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Cardiovascular disease Is the
leading cause of death worldwide
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CVD is the leading cause of death worldwide
In people over 60 years

Top 5 causes of death by age category

Global Deaths in 2002 (x1000)
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The increase in population of people over 60 years will result in increased
incidence of CVD
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Presentation Notes
CVD, which consists of CHD, stroke, hypertension, rheumatic heart disease, etc, impacts people of all ages.1

CVD is the second leading cause of death in people <60 years.1

CVD is the leading cause of death in people ≥60 years.1

Thus, as the population ages, the incidence of CVD will only increase.2

References
1.	World Health Organization. The Atlas of Heart Disease and Stroke 2004. Available at: http://www.who.int/cardiovascular_diseases/resources/atlas/en/index.html. Accessed November 29, 2005.
2.	Bonow RO, Smaha LA, Smith SC, et al. World Heart Day 2002. The international burden of cardiovascular disease: responding to the emerging global epidemic. Circulation. 2002;106:1602-1605.
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Presenter
Presentation Notes
Prevalence of Hypertension in the US
The prevalence of hypertension in a representative sample from the National Health and Nutritional Examination Survey (NHANES III, phases 1 and 2) reveals that approximately 25% of the US adult population has hypertension, and the prevalence of hypertension increases sharply with advancing age. NHANES III was a national examination study conducted in the US with the goals of: estimating the prevalence of selected diseases and risk factors; estimating population reference distributions of certain health parameters; documenting and investigating reasons for secular trends in selected diseases and risk factors; contributing to an understanding of disease etiology; and investigating the natural history of selected diseases. The NHANES III sample was selected from 81 counties between 1988 and 1994.

Reference:
The sixth report of the Joint National Committee on prevention, detection, evaluation, and treatment of high blood pressure. Arch Intern Med. 1997;157(21):2413-46.
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Prospective Studies Collaboration

CV Mortality Risk Doubles With
Each 20/10 mm Hg BP Increment*

CV
mortality
risk

115/75 135/85 155/95 175/105

SBP/DBP (mm Hg)

CV, cardiovascular; DBP, diastolic blood pressure; SBP, systolic blood pressure.
*Individuals aged 40-69 years, starting at BP 115/75 mm Hg.
Lewington S et al. Lancet. 2002;360:1903-1913.
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Presentation Notes
	Throughout middle and old age, usual blood pressure (BP) is strongly and directly related to cardiovascular disease (CVD) mortality, without any evidence of a threshold down to at least 115/75 mm Hg.
Relevance to VALUE:  The baseline BP was 154.7 / 87.5 with more than 92% taking anti-hypertensive medications at time of randomization.  The VALUE target BP was < 140/90 mm Hg with a final BP of 138/79.
 In this meta-analysis, information was obtained regarding usual BP and causes of death for one million adults without known CVD at the time of enrollment in 61 prospective observational BP studies. 
 The analysis involved a correction for potential regression dilution bias by relating mortality during each decade of age at death to the estimated usual BP at the start of that decade. 
 Throughout the BP range >115/75 mm Hg to 175/105 mm Hg, usual BP was found to be more strongly related to CVD than previously estimated. 
 At ages 40-69 years, each increase of 20 mm Hg usual systolic BP (or, equivalently, 10 mm Hg usual diastolic BP) was associated with more than double the rate of stroke death and double the rate of death from coronary heart disease (CHD) and other vascular causes. 
 The age-specific associations were similar for men and women.
 Other risk factors (including cholesterol, diabetes, smoking, and weight) were not found to have any significant effect on the risk. 
 Extrapolating from these data, a 10mm Hg lower usual systolic BP or a 5mm Hg lower usual diastolic BP throughout middle age would be associated with about 40% lower risk of stroke death and about a 30% lower risk of death from CHD. 
�Reference:�Lewington S, Clarke R, Qizilbash N, Peto R, Collins R, for the Prospective Studies Collaboration. Age-specific relevance of usual blood pressure to vascular mortality: a meta-analysis of individual data for one million adults in 61 prospective studies. Lancet. 2002;360:1903-1913. 



Most HTN Patients Have
Multiple Risk Factors

Framingham Offspring Study: Men aged 18—74

No additional CV risk
factors

Less than 20%
of HTN occurs
in the absence

of other risk
factors
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CV risk factor

Kannel WB. Am J Hypertens. 2000;13:3S-10S.
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Presentation Notes
Points of Emphasis/Key Messages
While data do not exist that demonstrate that link essential HTN to the causality of other CV risk factors such as CAD, diabetes mellitus, renal disease or metabolic syndrome, empirics indicate that HTN is often accompanied by one or more additional risk factors.
The Framingham offspring study of men 18-74 years of age found that approximately 81% of hypertensive participants had 1 or more of these risk factors and, therefore, complex hypertension

Supporting Evidence
The cardiovascular risk factors in this assessment included: glucose intolerance, hyperinsulinemia, high triglyceride or LDL-C, low HDL-C, adverse total cholesterol/HDL-C ratio, obesity and left ventricular hypertrophy.
Clusters of 3 or more of these additional risk factors occur at 4 times the rate expected by chance, probably because of an insulin-resistance syndrome promoted by abdominal obesity.
On the basis of the Framingham data here, the prevalence of insulin resistance in the general population could be as high as 22% in men and 27% in women.
Finally, in the absence of additional risk factors, coronary events occurred in only 14% of hypertensive men and 5% of women.
Ideally, hypertensive patients should be targeted for therapy by risk stratification, and a major goal of therapy should be improvement in the multivariate risk profile.




Reference
Kannel WB. Risk stratification in hypertension: new insights from the Framingham Study. Am J Hypertens. 2000;13:3S-10S.





CHD risk factors
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Presentation Notes
This slide demonstrates the additive effect of various risk factors on the incidence of coronary heart disease (CHD). The presence of left ventricular hypertrophy in addition to other well-established risk factors further increases the risk of CHD, and is indicative of the myocardial damage induced by hypertension (Kannel W. JAMA 1996). Left ventricular hypertrophy is an important feature of the evolution �of hypertension, and greatly enhances the risk of hypertensive patients progressing to CHD. 
Similar observations have been made for stroke – risk factors include those for CHD plus atrial fibrillation and overt cardiovascular disease, such as CHD and cardiac failure. The probability of a stroke depends on the number of associated risk factors present.



Kannel WB. Blood pressure as a cardiovascular risk factor: prevention and treatment. JAMA 1996;275:1571–6.
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Cumulative Incidence of Cardiovascular. Events in \Women and Men
Without Hypertension, According to BP Category at Baseline
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Framingham — Study
Blood pressure and age
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DBP, Stroke and CHD

Stroke CHD

7 prospective observational studies: 843 events 9 prospective observational studies: 4856 events

Relative risk of stroke
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SBP, Stroke and CHD

Stroke mortality (n=1233) CHD mortality (n=11,149)
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The dramatic aging of the

population (US)
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Adapted from Himes CL. Population Bulletin. 2002;56:1-44.
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Presentation Notes
In the US, the 2000 census counted nearly 35 million people over 65 years of age (= 1 in every 8 people).1

By 2030, it is expected that 1 in every 5 people will be over 65 years old. This is almost 4-times the number of people of this age in 1930.1

The aging of the US population is being driven by those born between 1946 and 1964, numbering 76 million people.1

Until 50 years ago, the gains in life expectancy came primarily from improvements in child mortality rates, i.e., fewer children dying.1

The recent gains in life expectancy are due in large part to a greater proportion of those ≥65 years living to the age of 85 and beyond,1 thus resulting in an aging population.

References
1.	Himes CL. Elderly Americans. Population Bulletin. 2002;56:1-44


= Aging of the population is
a global phenomenon: Japan
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Presentation Notes
Aging of the population is a global phenomenon.1

As in the US, the main driver over the last 20 years for this phenomenon is the generation born between 1946 and 1964.

Decreasing child mortality rates and increasing life expectancy have contributed to the aging of the population.

References
1.	United States Bureau of the Census, International Data Base. Available at: http://www.census.gov/ipc/www/idbnew.html. Accessed November 29, 2005.
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Results of randomised trials of
antihypertensive drug therapy
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A meta-analysis of 12 hypertension trials that included the development of heart failure demonstrated significant treatment benefits (1). The incidence of heart failure was reduced by 52% (CI 41-62%) compared to the control or placebo subjects.  
It is clear that the benefits in reducing heart failure in placebo-controlled trials are comparable, if not superior, to the reductions in stroke and coronary heart disease quantified in meta-analysis of all trials (2) 

(1) Moser M, Herbert PR. Prevention of Disease Progression, Left Ventricular Hypertrophy and Congestive Heart Failure in Hypertension Treatment Trials.  J Am Coll Cardiol 1996;271214-8.
(2) Collins R, Peto R, MacMahon S, Hebert P, Fiebach NH, Eberlein KA et al. Blood pressure, stroke, and coronary heart disease. Part 2, Short-term reductions in blood pressure: overview of randomised drug trials in their epidemiological context. Lancet 1990;335:827-38





KATEYOYNTHPIEZ OAHIIEX

YNEPTAZH 2TAAIOY 1
2 Al 140-159 kai/n AAIT 90-99 mmHg
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[MapakoAouBnon - aAAayn TpoTTou (WS VIa
6-12 pnvec. Karotrv, Evapen Beparreiac.
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EmReBaiwon o€ 2-3 €TTIOKEWYEIC OE PEPIKEC
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KATEYOYNTHPIEZ OAHIIEX

YNEPTAZH 2TAAIOY 2

2 All >160 kai/f AAI'T > 100 mmHg

MEZOx MNapakoAoUBnaon - aAayr TpéTToU {WNS Yia
KINAYNOx 3-6 unvec. Katoétmyv, Evapen Beparreiac.

MEFAANOX EmRefaiwon o€ 2-3 €TTIOKEWEIC OE PEPIKEC
KINAYNO: £BOOUADEC KAl Evapen Bepartreiag.



2TOXOI TNG OepaTrEing
e KvUplog ot0yoc ¢ Oepameiog eivor 1 poakpoypovio, UHEYOADTEPN

OVVOTH EAATTMOT] TOV GLVOAIKOV KOPOIAYYELXKOD KIVOUVOU.

e Amouteiton eldttoon ¢ All avtg kabovtng, aAld Kot OA®V TV

GLVOOMV, OLVITIKA OVOGTPEYILMV TOPAYOVIOV KIVOUVOU.

e H AIl 6o =mpémer va elattdveton oe emimeda <140/90 mmHg
(ZAII/AAII) kou 660 T0 OLVVATO YOUNAOTEPA AV EIvVOL OVEKTA OTTO TOVG

VTEPTACIKOVC acOeVElC.

ESH/ESC Guidelines J Hypertension 2007; 25:1105-1187



2TOXOI TNG OepaTTEiag

To eminmedo-otoyoc g AIl 6o mwpémer va eivon <130/80
MMHg c¢ acBeveic ue cakyapmon owaPntn Kot 6e acbeveic

VYNAOD 1 TOAD DYNAOD KIVOUVOD, OTMC GE AGHEVEIC LLE:
Eyke@oaAko eme160010

‘Eugpoayuo tov pookoapoiov

‘Exntoon tne ve@pikng AELTOLPYLOC

IIpwteivovpia

ESH/ESC Guidelines J Hypertension 2007; 25:1105-1187



Ocpomela TS UPTNPLOKNS VTEPTUONG
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Enapxnc mpocAnyn kaAiov kot acPectiov

EAdttwon tov stress
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Kivouvog euppayuaTog Tou puokKapdiou
o€ oXEon ME apIBud ToIyApwV
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ApIBUOC ToIyapwy TNV NUépa
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KAINIZMA
oTnVv €@nPIKN nAIKia

e 36% pabnTwV Aukeiou Kal 25% padbnTwy yupvaaoiou KaTtTvidel
Tavw atro 1 Toiyapo/efdouada

* 10% €ival TOKTIKOI KATTVIOTEC
e 32% apxloe €TI0 KATTVI(OUV OTNV OIKOYEVEIQ

e AV KATTVI(El O £vVAG YOVIOG: OITTAACIa TTIBavoTnTa
e av KatTvi(ouv Kal ol dUo: TETpaATTAdCIa TTIBavoTnTa

e O epnPoc¢ katrvioTAG KaTta 70% Ba ouvexioel dia Biou



Eniopaon tov Kanviepotoc otnyv All
AVEAVEL OEEMC TNV UPTNPLOKT] TTLEST.
H 6pdon etvarl mopodikn ko e€apaviieton oe 30 min.

2UVOEETAL UE AVENGCT TOV EMTEOMV TNEC EVOOONAIVNG, HE
EMATTOO™N TNG AELTOVPYIKOTNTOC TOV €VOOOMATIOL KOl LE

TNV OVTIGTAGT) GTNV LVGOVAIVY.






A10KOTT) KOTVIGLLOTOC: pétpa mov
umopet va, fondncovv
SA’S
* Epoton (Ask): Xe kd0e evkaipia yro evTomTiono
KOTVICOVTOV

* Extipnon (Assess): BaOuov €0iopnod kon embopiog
OLOKOTNG

s Xopupovin (Advise): Me kKG0g TEIGTIKOTNTO Y10 SLOKOT

“ BonO<cio (Assist): Yoyoroyikn Kot QopHLOKEVTIKI
VITOGTNPLEN

» [poypoppotiondc (Arrange): Emoxéyeig
ToPUKoA0VONONG



Eniopaon tov aAko0A oty All

Metd amd ¥p11o1 AAKOOA TPOKAAEITAL Oy YELOOLOGTOAN Ko
ehMdtTtoon e AlL

H ypovia ypnion avdvel tnv All

H vrepPorikny ypnomn oAkoOA evBdveton yioo v
apTNPLOKN VIEPTACT) 6€ T0G0oTO 10% TV aicbevav.

H pétpra ypnion eAattvel T cuyvOTNTO ELQAVIGNC TNC
VITEPTACTC Ko TG Ovnoindtntog and oTe@avioio vOGo.



H gniopaon tov vatpiov oty All

EmT10nU0A0YIKA GTOLYELO,

Atoua ov oPlovV G «TPMTOYOVES» GLVONKEC Kol OEV
KOTOVOADMVOLV AAATL OEV £YOVV OPTNPLOKT] VTEPTUCT] KO
akoun n All oev avcdveton pe tnv waPooo TG NAIKiac,
Ontmw¢ cvuPaivel 6Tic AVTIKES KOVOVIEC.

Ta 0w dropo, OTOV UETAVAGTELOLV KOl VLIOOETOVV TO
cUYYpPOVO TPOmMO (NG, EUQOVICOLY  aVENGMN NG
APTNPLOKTNG TOVG TECTC, AAAN KO OPTNPLOKT VTEPTUGCT).



H gniopaon tov vatpiov oty All

1. H ovwmOng odluta mepiéyer 150  mmol
vatpiov/mnuep. (3.59g vatpiov N 8.7¢ yAwprovyov
VaTpiov).

1. Xvviotdror mepropiopdc tovAdyiotov o 100 mmol
vatpiov/mnuep. (2.3g vatpiov N 5.89 yAwpirovyov
VaTpiov).



NATPIOEYAIXOHXIA

270 AVTIKO KOGLO OAOL KATAVOADMVOLV UEYAAEC TOGOTNTES
VOTPlov, OUMC EVOL TOGOGTO OVOTTUCGEL VITEPTAGCT),
YEYOVOC TOV OELYVEL OTL LTTAPYEL OLAPOPETIKOC PaOuoC
gvacOnoiac amod dtouo Ge dTouo.

Kvplot unyoavicopoi tng vatprocvoucOnciaog tvar:
1. Alatapoyn otnv ATEKKPIGT TOL VATPLOL OItO TOVS VEQPOUC.
2. AOEnon ¢ opaoctnprotnTog Tov XN,

3. AvEnon ¢ 16000V acPectiov oTIC Agiec LVTKES Tvec.



Intersalt study

Métpnon e AIl ko tov MAEKTPOALTOV GE 0VPO
24wpov ce 10.079 dvopec ko yovaikeg, nAuciog 20-59
ETOV, OE D2 YOPEC, 6€ OLO TOV KOGLLO.

Kot otic 92 yopec, venpye 0Tk GLGYETION UETOCD

M¢ amoPBoAnc Tov  vatpiov

OTO. OLPO KOl TNC

GUGTOAIKTC KOl OL0GTOAIKNG Al

1.

Intersalt Cooperative Research Group Br Med J 1988; 297: 319-328



The Intersalt Study
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The shape of things
to come

The cover of "The Economist”, Dec. 13-19, 2003.
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The first McDonald s hamburger bar in San Bernardino, California, opened December 12, 1948
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Abdominal obesity has reached epidemic

proportions worldwide

Prevalence of abdominal obesity by region

Men (%) Women (%)  Total (%)

US?t 36.9 55.1 46.0
South Europe? 33.2 43.8 38.5
South Korea3 21.0 42.4 32.5
Australia® 26.8 34.1 30.5
South Africa> 9.2 42.0 27.3
North Europe? 22.8 25.9 24.4

1. Ford ES et al, 2003; 2 Haftenberger M et al, 2002;
3. Kim MH et al 2004; 4. Cameron AJ et al, 2003;
5. Puoane T et al, 2002
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Presentation Notes
Abdominal obesity has reached epidemic proportions worldwide
Surveys in various countries suggest a high prevalence of abdominal obesity, using criteria similar to those used for the metabolic syndrome by NCEP ATP III. Adapted from NHANES database (19992000).
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Presentation Notes
Across Europe, obesity is becoming more prevalent, affecting both sexes and all age groups.
These data from the International Obesity TaskForce demonstrate that while the problem is particularly acute in the eastern European countries, it is even apparent in several of the Mediterranean countries.



Weight loss and
cardiovascular risk
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Presentation Notes
Obesity is associated with type 2 diabetes mellitus, hypertension and dyslipidaemia.
Moderate weight loss of 5-10% has been shown to have a beneficial effect on each of these cardiovascular risk factors, with notable improvements in fasting glycaemia and HbA1c, systolic and diastolic blood pressure and lipid profile.


Abdominal obesity Is linked to multiple
cardiometabolic risk factors

Patients with abdominal obesity often present with one or more
additional CV risk factors (NCEP ATP lll criteria)

CV risk factor Parameters
Increased waist circumference Men >102cm
Women > 88cm
Elevated triglycerides >150 mg/dL
Low HDL-cholesterol Men <40 mg/dL
Women <50 mg/dL
Hypertension BP >130/85 mm Hg
Elevated fasting glucose > 100 mg/dL

National Cholesterol Education Panel/
Adult Treatment Panel Ill, 2005
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Abdominal obesity is linked to multiple cardiometabolic risk factors 
Abdominal obesity is associated with multiple cardiometabolic risk factors, including dyslipidaemia, dysglycaemia, type 2 diabetes and inflammation – all factors leading to the development of cardiovascular disease and diabetes (Despres JP et al, 1990; Pouliot MC, 1992; Kissebah AH et al, 1989; Carey VJ, 1997; Turkoglu C et al, 2003).
Analysis of data from the NHANES 1999–2000 cohort from the USA shows that high waist circumference (NCEP/ATP III definition) is commonly associated with other cardiometabolic risk factors. Overall, 86% of abdominally obese patients had at least one other cardiometabolic risk factor (NHANES data on file). 




MeTtaBoAiko cuvopopo-EANAAA

18-70+ 1829 30-39 4049 5059 6063 >0
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Athyros et al Diabetes Obesity and Metaboliesm 2005



Mortality, especially cardiovascular mortality,
IS Increased In subjects with MetS

Subjects (%)

No MetS
20 - 18.0%*
| ES
15
12.2%*
10 -
5= 4.6%
2.2%
o)
Cardiovascular mortality Total mortality

Results of a 7-year follow-up

*p<0.001 vs. subjects without MS Isomaa et al. Diabetes Care 2001; 24: 683—9
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Abdominal obesity increases the risk of developing
type 2 diabetes

Relative risk
H
N
|

<71 /1-759 76-81 81.1-86 61.1-91 91.1-96.3 >96.3
Waist circumference (cm)

Carey VJ et al, 1997
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Abdominal obesity increases the risk of developing type 2 diabetes
These data are from the Nurses’ Health Study (Carey VJ et al, 1997), an observational study that followed a cohort of 43,581 women between 1986 and 1994 in the USA. The analysis presented here was designed to define the association between waist circumference and the risk of developing type 2 diabetes. 
The risk of developing type 2 diabetes increased linearly with an increasing waist circumference. The relative risk for women at the 90th percentile of waist circumference (equivalent to a waist measurement of 92 cm [36 in]) was 5.1 (95% CI 2.98.9) compared with women at the 10th percentile (waist measurement of 67 cm [26.2 in]). High waist circumference is a powerful predictor of an increased risk of developing type 2 diabetes (Wang Y et al, 2005).




Relative risk

Abdominal obesity Is linked to an
Increased risk of CHD

Waist circumference has been shown to be independently
associated with increased age-adjusted risk of CHD, even after

3.0

2.5 -
2.0 _

1.5 -

1.0 -

0.5 -
0.0

adjusting for BMI and other CV risk factors

p for trend = 0.007

<69.8 69.8-<74.2 74.2-<79.2 79.2-<86.3 86.3-<139.7
Quintiles of waist circumference (cm)

Rexrode KM et al, 1998
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Abdominal obesity and increased risk of CHD 
The  prospective Nurses Health Study set out to assess the impact of factors such as waist circumference in determining risk of CHD in a cohort of 44,702 US female registered nurses, aged 40 to 65 years, recruited between 1986 and 1994. Study subjects were free of prior CHD at baseline. 
During 8 years of follow-up, there was a direct, independent and continuous relationship between waist circumference and age-adjusted risk of CHD. 
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Abdominal obesity: a major underlying cause of

acute myocardial infarction
Cardiometabolic risk factors in the INTERHEART Study

60 -
49
Abdominal obesity predicts the
s 40 - risk of CVD beyond BMI
S
<
- 20 "
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l . :
.- .
Abnormal Abdominal Hypertension Diabetes
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aProportion of Ml in the total population attributable to a specific risk factor
Yusuf S et al, 2004
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Abdominal obesity: a major underlying cause of acute myocardial infarction
The INTERHEART Study was a case-control study involving 29,972 participants in 52 countries. The study examined the contribution of various cardiometabolic risk factors to the risk of a first acute myocardial infarction (AMI). The study quantified the relationships between risk factors and AMI through calculation of the population attributable risk (PAR), which measures the proportion of AMI among those who have the risk factor which would be eliminated if the risk factor was removed.
Dyslipidaemia (raised ApoB/ApoA1 ratio) and smoking were associated with the highest PAR. However, the PAR for abdominal obesity was greater than either diabetes or hypertension. BMI showed a modest correlation with the risk of AMI, but this was not significant when abdominal obesity was included in a multivariate analysis.
Abdominal obesity is therefore an important predictor of adverse cardiovascular outcomes in its own right.
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Mnyovicouol eriopoaocnc e acknong otnv All

EAattoon g opactnpuotntog Ttov XNX Kol  TOV
GLOTNUATOC PEVIVNC-AYYELOTEVGIVIC .

EAQTT0N TNC GKANPLVGTC TOV UPTIPLOV.
AvENon ¢ aneAevfEépmonc NO amd to evoodnito.

AVENGON NG EvaGONGIOG 6TV VGOLALVN.



Eniopaon ¢ acknong otnv All

1. Amoiteiton doxnon xoOnuepwvé 7| TovAdyioTov TEVTE
popéc [ efdoudda.

2. H ypovuikn owdpkela Oa mpemel va givar tovAdyistov 30
min ka0Be popd, pe emmpocHeto 5—7/min Tpobépuovonc Kot
YOYPOVONG.

3. H évtaon ¢ Oa mpémer va eBavel to 60-70% tng peytotg
TKOVOTNTOG YIoL AOKNGM.
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Relative risk of new CHD reports
by effort-reward imbalance

Bosma H et al. Am J Publ Health 1998: 88: 68-74.
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Slide 12
The relative risk of new coronary heart disease (CHD) in relation to effort-reward imbalance. Patients experiencing a mismatch between their personal characteristics and the characteristics of their occupation have a strongly elevated risk of subsequent CHD. A combination of high effort and low reward may result in a threefold increase in coronary events. Competitive and over-committed individuals experiencing poor promotion prospects and blocked careers have the highest risks.  

References
Bosma H et al. Two alternative job stress models and the risk of coronary heart disease.  Am J Publ Health 1998; 88: 68-74. 
Siegrist J. Social Crises and Health. Hogrefe, Goettingen, 1996.
de Jonge J et al. Job strain, effort-reward imbalance and employee well-being: a large-scale cross-sectional study. Soc Sci Med  2000; 50: 1317-1327.





The Dietary Approaches to Stop
Hypertension (DASH) trial

H otarta DASH:

1.

2UVIGTA TOAAQ OPOVTO, AQYOVIKG KOl YOAOKTOKOUUKO
YOUNANG TEPLEKTIKOTNTOG GE Alm).
[Tep1€yel onuNTplokd, yapio, TOLAEPTKA.

2VVIGTA UIKPEC TOGOTNTEC KOKKIVOL KPEATOS, YALK®OV KOl
TOTOV TAOVCLOV G€ Chyopn.

2UVIGTA WKPEC TOGOTNTEC OAKOV KOl KEKOPEGUEVOV
MTOV Ko YOANGTEPIVNC.

Appel et al., N Engl J Med 1997; 336: 1117-1124



The Dietary Approaches to Stop
Hypertension (DASH) trial

H oloutas DASH, ce oOykpion pe v TLMIKY OloiTol TOV
akoAovBeitar otic HITA, eMdtTt0E GTATIOTIKA GNUOVTIKA TNV
APTNPLOKY) THECT, TOCO OCE VOPUOTACIKOUC OGO KOl GE

VIEPTAGIKOVG acOeveilc.

H oioita DASH ovvietdtor onuepa otigc katevbovvinpiec
0OOMYIEC Y10 TNV OVTIUETOTICT] TNE OPTNPLUKNG VTEPTAUONC Ko

TOV VOGT|LAT®OV TOV KOPOLOYYELXKOD GUGTILOTOG.
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Lifestyle Modification

Modification Approximate SBP reduction

(range)
Weight reduction 5-20 mmHg/10 kg weight loss
Adopt DASH eating plan 8-14 mmHg
Dietary sodium reduction 2-8 mmHg
Physical activity 4-9 mmHg
Moderation of alcohol 2—-4 mmHg

consumption




Annual acute management costs of
Inadequately treated hypertension

Cost model based on 29 million adults in 5 EU countries
(13% of population) with BP >160/95 mm Hg and a further
46 million (21%) with BP 140/90-160/95 mm Hg

Cost associated with
uncontrolled BP

Cost saving if BP target
attained

CV event Events Costs
(000s) (billion Euros)
Acute MlI 442 2.22
Heart failure 815 2.99
Stroke 964 5.09
All (95% CI) 2220 10.3 (9.8,10.8)

Events Costs
(000s) (billion Euros)
19 0.09
122 0.45
141 0.72

281  1.26(0.80,1.90)

Hansson et al Blood Press 2002
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Presentation Notes
Symptomatic heart failure is a debilitating condition associated with a very poor long-term prognosis, reduced quality of life and considerable economic costs (1). 
Failure to achieve blood pressure targets contributes substantially to healthcare system costs and preventable events as predicted by a “cost of illness” model (2). If blood pressure targets were achieved, the model predicts cost savings of acute hospital management costs predominantly associated with reductions in stroke and heart failure. In the case of heart failure, a potential cost saving of 0.45 billion euros represents 28% of the overall costs saved.

(1) Croft JB, Giles WH, Pollard RA, et al. Heart failure survival among older adults in the United States: a poor prognosis for an emerging epidemic in the Medicare population. Arch Intern Med 1999;159:505-10 
(2) Hansson L, Lloyd A, Anderson P, Kopp Z. Excess morbidity and cost of failure to achieve targets for blood pressure control in Europe. Blood Press 2002;11: 34-45
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