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Pharmacist Learning Objectives

1. Describe the role of community pharmacists in screening and early
detection of cardiovascular disease

2. Discuss evidence-based strategies for stroke prevention, including AFib
screening and oral anticoagulation therapy management

3. Recognize signs and screening protocols for hypertrophic
cardiomyopathy, especially in patients with a family history

4. Recall social determinants of health screening tools that
can be integrated info pharmacy workflows to identify barriers to
cardiovascular health and medication adherence

5. Describe approaches for collaborating with interdisciplinary
teams to support patient-centered care

Pharmacy Technician Learning Objectives

1. List common cardiovascular conditions such as AFib, hypertrophic
cardiomyopathy, and stroke risk relevant to pharmacy practice

2. Describe technician roles in cardiovascular screening, including
patfient infake and documentation

3. Explain how technicians support anticoagulation therapy through
record-keeping and adherence monitoring

4. |dentify social determinants of health that affect cardiovascular
outcomes and medication use

5. Summarize how technicians can conftribute to team-based care
through communication and referral coordination

10/17/2025
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Rgenda

» CV Landscape ¥+

» Guideline Refreshers and Updates
> Atrial Fibrillation (AFib)
» Stroke
» Hypertrophic Cardiomyopathy

» Published Evidence

» Strategies for Patient Care
» Screening

» Putting it to Practicelll

NCpag

gl A7,

H

e 2 1 211110

Let’s
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Images from:
https://www.health.harvard.edu
/staying-healthy/5-tools-to-help-
you-stand-up-on-your-own;
https://www.istockphoto.com/
photos/person-turning-around;
https://hbr.org/2020/03/how-to-
avoid-shaking-hands
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CV Landscape
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CV Significance

« One person has a stroke every
40 seconds and dies of stroke
every 3 min 11 sec

« AFib increases the risk of stroke
by 5-fold

o 2022: Heart disease and stroke
claimed more lives than all
forms of cancer and chronic
respiratory diseases combined
at17.5% (1.in 6)

 From 2012-2022, stroke deaths
increased by 28.7%

wanonas EQMMUN.Wg
B A

Cardiac Dysrhythmia Hospitalization Rates, 2018-2020
Adult Medicare Beneficiaries, Ages 65+, by County

https://www.cdc.gov/stroke/data-research/facts-stats/index.html ;
https://www.cdc.gov/heart-disease/about/atrial-fibrillation.html; Elsheikh S, et al. Afib
and stroke: state-of-the-art and future directions. Curr Probl Cardiol, 2024. Martin S, et
al. 2025 Heart disease and stroke statistics. Circulation, 2025
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AFib Prevalence

o Estimated 12.1 million
people have AFib

 In 2015, estimated >5.6
million AFibb cases were
undiagnosed

« AFib is highly prevalent in
people who have
hypertrophic
cardiomyopathy (HCM)

https://www.cdc.gov/heart-disease/about/atrial-fibrillation.ntml; Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis
and Management of AFib. Circulation. 2024; 149:e1-e156; Image from: Oltman CG, et al. JACC Adv. 2024;3(11)

| LR

Risk Factors for AFib Y MO 2
sl

Ischemic heart disease

Enlargement of the chambers
of the left side of the heart

https://www.cdc.gov/heart-disease/about/atrial-fibrillation.html; Image from:
https://blog.difflearn.com/2015/06/11/simplifying-the-science-teaching-hand-raising-to-children-with-autism/

v' Heart Failure
v' Hyperthyroidism

v Advancing age v' Chronic Kidney Disease
v High blood pressure v Smoking
v Obesity v Moderate to heavy alcohol use
v' Diabetes v' European ancestry
v
v
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Heart

High Blood Pressure Prevalence (%), 2021

Adults, Ages 18+, by County Failure Heart Failure Death Rates, 2018-2020

Adults, Ages 35+, by County

Age-Adjusted
Prevalence (%)
61-1788

Obesity i Diabetes

S0%+
] nsuficient data*

2021
o
NC PA https://www.cdc.gov/high-blood-pressure/data-research/facts-stats/index.html; https://www.cdc.gov/cholesterol/data-research/facts-stats/index.html;
HATIOHAL CoMMUNITY https://www.cdc.gov/obesity/data-and-statistics/adult-obesity-prevalence-maps.html; https://www.cdc.gov/heart-disease/about/heart-failure.html
14
INADEQUATE MANAGEMENT
OF COMMON RISK FACTORS
Undiagnosed risk factors
Untreated risk factors
Best practices not followed
ADVERSE SOCIAL Lack of shared decision-making COMMONLY
DETERMINANTS OF HEALTH
Health system barriers UNRECOGNIZED
Poor access to care % RISK-ENHANCING FACTORS
Soci X De-emphasis of lifestyle ) N
ocioeconomic factors (Life's essential &) Lipoprotein(a)
disadvantage CADASIL
Neighborhood disadvantage Thrombophilias
Lack of social and I
community support Endometriosis
Poor access to education E.arlgAmenopcluse
Racism and discrimination Complications of pregnancy
C Ag Bushnell C, et al. AHA/ASA Guideline for the Prevention of Stroke. Stroke, 2024.
PHARMACISTS ASSOCATION
15
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HCM Risk Factors

It is inherited - If one parent has it, 50% chance child
will have genes that cause HCM

Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of AFib. Circulation. 2024; 14%9:e1-e156;
Asif I, et al. AHA/ACC/AMSSM/HRS/PACES Guideline for the management of hypertrophic cardiomyopathy. 2024. J Am Coll
Cardiol

NCpag
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Prevention Principles

Pillars for AF Management
Access to All Aspects of Care for All

Optimize

prteia hypertension] __oisbetes |

3
NC PA Bushnell C, et al. AHA/ASA Guideline for the Prevention of Stroke. Stroke, 2024; Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and
PrARMAGISTS ASSODATION Management of AFib. Circulation. 2024; 149:e1-e156; Image Fig 5 from guidelines -
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Pharmacy Visits

Ncpad

NATIONAL COMMUNITY
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[ nsufficient data

[ Pharmacy visits = PCP encounters

[T Pharmacy visits > PCP encounters; difference, 1-4
D Pharmacy visits > PCP encounters; difference, 5-7
. Pharmacy visits > PCP encounters; difference, 27

County
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i~ Berenbrok LA, et al. Evaluation of frequency of encounters with
PCP vs visits to community pharmacies among medicare
beneficiaries. JAMA Network Open. 2020;3(7)

18

https://nabp.pharmacy/news/blog/regulatory_news/ph
armacists-ranked-third-trusted-medical-professionals/;
Valliant S, et al. Pharmacists as accessible health care
providers. J Manag Care Spec Pharm. 2022; 28(1):85;
Strand M, et al. Community pharmacists’ conftributions to
disease management. Prev Chronic Dis 2020;17; Image
from:
https://pharmakondotme.wordpress.com/2012/04/30/ph
armaceutical-symbols-around-the-world/

NCPA
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< Pharmacists are 39 most
trusted medical professional

% Patients visit pharmacies 1 2
to 2 times as often as they
visit their physician

% More than 90% of the US
population live within 5 miles
of a pharmacy

) 60U can have an impachin

19
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Guideline Refreshers and
Updates

20

AFib

Joglar J, et al. 2023

ACC/AHA/ACCP/HRS Guideline for
the Diagnosis and Management of
AFib. Circulation. 2024; 149:e1-e156

Circulation

CLINICAL PRACTICE GUIDELINES

2023 ACC/AHA/ACCP/HRS Guideline for the
Diagnosis and Management of Atrial Fibrillation:
A Report of the American College of Cardiology/
American Heart Association Joint Committee on
Clinical Practice Guidelines

Developed in Collaboration With and Endorsed by the American College of Clinical Pharmacy and the Heart Rhythm Society

Writing Committee Members*

José A Joglar, MD, FACC, FAHA, FHRS, Chair; Mina K. Chung, MD, FACC, FAHA, FHRS, Vice Chair;

Anastasia L Armbruster, PharmD, FACCt; Emelia J. Benjamin, MD, ScM, FACC, FAHA; Janice Y. Chyou, MD, FACC, FAHA, FHRS;
Edmond M. Cronin, MB, BCh, BAQ, FHRS; Anita Deswal, MD, MPH, FACC, FAHA®; Lee L. Eckhardt, MD, MS, FHRS;

Zachary D. Goldberger, MD, FACC, FAHA, FHRS; Rakesh Gopinathannair, MD, MA, FACC, FAHA, FHRS;

Bulent Gorenek, MD, FACC; Paul L. Hess, MD, MHS#; Mark Hiatky, MD, FACC, FAHA; Gail Hogan§; Chinwe Ibeh, MD;

Julia H. Indik, MD, PhD, FACC, FAHA, FHRS; Kazuhiko Kido, PharmD, PhD, MS, FCCPE; Fred Kusumoto, MD, FACC, FAHA, FHRS;

Mark S. Link, MD, FACC, FAHA, FHRS; Kathleen T. Linta § Gregory M. Marcus, MD, MAS, FACC, FAHA, FHRS;

Patrick M. McCarthy, MD, FACC; Nimesh Patel, MD; Kristen K. Patton, MD, FACC, FAHA, FHRS; Marco V. Perez, MD, FAHA;
Jonathan F. Piccini, MD, MHS, FACC, FAHA, FHRS; Andrea M. Russo, MD, FACC, FAHA, FHRSY];

Prashanthan Sanders, MBBS, PhD, FAHA, FHRS; Megan M. Streur, PhD, MN, ARNP; Kevin L Thomas, MD, FACC, FHRS;
Sabrina Times, DHSC, MPH#; James E. Tisdale, PharmD, FACC, FAHA, FCCP; Anne Marie Valente, MD, FACC, FAHA™;
David R. Van Wagoner, PhD, FAHA, FHRS

Ncpagh
P ARMAAG 575 AGSOCIATION o
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AFib Pathophysiology

Electrophysiological

changes

/

i Bbeilation (AFib) i th ot cormmon type of eart arthri

ey
o
Further exacerbates S

AFib AFib persists

Comicer wtened -
g Ongang rertaig m ey et fr A brden ;

1 AF ansocivted with pathepysolegical changes? I >
I
rﬁ:}‘;%‘;‘gi‘g Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the

Diagnosis and Management of AFib. Circulation. 2024;
149:e1-e156, Fig. 5; https://www.cdc.gov/heart-
disease/about/atrial-fibrillation.html

Ncpad
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AFib Symptoms

» [rregular heartbeat
» Heart palpitations
» Lightheadedness

» Extreme fatigue

» Shortness of breath
= Chest pain

https://www.cdc.gov/heart-disease/about/atrial-fibrillation.html; Image from: https://www.health.harvard.edu/heart-
health/abnormal-heart-rhythms

Nepad
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PHARMACISTS ASSOCIATION
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RFib Treatment

» Lifestyle and risk factor
modification

» Anficoagulation
= Rate Confrol
= Rhythm Control

Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of AFib. Circulation. 2024;
149:e1-e156; Image from: https://fortune.com/well/2024/03/18/exercise-mimicking-pill/

Anticoagulants

Reduce the risk of ischemic

stroke
H 4. In patients with AF who are candidates for antico-
|
qufq rn agulation and without an indication for antiplatelet
. Firs-l- “ne for meChO niCOl therapy, aspirin either alone or in combination with
clopidogrel as an alternative to anticoagulation is
heCII’T vdad |VeS a nd mOderGTe’ not recommended to reduce stroke risk.>®
TO-Se\/ere m”rGl STenOS|S 5. In patients with AF without risk factors for stroke,
- _ aspirin monotherapy for prevention of thromboem-
lN R TorgeT 2 3 bolic events is of no benefit.'>"
= DOAC:s
= First line for everyone else
Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of AFib. Circulation. 2024;
. 149:e1-e156; DOAC: Direct oral anticoagulant
Ncpagh

12
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DOACs

Usual Dose

Indications for
Reduction

NATIONAL COMMUNITY
PHARMAGISTS ASSOGIATION

DOAC Dosing Recommendations in AFib

Dabigatran Edoxaban

60mg daily (CI if CrCl 295

5mg BID 150mg BID i S

2.5mg BID 75mg BID 30mg daily
1. If 2 of 3 factors present:

=80
SACiLs ;;a/dlsL CrC115-30 mL/min OR,

1 mL/min
Weight <60 kg CrCl 30-50 mL/mii
with concomitant CrCl 15-50 mL/min
2. Coadministered with combined dronedarone or
P-gp and strong CYP3A4 ketoconazole
inhibitors (e.g., ketoconazole,
itraconazole, ritonavir)

Those with SCr >2.5 or CrCl Those with CrCl <30 Those with CrCl <30
<25 mL/min excluded from mL/min excluded from mL/min excluded from
ARISTOTLE trialt RE-LY trialt ENGAGE AF-TIMI 48 trialt

Consult package inserts for specific use/dosing recommendations with concomitant CYP3A4 and/or P-gp inducers

or inhibitors. There are additional drug interactions in which DOACs should be avoided.

Image from: https://www.acc.org/Membership/Sections-and-Councils/Electrophysiology-Section/Section-Updates/2018/10/12/12/42/DOAC-
Dosing-For-AFib-Infographic-Now-Available

Rivaroxaban

20mg daily with food

15mg daily with food

CrCl <50 mL/min

Those with CrCl <30
mL/min excluded from
ROCKET-AF trialt

26

Joglar J, et al. 2023
ACC/AHA/ACCP/HRS

Figure 11

DOAC Monitoring

Guideline for the Diagnosis
and Management of AFib.
Circulation. 2024; 149:e1-e156,

et mMMung _
PAARMACISTS ASSOCIATION

Minimum intervap

Renal
function
IOAC
Hemoglobin/ [CLEIEICTY

L P monitoring
parameters

No liver disease ‘ ‘

Moderate liver
disease
(Child-Pugh

N7 disease
(Child-Pugh A)

‘o,}@ e
Q

=

sever‘lty of diseas-e
’

=

Savers liver disoase
(Chiki-Pugh C}

B) ’ o
A ——
E‘vaq’sm awaww

27
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Managing Active Bleeding

Minor bleeding ~— Active bleeding associated with oral anticoagulant |—#

Non-life-threatening
bleeding

'

:

'

May hold an
anticoagulant

achieved

Supportive measures

until hemostasis is

Life-threatening bleeding or uncontrolled
major bleeding due to which oral anticoagulant

(dabigatran)

« Supportive measures
« Consider hemodialysis

+ Hold an anticoagulant

'

Factor Xa inhibitor

A

Dabigatran

.

‘Warfarin

NATIONAL COMMUNITY
PHARMAGISTS ASSOGIATION

Activated PCC if
idarucizumab is not
available
(2a, C-LD)
Joglar J, et al. CC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of AFib. Circulation.
2024; 149: re |

28

Rate
Control

Joglar J, et al. 2023
ACC/AHA/ACCP/HR
S Guideline for the
Diagnosis and
Management of
AFib. Circulation.
2024; 149:e1-e156;

Ncpagh

3
NATIONAL COMMUNITY
PHARMACISTS ASSOCIATION

Table 21.

Pharmacological Agents for Rate Control in Patients With AF

Beta blockers
Metoprolol tartrate 2.6-6 mg bolus over 2min; | 26-200 mg, twice daily 34h
up to 3 doses
Metoprolol succinate N/A 50-400 mg daily or twice 37h
daily in divided doses
Atenclol N/A 25-100 mg daily 87h Renally eliminated
Bisoprolol N/A 2.5-10 mg daily 8-12h
Carvediiol N/A 3.125-26 mg, twice daiy 710k
Esmolol 500 pg/kg bolus over 1 min; | N/A 9 min
then 50-300 pg/kg/min
Nadolol N/A 10-240 mg daily 20-24 h
Propranclol 1 mg over 1 min; repeat as 10-40 mg, 3-4 times daily V:24h
needed every 2 min; up to Oral: 36 h
3 doses ER:8-20h
Nondihydropyridine calcium channel blockers
Diltiazem 0.25 mg/kg (actual bady 120-360 mg daily (ER) V:35h Avoid in HFFEF
weight) IV over 2 min Oral immediate release:
May repeat 0.35 mg/kg over 3-45h
2 min; then 5-15 mg/h con- ER:4-95h
tinuous infusion
Verapamil 6-10 mg over 22 min (may 180-480 mg daily (ER) IV:68h Avoid in HFEEF
repeat twice); then 5 mg/h Oral: 27 h
continuous infusion (max 20 ER:12-17h
mg/h)
Digitalis glycoside
Digosin 0.25-0.5 mg over several 0.0625-0.25 mg daily 12d Renally eliminated Increased
min; repeat doses of 0.25 mortality at plasma concen-
mg every 6 h (maximum 1.5 trations exceeding 1.2 ng/mL
mg/24 b}
Other
Amiodarone 150-300 mg IV over 1 h, then | 100-200 mg daily (generally | IV: 9-36 d Loading dose 8-10 g ad-
10-50 mg/h over 24 h IV form used for rate control) | Oral: 26-107 d ministered over 2-4 wk; can
«combine IV and oral dosing
to complete

29

14
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7.2.2. Long-Term Rate Control

Recommendations for Long-Term Rate Control
Referenced studies that support the recommendations are
summarized in the

. In patients with AF, beta blockers or nondihydropyri-
dine calcium channel blockers (diltiazem, verapamil)
are recommended for long-term rate control with the
choice of agent according to underlying substrate
and comorbid conditions.'?

Therapy
Guidance

2. For patients with AF in whom measuring serum
digoxin levels is indicated, it is reasonable to target
levels <1.2 ng/mL.*%

3. In patients with AF and HF symptoms, digoxin is
reasonable for long-term rate control in combination
with other rate-controlling agents, or as monotherapy
if other agents are not preferred, not tolerated, or
contraindicated.™*

4. In patients with AF and LVEF <40%, nondihydro-
pyridine calcium channel-blocking drugs should not
be administered given their potential to exacerbate
HFIWOJ 1

Joglar J, et al. 2023
ACC/AHA/ACCP/HRS Guideline
for the Diagnosis and
Management of AFib. Circulation.
2024; 149:e1-e156

5. In patients with permanent AF who have risk factors
for cardiovascular events, dronedarone should not be
used for long-term rate control.”

NATIONAL COMMUNITY
PHARMAGISTS ASSOGIATION

30

Heart Failure Considerations

Permanent AF

Long-term rate
control

o

LVEF <40% LVEF >40%

Joglar J, et al.
2023
ACC/AHA/ACCP/
HRS Guideline for
the Diagnosis and
Management of B Digoxi
AFib. Circulation. o
2024; 149:e1-6156 (2a) @a)

Ncpagh
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Amodwons | Totalloadeg | 200 mg cace | Liver 14500 | Wndisi, L, | AVbieck Moderate® inhibtor of Facande NA 80-300mgid | Liver {70%) 12478 nhbitsl,, Al futter Flacainide i3 a subsbrate for
Sas10g | ay measten oo, | oneasa (VP2 weakt ot POGWsaq | Kerey 5% i Ve
han 400500 By excreson o Comea merscoposts | 1 CrP208 2 Dazness [ Pa—
mg dady 24 Neacompettive | Elevabon Same inhibitin of CYPaA Dysrea. s fecarie
beta biocker TANSATANISeS Increases plasma con- Exacerbation of HFEF | concentrations:
fetwive cenvatins ol varare, Hexhern dacon
Hypenhyroidam smastatng Duamsine
g = Cliiees pverid
o
O pengasn ocesees s i p—
Paciphecal neuropathy | concentrations of digemin Fropasenons | NIA 150300 mg | Liver an Inhidis,, Awal nutier Propatenone is a substrate
Photosensitivty FOqQ8h ER Bradycarda for CYP208
Pulmonary frosia 220423P0q AV block. These crugs may increase
:".W'-‘w haicn 12Zh Dizzness Plasma pre on
; Dyignen posriviat
P Exacerbation of HFEF
Detetivte NA GIGI>00 MU | Kidney on Wabisl, and | O prolengasen. Dotatixde s ronaly Nauses Parcmtine
min: 500 pg augmants. TP eucrated via the renal cat. Taste dsturbances Propatencne may increase.
wice dady e, o anspert systeen. Thes v plasma digosn concentra
Gl 4080 g PRt renal caton. Vgl etnbmans: haeced
mlimin: 200 ranspon, ncrease plasma st e
g twice dady ‘ofetibde concentiations, P, Sy
CiC1 2040 AE——
mLimin: 128 patients taking dodetide ‘Sotalol GO0l | Gra>e0my | Kodney 12n Inhbisl, AV block. Mene:
g twice dady Canetidne mn 4080 | min80-160 Beta blocker | Bradycardia
G <20 m Doutegan mg twice daly | mg twice day Sotaldl aug: | Bronchospasm
min: Contrain- Katoconazcle. for3d ©CL 4060 ments late |,
s Vel 000 | mm 0 Eesahition o HFEF
Procvormaizne rimacsn | 180 omcs Faige
Tamethopers s o ooy | atky Nasd wnavomang
compeagen wih st i ot ey O priongason
methoxazole) CrCi<aomis | min: Contrain- TdP
Verapami min: Contrain- | dicated
In aciiton, hycrachicrothes deated
5 (alone of in combination
with
plasma
‘bores and shoukd not be co-
admngteced wih
Dronedarone | N/A 400mgwice | Liwrmetbo. | 13190 | ihmin, L, | Abdominal pain Dronedaron s subsirate
&S b e, | Astana w Croan s
ol Badyada e ahboer o
potivataa. | Dirhen Cresama
Nausea andvomtng | Dronedarone s also.a
QT preiengaten substrate foe. and I
oo
P Dronsdarona may ncrease
lasna concenmasns ot
Dabigatran
Dgan Joglar J, et al. 2023 ACC/AHA/ACCP/HRS
Swmvastatnl
Swechmus. s H i i
Tt Guideling for the Diagnaosis and
Vit
Thess g ey e Management of AFib. Circulation. 2024;
laana canacasons
Concarircons: el
foartrest 14%:21-e156, Table 23
These crugs may decrease
dr con-
sona:

P3A inducers including
NCPA ey
and phenyton
Pt vpelnd
PHARMAGISTS ASSOCIATION 32
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Factors Favoring Rhythm-Control Strategies

[}
Age <65 years ? Pregnancy

Candidates =

for @ St e

Rhythm &
Control @

Therapy ¢ Kot Y o .
-

Disabling o
AF symptoms? o No/few comorbidities

Increased Normal or only
stroke risk moderately enlarged LA

Guideline for the Diagnosis and

Management of AFib.
Rate control Pati hoi Circulation. 2024; 149:e1-e156,
difficult to achieve ateftenoice Fig. 2

PP AARMACISTS ASSOCIATION
33

33
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Atrial fibrillation

l

l

Therapy

Guidance

Joglar J, et al. 2023
ACC/AHA/ACCP/HRS
Guideline for the
Diagnosis and
Management of AFib.
Circulation. 2024;
149:e1-e156, Fig. 23

Normal LV fupc(’ilon. g Prior Ml or significant structural heart disease, including
prior Ml or 5|gn|fi_cant HFrEF (LVEF <40%)
structural heart disease
l I
\J L]
Dofetilide
Dronedarone Amiodarone NYHA FC lllor IV or
Flecainide Dofetilide recent decompensated
Propafenone (2a) HF
(2a)
Amiodarone
(2a)

NATIONAL COMMUNITY
PHARMAGISTS ASSOGIATION
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Hypertrophic
(HCM)

J Am Coll Cardiol

Cardiomyopathy

@ = 2024 ©@ s
AHA/ACC/AMSSM/HRS/PACES/SCMR
Guideline for the Management of
Hypertrophic Cardiomyopathy

A Report of the American Heart Association/American College of Cardiology
Joint Committee on Clinical Practice Guidelines

Asif 1, et al. AHA/ACC/AMSSM/HRS/PACES Guideline for the management of hypertrophic cardiomyopathy. 2024.

Ncpagh
P ARMAAG 575 AGSOCIATION 2

35
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HCM Symptoms

Heart Hypertrophic cardiomyopathy

» Chest pain

» Fainting

» Palpitations

= Shortness of breath

Small left
veniricle

Ventricular
seplum

J Am Coll Cardiol; https://www.mayoclinic.org/diseases-conditions/hypertrophic-cardiomyopathy/symptoms-
causes/syc-20350198

FHARMAGISTS ASSOGATION

Asif |, et al. AHA/ACC/AMSSM/HRS/PACES Guideline for the management of hypertrophic cardiomyopathy. 2024.

36

HCM Suspected or Family History of HCM ‘

'

Diagnostic Testing
(ECG, Imaging, Genetics)

(See Figure 2 for details
on genetic testing)

‘Complete Baselne Evaluation
« SCD risk assessment

« Stress testing If symptomatic,
if LVOTO is suspected but
unconfirmed, or to determine
baseline functional capacity

Evaluation
and Testing

Family with
known P/LP
variant?

(See Figure 2 for
‘more detail)

e L (o)
has family

variant?

Asifl, et al.
AHA/ACC/AMSSM/HRS/P
ACES Guideline for the
management of
hypertrophic
cardiomyopathy. 2024.

J Am Coll Cardiol

[Asymptomatic aduts | [ chitaren and/or symptomatic Aduits

Ncpagh

NATIONAL COMMUNE
PHARMACISTS ASSOCIATION
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Heart Rhythm Assessment

1 4 A 24- to 48-hour ambulatory ECG monitoring is recommended in the initial evaluation and as part of periodic follow
up (every 1-2 years) to identify patients at risk for SCD and guide management of arrhythmias (Class 1)

@ In patients with HCM who develop palpitations or lightheadedness, extended (>24h) ECG monitoring or event

i recording is recommended (Class 1)
In patients with HCM who are deemed high risk for AF based on risk factors or risk score, and who are eligible for
1 w anticoagulation, extended ambulatory monitoring is recommended to screen for AF as part of initial evaluation

and annual follow-up. (Class 1)

v In adult patients with HCM without risk factors for AF and who are eligible for anticoagulation, extended
2b d ambulatery monitoring may be considered to assess for asymptomatic paroxysmal AF as part of initial evaluation
and periodic follow-up (every 1-2 years) (Class 2b)

Asif 1, et al. AHA/ACC/AMSSM/HRS/PACES Guideline for the management of hypertrophic cardiomyopathy. 2024.
J Am Coll Cardiol
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38
Th G . d
COR RECOMMENDATIONS
1 In patients with clinical AF or subclinical AF (2 24 hours), anticoagulation with direct-acting oral anticoagulants (DOACs)
is first line
1 Anticoagulation with Vitamin K Antagonists is second line
1 B-Blocker, Verapamil, or Diltiazem is recommended if pursuing rate control strategy
2a In patients with subclinical AF, lasting > 5 minutes but < 24 hours for a given episode, anticoagulation with DOAC as first
line, and vitamin K Antagonist as second line can be beneficial
2a Patients with poorly tolerated AF, a rhythm control strategy with cardioversion or anti-arrhythmic drugs can be
beneficial
2a AF catheter ablation can be effective when drug therapy is 1) ineffective, 2) contraindicated or 3) not patient’s
preference
2a In patients with AF undergoing myectomy, concomitant surgical AF ablation can be beneficial
Asif I, et al. AHA/ACC/AMSSM/HRS/PACES Guideline for the management of hypertrophic cardiomyopathy. 2024.
J Am Coll Cardiol
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Antiarr!

hythmic

Drug Efficacy for AF Adverse Effects Toxicities Use in HCM
Disopyramide Modest Anticholinergic Prolonged QTc Particularly with early onset AF
HF TdP Generally used in conjunction with
atrioventricular nodal blocking

agents

Rh hm Flecainide and . Prolonged QRS Proarthythmia Not generally recommended in the
propafenone Typical atrial flutter | 2bsence of an ICD

J Am Coll Cardiol

Sotalol Modest Fatigue Bradycardia Prolonged QTc Reasonable
Control "
Dofetilide Modest Headache Prolonged QTc Reasonable
TdP
Dronedarone Low HF Prolonged QTc .
Amiodarone Modest-high Bradycardia Liver, lung. thyroid. | Reasonable
skin. neurologic
Prolonged QTc
AF indicates atrial fibrillation; HCM, hypertrophic cardiomyopathy; HF, heart failure; ICD, implantable cardioverter-defibrillator; and TdP, torsades de pointes.

Asif I, et al. AHA/ACC/AMSSM/HRS/PACES Guideline for the management of hypertrophic cardiomyopathy. 2024.
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Stroke

Bushnell C, et al. AHA/ASA
Guideline for the Prevention
of Stroke. Stroke, 2024.
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Patient
Assessment

Recommendations for Patient Assessment

1. Inindividuals 40-73 years of age, estimation of
risk for atherosclerotic CVD (e, nonfatal MI, non-
fatal stroke, and fatal CVD) every 1 to 5 years is
beneficial to guide decisions on treatments and
lifestyle recommendations that may reduce risk
for stroke.>®

2. In individuals with AF, calculation of the CHA,DS, -
VASc score is recommended to guide decisions
on prescription of oral anticoagulation to reduce
risk for stroke.®

3. Inindividuals 218 years of age, periodic screening
for modifiable behaviors and medical conditions
that increase stroke risk is recommended to
reduce risk for stroke.5%5!

4. Inindividuals 218 years of age, periodic screening
for SDOH (eg, food insecurity, lack of transporta-
tion) is beneficial to identify additional factors that
contribute to stroke risk.3562-6

Bushnell C, et al. AHA/ASA Guideline for the Prevention of Stroke. Stroke, 2024.

neead o
R S o

42

Stroke
Prevention

Razavi AC, et al. Future of
stroke prevention. JACC Adv.
2025;4(6)

CENTRAL ILLUSTRATION AHA/ASA Updates in Stroke Prevention

with Mediterranean Diet

Dietary Modification
Med Diet: Class 1
KCI Salt Substitute:
Class 2a for SBP 2140 mm Hg
on tx, 2160 mm Hg w/o tx in
adults 260 years old

— >

T2D & Obesity Lower BP Target
24% relative reduction Therapy el
(0.9% ARR) in stroke GLP-1RA: Class 1in T2D ;l:gre THTNwith I:‘I;h
with GLP-1 RA versus | Barlatric surgery: Class 2b VD risk

slacebo in 120 in BM1 235-39 ka/m?

*Benefits

7 Key Updates in the
2024 AHA/ASA
Primary Prevention of

Stroke Guideline

Sex-Specific
*Tx for pregnant or post-
tum women with BP
2160/110 (Class 1) or
2140/90 mm Hg (Class 2a)
* ing for premature
menopause (Class 1)
“Lowest possible dose for
estrogen contraception

Anti-Inflammatory
Colchicine: Class 2b for
adults with recent MI on

statin therapy

3

Unclear role of
colchicine in stroke
prevention

Lipid Lowering
Statin: Class 1

Antiplatelet

ASPREL IS0 W PCSKO: Class 20 for
primary prevention
Ticagrelor: Class 2b for
Stroke rick reduction \  Prolonged DAPT in CHD for statin intolerant

22% relative reduction

should be balanced with strake with statins.

increased risk of bleeding

“ a 42% relative reduction in stroke (1.5% ARR)
«smif=-q compared to placebo-controlled diet

269% relative reduction in stroke
(1.2% ARR) for treatment to SBP
<130 versus 2130 mm

extend to adults 260 years old

and those with T2D

18% relative reduction
(6.8% ARR) in adverse
pregnancy outcomes
targeting BP <140/90 versus
<160/105 mm Hg

(0.5% ARR) in

“statin eligibility groups likely to change
in future guidelines that include the

PREVENT risk calculator

Razavi AC, et al. JACC Adv. 2025;4(6):101724.
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o Open.

RCT: Stroke Risk Reduction in Atrial Fibrillation Through Pharmacist Prescribing

POPULATION
35Men, 45 Women

N

INTERVENTION

80 Patients randomized
80 Patients analyzed

O

Adults aged 265 y with k
undertreated, or previously
unrecognized atrial fibrillation (AF)
Mean age, 79.7y

SETTINGS / LOCATIONS

l ﬁ I _27gaharmacies
inCanada
]

USUAL
) CARE
39 Early pharmacist intervention 41Usual care
AF education, blood pressure AF education, encouragement
and oral o book primary care physician
(OAC) prescription (PCP) visit, and fax sent to PCP
PRIMARY OUTCOME
The dif in th f guideli OACuseat3mo
d by aresearch pt ist blinded group allocation

FINDINGS

There was a significant increase in appropriate stroke risk reduction

therapy

100

80+

Rate of guideline-concordant OAC, %

Pharmacist Usual care

Rate of guideline-concordant OAC:
Early intervention group: 92% (36/39)
Usual care group: 56% (23/41)
Between-group difference: 34%; P<.001

Sandhu RK, Fradette M, Lin M, et al. Stroke risk reduction in atrial fibrillation through pharmacist prescribing: a randomized clinical trial. JAMA Netw Open. 2024;7(7):e2421993

doi:10.1001/jamanetworkopen.2024.21993

| care

©AMA

Roopinder K, et al. Stroke risk reduction in afib through pharmacist prescribing. JAMA Network Open. 2024;7(7)

45

45
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PIAAF Rx Study Trial Flow

Patient meets eligibility criteria |

£
k)
2

Informed consent / Randomization

| eTable 2. Patient Satisfaction With Pharmacists Services Survey

- BP measuremont - ECG requisition (for new AF to b done 5 2 days)|
- Labs (£ 2viks snroliment) - Notify GP of patient participation

Workflow =

InterventionGroup ‘

Baseline Visit

I
Initiate/Modify OAC
- Patent educabon
Labs (INR)

Satisfaction B =

GP Notification
of patient status
| - actionable AF
Folovrup (a3 needed) - current
medicaton st
Closeout visit Study visit
{in-person) (in-person)
Physician visits/clirical everts (ED vists hosp)
- OAC monitoning checkist Labs.
Lass Assessment of OAC therapy

Question

1. Pharmagcist fully addressed the main health reason/concernsfissues during my visit
2. The pharmacist was professional in all our interactions

3. The pharmacist explained information to me in a manner that | could understand

4. The pharmacist checked to see if | understood all the information

5. My physician and pharmacist worked together as a team to manage my health

6. The pharmacist spent as much time necessary to help me with my questions and
concems

7. The pharmacist made sure | understood how important it is to follow the drug regimen
8. The pharmacist provided useful recommendations on how to take my medications

9. The pharmacist provided useful recommendations about managing my overall health
10. The pharmacist warked with me to manage my medication related issues

11. The pharmacist followed up on my progress in a timely manner

12. The pharmacist was caring and kind in dealing with my health issues

Survey

3 months

13. The me to achieve my treatment goals
14. | felt comfortable in my interactions with the pharmacist

15. The pharmacist was respectful to me during our interactions
16. The was to my health

Supp 1

Roopinder K, et al. Stroke risk '_I_|
reduction in afib through o =
pharmacist prescribing. JAMA = ==
Network Open. 2024;7(7), T

Passive Follow-up (to 12 months)
OACtharapy - INRs (f appicate) - Cirscal Events

Ncpad

NATIONAL COMMUNITY
PHARMAGISTS ASSOGIATION

17. | could trust the information that the pharmacist provided

18. | was satisfied with the overall care provided by my pharmacist

19. There are some things about my visit with the pharmacist that can be improved
20. 1 would recommend my pharmacist to people | know

46
) N

v' Quarterly AFib check-ups
that also assessed co-
morbid conditions 457,

v" Monitoring of reFIUCtlon
anticoagulation therapy in all-

v' Easy-access availability cause
from cardiologists and .
anticoagulation clinics mortality

Bushnell C, et al. AHA/ASA Guideline for the Prevention of Stroke. Stroke, 2024; Piccini JP, et al. Clinical course of Afib
in older adults. Eur Heart J. 2014;35:250

47
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Interventions

Ovutcomes

Resulis

Conclusion

2014;78:6

Community Pharmacy & HTN Services

Screening of BP
Medication Reviews / Education
Lifestyle Education

Improvement in adherence

Identification of drug related problems

Impact on CV risk factors (smoking, alcohol, weight,
cholesterol, and Alc)

17 randomized controlled trials
Systolic BP reduction -6.1 (p<0.00001)
Diastolic BP reduction -2.5 (p<0.00001)

Community pharmacists can significantly reduce BP

Cheema E, et al. The impact of interventions by pharmacists in community pharmacies on control of hypertension. Br J Clin Pharmacol.

48

Interventions

Outcomes

Results

Conclusion

Community Pharmacy & Diabetes Services

Community-based pharmacist coaching
Diabetes care

Education

Self-management strategies

Alc Vaccination rates
Cholesterol Eye exam rates
Blood pressure Foot exam rates

Alc decreased from 7.5% to 7.1% (p=0.002)

LDL decreased from 98 to 94 mg/dL (p<0.001)

Systolic blood pressure decreased from 133 to 133 mm/Hg (p<0.001)
Vaccination rates increased from 32% to 75%, eyes 57% to 81%, and
foot exams 34% to 74%

Community pharmacists can impact diabetes control

Fera, et al. Diabetes ten city challenge. J Am Pharm Assoc. 2009; 49(3):383

49
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Screening

15-minute biometric
screening (BP, lipid, BMI,

Table 2. Change in ASCVD lifetime risk.”

Community Pharmacy & Biometric

Baseline Last Sereening | Change | p Value
]l\‘:ﬁl\.’n]l)(ll{ah) @ 7;"‘3; -y Hr”"z ooy | 03% | <0001
N=-10,001 .7% - 3.5%. .8% - 4.2%

Table 3. Patients eligible for clinical intervention by community-

based pharmacist.

At Last Screening

Ncpad

NATIONAL COMMUNITY
PHARMAGISTS ASSOGIATION

Interventions
tobacco use)
Counseling
Ovutcomes ASCVD risk
Conclusion

Community pharmacists
can have a significant
impact on ASCVD risk
with improvements in BP,
BMI, and cholesterol

ASCVD Risk 2 75%, n

1,187

Receiving Statin Therapy, n (%)

162 (13.6)

Not Receiving Statin Therapy, n (%)

1,025 (864)

Current Tobacco Users, n (%)*

1,573 (15.7)

*out of 10,001 patients

Newell BJ, et al. Identifying opportunities forimpact of

community-based pharmacist-led biometric health screenings

on ASCVD risk. Kans J Med. 2023;16:88-93

50

50

Screening

Community Pharmacy & Biometric

Table 4. Mean differences in health sereening parameters among patients with elevated ASCVD risk (= 7.5%).

Baseline Minus Intermediary Minus Baseline Minus
Intermediary Screening | p Value Last Screening p Value | Last Screening | p Value
(N-1,187) (N=1,187) (N-1,187)

ASCVD Risk 0.7% < 0.001 -0.3% 0.076 04% 0027
Systolic Blood Pressure 4.7 mmHg 0.001 1.8 mmHg 0.006 64 mmHg 0.001
Diastolic Blood Pressure 2.1 mmHg <0001 09 mmHg 0.015 3.0 mmHg 0.001
Body Mass Index 0797 0.01 0.073 024 0.870 0.02
"Total Cholesterol 8.5 mg/dL. <0001 0.297 mg/dl, 0.83 8.8 mg/dL <0.001
Triglycerides 13.8 mg/dL 0.001 -0.25 mg/dl. 094 13.6 mg/dl. 0.001
HDL -4.8 mg/dL. <0001 1.6 mg/dL 0012 -6.3 mg/dL 20,001
LDL 9.7 mg/dL <0001 2.0 mg/dL 0.1 11.7 mg/dL <0.001

Nepad
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Newell BJ, et al. Identifying opportunities forimpact of community-based pharmacist-led biometric health
screenings on ASCVD risk. Kans J Med. 2023;16:88-93
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Strategies for Patient Care

» Adverse SDOH relate directly
to primary stroke prevention

Probe

* AHA and USPSTF support risk
assessment fools

ASSESS

« Life's Essential 8 include the most
C ounse | treatable behaviors that reduce 4 @
stroke risk ;
Essent|a18

» Guideline directed medical

Therapy B @l N
NCPA Bushnell C, et al. AHA/ASA Guideline for the Prevention of Stroke. Stroke, 2024; Image from: https://aahd.us/2022/05/all-
o about-the-social-determinants-of-health/ ; AHA: American Heart Association; USPSTF: US Preventive Services Task Force

53

53
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AFib/Stroke Risk Assessments

Table 10. Risk Factor Definitions for CHA,DS,-VASc Score

Table 1: Stroke and bleeding risk stratification with the CHA2DS2-VASe and HAS-BLED schemas as in the Original Article®
€ | Heant Failure The presence of signs and symptoms of
CHADSVASS Score HAS-BLED Score aithr right elevatod central venous pros- 2
Congestive heart failure/LV 1 Hypertension i . uncontrolied BP 1 sure, hepatomegaly, dependent edema) or
Gysfunction left ventricular failure J dysp
Hypertension 1 ‘Abnormal renal/liver function 1or2 ““ihd“"g‘” “"";"""""IF"””"W“‘ ’:"“' Acronym Risk Factor Points
Aged=75 years 2 1 tumal dyspes, cardiac enlargement, rales,
Ag gllop hythen, pokmonsy venous conges c, CADICOPD 12
) tion) or both, confirmed by
Diabetes mellitus 1 | Bleeding tendency or predisposition 1 invasive mosacrements dhmonatrating ob- H Hypertension 1
ective evidence of cardiac dysfunction
Stroke/ TIATTE 2 | Labile INR 1 1 L v E Elderly lage 275 y) 2
Vascular disease [prior MI, PAD, or 1 Age (e.g. >65) 1 H Hypertension A resting blood pressure >140 mm Hg -
aortic plaque] systolic and/or >30 mm Hg diastolic on at s Systolic heart failure | 2
- it jeast 2 occasions or current antiyperten- —
Bgedo>-74years 1| Dumslag oot mpiince ' e e T eTr—
A, Age, additional risk/ | Age 275y (hyperthyroidism)
Sex category [i.e. female gender] 1 point
- D | Diabetes Fasting plasma glucose lovel 27.0 mmol/L
Maximum score 8 s (126 mg/dL) or treatment with

Treat men 22 score and Women 23 SCOTe o i oo mo i oo

emic attack, peripheral embolism, or pul-

with anticoagulant ) onboien Other Risk assessment tools:

. e for eatment . T |msimenielias | ATRIA, GARFIELD-AF,
35 surgery) or paripheesl vascular
easonaple 1or fredtment men 21 score bypass surg HEMORRQHAGES

and women 22 score oy ot percaarecous breetion o

the abdominal aorta or the lower extremity

vessels, abdominal or thoracic vascular Bushnell C, et al. AHA/ASA Guideline for the
surgery, arerel and venous thromboss) Prevention of Stroke. Stroke, 2024, Table 7;
S Ioremm lnatd Image from: https://www.acc.org/latest-in-
Sc | Sex Category Fomale sex cardiology/articles/2014/07/18/15/13/has-

bled-tool-what-is-the-real-risk-of-bleeding-in-
anticoagulation

Ncpad
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54
= Screening: Use direct inferview or == Tt e
questionnaire to assess sy BT | T ) P
employment status, household N S Dy
income, education, food AT ;e
insecurity, health care access, I e
housing, access to fransportation, TSI | e
neighborhood and built e R —
environment, and infernet access = r: =
= Recommendation: Use existing | [
screening questionnaires (CDC, STt ' 3
CMS, AAFP) e et e
= Pharmacy: Use CHW to help = S5
patients address challenges and e
find resources
Bushnell C, et al. AHA/ASA Guideline for the Prevention of Stroke. Stroke, 2024; Image from:
R https://www.cdc.gov/prams/pdf/questionnaire
Nepa
RIS 5
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Life’s Essential 8

Blood
Pressure
Control

Physical Sleep Hloog

- Sugar
Activity Health ~ Conlrol

Joglar J, et al. 2023 ACC/AHA/ACCP/HRS

H eG ”hy Guideline for the Diagnosis and Management

. of AFib. Circulation. 2024; 149:e1-e156;
We | g h'l' Bushnell C, et al. AHA/ASA Guideline for the
Prevention of Stroke. Stroke, 2024.

56

56
Life’s Essential 8
Noft
Nagleldgle
= Screening: Screen with a direct FREE Quit Help
C{UGSTIOH Call to Talk to a Quit Smoking
. . . Coach Today!
= Recommendation: Advise to quit o
smoking (less likely fo develop i Spanish:
stro ke) 1-855-DEJELO-YA
(1-855-335-3569)
= Pharmacy: Screen, recommend N
1 1+ Mandarin and Cantonese:
appropriate therapy, call quitline Mendarin and Cort
Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of I::?]a(;:556_5564
AFib. Ci(culo?ion. 2024; 149:e1-el§6: BU§hneII C, et al. AHA/ASA Guideline for Th'e ) e —
Eﬁgﬁzg?gu?tfliig%ﬁieslﬂ:ﬁi 2024; https://www.cdc.gov/tobacco/campaign/tips/quit- T LD
iyt 57
57
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Treatment Guidance

1" PHARMACOTHERAPY  ASSESSMENT 2" PHARMACOTHERAPY CHOICE 3" PHARMACOTHERAPY CHOICE
CHOICE « Congratulate and reassess every 1-2 weeks for a total of 10-12 weeks
— Quit « Follow-up every 3 months for 1 year
« Emphasize the of taking the med for a minimum
onents of an effective of 6 months, length of NRTSs is individualized
tobacco treatment plan include
behavioral therapy” with - « Reassess every 1-2 weeks for a total of 6-8 weeks
ph m“"]lfll"l’B If 1" line « If patient has nof quit, consider:
o . dicati ) . Y
1™ line medication (see a - If patient on varenicline 2 mg/day. increase dose Yes
Appendix B): Follow- ‘was first to 3 mg/day o
= Varenicline (most effective around choice: - Adding another 1* line medication or
. =>{ 2-3 week - ol «
singleagenor 2-3 weeks to - Switch to another 1* line medication
= Bupropion-SR or XL* plus ASSEss response Cut down
episodic NRT* to treatment by = 5004
or T Reassess after
NRT? 2-3 weeks. If patient No
= Nicotine patch plus one IENRT has not quit: i
episodic NRT (lozenge or was first « Consider increasing to 2 nicotine patches « Switch to another Assess commiiment fo
n preferred) choice « For duration of treatment, refer to Appendix C episodic NRT or ;]"“ tobacco use
\ / s @ :
+ Add 17 line « If patient committed.
u\ledlra{mnn()s:e consider:
! end it ior: cati “ - - N Appendix L
Refer 0 Appendix D for Cogntive Bebavioral and Motivatonal If 1" line + Change 1o another 1 line med \_ - C of |
Intervention medication was ) pharmacotherapy” o
* Concurrent administration of bupropion and tamoxifen should first - - 2*! line medication
be avoided. Buptopion significantly inhibits the metabolism of R « Add another 1" line medication (see Appendix B) or
ramoxifen to some of its active metabolites, which may dim o ‘ -
"y ut down Reassessment o C cl
the efficacy of tamoxifen " b < 500 - ~ = Consult addiction
*Refer to Appendix C for Nicotine Replacement Therapy (NRT) y < o0% « IfNRTs were used incorrectly, educate on specialist
*Cutting back by half on the number of cigarettes smoked or the 1ENRT correct use and continue « If patient not commitred,
amount smoked of each cigarette (or usage of smokeless tobacco. et o1 was « If NRTs were used correctly: assess willingness to
| Yaping nicolingle-cigareties) ) irst choice Change to 1* line medication treatment o Teattempt quitting at
Two 1" line medications or one 1* line medication plus NRT - Add another 1* line medication future encounters

The University of Texas MD Cancer Center Making Cancer History Tobacco Cessation Treatment-Adult, 2025

NCPA

NATIONAL COMMUNITY
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58
. Recommend nicotine patch plus one episodic NRT:
Nicotine patch:
«If = 5 cigarettes per day or smokes within 30 minutes of waking
21 mg daily for 6 weeks or more, then consider decrease to
= 14 mg daily for 2 weeks or more, then consider decrease to
- 7 mg daily for 2 weeks or more
- < If patient quits. either stop NRT after 4 weeks of total abstinence or taper 10 next
+ How much do you smoke per day? lower level : e o timefiame bevond N
2 e 1 = Continuous use of NRT: There is no standard timeframe bevond 12 weeks: it is
If > 20 cigarettes, see footote based on imdividual preference. May contimue up to 24 weeks if needed for
« How soon do you smoke after you wake up in the morning? continned nicotine cravings.
S A0 o If < 5 ciga lay ces after at least 3
If within 30 minutes. see footnote® IfH. cigarettes per day o smoLe} after at least 30 minutes of awaking
mg daily for 6 weeks or more, then consider decrease to
« Do you use any other type(s) of tobacco/nicotine products and = 7 mg daily for 2 weeks or more
5 I P : ;o 9 Jor eecioar = If patient quits, either stop NRT after 4 weeks of total abstinence or taper to 7 mg
if so, how much? (e.g.. pipes, cigars, snuff. a:d.or e-cigareftes) = Continuous use of NRT: There is no standard timeframe beyond 12 weeks: it is
« Do you use tobacco everyday or some days? based on individual preference. May continue up to 24 weeks if needed for
If daily. see footnote® continued nicotine cravings
" ) . . Episodic NRT: (Dosi v; maximum 20 doses/day. One dose
« Fagerstrom Test of Cigarette Dependence (FTCD) (optional): every 1-2 hour(s) on a schedule for 12 weeks or more.)
A score of 3 or higher indicates dependence on nicotine « Gum or lozenges”: 2 mg or 4 mg/piece (4 mg lozenge is preferred due to favorable
= cost, effectiveness and ease of use)
) . ) N « Nasal spray’: 2 sprays, one in each nostril (1 mg) equals 1 dose (not preferred due to
Document history of quit attempts in patient health record: higher cost and difficulty of use)
« What is the longest period you have gone without smoking?
« When was your last quit attempt? First Line Medications:
i v A o C 9 Tyat? « Varenicline (Chantix®) for 12 weeks; if patient quits, then continue same dose for another 12 weeks:
« Did you use any thing to help you quit in the past? If so, what 0.5mg daily for 3 days, then consider increase to
= Unaided 0.5 mg twice a day for 4 days, then consider increase 10
L - day
= Medications If patient has reduced usage of tobacco but not quit after 6 weeks, may increase to 3 mg per day if not
= Support group experiencing any adverse events
. N « Bupropion-SR” (Zyban®) for 12 weeks; if patient quits, then continue same dose for another 12 weeks:
o Behavior therapy 150 mg daily Jer increase o
= Quitlines, websites, smart phone applications, or other media 150mg dayer .
« Bupropion-XL for 12 weeks: if patient quits, then continue same dose for another 12 weeks:
= E-cigarettes days, then consider increase to
o Other
« Why were previous quit attempts unsuccessful? Secomd Line Medications:
H R 1 « Nontriptyline:
(e.g., side effects, cost, continued cravings, did not work) 25 mg daily at bedtie for 7 days, then consider i
« Engage patients in a motivational dialog about smoking cessation: 50 mg daily at bedtime for 7 day:
> . - 75 mg daily at bedtime
- Review risks of smoking and benefits of quitting « Clonidine
o Provide patient education resources 0.1 mg twice daily for 7 days, then consider increase fo
0.1 mg three times a day
CP Dg The University of T MD C Center Making C History Tob © tion Treat t-Adult, 2025
N[mu] o mw{m&w e University of Texas ancer Cenfer Making Cancer History Tobacco Cessation Treatment-Adult,
PHARMACISTS ASSOCIATION 59
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Physical Life’s Essential 8

Activity

= Screening: Direct questioning is preferred approach fo learn
about patient’s level of physical activity; Questionnaires are
not accurate; Verbally ask:

1. On average, how many days do you engage in moderate to
strenuous exercise like a brisk walk

2. IOn c?veroge, how many minutes do you engage in exercise at this
eve

» Recommendation: Moderate exercise of 150 minutes/week
and vigorous exercise 75 minutes/week to reduce symptoms,
burden, maintenance of sinus rhythm, increase functional
capacity, and improve quality of life

» Pharmacy: Classify activity levels and counsel patients to help
them reach targets, list of community resources

NCPA Bushnell C, et al. AHA/ASA Guideline for the Prevention of Stroke. Stroke, 2024; Joglar J, et al. 2023
FHARMAGISTS ASSOGATION ACC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of AFib. Circulation. 2024; 149:e1-e156
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Diet
= Screening: Direct questioning, tools

in C I U d e M ed”-e rrG n e G n DieT Mediterranean Diet Adherence Screener (MEDAS)
Adherence Screener and B —
Mediterranean Eating Pattern for e
Americans

= Recommendation: Mediterranean
diet, 260yoa and HTN use salt
substitutes

= Pharmacy: Provide dietary
counseling, example menus
Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and

Management of AFib. Circulation. 2024; 149:e1-e156; Bushnell C, et al. AHA/ASA
Guideline for the Prevention of Stroke. Stroke, 2024; Image from:

https://www.hamiltonhealthsciences.ca/wp-content/uploads/2022/04/Cardiac-
Health-Mediterranean-Diet-Adherence-Screener.pdf

Life’s Essential 8 Healthy
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Control

Recommendations for Lipids

1.

In adults who qualify for treatment with lipid-
lowering therapy according to the 2019 ACC/
AHA guideline on the primary prevention of CVD
(eg, 20-75 years of age with LDL cholesterol
[LDL-C] level >190 mg/dL [>4.9 mmol/L],
10-year ASCVD risk 220%, or 10-year ASCVD
risk 27.5%-<20% plus =1 risk enhancers), treat-
ment with a statin is recommended to reduce the
risk of a first stroke.24

= Screening: Blood test

= Recommendation: See
Table

= Pharmacy: Point-of-care
cholesterol tests, ASCVD
calculation, appropriate
statin therapy

Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the
Diagnosis and Management of AFib. Circulation. 2024;
149:e1-e156; Bushnell C, et al. AHA/ASA Guideline for the
Prevention of Stroke. Stroke, 2024.

NCpag
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2. In adults without CVD who qualify for treatment
with lipid-lowering therapy, according to the 2019
ACC/AHA guideline on the primary prevention of
CVD (eg, 20-75 years of age with LDL-C level
>190 mg/dL [>4.9 mmol/L], 10-year ASCVD
risk 220%, or 10-year ASCVD risk 27.5%-<20%
plus =1 risk enhancers), who cannot reach goals
or cannot tolerate other therapies such as statins,
the benefit of treatment with alirocumab or evo-
locumab compared with other active lipid-lowering
therapy for the reduction of the risk of a first
stroke is uncertain.?*®

62

62

Treatment Guidance

Adults aged 4075 years with diabetes and without clinical Adults aged 2039 years with CV risk Adults aged 20-35 years
ASCVD and baseline LDL-C <190 mg/dL, factors and/or diabetes-specific risk Eaemane. [1eckrie (L 5= UMY ACIRS Mm o 2% e,
‘on statin therapy for primary prevention enhancers or aged >75 years Bfastle ':gg,';"!’ LIRS Mﬂu‘?;ﬂ w-ﬁﬁm::d LDL-C 7010 Individualize approach
T ‘ oLy bt s
Allindividuals should be considered for at least Rafer 1o Rofer 1o
jorate-Intensity statin therapy Section 5.4 Section 5.4
1. Calculate 10-year risk and consider diabetes risk enhancers*
2 Evaluste and optiriize ifestyl i
and SASEs
3. Reforral to RO/RON
=5% 5% o <7.5%
Low risk Borderline
10-year risk 27.5%, 230.49% LDL.C reduction
d fic risk {and LDL-C <100 mg/dLor
ron-HDL-C <130 mg/dL) on at east
erate-Intenslty statin therapy"
Table 10.1—High-intensity and moderate-intensity statin therapy
[
ket High-intensity statin therapy Moderate-intensity statin therapy
statin therapy (lowers LDL cholesterol by =50%) (lowers LDL cholesteral by 30-49%)
Atorvastatin 40-80 mg Atorvastatin 10-20 mg
Rosuvastatin 20-40 mg Rosuvastatin 5-10 mg

Simvastatin 20-40 mg
Pravastatin 40-80 mg
Lovastatin 40 mg
mx::.:‘-;zqujmr&u YES Fluvastatin XL 80 mg
on m: rtolersted "

statin therapy’ Pitavastatin 1-4 mg

LDLE <70

Once-daily dosing. XL, extended release.

Increass to highintentity
| statin tharapy

3
NC PA AHA/ACC/AACVPR/ AAPA/ ABC/ACPM/ADA/AGS/APhA/ASPC/NLA/PCNA guideline on the management of blood cholesterol: a report of
R ot the American College of Cardiology/American Heart Association Task Force on Clinical Practice Guidelines. J Am Coll Cardiol. 2018; 2022 ACC

Expert Consensus Decision Pathway. J Am Coll Cardio. 2022; 80(14). 63
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= Screening: Questionnaires such as Epworth
Sleepiness Index, Berlin Questionnaire, and Pittsburg
Sleep Quality Index; Screen of obstructive sleep
apnea

= Recommendation: 7-9 hours sleep daily

= Pharmacy: Perform sleep questionnaires, counsel
on sleep hygiene

Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of AFib. Circulation. 2024;
149:e1-e156; Bushnell C, et al. AHA/ASA Guideline for the Prevention of Stroke. Stroke, 2024.

NCpag
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Weight

Obesity measure q esity Stroke risk

BMmI Weight (kg)/height (m?) Class |: 30-34.9 kg/m® Each S-unit increase in
Class Il: 35-39.9 kg/m” BMI=10% increased stroke
Class lll: 240 kg/m® rigk,'®

L] i
= Screening: Measure BMI W e | s b
.
= Recommendation: BMI| >27

the liac crest >88 cm: substantially increased cardiometabolic risk

kg/m, weight loss is N o WP L PP
recommended; Target 10% S I ——

. HIR* Waist circumference {cm)/height (m) No available data 0.05-unit increase in
weight loss to reduce e

wwir Waist circumference {cm)/ weight (kg) No available data Stroke OR, 1.62 (95% Cl,

symptoms, recurrence, and

lowest WWI quartile'?!

b d Al Calculated from WC, BM|, trigiycerides, | No available data Stroke HR, 1.45 (a5% Cl,
U r e n and HOL-C 1.15-1.75) in highest versus

= Pharmacy: Provide weight
loss counseling, measure

weight, waist circumference,

1 Bushnell C, et al. AHA/ASA Guideline for the Prevention of Stroke. Stroke,
bo y fOT and IySIS 2024; Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis
and Management of AFib. Circulation. 2024; 149:e1-e156; Image from:
https://scitechdaily.com/your-bmi-might-be-lying-to-you-as-you-get-older/

n cholesterol; HR, hazard ratio; OR, odds ratio; RR, relative risk; VAL visceral adiposity index; WC, waist
Pt ratio; and WWI, weight-adjusted waist index.

wanonas EQMMUN.Wg
B A

65

65
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Pressure

= Screening: Measure BP (@fe]plife]
= Recommendation: Target

BP <130/80; Treatment with Diastoll
ACEi, ARBs and MRA ategory | Systolic -

associated with lower AFib  Normal <120 mmHg And <80 mmHg
incidence and reduce
AFib burden Elevated 120-129 mmHg  And <80 mmHg

» Pharmacy: Manually take Hypertension
BP, recommend

appropriate treatment Stage 1 130-139 mmHg Or 80-82 mmHg
and lab mom‘ronng, Stage 2 2140 mmHg Or 290 mmHg
Counsel on lifestyle

changes

Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of AFib. Circulation. 2024;
149:e1-e156; Bushnell C, et al. AHA/ASA Guideline for the Prevention of Stroke. Stroke, 2024.

NATIONAL :cMMumwg
PHARMAGISTS ASSOCIATION
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Recommendation Impact on SBP with | ...SBP with
hypertension normotension

Weight loss 1 kg reduction in body weight -5 mmHg -2/3 mmHg
DASH diet Fruits, vegetables, whole grains,  -11 mmHg -3 mmHg
and low-fat dairy
Dietary sodium <1500 mg/day -5/6 mmHg -2/3 mmHg
Dietary potassium  3500-5000 mg/day -4/5 mmHg -2 mmHg
Aerobic physical 90-150 min/week, 65-75% heart -5/8 mmHg -2/4 mmHg
activity rate reserve
Dynamic resistance 90-150 min/week, 50-80% 1 rep -4 mmHg -2 mmHg
physical activity maximum, é exercises, 3
sets/exercise, 10 repetitions/set
Isometric resistance 4 x 2 min (hand grip), 30-40% max -5 mmHg -4 mmHg
physical activity voluntary confraction, 3
sessions/week
Moderate alcohol  Men: <2 drinks/day -4 mmHg -3 mmHg
consumption

o
NC PAg 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the Prevention, Detection, Evaluation, and Management of High Blood Pressure in
T o Adulfs: A Report of the American College of Cardiology/American Heart Association Task Force on Clinical Practice Guidelines. J Am Coll Cardiol. 2018; 71:e127-e248
67

67
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( BP thresholds and recommendations for treatment and follow-up ]

Normal BP
(BP <120/80
mm Hg)

Elevated BP Stage 1 hypertension
(BP 120-129/<80 (BP 130-139/80-89
mm Hg) mm Hg)

Promote optimal
lifestyle habits

Reassess in

1y

(Class lla)

Treatment Guidance

Clinical ASCVD
or estimated 10-y CVD risk

BP goal met

No Yes

Assess and
optimize

adherence to
therapy

Stage 2 hypertension
(BP 2140/90 mm Hg)

2017
ACC/AHA/AAPA/ABC/ACPM/AGS/AP
hA/ASH/ASPC/NMA/PCNA Guideline
for the Prevention, Detection,
Evaluation, and Management of High
Blood Pressure in Adults: A Report of
the American College of
Cardiology/American Heart
Association Task Force on Clinical
Practice Guidelines. J Am Coll Cardiol.

Ncpa

2018; 71:e127-e248

68
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Blood

Sugar
Control

= Screening: Measure fasting

blood glucose and/or Alc
Recommendation:

Ncpagh

Life’s Essential 8

American
ﬁ Diabetes
. Association.

Connected for Life.

Are you at risk fortype 2 diabetes?

WRTE VOUR SCORE
Diabetes Risk Test W

Height ]

1. How old are you? [ e e

newr uswr s

-3
8
]

Less then 40years (0 poires)

s B30 204

s1 | s weme e
Bews teraw 2
uws weam s
usTy e 2
sx [ mono wome 2a.

2. Are you  man or a woman?
Man (1 poin) Waman (0 peints)

Fasting plasma | 2-h Plasma glucose
Hemoglobin | glucose level, from oral glucose
Result Alclevel,% | mg/dL tolerance test, mg/dL
Normal <56.7 <100 <140
Prediabetes | 5.7-6.4 100-125 140-199
Diabetes =6.5 =126 =200

= Pharmacy: Questionnaire or

point of care testing

Joglar J, et al. 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and
Management of AFib. Circulation. 2024; 149:e1-e156; Bushnell C, et al.
AHA/ASA Guideline for the Prevention of Stroke. Stroke, 2024; 2025 ADA
Standards of Care, January 2025.

an , have you ever
with gestational diabetes? Se |wsies weas  2un
57 [weam wias oz
55 [wewe wam e
5o |10 e 2.
sw |vews 2o 2w

Yes. (1 point) o (0 points)

4.Do you have amather, father, sister or brother
with diabetes?

Yes. (1 point) Mo (0 points)

sa | eou meass  2ee.
5. Have you ever been diagnosed with high 184220 221293 294
blood pressure? 1622 aeam 0
Yo (1 point) o (0 points) 18232 2man e

o5 [20025 2038 3.
o4 |20 2ean  ne

6. Aro you physically activa?

Yes (0 points) Mo (1 point)
tpotnt_| 2points | 2 poims

7. What Is your welght category?

ry

...... 1t you weign s man the amoun
Opoinis

See chart atright

L0 E O

If you scored 5 or higher:

You are at inereased risk for having type 2 diabetes.
However, only your doctor can tellfor sure if you do
have type 2 diabetes or prediabetes, a conditian in
‘which blood ghucose levels are higher than normal but
ot yet high enough 1o be diagnosed as diabetes. Talk
10 your doctor to 5ee If sditional testing Is needed.
Type 2 diabetes Is more common in African Americans,
HispaniciLatin individuals, Native Americans, Asian
Americans, and Native Hawaiians and Pacic Isianaers.
Higher body weight increases diabetes risk for
everyone. Asian Americans are at increased diabetes:
tisk at kower body weight than the rest of the general
pubkc (bout 15 pounds lower).

VOUR SCORE

[]

69

69
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Use of Glucose-Lowering Medications in the Management of Type 2 Diabetes

HEALTHY LIFESTYLE TES SEL
EDUCATION AND SUPPORT; SOCIAL DETERMINANTS OF HEALTH

SGLT2# +CKD (on maximally tolerated
ot preven HE bonelt ‘dose of ACE o ARB
~ SOLT:
of oo D pebgpession

Therapy
Guidance

clbysiscr
+ Clucose—owerng,
Wi oGFR <45 Ui 173

(G A" it peoven CXD bereft

VAG s above god, for incividuzt
on SOLIZ, onskder ncorporatng
a CLP1 RA or vice versa

tation
etfcacy isreguce

+ Faringvisusts o0 3 GLP-1 RA, consizer acding
SGLI 21wt peoven CVD bereftor vice vors.
azone’

¥ additionsl cardiovascuiar and kidney risk eduction, mansgement of other I#AIC ia sbave goal or significant hypogy
mataboiic comarbidities, andiar glycemic lowering is needed ypergiycemia or barriers fo cars ars identified

+

+Mitigating risk of MASLD or MASH ]
T

= Rt 10 DSMES 10 support sel-officacy n achiovement of
crent

+ Coneider technology (.9, dagnosii or personsl CGM) 1o
et harapeucc gaps and o haraey

2025 ADA Standards of Care. Diabetes 2025 (

i
¥

‘Agents with patential benefitin MASLD or MASH }

" Gmsronsgass

L1 R, sl GP a3 G A, plogtazone,or comoinaton of GLP=1 ik wih poghtazone
ne i o sering of oecomparvad ceross

NCpag
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Workflow

Arrive at Pharmacy (use
database, prescriptions)

Medication Reconciliation

Screening Assessments

Manning D, Kristeller J. Pharmacy
fransitions of care and culture.
Hosp Pharm. 2017;52(8):520;
Melody K, et al. Optimizing care
tfransitions: the role of the

s Iamaua ol P Oticnt Education and Coordination
Pharm Res Pract. 2016;5:43 WITh Hecl’rhcore TeCIm

Ncpagh

NATIONAL COMMUN
PHARMACISTS ASSOCIATION

Point of Care Testing

71

71
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Putting 1t to Practice!

= Patient: TJ is a 692yo black male that
comes to your pharmacy to pick up
routine prescriptions

» |Insurance: Medicare Part D

= Social history: Refired bus driver, widower, lives alone in a
government subsidized senior housing complex, uses public
fransportation

» Maedications: HCTZ 25mg daily for HTN, Metformin 1000mg BID for
diabetes, Atorvastatin 40mg nightly for cholesterol, albuterol PRN
for COPD, and has refused warfarin in the past (documented in
pharmacy profile)

The Patient l
Al

Case adopted from chatgpt.com; Image from: https://stock.adobe.com/search2k=elderly+african+american+man

73
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Pharmacy Interaction

» Pharmacy Tech: Hi TJ! Are you here for your refills of your
medicationase How are you doing and feeling?

= TJ:laml!|just need my albuterol filled. I've been okay. Been
feeling tired, out of breath easier which is why | am needing
my albuterol, and a little lightheaded sometimes. My heart
kind of racing now and then, especially when | climb stairs. But
| figure it's just age catching up. | live on the third floor with no
elevator — good exercise, | guess!

NATIONAL COMMUN

74

Check In

What can the pharmacy tech do at this point of
the interaction?

NATIONAL COMMUN

75
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CHA,DS,-VASc Score

Congestive Heart Failure
Hypertension

Age 275

Diabetes
Stroke/TIA/Thromboembolism
Vascular disease

Age 65-74

Sex category (female)

000000 O0Do

Symptoms

Risk Assessments and Plan

Action
Plan

Risk Assessments

Clinical Risk Factors (CHA,DS,-VASc Score)

Risk Factor Present?
Congestive heart failure *®
Hypertension

Age 275 ¥ (69)
Diabetes mellitus
Stroke/TIA/Thromboembolism X

Vascular disease Possibly (check med hx)
Age 65-74

Sex category (female) X

Points

Symptoms of AFib: palpitations,
heart fluttering, lightheadedness,

fatigue, exertional symptoms

SDOH Concerns: lives alone, low-
income housin?, financial barriers,
limited access to healthcare, no
elevator in building, limited
transportation, refused warfarin
therapy in the past (coste Feare
Understanding?)

Medication Refills
Blood pressure
Blood glucose

Ncpagh
PHARMACISTS ASSOCATION o
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Check In

How can the pharmacist help the TJ using
principles of the Life's Essential 8¢

— Many opportunities for pharmacies to
help patients — Remember the PACT!

|
Y
S TN

(including learners) to increase success P/

el £ 7 7 BT ET

o= 7 ] PO

39



10/17/2025

Resources

Calculators:

https://patientdecisionaid.org/icd/ Stroke risk
Cardiology Colorado | atrial-fibrillation/ reduction
https://www.mdcalc.com

American College of

Program for Patient therapies

Centered Decisions

Anti lation h ://anti lationdecisionaid. | Stroke risk . .
o0 Dociei i action https://af.garfieldregistory.org/Garf

Choice Decision Aid | mayoclinic.org/ reduction
therapies ield-af-risk-calculator

Ottawa Hospital https://decisionaid.ohri.ca/AZlist. AF ablation

Research Institute html Stroke risk

Developer Healthwise reduction https://professional.neart.org/en/g

Stanford https://afibguide.com/ Stroke risk H H _ _ _~f_
e e gldelmes and-statements/hcm-af
therapies risk-calculator

Bushnell C, et al. AHA/ASA Guideline for the Prevention of Stroke. Stroke, 2024, Table 5; CHARGE-AF: Cohorts for heart

NCP.

NATIONAL COMMUNITY
PHARMAGIST: )

and aging research in genomic epidemiology model for afib
Atk
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Contact Information

Katherine S. O’Neal, PharmD, MBA,
BCACP, CDCES, BC-ADM, AE-C, CLS, FADCES, FAPhA
Professor, University of Oklahoma College of Pharmacy

Katherine-oneal@ou.edu
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