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Recommendations Class Level
Systematic global CVD risk assessment is recommended in individuals with
any major vascular risk factor (i.e. family history of premature CVD, FH, 
CVD risk factors such as smoking, arterial hypertension, DM, raised lipid
level, obesity, or comorbidities increasing CVD risk).

I C

Systematic or opportunistic CV risk assessment in the general population 
in men >40 years of age and in women >50 years of age or 
postmenopausal with no known ASCVD risk factors may be considered.

IIb C

In those individuals who have undergone CVD risk assessment in the 
context of opportunistic screening, a repetition of screening after
5 years (or sooner if risk was close to treatment thresholds) may be
considered.

IIb C

Recommendations for CVD risk assessment (1)
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Recommendations Class Level
Opportunistic screening of BP in adults at risk for the development of 
hypertension, such as those who are overweight or with a known family
history of hypertension, should be considered.

IIa B

Systematic CVD risk assessment in men <40 years of age and women <50 
years of age with no known CV risk factors is not recommended.

III C

Recommendations for CVD risk assessment (2)
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Prevention of CVD





Dutch Lipid Clinic Network diagnostic 
criteria for familial hypercholesterolaemia
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Examples of a stepwise  approach 
to risk stratification and treatment 
options
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Risk regions based on 
World Health Organization 
cardiovascular mortality 
rates
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SCORE2 and SCORE2-OP 
risk chart for fatal and 
non-fatal (MI, stroke) 
ASCVD

Low CVD Risk (1)
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SCORE2 and SCORE2-OP 
risk chart for fatal and 
non-fatal (MI, stroke) 
ASCVD

Low CVD Risk (2)
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SCORE2 and SCORE2-OP 
risk chart for fatal and 
non-fatal (MI, stroke) 
ASCVD

Moderate CVD Risk (1)
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SCORE2 and SCORE2-OP 
risk chart for fatal and 
non-fatal (MI, stroke) 
ASCVD

Moderate CVD Risk (2)
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SCORE2 and SCORE2-OP 
risk chart for fatal and 
non-fatal (MI, stroke) 
ASCVD

High CVD Risk (1)
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SCORE2 and SCORE2-OP 
risk chart for fatal and 
non-fatal (MI, stroke) 
ASCVD

High CVD Risk (2)
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SCORE2 and SCORE2-OP 
risk chart for fatal and 
non-fatal (MI, stroke) 
ASCVD

Very high CVD Risk (1)
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SCORE2 and SCORE2-OP 
risk chart for fatal and 
non-fatal (MI, stroke) 
ASCVD

Very high CVD Risk (2)
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<50 years 50-69 years ≥70 yearsa

Low-to-moderate CVD risk: 
risk factor treatment generally not recommended

<2.5% <5% <7.5%

High CVD risk: 
risk factor treatment should be considered

2.5 to <7.5% 5 to <10% 7.5 to <15%

Very high CVD risk:
risk factor treatment generally recommendeda ≥7.5% ≥10% ≥15%

Cardiovascular disease risk categories based on SCORE2 and SCORE2-OP 
in apparently healthy people according to age
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Schematic representation of 
increasing 10-year CVD risk 
thresholds across age groups
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Cardiovascular risk and risk factor 
treatment in apparently healthy persons
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Cardiovascular risk and risk 
factor treatment in patients 
with established cardiovascular 
disease
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Cardiovascular risk and risk factor treatment 
in patients with type 2 diabetes mellitus
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Recommendations Class Level
In apparently healthy people <70 years without established ASCVD, DM, 
CKD, genetic/rarer lipid or BP disorders, estimation of 10-year fatal and 
non-fatal CVD risk with SCORE2 is recommended.

I B

In apparently healthy people ≥70 years without established ASCVD, DM, 
CKD, genetic/rarer lipid or BP disorders, estimation of 10-year fatal and 
non-fatal CVD risk with SCORE2-OP is recommended.

I B

In apparently healthy people, after estimation of 10-year fatal and non-
fatal CVD risk, lifetime risk and treatment benefit, risk modifiers, frailty, 
polypharmacy, and patient preferences should be considered.

IIa C

Patients with established CVD and/or DM and/or moderate-to-severe
renal disease and/or genetic/rarer lipid or BP disorders are to be
considered at high or very high CVD risk.

I A

Recommendations for cardiovascular disease risk estimation (1)
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Recommendations Class Level
A stepwise treatment-intensification approach aiming at intensive risk
factor treatment is recommended for apparently healthy people at high or 
very high CVD risk, as well as patients with established ASCVD and/or DM, 
with consideration of CVD risk, treatment benefit of risk factors, risk
modifiers, comorbidities, and patient preferences.

I B

Treatment of ASCVD risk factors is recommended in apparently healthy
people without DM, CKD, genetic/rarer lipid, or BP disorders who are at 
very high risk (SCORE2 ≥7.5% for age under 50; SCORE2 ≥10% for age
50–69; SCORE2-OP ≥15% for age ≥70 years).

I C

Treatment of ASCVD risk factors should be considered in apparently
healthy people without DM, CKD, genetic/rarer lipid, or BP disorders who
are at high risk (SCORE2 2.5 to <7.5% for age under 50; SCORE2 5 to <10% 
for age 50–69; SCORE2-OP 7.5 to <15% for age ≥70 years), taking CVD risk
modifiers, lifetime risk and treatment benefit, and patient preferences
into account.

IIa C

Recommendations for cardiovascular disease risk estimation (2)
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Clinical Condition Recommendations Class Level

CKD

In all CKD patients, with or without DM, appropriate
screening for ASCVD and kidney disease progression, 
including monitoring changes in albuminuria is
recommended.

I C

Cancer

It is recommended to monitor cardiac dysfunction using
imaging techniques and circulating biomarkers before, 
periodically during, and after cancer treatment.

I B

Cardioprotection in high-risk patients (those receiving high 
cumulative doses or combined radiotherapy) receiving
anthracycline chemotherapy may be considered for 
prevention of LV dysfunction.

IIb B

Screening for ASCVD risk factors and optimization of the CV 
risk profile is recommended in patients on treatment for 
cancer.

I C

Recommendations for cardiovascular disease assessment in specific clinical
conditions (1)
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Clinical Condition Recommendations Class Level

COPD
It is recommended that all COPD patients be investigated
for ASCVD and ASCVD risk factors.

I C

Inflammatory
conditions

Assessment of total CVD risk may be considered in adults
with chronic inflammatory conditions.

IIb B

Multiplication of calculated total CVD risk by a factor of 1.5 
should be considered in adults with rheumatoid arthritis.

IIa B

Migraine

Presence of migraine with aura should be considered in 
CVD risk assessment.

IIa B

Avoidance of combined hormonal contraceptives may be
considered in women with migraine with aura.

IIb B

Recommendations for cardiovascular disease assessment in specific clinical
conditions (2)
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Clinical Condition Recommendations Class Level

Sleep disorders
and OSA

In patients with ASCVD, obesity, and hypertension, regular
screening for non-restorative sleep is indicated (e.g. by the 
question: ‘how often have you been bothered by trouble 
falling or staying asleep, or sleeping too much?’).

I C

If there are significant sleep problems, which are not 
responding within 4 weeks to sleep hygiene, referral to a 
specialist is recommended.

I C

Mental disorders

It is recommended that mental disorders with either
significant functional impairment or decreased use of 
healthcare systems be considered as influencing total CVD 
risk.

I C

Recommendations for cardiovascular disease assessment in specific clinical
conditions (3)
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Clinical Condition Recommendations Class Level

Mental disorders

It is recommended that mental disorders with either
significant functional impairment or decreased use of 
healthcare systems be considered as influencing total CVD 
risk.

I C

Sex specific
conditions

In women with a history of preeclampsia and/or 
pregnancy-induced hypertension, periodic screening for 
hypertension and DM should be considered.

IIa B

In women with a history of polycystic ovary syndrome or 
gestational DM, periodic screening for DM should be
considered.

IIa B

In women with a history of premature or stillbirth, periodic
screening for hypertension and DM may be considered.

IIb B

Assessment of CVD risk should be considered in men with
ED.

IIa C

Recommendations for cardiovascular disease assessment in specific clinical
conditions (4)
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Recommendations Class Level
It is recommended for adults of all ages to strive for at least 150−300 min 
a week of moderate-intensity or 75−150 min a week of vigorous-intensity
aerobic PA, or an equivalent combination thereof, to reduce all-cause 
mortality, CV mortality, and morbidity.

I A

It is recommended that adults who cannot perform 150 min of moderate-
intensity PA a week should stay as active as their abilities and health
condition allow.

I B

It is recommended to reduce sedentary time to engage in at least light 
activity throughout the day to reduce all-cause and CV mortality and 
morbidity.

I B

Recommendations for physical activity (1)
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Recommendations Class Level
Performing resistance exercise, in addition to aerobic activity, is
recommended on 2 or more days per week to reduce all-cause mortality.

I B

Lifestyle interventions, such as group or individual education, behaviour-
change techniques, telephone counselling, and use of consumer-based
wearable activity trackers, should be considered to increase PA 
participation.

IIa B

Recommendations for physical activity (2)
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Adopt a more plant- and less animal-based food pattern
Saturated fatty acids should account for <10% of total energy intake, through replacement by 
PUFAs, MUFAs, and carbohydrates from whole grains
Trans unsaturated fatty acids should be minimized as far as possible, with none from 
processed foods
<5 g total salt intake per day
30–45 g of fibre per day, preferably from wholegrains
≥200 g of fruit per day (≥2–3 servings)
≥200 g of vegetables per day (≥2–3 servings)

Healthy diet characteristics (1)
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Red meat should be reduced to a maximum of 350−500 g a week, in particular processed 
meat should be minimized
Fish is recommended 1–2 times per week, in particular fatty fish
30 g unsalted nuts per day
Consumption of alcohol should be limited to a maximum of 100 g per week
Sugar-sweetened beverages, such as soft drinks and fruit juices, must be discouraged
Red meat should be reduced to a maximum of 350−500 g a week, in particular processed 
meat should be minimized
Fish is recommended 1–2 times per week, in particular fatty fish

Healthy diet characteristics (2)
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Estimated percent 
change in risk of 
coronary heart 
disease associated 
with isocaloric 
substitutions of 
saturated fat for other
types of fat or 
carbohydrates
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Expected low-density 
lipoprotein cholesterol 
reductions for combination 
therapies
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Recommendations Class Level
It is recommended that a high-intensity statin is prescribed up to the 
highest tolerated dose to reach the LDL-C goals set for the specific risk
group.

I A

An ultimate LDL-C goal of ≥50% reduction vs baseline and an LDL-C of <1.4 
mmol/L (<55 mg/dL) should be considered in apparently healthy persons
<70 years at very high risk.

IIa C

An ultimate LDL-C goal of ≥50% reduction vs baseline and an LDL-C of <1.8 
mmol/L (<70 mg/dL) should be considered in apparently healthy persons
<70 years at high risk.

IIa C

Recommendations for pharmacological low-density lipoprotein cholesterol
lowering up to 70 years of age (recommendations for persons aged >70 
years, see respective recommendations tables) (1)
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Recommendations Class Level
In patients with established ASCVD, lipid-lowering treatment with an 
ultimate LDL-C goal of ≥50% reduction vs baseline and an 
LDL-C of <1.4 mmol/L (<55 mg/dL) is recommended.

I A

If the goals are not achieved with the maximum tolerated dose of a statin, 
combination with ezetimibe is recommended.

I B

For primary prevention patients at very high risk, but without FH, if the 
LDL-C goal is not achieved on a maximum tolerated dose of a statin and 
ezetimibe, combination therapy including a PCSK9 inhibitor may be
considered.

IIb C

Recommendations for pharmacological low-density lipoprotein cholesterol
lowering up to 70 years of age (recommendations for persons aged >70 
years, see respective recommendations tables) (2)
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Recommendations Class Level
For secondary prevention patients not achieving their goals on a 
maximum tolerated dose of a statin and ezetimibe, combination therapy
including a PCSK9 inhibitor is recommended.

I A

For very-high-risk FH patients (that is, with ASCVD or with another major 
risk factor) who do not achieve their goals on a maximum tolerated dose 
of a statin and ezetimibe, combination therapy including a PCSK9 inhibitor
is recommended.

I C

If a statin-based regimen is not tolerated at any dosage (even after
rechallenge), ezetimibe should be considered.

IIa B

Recommendations for pharmacological low-density lipoprotein cholesterol
lowering up to 70 years of age (recommendations for persons aged >70 
years, see respective recommendations tables) (3)
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Recommendations Class Level
Statin treatment is recommended as the first drug of choice for reducing
CVD risk in high-risk individuals with hypertriglyceridaemia (triglycerides
>2.3 mmol/L [200 mg/dL]).

I A

In patients taking statins who are at LDL-C goal with triglycerides
>2.3 mmol/L (200 mg/dL), fenofibrate or bezafibrate may be considered.

IIb B

In high-risk (or above) patients with triglycerides >1.5 mmol/L
(135 mg/dL) despite statin treatment and lifestyle measures, n-3 PUFAs
(icosapent ethyl 2 x 2 g/day) may be considered in combination with
a statin.

IIb B

Recommendations for drug treatments of patients with hypertriglyceridaemia
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Recommendations Class Level
Treatment with statins is recommended for older people with ASCVD in 
the same way as for younger patients.

I A

Initiation of statin treatment for primary prevention in older people aged
≥70 may be considered, if at high risk or above.

IIb B

It is recommended that the statin is started at a low dose if there is
significant renal impairment and/or the potential for drug interactions.

I C

Recommendations for the treatment of dyslipidaemias in older people
(>70 years)
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Recommendations Class Level
In patients with type 2 DM at very high risk (e.g. with established ASCVD 
and/or severe TODa), intensive lipid-lowering therapy, ultimatelyb aiming
at ≥50% LDL-C reduction and an LDL-C of <1.4 mmol/L
(55 mg/dL) is recommended.

I A

In patients with type 2 DM >40 years at high risk, lipid-lowering treatment
with an ultimate LDL-C goal of ≥50% LDL-C reduction and an LDL-C of <1.8 
mmol/L (70 mg/dL) is recommended.

I A

Statin therapy may be considered in persons aged ≤40 years with type 1 or 
type 2 DM with evidence of TOD and/or an LDL-C level >2.6 mmol/L (100 
mg/dL), as long as pregnancy is not being planned.

IIb C

If the LDL-C goal is not reached, statin combination with ezetimibe should
be considered.

IIa B

Recommendations for the treatment of dyslipidaemias in diabetes Mellitus (1)
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Recommendations Class Level
The use of statins or statin/ezetimibe combination is recommended in 
patients with non-dialysis-dependent, stage 3–5 CKD.

I A

In patients already on statins, ezetimibe, or a statin/ezetimibe
combination at the time of dialysis initiation, continuation of these drugs
should be considered, particularly in patients with ASCVD.

IIa C

In patients with dialysis-dependent CKD who are free of ASCVD, 
commencing statin therapy is not recommended.

III A

Recommendations for lipid management in patients with moderate-to-
severe chronic kidney disease (Kidney disease Outcomes Quality Initiative 
stages 3–5)



www.escardio.org/guidelines

©
E

SC

2021 ESC Guidelines on cardiovascular disease prevention in clinical practice
(European Heart Journal 2021 – doi:10.1093/eurheartj/ehab484)

Recommendations Class Level
Classification of BP
It is recommended that BP should be classified as optimal, normal,
high-normal, or grades 1−3 hypertension, according to office BP.

I C

Diagnosis of hypertension
It is recommended to base the diagnosis of hypertension on out-of-office 
BP measurement with ABPM and/or HBPM when feasible.

I C

It is recommended to base the diagnosis of hypertension on repeated
office BP measurements, on more than one visit, except when
hypertension is severe (e.g. grade 3 and especially in high-risk patients).

I C

Summary of recommendations for the clinical management of 
hypertension (1)
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Recommendations Class Level
Assessment of HMOD
To evaluate for the presence of HMOD, measurement of serum creatinine, 
eGFR, electrolytes, and ACR is recommended for all patients. A 12-lead 
ECG is recommended for all patients, and echocardiography is
recommended for those with ECG abnormalities or signs/symptoms
of LV dysfunction. Fundoscopy or retinal imaging is recommended
for patients with grades 2 or 3 hypertension and all hypertensive
patients with DM.

I B

Summary of recommendations for the clinical management of 
hypertension (2)
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Age group
Office SBP treatment target ranges (mmHg)

Hypertension + DM + CKD + CAD + Stroke/TIA

18–69 years
120−130 120−130 <140−130 120−130 120−130

Lower SBP acceptable if tolerated

≥70 years
<140 mmHg, down to 130 mmHg if tolerated

Lower SBP acceptable if tolerated
DBP treatment
target (mmHg)

<80 for all treated patients

Recommended office blood pressure target ranges
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Recommendations Class Level
Office BP treatment targets
It is recommended that the first objective of treatment is to lower BP to 
<140/90 mmHg in all patients, and that subsequent BP targets are tailored
to age and specific comorbidities.

I A

In treated patients aged 18–69 years, it is recommended that SBP should
ultimately be lowered to a target range of 120−130 mmHg in most
patients.

I A

In treated patients aged ≥70 years, it is recommended that SBP should
generally be targeted to <140 and down to 130 mmHg if tolerated.

I A

In all treated patients, DBP is recommended to be lowered to <80 mmHg. I A

Summary of recommendations for the clinical management of 
hypertension (4)
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Recommendations Class Level
Treatment of hypertension: lifestyle interventions
Lifestyle interventions are recommended for people with
high-normal BP or higher.

I A

Treatment of hypertension: drug treatment
It is recommended to initiate antihypertensive treatment with a 
two-drug combination in most patients, preferably as a single-pill
combination. Exceptions are frail older patients and those with low-risk, 
grade 1 hypertension (particularly if SBP <150 mmHg).

I B

Summary of recommendations for the clinical management of 
hypertension (5)



www.escardio.org/guidelines

©
E

SC

2021 ESC Guidelines on cardiovascular disease prevention in clinical practice
(European Heart Journal 2021 – doi:10.1093/eurheartj/ehab484)

Characteristics
Younger patients (<40 years) with grade 2 hypertension or onset of any grade of hypertension 
in childhood
Acute worsening of hypertension in patients with previously documented chronically stable 
normotension
Resistant hypertension (BP uncontrolled despite treatment with optimal or best tolerated
doses of three or more drugs including a diuretic, and confirmed by ABPM  or HBPM)
Severe (grade 3) hypertension or a hypertension emergency
Presence of extensive HMOD
Clinical or biochemical features suggestive of endocrine causes of hypertension or CKD
Clinical features suggestive of OSA
Symptoms suggestive of pheochromocytoma or family history of pheochromocytoma

Patient characteristics that should raise the suspicion of secondary
hypertension
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Recommendations Class Level
Screening
When screening for DM in individuals with or without ASCVD, assessment
of HbA1c (which can be done non-fasting) or fasting blood glucose should
be considered.

IIa A

Lifestyle
Lifestyle changes including smoking cessation, a low saturated fat,
high-fibre diet, aerobic PA, and strength training are recommended.

I A

Reduction in energy intake is recommended to patients, to help achieve
lower body weight or prevent or slow weight gain.

I B

Recommendations for treatment of diabetes mellitus (1)
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Recommendations Class Level
Lifestyle (continued)
For those motivated to try, considerable weight loss with use of low-
calorie diets followed by food reintroduction and weight-maintenance 
phases early after diagnosis can lead to DM remission and should be
considered.

IIa A

Glycaemia targets
A target HbA1c for the reduction of CVD risk and microvascular
complications of DM of <7.0% (53 mmol/mol) is recommended for the 
majority of adults with either type 1 or type 2 DM.

I A

Recommendations for treatment of diabetes mellitus (2)
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Recommendations Class Level
Glycaemia targets (continued)
For patients with a long duration of DM and in old or frail adults, a relaxing
of the HbA1c targets (i.e. less stringent) should be considered.

IIa B

A target HbA1c of ≤6.5% (48 mmol/mol) should be considered at diagnosis
or early in the course of type 2 DM in persons who are not frail and do not 
have ASCVD.

IIa B

Recommendations for treatment of diabetes mellitus (3)
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Recommendations Class Level
Treatment of hyperglycaemia and ASCVD/cardiorenal risks
Metformin is recommended as first-line therapy, following evaluation of 
renal function, in the majority of patients without previous ASCVD, CKD, 
or HF.

I B

In persons with type 2 DM with ASCVD, metformin should be considered, 
unless contraindications are present.

IIa B

Avoidance of hypoglycaemia and excessive weight gain should be
considered.

IIa B

Recommendations for treatment of diabetes mellitus (4)
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Recommendations Class Level
Treatment of hyperglycaemia and ASCVD/cardiorenal risks (continued)
In persons with type 2 DM and ASCVD, the use of a GLP-1RA or SGLT2 
inhibitor with proven outcome benefits is recommended to reduce CV 
and/or cardiorenal outcomes.

I A

In patients with type 2 DM and TOD,a the use of an SGLT2 inhibitor or GLP-
1RA with proven outcome benefits may be considered to reduce future CV 
and total mortality.

IIb B

In patients with type 2 DM and CKD, the use of an SGLT2 inhibitor is
recommended to improve ASCVD and/or cardiorenal outcomes.

I A

Recommendations for treatment of diabetes mellitus (5)
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Recommendations Class Level
Treatment of hyperglycaemia and ASCVD/cardiorenal risks (continued)
In patients with type 2 DM and HFrEF, use of an SGLT2 inhibitor with
proven outcome benefits is recommended to lessen HF hospitalizations
and CV death.

I A

In patients with type 2 DM but without ASCVD, HF, or CKD, use of an 
SGLT2 inhibitor or GLP-1RA should be considered based on estimated
future risks (e.g. with the ADVANCE risk score or DIAL model) for adverse 
CVD or cardiorenal outcomes from risk factor profiles.

IIa B

Recommendations for treatment of diabetes mellitus (6)
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Recommendations Class Level
Aspirin 75−100 mg daily is recommended for secondary prevention of 
CVD.

I A

Clopidogrel 75 mg daily is recommended as an alternative to aspirin in 
secondary prevention in case of aspirin intolerance.

I B

Clopidogrel 75 mg daily may be considered in preference to aspirin in 
patients with established ASCVD.

IIb A

Concomitant use of a proton pump inhibitor is recommended in patients 
receiving antiplatelet therapy who are at high risk of gastrointestinal
bleeding.

I A

In patients with DM at high or very high CVD risk, low-dose aspirin may be
considered for primary prevention in the absence of clear
contraindications.

IIb A

Antiplatelet therapy is not recommended in individuals with
low/moderate CV risk due to the increased risk of major bleeding.

III A

Recommendations for antithrombotic therapy
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Recommendations Class Level
Low-dose colchicine (0.5 mg o.d.) may be considered in secondary
prevention of CVD, particularly if other risk factors are insufficiently
controlled or if recurrent CVD events occur under optimal therapy.

IIb A

Recommendation for anti-inflammatory therapy
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Prevention of CVD

Ευχαριστώ για την προσοχή σας!
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