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KY risk faktorlanr

= Women = Men
Per 5-Unit Increase Per 20-mm Hg Increase  Per 38.67-mg/dl Increase
in BMI in SBP in Non-HDL Cholesterol Current Smoking Diabetes Mellitus
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Life's Simple 7®

D00V BO

Eat Lose Manage Blood Control Reduce
Smoklng Better Weight Pressure Cholesterol  Blood Sugar

The good news is that small, simple steps can make a big difference. Ideal status for at least
e 4 of the Life’s Simple 7 metrics have a 75% lower diabetes incidence
e 5 of the Life’s Simple 7 metrics cuts the risk of cardiovascular disease by 50%

e G of the Life’s Simple 7 metrics have a 51% lower risk of cancer
(Joseph et. al,, 2016; Ford et.al,, 2012; Rassmussen-Torvik et. al,, 2013)

Circulation., (2010), 121 pp. 586-613
www.inciclinic.az



Shifting the whole population into a lower risk category benefits
more individuals than shifting high risk individuals into a lower risk

category
aa Population approach:
5 ..' . encourage everyone to
}3 / change, shifting the
=) entire distribution
&
a
Xastod 5
xR
fordlar vo
ya XGSta Risk reduction 1
° . approach:
populyasiya . Move high isk
.o' indlviduals into
o normal range
"
“Low” “Normal” “High”

Level of risk

Sowrce: Rose G, Sick Individuals and sick
populations. /nfJ/ Epidemial 1985, 12:32-38.




Risk gqrupu — 3ldd olunan risk azalmasi

AR x RRR = ARR

- Before treatment
- After treatment

[ ] Lowrisk
[ | Borderline to intermediate risk
B High risk

Predicted CVD risk, %
www.inciclinic.az

CVD event rate, %




Cox yiiksak risk qrupu

Very high
risk

People with any of the following:

Documented ASCVD, either clinical or unequivocal on imaging. Documented ASCVD
includes previous ACS (Ml or unstable angina), chronic coronary syndromes, coronary
revascularization (PCl, CABG, and other arterial revascularization procedures), stroke and
TIA, and peripheral arterial disease. Unequivocally documented ASCVD on imaging
includes those findings that are known to be predictive of clinical events, such as
significant plaque on coronary angiography or CT scan or on carotid or femoral
ultrasound or markedly elevated CAC score by CT.

DM with target organ damage, or at least three major risk factors, or early onset of
T1DM of long duration (>20 years).

Severe CKD (eGFR <30 mL/min/1.73 m2).

A calculated SCORE2 or SCORE2-OP >20% for 10-year risk of fatal or non-fatal CVD.

FH with ASCVD or with another major risk factor.

2025 Focused Update of the 2019 ESC/EAS guidelines for the management of dyslipidemias
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Yiiksok risk qrupu

People with any of the following:

e Markedly elevated single risk factors, in particular TC >8 mmol/L (>310 mg/dL), LDL-C
>4.9 mmol/L (>190 mg/dL), or BP 2180/110 mmHg.
Patients with FH without other major risk factors.
Patients with DM without target organ damage, with DM duration 210 years or another
additional risk factor.

e Moderate CKD (eGFR 30-59 mL/min/1.73 m2).

e Acalculated SCORE2 or SCORE2-OP 210% and <20% for 10-year risk of fatal or non-fatal
CVD.

2025 Focused Update of the 2019 ESC/EAS guidelines for the management of dyslipidemias
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.=
Risk modifikatorlari

Demographic/clinical conditions

Family history of premature CVD (men: <55 years; women: <60 years)
High-risk (e.g. Southern Asian) ethnicity

Stress symptoms and psychosocial stressors

Social deprivation

Obesity

Physical inactivity

Chronic immune-mediated/inflammatory disorders

Major psychiatric disorders

History of premature menopause

Pre-eclampsia or other hypertensive disorders of pregnancy
Human immunodeficiency virus infection

Obstructive sleep apnoea syndrome.

Biomarkers

e Persistently elevated hs-CRP (>2 mg/L)
e Elevated Lp(a) [>50 mg/dL (>105 nmol/L)]

2025 Focused Update of the 2019 ESC/EAS guidelines for the management of dyslipidemias
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Lp(a) tayini KV riskin duzgin hesablanmasina imkan verir.

The impact of routine Lp(a) measurements on CV
disease risk reclassification was determined in
primary- and secondary-prevention settings, based
on SCORE and SMART algorithms, respectively

(A) SCORE (B) SMART
* Three in four patients * >50% of all patients
initially classified as with high Lp(a)*
low risk* levels were
* Onein three patients reclassified into a
with high Lp(a)' levels higher risk category

were reclassified into a
higher risk category

A Reclassification in primary B
prevention
100 T 100
75 T 75
[7,] (7]
c c
8 20 ] @0
® ®
o isk a
25 1 Migh 25
.ntermediate
Flow
. 0

*The majority of these patients would not have qualified for CV risk management in the absence
of Lp(a) testing; ">99th percentile, mean Lp(a) of 460 nmol/L.
Nurmohamed NS, et al. Eur J Prev Cardiol. 2022;29(5):769-776.

SCORE SCORE
with Lp(a)

www.inciclinic.az
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L —
Lp(a) tayini KV riskin duzgiin hesablanmasina imkan verir.

Plasma Lp(a) Level

Baseline ASCVD Risk 30 mg/dL 50 mg/dL (115 75mg/dL 100 mg/dL 150 mg/dL
(%) without Lp(a) (70 nmol/L) nmol/L) (175 nmol/L) (230 nmol/L) (350 nmol/L)
6.1% 7.0% 8.3% 9.8% 13.6%
> (8=1.1%) (A=2.0%) (8=3.3%) (8=4.8%) (5=8.6%)
10 12.2% 14.0% 16.5% 19.5%
(4=2.2%) (8=4.0%) (8=6.5%) (8=9.5%)
15 18.3% 20.9% 24.8% 29.3%
(A=3.3%) (A=5.9%) (4=9.8%) (8=14.3%)
20 24.4% 27.9% 33.0%
(A=4.4%) (4=7.9%) (4=13.0%)
75 30.5% 34.9% 41.3%
(A=5.5%) (4=9.9%) (A=16.3%)

Baseline ASCVD Risk (%) including plasma Lp(a) levels

Lipoprotein(a) in atherosclerotic cardiovascular disease and aortic stenosis: W\W\W.iNciclinic.az
A European Atherosclerosis Society Consensus Statement. European Heart Journal (2022) 43, 3925-3946
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Original article

Impact of Life’s Simple 7 on the incidence of major cardiovascular events
in high-risk Spanish adults in the PREDIMED study cohort
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Anteriosclerosis, Thrombosis, and Vascular Blology . 4
Volume 39, tesus 4, A 3015; Pages A26-103
Pps sy o' 10 TG LATVEAMA B3Rt

CLINICAL AND POPULATION STUDIES

Life's Simple 7 Cardiovascular Health Metrics and
Progression of Coronary Artery Calcium in a Low-Risk
Population

A Cohort Study

Ses accompanying editorial on page 531

Seclhye Kim ', Yoosoo Chang ', Juhee Cho, Yun Sco Hoag, Di Zhao, Jeonggyu Kang, Hyun-
Suk Jung, Kyung Eun Yun, Eliseo Guallar, Seungho Ryu. and Hocheol Shin

Approach and Results— This cohort study included 65494 men and women 30 years of age
and older free of cardiovascular disease at baseline who underwent a comprehensive exam
including CAC scoring. CVH melrics were defined according to the American Heart
Association Life's Simple 7 metrics based on smoking, diet, physical activity, body mass index,
blood pressure, total cholesterol, and fasting glucose. CVH scores range from 0 (all metrics
considered unheaithy) to 7 (all metrics considered healthy), Participants were followed-up for
a maximum of 6.6 years. Compared with participants with ideal CVH scores 0-1, the
multivariable-adjusted difference in the change in geometric means of CAC scores over 5
years of follow-up were -0.40 (-0.62 to -0.19), -0.83 (-1.03 to -0.63), —1.06 (-1.25 to -0.86),
-1.22 (~1.42 to -1.03), and ~1.05 (~1.42 to -0.69) in participants with ideal CVH scores 2, 3,
4, 5, and 6-7, respectively. The inverse association between CVH scores and progression of
CAC was observed both in participants with no CAC and in those with CAC detectable at
baseline.

www.inciclinic.az
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Gozdan gacanlar

v" Subklinik damar xastoliyinin markerlori — arterial stiffness, endotel disfunks
v Qan vo sidikda metabolik biomarkerlor

v" Yeni risk faktorlar1 — hava kirliliyi, saglam qidalara sl¢atanliq

v" Poligenik risk skorlari

v" Epigenetik faktorlar

v Ekspozom

www.inciclinic.az
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ORIGINAL RESEARCH ARTICLE

American Heart Association’s Life’s Simple 7: Lifestyle
Recommendations, Polygenic Risk, and Lifetime Risk of
Coronary Heart Disease

Table 3. CHD-Free Years According to Polygenic Risk and LS7 (Table view)

All participants White participants Black participants
CHD-free | Overall CHD-free | Overall CHD-free | Overall
Variable years survival, y years survival, y years survival, y

Low PRS
| idealLS7  [8512053 |864:051 |650:056 |864:055 |84621.15 [84821.14

Intermediate | 80.5+0.38 |828+0.33 80.6:043 | 83.1+0.36 804075 |82.1£0.69

[Ls7 I
I Poor LS7 7294226 77.0+1.42 | 7364274 l 78.042. 21 72.6+3.14 75.8+1.81
Intermediate PRS

Ideal LS7 8391032 |86.0£0.29 83.7£0.34 | 86.0+£0.30 859105 |86.8+1.03

Intermediate | 78.2+0.26 |81.920.20 78.2+0.29 |82.3+0.22 7R.3+054 |80,7+£0.43
LS | s
Poor LS7 71.2:0.78 | 75820861 69.7£128 |755+0.79 l 726+1.01 76.2+0.93
High PRS
Ideal LS7 82.2+063 |86.0+0,55 825+067 |B67+056 7924195 |79.82187

Intermediate | 75.740.68 |81.440,55 749:076 |817+036 |782+1.36 |81.0s1.39
LS7 |

| Poor LS7 6584241 | 7452114 62.3:299 |74.3x1.74 7262120 |75.3+1.32

Data are Irwin's restricted mean survival times and standard errors. CHD indicates coronary heart disease; LS7, Life's Simple
7; and PRS, polypenic risk score. JAHA, Vol 145, Issue 11, 15 March 2022; Pages 808-818
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Sigaretin UDX riskino tosiri
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Siqaretin torgidilmasi — faydalari
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]
Sigaretin torgidilmasi — SA modeli

Ask all patients about tobacco use at
every visit and record their status

Ask if tobacco user is willing to
quit within the next 30 days

Advise in a clear, strong & personalized manner
every tobacco users to stop using tobacco and
non-tobacco users to remain tobacco-free

Help all tobacco users to stop based on
their willingness to quit with a guit plan

Schedule follow-up contact,
either in person or by telephone




LDL hadosflori
i

Treatment goal
for LDL-C

<3.0mmol/L
(<116 mgldL)

Qasslib

Class lla

& 250% reduction
from baseline

<18 mmol/L
(<70 mg/dL)

<14 mmollL
e 'a

Class |

-

<1.0 mmol/L

Class a for individuals in primary prevention with FH at very high risk

[ + SCORE/SCORE2-OP =29% and <10% }

I'+ Young patients (TIDM <35years, |
| T2DM <50years) with DM duration |

I+ SCORE/SCORE2-OP 210% and <20% H
:- Markedly elevated single risk factors, in particular |
1 TC>8mmoliL (310 mgidL) or LDL-C >49 mmal/L (190 mg/du) |
aor BP 2180/110 mmHa |

[+ FH without other major risk factors :
I+ Moderate CKD (eGFR 30-59 mL/min/1.73 m2) i
I+ DM wio target organ damage, with DM duration 210years
[

: or other additional risk factor

| « ASCVD (dinicalmaging) H
|+ SCORE2/SCORE2-OP 2208

|+ FHwith AS(VDuwﬂhandhuma)on}# factor
| » Severe CKD (eGFR <30 mLimin1 73m4)

| + DM &target organ damage: 23 major risk factors;

|+ Patients with ASCVD who expenence }
I recurrent vascular events while taking |
| maximally tolerated statin-based therapy |
:- Patlents with polyvascular (e.g. coronary |

Extreme
risk

CV Risk

@ESC Qers

2025 Focused Update of the 2019 ESC/EAS guidelines for the management of dyslipidemias



Untreated LDL-C levels

Total
CV Risk <1.4 mmol/L 14to<l.8mmol/L 1.8to<2.6mmol/L 2.6to<3.0mmol/L 3.0 to <4.9 mmol/L 24.9 mmol/L
(<55 mg/dL) (55to <70 mg/dL)  (70to <100 mg/dL) (100 to <116 mg/dL) (116 to <190 mg/dL (2190 mg/dL)
Lifestyle modification,
Low consider adding drug if N/A

uncontrolled

Lifestyle modification, Lifestyle modification,
consider adding drug if consider adding drug if N/A
uncontrolled uncontrolled

[ T34 R BL T M Lifestyle modification | Lifestyle modification | Lifestyle modification

High (oo ST T T s [h 146 [1T-@1d and concomitant drug] and concomitant drug Jand concomitant drug
uncontrolled intervention intervention intervention
Very high: Lifestyle . Lifestyle modification | Lifestyle modification | Lifestyle modification | Lifestyle modification
: > Lifestyle modification, ; : . >
primary modification, and concomitant drugjand concomitant drug} and concomitant drug Jand concomitant drug

consider adding drug

prevention consider adding drug intervention intervention intervention intervention

Very high: ¢ icati ' ificati i ificati ' ificati Lifestyle modification |Lifestyle modification

CSGUGERY  and concomitant | and concomitant drug Jand concomitant drugjand concomitant drug] and concomitant drug Jand concomitant drug
prevention BRG] intervention intervention intervention intervention intervention

2025 Focused Update of the 2019 ESC/EAS guidelines for the management of dyslipidemias

www.inciclinic.az



]
Statinin faydasi — risk qrupundan asili olaraq

10-year cardiovascular disease risk, %  Pretreatment LDL cholesterol (change on treatment), mmol/L

2(-0.86) 3(-1.29) 4(-1.72) 5(-2.15) 6(-2.58) 7(=3.01)
NNT* with atorvastatin 20 mq daily

5 103 73 57 48 42 38

15 69 49 38 32 28 25

10 52 36 29 24 21 19

20 26 18 14 12 1 9

30 17 12 10 8 7 6
Fiqures in parentheses are the changes in LDL cholesterol concentration. To convert mmol/L to mg/dl, multiply by 39.

LDL, low-density lipoprotein; NNT, number needed to treat to prevent one event. Reprinted with permission from European Heart Journal. 2015;36:2975-2983.

Table 1. The number needed to treat to prevent one cardiovascular disease event (*NNT) with astorvastatin 20 mq daily at a 5-30% cardiovascular disease risk in the
next 10 years according to the pretreatment LOL cholesterol concentration with no LDL cholesterol therapeutic goal assuming a 43% decrease in LDL cholesterol

www.inciclinic.az



PRS-statin faydasi

Mega JL,, et al. Lancet 2015;385:2264-2271

Genetic Risk
Score Category

Low

Intermediate

High

Trial Risk
Ratio

Primary Prevention
JUPITER 0.68
ASCOT 0.64
Summary 0.66
Secondary Prevention
CARE 0.79
PROVE-IT 1.24
Summary 0.97
Primary Prevention
JUPITER 0.68
ASCOT 0.68
Summary 0.68
Secondary Prevention
CARE 0.79
PROVE-IT 0.63
Summary 0.72
Primary Prevention
JUPITER 0.41
ASCOT 0.54
Summary 0.50
Secondary Prevention
CARE 0.54
PROVE-IT 0.51
Summary 0.53

Comparison of Hazard Ratios
across Genetic Risk Score Categories
P=0.0277

Lower

Upper

Bound Bound

0.26
0.26
0.34

0.45
0.67
0.63

0.42
0.44
0.49

0.60
0.45
0.58

0.16
0.29
0.30

0.32
0.28
0.35

1.78
1.56
1.27

1.39
229
1.51

1.10
1.04
0.94

1.04
0.88
0.80

1.06
1.01
0.84

0.91
0.94
0.78

Hazard Ratio and 95% ClI

|

H

0.87 (0.61-1.23)

0.71 (0.59-0.84)

’OH' M ooty O}

0.52 (0.37-0.71)

0.1

0.2 0.5

-

2 5 10

Favors Control/
Lower Intensity Statin

Favors Statin



PRS vo statinlo ARR

JUPITER

09
o
07
06
0s
04

03

Absolute Risk Reductions (%)

02

01

35

3

ASCOT CARE

1

2

PROVEIT
TIMI 22

Low Genetic Risk D Intermediate Genetic Risk - High Genetic Risk

Mega JL,, et al. Lancet 2015;385:2264-2271

www.inciclinic.az



STENO-2: 21-1llik toqib

Event

All-cause mortality

| CVD mortality |
non-CVD mortality

Death | CVD state

CVD event | CVD state

Reiinopathy progressidn

Autonomic neuropathy

Peripheral neuropathy

Macroalbuminuria

\

95% Cl
0.55 (0.36, 0.83)

0.38 (0.19, 0.75)
0.70 (0.41, 1.20)

0.83 (0.54, 1.30)
0.55 (0.39, 0.77)

0.67 (0.51, 0.89)
0.59 (0.40, 0.89)
1.12 (0.71, 1.77)
0.52 (0.32, 0.84)

0.2

1
0.5 1.0

HR - intensive vs conventional

www.inciclinic.az

|
20

p value

0.005

0.006
0.195

0.425
0.001

0.005
0.011
0.630
0.008

99,
\"Z

Gaede et al. Diabetologia 2016;59(11):2298-



STENO-2: T2D-KV profilaktika tli¢iin ¢cox yonlii yanagsma

Tip 2DM
+
Mikroalbuminuria

n=160

intensiv qol

Sakar, lipid, AT, UACR hadaflarina
catmagq

3 ayda bir multidissiplinar yanasma

ASA v ACFi (AT-dan asiliolmadan) |

9nanavi qol
Hakim klinik rahbat tovsiyalari tatbiq edir.

8-illik musahidada birlagsmis sonlanma noqtaloari:
KV olum, MI, AKS, PKM, insult, amputasiya ve PDX caerrahi mtdaxile

www.inciclinic.az Gaede et al. NEJM. 2003: 348;383-393



T2D-1i 7020 pasient (1) HbA1c<7.5%, .

* yas >18 Empa 10mg (2) LDL <100 mg/dL va ya statin gebulu
o o (3) SAT<140 mmHg, DAT<90 mmHg,

* HbAIc7% to 10% —r (4) ACFi/ARB istifadosi

+ ASCVD (+), )iyl (5) Normoalbuminuria

« BMI<45 kg/m , (6) Aspirin gebulu

Plasebo 7) Si
. iqaret gokmamak
* Egfr >30 mL/min/1.73 m2
100 4
50
90 4 0-3 goals achieved: 12.5%
Q—Sqousadww:%.s'h
80 4 -7 gosls achieved: 50.7% @ 80-3 goas (1=375) B4-5 goals (n=1200) DE-7 goals (1=609)
8 701
{ HR 221
&0 200 95%CI 1.53, 318
s i w0 HR 400 5% C) 182,457 P<0.0001
1 = ¥8%, C12.26, 7.11 MR 191 P<0.0001 I |
i. PD.0001 05% C10.96, 1.79 1 HR 142
E 40 4 IR Pl 0658 "R 180 5% C1 1.0, 189
P o g L HR 2.48 I 1 NI 131,278 g A
30 4 0% C1 152 406 R8T P=0.0008 m
P=0.0003 965% C1 100, 2.80 e [ 125
20 4
10 s
10 4
03
od 0
1 2 3 4 5 6 7 —
Number of goals achieved for CV risk factor control® o e SV Ondet e g S

] Clin Endocrinol Metab 2020 Sep; 105(9): 3025-3035.




Kardio-renal-metabolik sindrom

Nonmetabolic
etiologies of

hypertension
/

Stage 0: Stage 1:
No Risk Factors Excess/Dysfunctional
Adipose Tissue /

L
C%

Overweight/obesity
Abdominal obesity
Impaired glucose

tolerance

A focus on -
primordial prevention /
and preserving Nonmetabolic
cardiovascular health etiologies of CKD

www.inciclinic.az




Kardio-renal-metabolik sindrom

Albuminuria categories
Description and range
Al A2 A3
CKD is classified based on; — = T —
Cause (C)* Normal to mildly | Moderately. Severely
GFR (G)! increased increased increased
o 0 R : _
Albuminuria (A) <30 mg/g 30-299 mglg 300 mg/g
<3 mg/mmol | 3-29 mg/mmol | 230 mg/mmol
Tt | et Normal or high =90 Set:en Tr$at Treat agd refer
™
~ P :
i 5| G2 |  Midydecreased  |60-89 e ot toal ad rctar
c S : =
= » Mildly to : Treat Treat
©
g S Gla moderately decreased 45-59 2
éé G3b Moderately to
_g I&% '| severely decreased
o
D at and refe \at anc
go G4 Severely d I : : 7 Treat z;rld refer
x ; ; Treatand refer  Treat and refer  Treat and refer
G | G5 Kidney failure i 7l s
|:] Low risk (if no other markers |:| High risk
of kidney disease, no CKD)
_|:| Moderately increased risk - Very high risk



ASKVX — mental pozgunluqlar

Economic

Patients with mental disorders need intensified « Worry about finandial stability,

4 : housing, basic needs
attention and support to improve adherence to e e b R et
lifestyle changes and drug treatment.’*** and support

In ASCVD patients with mental disorders, evi-
dence-based mental healthcare and interdiscipli-
nary cooperation are recommended, %1466
ASCVD patients with stress should be consid-

Environmental

« More air and nolse poliution
* Less access 10 green spaces

ered for referral to psychotherapeutic stress and safe places
£ + Lower access to healthy foods,
management to improve CV outcomes and more fast-food outlets

reduce stress symptoms.'*” 47

Patients with CHD and moderate-to-severe
major depression should be considered for anti-
depressive treatment with an SSRI, 7947

Socio-educational

» Poor health literacy
* Lower perceived risk

In patients with HF and major depression, SSRs, * Unhealthy behaviours

SNRIs, and tricyclic antidepressants are not rec-
ommended, 747 ¢

OESC 2020

\ @Esc
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Promote CVH Across the Life Course

Screening/Staging for CKM —
Assess CVD risk with PREVENT with GDMT
® @ ®

A |

Birth* Adolescence Young adulthood Midlife Older age
Modifiable Drivers of CKM Syndrome
(social/behavioral/biologic)

Determinants of CVD in CKM Syndrome
(risk factors)

Subclinical/Clinical CVD in CKM Syndrome
(ASCVD, HF)




The Future of Personalized Combinatorial Risk Prediction—Tailored to

the Age of the Patient

Vasoprotective o=
therapy + MAB

NNT Reduces as Risk Increases

Verma KP, et al. J Am Coll Cardiol. 2022;80(4):373-387.
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Patients with or at high risk for ASCVD

Statins and ASA

Foundational Therapy

Biological Residual Residual Residual Residual Residual Residual Residual
lssue Cholesterol Risk  Inflammatory Risk  Thrombotic Risk  Triglyceride Risk Lpa) Risk Diabetes Risk Welght Risk
e R \
; ) & M
'..5. v : \
E'ee/// )
imple
Critical marker Regardless of 2
Bioma'kef LDL-C >1.8mM hsCRP z2mgll ascular TG >1.52mM Lp(a) >150nmolL AIC BMI 27 kglm
ease
Yotantia Statins+ Lplal lowering  SGLT2 Inhibitors Semaglutide
{r&:}r‘:g;lt ion Ezetimibe Colchicine Low dose Icosapent trials ongoing,  GLP-1 RA based Other GLP-1 RA based
PCSK9i rivaroxiban Ethyl may consider therapies vs. therapies in trials
Bempedoic Acid PCSK9I GLP-1 Agonists  ¥* °"|':"g§::'” GIP
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