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Τί πρέπει να γνωρίζει ο πνευμονολόγος για τα 

καρδιαγγειακά νοσήματα 



Δήλωση σύγκρουσης συμφερόντων 

 Καμία σύγκρουση συμφερόντων για τη συγκεκριμένη ομιλία 

 Έχω λάβει  υποστήριξη συμμετοχής σε συνέδρια ή ερευνητική υποστήριξη ή τιμητική αμοιβή 

ομιλίας από Medtronic, St. Jude Medical, Bayer, Novartis, Astra-Zeneca, Boehringer In, Pfizer, 

Chiesi, Pharmanel, Sanofi, Vianex, Win-Medica, Elpen, Menarini 



Globally, CVD is the most common 
non-communicable cause of death 
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Lozano et al. Lancet 2012;380:2095–128 

CV 
disease 

Cancer 

ASCVD should be a public  health priority 

Globally, COPD is the fourth 
commonest cause of death 

>By 2020 COPD will be ranked 3rd 
cause of death 
> Pts with COPD die mainly from 
non-respiratory disease 
25% die from CVD 
20-33% from Cancer 
 
> COPD is the comorbidity that 
most  often  delays the correct 
diagnosis of CHF  



COPD phenotype 







COPD exacerbations further increase  the CV risk 

 Physical inactivity 

 Hypoxia 

 Tachycardia 

 Increase in arterial stiffness 

 Pulmonary hypertension 

 Alterations in cardiac filling 

 Increased platelet activation 

 Use of high dose β2 agonists 



 

COPD and CHF 



SUSPIRIUM Registry 
Presence of CHF as a comorbidity in COPD patients (a) before and (b) after diagnostic assessment 

 

Griffo et al, European Journal of Preventive Cardiology 2017 

Prevalence of coexisting  COPD and CHF 



SUSPIRIUM Registry  
Presence of COPD as a comorbidity in CHF patients (a) before and (b) after diagnostic 
assessment 

Griffo et al, European Journal of Preventive Cardiology 2017 

Prevalence of coexisting  COPD and CHF 



 



 







 



 



Intended drug effects are shown in green boxes, considerations in orange boxes, potential beneficial effects on comorbidity in 
blue boxes, and potential harms in red boxes. 

Two examples of drug therapy with potential benefits and harms on outcomes of both COPD  
and other comorbidities 



 

COPD and HTN 



HTN is the most frequent comorbidity in patients with COPD 

Coincidence of the two diseases may affect 2.5% of the adult population 

Both conditions share similar environmental risks and, in addition, hypoxia 

may exacerbate risk. 

Treatment of COPD with anticholinergic agents and long-acting 

beta-2 adrenoceptor agonists may adversely affect the CV system 

(increase heart rate and BP).  

Hypertension and COPD 
Facts! 





 
Which BP should be used?  
 

Office BP 

ABPM 

HBPM 

 
Diagnosis of HTN 

 

 
= 

 

 
Correct BP Measurement 

 





Classification of office BP and  
definitions of hypertension grade 

Category Systolic (mmHg)   Diastolic (mmHg) 

Optimal < 120 and < 80 

Normal 120–129 and/or 80–84 

High normal 130–139 and/or 85–89 

Grade 1 hypertension 140–159 and/or 90–99 

Grade 2 hypertension 160–179 and/or 100–109 

Grade 3 hypertension ≥ 180 and/or ≥ 110 

Isolated systolic hypertension ≥ 140 and < 90 



Screening and diagnosis of hypertension 

ABPM vs HBPM 

 

“In general these methods  should be regarded as 

complementary rather then absolute alternatives”    



Office BP treatment target range  

Age group 

Office SBP treatment target ranges (mmHg) 
Diastolic 

treatment 
target 
range 

(mmHg) 
Hypertension + Diabetes + CKD + CAD + Stroke/TIA 

18−65 years 

Target to 130 

or lower if 

tolerated 

Not < 120 

Target to 130 

or lower if 

tolerated 

Not < 120 

Target to  

< 140 to 130 

if tolerated 

Target to 130 

or lower if 

tolerated 

Not < 120 

Target to 130 

or lower if 

tolerated 

Not < 120 

< 80 to 70 

65−79 years 

Target to 

< 140 to 130 

if tolerated 

Target to  

< 140 to 130 

if tolerated 

Target to  

< 140 to 130 

if tolerated 

Target to  

< 140 to 130 

if tolerated 

Target to 

< 140 to 130 

if tolerated 

< 80 to 70 

≥ 80 years 

Target to 

< 140 to 130 

if tolerated 

Target to 

< 140 to 130 

if tolerated 

Target to 

< 140 to 130 

if tolerated 

Target to 

< 140 to 130 

if tolerated 

Target to 

< 140 to 130 

if tolerated 

< 80 to 70 

Diastolic 
treatment 
target 
range(mmHg) 

< 80 to 70 < 80 to 70 < 80 to 70 < 80 to 70 < 80 to 70   



Core drug-treatment strategy for  
uncomplicated hypertension  

The core algorithm is also appropriate for most patients with HMOD, cerebrovascular disease, diabetes, or PAD  



Hypertension and COPD 
Selection of antihypertensive drugs vs their 
effects on pulmonary function 

Management of hypertensive patients with COPD should include lifestyle 
changes, among which cessation of smoking is 

essential.  

 CCBs, ARBs or ACEIs, or the CCB/RAS blocker combination 

are recommended as the initial drugs of choice. 

 If the BP response is poor, or depending on other comorbidities, 
thiazides or thiazide-like diuretics and beta1-selective beta-blockers can 
be considered. 

 



Hypertension and COPD 
Selection of antihypertensive drugs vs their 
effects on pulmonary function 

beta-blockers 
 May negatively affect the reduced basal 

lung function  

May diminish the effectiveness of 
emergency beta-agonist administration, 

May reduce the benefit of long acting beta-
agonist treatment, and make the 
discrimination of asthma and COPD more 

difficult. 
But 

 there is evidence that in COPD these drugs 
maintain their CV-protective effects 

 

Diuretic 
 May decrease the plasma level of 

potassium 

(in addition to the hypokalaemic effects 
of glucocorticoids andbeta2-adrenoceptor 
agonists), 

May  worsen carbon dioxide retention 

(including metabolic alkalosis-related 
hypoxia in hypoventilated patients),  

May increase haematocrit, and 
deteriorate mucus secretion in bronchi 



We work together 
ESH and the 35 National Hypertension EU societies and the 5 
Associated Hypertension societies 
 
 



We work together 
ESH and the 191 Excellence Centres 
 



Blood Pressure Control in ESH Excellence Centers  
BP-CON  study  

To determine 
1.  Average BP values in different ESH Excellent Centers, countries and 

European regions (attended and unattended BP) 
  
2.    Prevalence of uncontrolled hypertensive patients and analyze the most 
important  
    factors/predictors for treatment  failure in ESH Excellence Centers. 
  
3.   Preparation of strategies aiming to increase hypertension control globally 
but with specificities for  particular countries/regions 

Time frame: December 2018-December 2019 

https://www.google.gr/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiWqaG-h-DWAhXFYVAKHSCZCREQjRwIBw&url=https://twitter.com/esh_annual&psig=AOvVaw1TbKAD-npEFhlaMv4dw_qC&ust=1507518848213978


GREEK EXCELLENCE CENTERS 
Cardiology Dept. of Heraklion University Hospital, Heraklion Dr. Marketou, Maria 

Hypertension and Cardiovascular Prevention Clinic, 3rd Department of Internal Medicine, Evangelismos Hospital, 

Athens 

Dr. Andreadis, 

Emmanuel 

Hypertension Center of Sotiria Hospital, Athens Prof. Stergiou George S. 

Hypertension Center, Department of Nephrology, Hippokration Hospital, Aristotle University of Thessaloniki, 

Thessaloniki 

Prof. Sarafidis, Pantelis 

Hypertension Center, Department of Nephrology, University Hospital of Ioannina, Ioannina Dr. Kalaitzidis, Rigas 

Hypertension Centre, Department of Clinical Therapeutics, Medical School of Athens, Alexandra Hospital, Athens Prof E.Manios 

Hypertension Clinic, Cardiology Department, Asklepeion Hospital, Athens Prof. Manolis, Athansios 

Hypertension Clinic, Department of Cardiology, KAT General Hospital, Athens Dr Grassos, Charalampos 

Hypertension Clinic, University Hospital Laiko, Athens Dr. Papadopoulos, 

Dimitris P. 

Hypertension Division of the Third Department of Internal Medicine, Aristotle University of Thessaloniki, 

Papageorgiou General Hospital, Thessaloniki 

Prof. Douma, Stella 

  

Hypertension Outpatient Clinic,1st Propedeutic Dept. of Internal Medicine, AHEPA Hospital, Thessaloniki Prof Hatzitolios, 

Apostolos 

Hypertension Unit of the First Department of Medicine, Aristotle University of Thessaloniki, AHEPA Hospital, 

Thessaloniki 

Prof. Zebekakis, Pantelis 

Hypertension Unit, “Elena Venizelou” General & Maternity Hospital, Athens Dr. Makris, Thomas 

Hypertension Unit, 1st Department of Cardiology, University of Athens, Hippokration Hospital, Athens Prof. Tsioufis, Costas 

Hypertension Unit, 2nd Department of Cardiology, Medical School, Univeristy of Athens, ATTIKON Hospital, Athens Dr. Triantafyllidi, Helen 

Hypertension Unit, Department of Internal Medicine, University Hospital of Heraklion, Heraklion Dr. Papadakis, Ioannis 

Hypertension-24h ABPM Center, Papageorgiou Hospital, Nea Efkarpia Prof. Kotsis, Vasilios 

Partner BP Clinic(s):   

Hypertension Clinic, Department of Internal Medicine, Grevena Hospital Dr. Zervos, Nikolaos 

Pediatric Outpatient Hypertension Clinic, 1st Pediatric Department Aristotle University Thessaloniki Prof. Stambouli, Styliani  







mschyperandkidney@gmail.com  

213 2088386 

hypertasi.med.uoa.gr  

Βιβλιοθήκη Ιπποκράτειου Γ.Ν.Α., Έβρου 63-67, 115-27, Αθήνα 

mailto:mschyperandkidney@gmail.com


 

COPD and AF 





Patients with AF have about fivefold increased risk 
of ischaemic stroke versus Patients with no AF 

Framingham Heart Study (n=5070) 

 

 

 
5× 

increased 

risk of 

ischaemic stroke 

Risk ratio=4.8; p<0.001 

Wolf et al, 1991 

Without 

AF 

With 

AF 





Patients with a CHA2DS2 -VASc score = 0 are generally regarded to be at a very low risk of thromboembolism 
(consistently ≤1% annually). Stroke risk is more heterogeneous in patients with a score = 1 (a difference that is mainly 
owing to study methodology and end point definitions). However, annual stroke rates across studies are consistently 
≤2% annually. For each study, the annual stroke rate over the longest available follow-up period is displayed.  

Nature Reviews Cardiology 2016;13:549-559 

Αnnual risk of stroke in major studies according to CHA2DS2-
VASc scores 



Novel markers of increased stroke risk in AF  

Nature Reviews Cardiology 2016;13:549-559 
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Different Renal Clearance 1–4 

NOTE: Graphs based on data in respective SmPCs. No head to head comparison. Data for edoxaban are currently not available. 

1. Rivaroxaban SmPC;   2. Apixaban SmPC; 3. Dabigatran SmPC;   4. Stangier J et al. Clin Pharmacokinet. 2010;49(4):259-268 



Proposed algorithm for stroke risk assessment in atrial fibrillation (AF). Male patients with 
a CHA2DS2-VASc score = 1 or female patients with a CHA2DS2-VASc score = 2 are 
frequently borderline candidates for anticoagulation. The presence of novel stroke risk 
factors determines a higher stroke risk, and might favour anticoagulation.  

Nature Reviews Cardiology 2016;13:549-559 



 Unique and shared risk factors for bleeding and 
stroke.  

Nature Reviews Cardiology 2016;13:549-559 



Πότε να διακοπεί το NOAC πριν από προγραμματισμένη χειρουργική 
παρέμβαση 

Dabigatran Apixaban Edoxaban * Rivaroxaban 

Χωρίς σημαντικό αιμορραγικό κίνδυνο και με δυνατότητα για τοπική αιμόσταση: παρεμβείτε 

στα χαμηλά επίπεδα (δηλ ≥12h ή 24h μετά την τελευταία λήψη) 

Χαμηλού 

κινδύνου 

Υψηλού 

κινδύνου 

Χαμηλού 

κινδύνου 

Υψηλού 

κινδύνου 

Χαμηλού 

κινδύνου 

Υψηλού 

κινδύνου 

Χαμηλού 

κινδύνου 

Υψηλού 

κινδύνου 

CrCl ≥80 ml/min ≥24h ≥48h ≥24h ≥48h 
Χωρίς 

δεδομένα 

Χωρίς 

δεδομένα 
≥24h ≥48h 

CrCl 50–80 ml/min ≥36h ≥72h ≥24h ≥48h 
Χωρίς 

δεδομένα 

Χωρίς 

δεδομένα 
≥24h ≥48h 

CrCl 30–50 ml/min 

§ 
≥48h ≥96h ≥24h ≥48h 

Χωρίς 

δεδομένα 

Χωρίς 

δεδομένα 
≥24h ≥48h 

CrCl 15–30 ml/min 

§ 

Χωρίς 

ένδειξη 

Χωρίς 

ένδειξη 
≥36h ≥48h 

Χωρίς 

δεδομένα 

Χωρίς 

δεδομένα 
≥36h ≥48h 

CrCl <15 ml/min Χωρίς επίσημη ένδειξη 

Τελευταία λήψη φαρμάκου προ εκλεκτικής χειρουργικής παρέμβασης 

*no EMA approval yet.;  

Europace 2013;15 (5): 625-651 



Κάντε την παρέμβαση στις χαμηλές συγκεντρώσεις του NOAC. Λάβετε υπόψη τη 

διενέργεια 18-24 h μετά την τελευταία λήψη και επανέναρξη 6 h αργότερα 

 

Οδοντιατρικές επεμβάσεις 

Εξαγωγή  1 έως 3 δοντιών 

Παραδοντικές επεμβάσεις 

Διάνοιξη αποστήματος 

Τοποθέτηση εμφυτεύματος 

Οφθαλμολογία  

Επέμβαση καταρράκτη ή γλαυκώματος 

 

Ενδοσκόπηση χωρίς χειρουργείο 

 

Επιφανειακή επέμβαση (π.χ. διάνοιξη αποστήματος, μικρές δερματολογικές 
επεμβάσεις) 

Europace 2013;15 (5): 625-651 

Επεμβάσεις που δεν απαιτούν υποχρεωτικά διακοπή της αγωγής 



 

COPD and ACS 



Ο ασθενής με οξύ στεφανιαίο σύνδρομο 

Παθοφυσιολογικό υπόστρωμα 





Ανδρας ηλικίας 54 ετών καπνιστής, υπερτασικός και υπερλιπιδαιμικός 
παρουσίασε προκάρδιο συσφικτικό άλγος προ 30 λεπτών 



Ανδρας ηλικίας 70 ετών με ισορικό ΣΔ, ΑΥ και υπερλιπιδαιμίας παρουσιάζει από 24ώρου 
βραχείας διάρκειας (3-5 λεπτά) επεισόδια στηθαγχικού πόνου στη ηρεμία   





Capodanno and Angiolillo JACC Intv 2017;10:1086  





  Αλγόριθμος αντιμετώπισης 

Μέγιστη ανεκτή δόση στατίνης 

Εζετιμίμπη 
Δυσανεξία σε 

στατίνες 

Εζετιμίμπη 
& απεκκριτικά χολικών 

οξέων  (κατ’ επιλογή) 

PCSK9-i 

European Heart Journal doi:10.1093/eurheartj/ehw272 



Brian A. Ference et al. JACC 2018;72:1141-1156 

Life time exposure  to LDL matters? The younger the better? 
Lower cumulative exposure LDL can slow plaque progression and delay 
the onset of myocardial infarction and other acute coronary syndromes  



Brian A. Ference et al. JACC 2018;72:1141-1156 

Life time exposure  to LDL matters? The younger the better? 
Effect of Primary and Primordial Prevention on Progression of 
Atherosclerosis and Risk of Acute Cardiovascular Events  



Algorithm for dual 
antiplatelet therapy 
(DAPT) in patients 
with an indication for 
oral anticoagulation 
undergoing 
percutaneous 
coronary 
intervention (PCI) 

www.escardio.org/guidelines 2017 ESC Focused Update on DAPT in Coronary Artery Disease, developed in collaboration with EACTS 
(European Heart Journal 2017 - doi:10.1093/eurheartj/ehx419) 

http://www.escardio.org/guidelines


Αντιθρομβωτική αγωγή σε ασθενείς που υποβάλλονται σε 
αγγειοπλαστική και χρήζουν από τους στόματος αντιπηκτικά  

• Apixaban 5 mg b.i.d or apixaban 2.5 mg b.i.d. if at least two of the following: 

age >_80 years, body weight <_60 kg or serum creatinine level >_1.5 mg/dL 

(133 lmol/ L);  

 

• Dabigatran 110 mg b.i.d.;  

 

• Rivaroxaban 20mg q.d. or rivaroxaban 15 mg q.d. if CrCl 30–49 mL/min.  





Source: ESC Atlas of Cardiology database 2017, data on file. 

Cardiologists (per million people), 2015 or latest year 

Copyright © ESC  

Have a Cardiologist as a good  friend 



Everything in excess is opposed to 
nature 

Hippocrates 

“Prevention is better than cure” 

Hippocrates 

  
 


