of 140/90 mmHg

Diabetes Care 2019;42(Suppl. 1):S13–S28 37



Are the changes in accordance with 
the available data?
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Are the changes in accordance with 
the available data?

New lower blood pressure thresholds driven 
by data from SPRINT

120 mm Hg SBP versus 140 mm Hg in 
non-diabetic patients

Stand in contrast to data from ACCORD-BP 
120 mm Hg SBP versus 140 mm Hg in 

diabetic patients
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New lower blood pressure thresholds driven 
by data from SPRINT

120 mm Hg SBP versus 140 mm Hg in 
non-diabetic patients

Stand in contrast to data from ACCORD-BP 
120 mm Hg SBP versus 140 mm Hg in 

diabetic patients

Are the changes in accordance with 
the available data?

Important points to remember:

1) SPRINT enrolled twice the number of participants as ACCORD-BP

2) SPRINT captured more CV events in its primary endpoint compared with ACCORD-
BP. The additional major adverse CV event category, acute decompensated heart 
failure is the most important of these. 

3) Heart failure accounted for 29% of all events observed in SPRINT and the difference 
in heart failure events between intensive and standard BP targets drove the primary 
end- point (hazard ratio 0.62, 95% confidence interval [CI] 0.45-0.84). 

4) In ACCORD-BP, heart failure was a secondary endpoint, and thus, ACCORD-BP's 
primary outcome included a higher proportion of CV events that are less sensitive to 
BP reduction

Laffin and Bakris. Diabetes Obes Metab. 2018;1–2
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Post hoc analyses
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Margolis KL, et al. Diabetes Care 
2014;37:1721–1728

Intensive BP or intensive 
glycemia treatment alone 

improved major CVD 
outcomes by 26% compared 

with combined standard 
treatment, without additional 
benefit from combining the 

two
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• 3957 (87%) surviving ACCORD BP Participants consented 
to post-trial follow-up of up to 60 months

• After 4.9 years of intensive BP-lowering, there was no 
reduction in the rate of CV events or mortality over a 
median follow- up of 8.8 years

• However, significant interaction (P = .03) in the intense 
glucose therapy group, with evidence of benefit for 
intensive BP-lowering in participants randomized 
to standard glycaemia therapy (hazard ratio 0.79, 
95% CI 0.65-0.96). 

American Heart Association 
Scientific Sessions, 2015 43
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Buckley LF, et al. Diabetes Care 
2017;40:1733–1738 45



Buckley LF, et 
al. Diabetes 

Care 
2017;40:1733

–1738
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Bottom line

• SPRINT provides the most contemporary RCT data 
for BP treatment targets, and demonstrates clear 
benefit for more aggressive blood pressure lowering. 

• Although it did not enroll patients with diabetes, its 
findings should be applied to patients with an 
elevated risk of cardiovascular disease, 
including patients with diabetes.

47



Discuss new aspirin for primary 
prevention recommendations
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Arnett DK, et al. JACC(2019)
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Examples of scenarios associated with 
an increased risk of bleeding include:
• History of previous gastrointestinal bleeding or peptic 
ulcer disease or bleeding from other sites 

• Age >70 years
• Thrombocytopenia 
• Coagulopathy
• Chronic kidney disease
• Concurrent use of other medications that increase 
bleeding risk, such as NSAIDs, steroids, direct oral 
anticoagulants, and warfarin
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“Prophylactic aspirin in primary-prevention 
adults >70 years of age is potentially 
harmful and, given the higher risk of 
bleeding in this age group, difficult to 
justify for routine use”

53
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Who are these “select” adults?

• Post-hoc study of older trials suggests that the 
benefit–risk ratio for prophylactic aspirin generally 
becomes more favorable at >10% estimated 10-year 
ASCVD risk 

• Relative benefits of aspirin, specifically in preventing 
nonfatal MI and perhaps stroke (with a trend to 
lower mortality), have been less evident in more 
recent trials

• In recent trials, the estimated ASCVD risk has 
generally exceeded the actual risk observed during 
follow-up

55
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Need to consider the totality of 
available evidence for ASCVD risk 

• This includes risk-enhancing factors such as,
• strong family history of premature ASCVD
• inability to achieve lipid or BP or glucose 
targets

• significant elevation in coronary artery 
calcium score or other elevated non-
traditional biomarkers

• Tailor decisions about prophylactic aspirin to 
patient and clinician preferences
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Thank you!

Questions/Discussion
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