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Very-high-risk People with any of the following:

Documented ASCVD, either clinical or unequivocal on imaging.
Documented ASCVD includes previous ACS (Ml or unstable angina), stable angina,
coronary revascularisation (PCl, CABG and other arterial revascularization procedures),
stroke and TIA, and peripheral arterial disease. Unequivocally documented ASCVD on
imaging includes those findings that are known to be predictive of clinical events, such as
significant plague on coronary angiography or CT scan (multivessel coronary disease with
two major epicardial arteries having >50% stenosis) or on carotid ultrasound.

DM with target organ damage, 23 major risk factors or early onset of
T1DM of long duration (>20 years).

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

A calculated SCORE 210% for 10-year risk of fatal CVD.

FH with ASCVD or with another major risk factor.




High-risk People with:

Markedly elevated single risk factors, in particular TC>8 mmol/L (>310
mg/dL), LDL-C >4.9 mmol/L (>190 mg/dL), or BP >180/110 mmHg.

Patients with FH without other major risk factors.

Patients with DM without target organ damage™, with DM duration 210years
or another additional risk factors.

Moderate CKD (eGFR 30-59 mL/min/1.73 m?).

A calculated SCORE >5% and <10% for 10-year risk of fatal CVD.

Moderate-risk Young patients (T1DM <35 years; T2DM <50 years) with DM duration <10years, without
other risk factors. Calculated SCORE 21% and <5% for 10-year risk of fatal CVD.

Low-risk Calculated SCORE <1% for 10-year risk of fatal CVD.
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 Paciente joven riesgo moderado/bajo

Gender

Age

Smoking
Geographic region

Male
45 vyears

No
EUR*

Personal Risk Profile

Diabetes mellitus
Parental history of Ml prior to age

60

Systolic blood pressure mmHg
Statin -
Ezetimibe -
Antithrombotic treatment -

BMI a kg/m2

Total cholesterol 189 jmg/dL
HDL-cholesterol 45 JImg/dL
LDL-cholesterol 78 Jmg/dL

Adjust intake
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Among Patients with Established ASCVD, 18% Achieved the 2019
ESC/EAS Very-High Risk Goal of LDL-C < 1.4 mmol/L (< 55 mg/dL)
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In very high risk patients, 2019 goal attainment was approximately half that of 2016 (18% vs 39%).

ASCVD = atherosclerotic cardiovascular disease; EAS = European Atherosclerosis Society; ESC = European Society of Cardiology; LDL-C = low-density lipoprotein cholesterol.
Ray, KK et al. Eur J Prev Cardiol. 2020. Suppl. [in press].



Alcanzar niveles mas bajos de C-LDL tras IM esta asociado con un menor uso de
recursos y costes

» Solo el 11% de los pacientes alcanzaron niveles de C-LDL < 70 mg/dL, tal y como recomiendan las guias ESC/EAS 2016 en pacientes de muy alto
riesgo. Soélo un 1% de los pacientes alcanzaron los niveles recomendados de C-LDL (< 55 mg/dL) en las guias ESC/EAS 2019.

» El uso de recursos sanitarios y los costes decrecieron con niveles mas bhajos de C-LDL alcanzados (fig 2).

Tab 1. Uso de recursos segtin el nivel de C-LDL alcanzado tras un IM (18 meses) Fig 2:Costes segtn el nivel de C-LDL alcanzado tras un IM (18 meses)

oo S

M Direct costs W Indirect costs £7031
<55 55-69 70-99 100-129 2130 Overall 7000 - ceoss €6308 T
{n=68) {n=573) (n=2213) | (n=1995) | (n=1176) | (n=6025) co00 | merenan S
Primary care visits 27.6(20.7) 299(271) 29.5(249) 29.7(242)  31(261)  29.9(25.1) <000 |
Laboratory requests 4.0(5.1) 3.4(3.6) 3.2(3.2) 3.2(3.1) 3.7(19) 3.3(3.0) g 4000
3
Radiology requests 0.7 (1.0} 0.9(1.3) 0.9 (1.2) 0.9(1.1) 0.9 (1.2) 0.9(1.2) - 2000
Other tests 1.3{0.5) 15(0.6) 1.6 {0.6) 1.7(0.7) 17 (0.8) 16(0.7) 2000
Specialized visits 2.5 (1.0} 2.8(L1) 2.7(11) 3.2(1.3) 3.2(1.2) 3.0(1.2) 1000
Emergency room visits 0.3 (0.5) 0.5(1.8) 0.5 (0.9) 0.7(1.2) 0.9 (1.4) 0.6(1.2) ol
Days in hospital 0.1(0.8) 0.8(2.4) 1.1(3.4) 1.7 (4.3) 2.0(4.7) 1.4(3.9) <55 mg/dL 55-69 mgfdL 70-59 mg/dL 100-129 mg/dL 2130 mg/dL
(n=68) {n=573) {n=2213) {n=1995) {n=1176)

Days of sick leave 34.6(61.5) 35.7(69.3) 416(69.6) 411(79.7) 413(786) 40.83(74.8) Data expressed as mean [35% confidence interval] Achieved LDL-C
Data exprassed as mean (standard deviation) Costs are corrected by Analysis of Covariance based on pairwise comparisons between the estimated marginal averages

Carlos Escobar-Cervantes’, Ignasi Campos-Tapias?, Francesc Sorio-Vilela3, Javier Lozano?, Doreen Kahangire®, Antoni Sicras-Mainar*
Unidad cardiologia, H La Paz; 2Amgen S.A.; Amgen (Europe) GmbH; “Atrys Health
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Between group difference in LDL cholesterol (mmol/L)

Contribucién de A1C, SBP, LDL e IMC a los resultados observados en los tres CVOT. Las barras azules, naranjas y rojas indican una reduccion
del riesgo en los resultados de los ensayos debido al control de A1C, SBP e IMC, respectivamente. En contraste, la barra verde indica el

aumento de riesgo debido a los niveles de LDL aumentados después del uso de iSGLT2.
Wang N, Fulcher J, Abeysuriya N, et al. Lancet Diabetes Endocrinol. 2020;8(1):36-49.

Diabetes Care. 2020;dc200227. doi:10.2337/dc20-0227 Alsehli, A.M., Olivo, G., Clemensson, L.E. et al. The Cognitive Effects of Statins are Modified by Age. Sci Rep 10, 6187 (2020)



Nueve factores de riesgo modificables representan > 90% del riesgo de primer infarto de miocardio a nivel mundial
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Pacientes con c-LDL > 100 mg/dL tienen ~4 veces mayor riesgo de MACE que aquellos con c-
LDL < 50 mg/dL (17,6% vs. 4,4%)*
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*SCORE <1%

*SCORE 21% and <5%
*Young patients (T1DM <35 years; T2DM <50years) with DM
duration <10years without other risk factors

*SCORE 25% and <10%

*Markedly elevated single risk factors, in particular TC>8 mmol/L (310
mg/dL) or LDL-C >4.9 mmol/L (190 mg/dL) or BP Z18)/110 mmHg

*FH without other major risk factors

-Moderate CKD (eGFR 30-59 mL/min)

~ DM wy/otarget organ damage, with DM
duration z10years or other additional risk factor

N *ASCVD (clinical/imaging)

/ *SCORE 210%
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2019 ESC/EAS Guidelinesfor the management of dyslipidaemias lipid modification to reduce
cardiovascularrisk (European Heart Journal 2019 -doi: 10.1093/eurheartj/ehz455)
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Symptoms re-occur
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weekly dosing
regimen
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i European Society
CK 24 X ULN Rhabdomyolysis of Cardiology

.

6 weeks washout of statin
until normalisation of CK and
symptoms

Algorithm for treatment of
muscular symptoms during
v statin treatment (1)

1) Low-dose third
efficacious

(potent) statin

2) Efficacious statin

with alternate day
or once/twice
weekly dosing

regimen

| v
2019 ESC/EAS Guidelinesforthe management of dyslipidaemias lipid modification to reduce
cardiovascularrisk (European Heart Journal 2019 -dei: 10.1093/eurheartj/ehz455)
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‘Statin treatment is recommended as the first drug of choice for reducing
CVDrisk in high-risk individuals with hypertriglyceridaemia (TG >2.3
mmol/L (>200 mg/dL)).

In high-risk (or above) patients with TG between 1.5and 5.6 mmol/L (135-

499 mg/dL) despite statin treatment, n-3 PUFASs (icosapent ethyl 2 x 2 g/day)
should be considered in combination with statin.

OF5C



¢Como tratar el riesgo residual lipidico?

reduce-it

Reduction in Total Ischemic Events in
the Reduction of Cardiovascular Events
with Icosapent Ethyl-Intervention Trial

Deepak L. Bhatt, MD, MPH, Ph. Gabriel Steg, MD, Michael Miller, MD, J
Eliot A. Brinton, MD, Terry A. Jacobson, MD, Steven B. Ketchum, PhD, {
Ralph T. Doyle, Jr., BA, Rebecca A. Juliano, PhD, Lixia Jiao, PhD, f
Craig Granowitz, MD, PhD, Jean-Claude Tardif, MD, John Gregson, PhD,
[ BwH | Stuart J. Pocock, PhD, Christie M. Ballantyne, MD, on Behalf of the EELD j

REDUCE-IT Investigators A '{
T I g P AR~ TR L

icosapentethyl 4g/day

REDUCE-IT Design

Screened

N=19,212

Randomized

N=8179

(43% of screened)

Median trial

leosapent Ethyl
4 grams/day
N=4089

follow up

Placebo
duration was N=4090

4.9 years

reduce-it

Age 245 years with established CVD (Secondary
Prevention Cohort) or 250 years with diabetes
with 21 additional risk factor for CVD (Primary
Prevention Cohort)

Fasting TG levels 2135 mg/dL and <500 mg/dL
LDL-C =40 mg/dL and <100 mg/dL and on stable

statin therapy (+ ezetimibe) for 24 weeks prior to
qualifying measurements for randomization

Known vital status 4083 (99.9%)

Known vital status 4077 (99.7%)

Primary Endpoint Events: CV death, nonfatal MI, nonfatal stroke, coronary revasc, hospitalization for unstable angina

Key Secondary Endpoint Events: CV death, nonfatal MI, nonfatal stroke

Double-blind study; Events adjudicated by CEC that was blinded to treatment during adjudication

Bhatt DL, Steg PG, Miller M, et al. N Engl J Med. 2019; 380:11-22.

Primary End Point:
CV Death, MI, Stroke, Coronary Revasc, Unstable Angina

Patients with an Event (%)

30+
28.3%
207 Placebo
23.0%
10 Icosapent Ethyl
0 T T T T
0 2 3 4 5

Years since Randomization

reduce-it

Hazard Ratio, 0.75
(95% ClI, 0.68-0.83)

RRR = 24.8%

ARR =4.8%

NNT = 21 (95% ClI, 15-33)
P=0.00000001

Bhatt DL, Steg PG, Miller M, et al. N Engl J Med. 2019; 380:11-22. Bhatt DL. AHA 2018, Chicago.



¢Como tratar el riesgo residual lipidico?

First and Subsequent Events

1,600
1,400 -
1,200 -
1,000 -
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200 -

Number of Primary Composite Endpoint Events

1,546
126

Placebo
[N=4090]

Reduced Dataset Event No. [ 1st
Bhatt DL, Steg PG, Miller M, et al. J Am Coll Cardiol. 2019.

RR 0.70

reduce-it

(95% CI, 0.62-0.78)

P=0.00000000036

T~

24 Events
RR 0.52

(95% CI, 0.38-0.70)

\ 3 Events

HR 0.69

) -
\\-(35/0 Cl, 0.59-0.82) —
2nd Events

HR 0.68

(95% CI, 0.60-0.78)

_\_\-\.

1stEvents
HR075 ——

(95% Cl, 0.68-0.83)
P=0.000000016

Moo [ 3 >4

30% Reduction in Total Events

No. of
Fewer
Cases

1,076 -470

63 - | -63
| M

-140

-196

Icosapent Ethyl
[N=4089]

Note: WLW methed for the 1st events, 2nd events, and 3rd events categories
Negative binomial model for 24th events and overall treatment comparison.



Prespecified Hierarchical Testing

Endpaint Hazard Ratio  leosapant Ethyl Placebo

{85% CI) M (%) M (%)
PFrimary Composite (ITT) - TOS/M0ED (17.2%) S01/4090 (22.0%)
Key Secondary Cemposite (ITT) —-— A5HH080 (11.2%)  GOBH090 (14,8%)
ks ol o N - 39214060 (5.6%)  SOT/H090 (12.4%)
Fatal or Nonfatal Myocasdial Infarction —a 250/4089 (B.1%) 355000 (B.T%)
Urgent or Emergent Revasculasization —— 2164089 (5.3%)  X2104080 (T.8%)
Cardiovascular Death —_—— 17AM0B0 (4.3%) 2124000 (5.2%)
Huospitalization for Unatable Angina —_— 10B/S089 (2.6%) 15774080 (3.8%)
Fatal or Nenfatal Siroke —_—— SRIA0BS (24%) 13404080 (3.3%)
st irury-ho —_- 54904089 (13.4%) 604090 (16.9%)
Total Mortality — 2TAMM0BD(E.7%)  310/4000 (7.6%)

0.4 I 1.0 I 1?4
leesapent Ethyl Better Placebo Batter

Ehatt DL. AHA 2018, Chicago.

For Every 1000 Patients Treated with

Bhatt DL, Steg PG, Miller M, et al. N Engl J Med. 2019,

Icosapent Ethyl for 5 Years:

Cardiovascular
Death
-50 4 Fatal or
Nonfatal MI

°®
]
& -100
o
x
2
-4

-150

-200 -

Fatal or
Nonfatal
Stroke

Angina

Coronary
Revascularization

Hospitalization
for Unstable

reduce-it

Hazard Ratic (95% Cl) RRR  Pvalus
0.75 (0.68-0.83) 25%Y <0001
0.74 (0.65-0.83) 26% Y <0.001
0.75 (0.66-0.86) 25%Y <0001
0.69 (0.58-0.81) %Y <000
0.65 (0.55-0.78) IS%RY  =0.001
0.80 (0.66-0.98) 20%Y 003
0.58 (0.53-0.87) %Y 0.002
0.72 (0.55-0.93) /%Y 0
0.77 (0.59-0.86) 23%Y <000
0.87 (0.74-1.02) 13%¥  0.09

RRR dencias redathe risk meduction

Primary
Composite
Endpoint

reduce-it

Dose-Response of Hazard Ratio (95% CI)
Any Myocardial Infarction, Any Stroke,
Coronary Revascularization, Unstable Angina
by On-Treatment Serum EPA

reduce-it
EPA
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New Heart Failure Requiring Hospitalization,

New Heart Failure by On-Treatment Serum EPA
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No.of AUC-Derived Daily Average EPA (ugimL) AUC-Derived Dally Average EPA (jg/mL) AUC-Derived Daily Average EPA (ugimL) AUC-Derived Dally Average EPA (ug/mL)
Pm‘lem 5226 2471 789 a4 12 5225 2471 87 a3 12 5221 2461 786 83 12 5221 2455 T80 93 12

Dose-response hazard ratio

95% Confidence Interval (C1)

P*<0.001 for all

Note: On-treatment post baseline serum EPA (ug/mL) is the daily average of all available post baseline EPA measurements prior to the event. Dose-response hazard ratio (solid line) and 95% ClI (dotted lines) are
m from the Cox proportional hazard model with a spline term for EPA and adjustment for randemization factors and statin compliance’, baseline diabetes?, and hsCRP?, treatment compliance* age®.
“~rvaiue is <0.001 for both non-linear trend and for regression slope.

Bhatt DL. ACC/WCC 2020, Chicago (virtual).




Mean % Change in Plaque from Scan 1 to Scan 3

evaporate
FINAL

130%
mIcosapent Ethyl mPlacebo
109%
110%
90%
70%
50%
32%
30%
15%
9% 11%
o
-9%
-17% 20% -19%
-30%
-34%
-50%
Low Attenuation Fibro-Fatty Fibrous Calcification  Total Non-Calcified Total Plaque
P=0.0061 P=0.0002 P=0.0028 P=0.0531 P=0.0005 P=0.0019

Matthew J Budoff, et al Effect of icosapent ethyl on progression of coronary atherosclerosis in patients with elevated triglycerides on statin therapy: final results of the EVAPORATE trial, European
Heart Journal, , ehaa652




Achievable reductions of low-density lipoprotein EAS (&) @ ESC
cholesterol as a function of the therapeutic approach ELOpRa SochLy

LDL-C, mmolL (mg/dL) Reduction obtainable with different theraneutic strateoios ‘
Moderate-intonsity statins High-intensity statins ' PCSK9 inhibitor phus
Plus ezetimibe | Plus czetimibe high-intensity statin
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The Task Force for the management of dyslipidaemias of the European Society of Cardiology (ESC) and European Atherosclerosis Society (EAS), European Heart Journal, Volume 41, Issue 1, 1 January 2020, Pages 111-188






Grandes descensos de c-LDL se asocian con grandes reducciones en la tasa de eventos CV

LDL-C (mg/dL)
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Grandes descensos de c-LDL se asocian con grandes reducciones en la tasa de eventos CV

0.30+ -70
Relative risk reduction per 1-mmol/L (38.7-mg/dL) reduction in LDL-C:

23% (relative risk, 0.77 [95% Cl, 0.75-0.79]; P<.001)
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Weighted Between-Group Difference in Achieved LDL-C Level, mmol/L

Silverman MG, et al. JAMA 2016; 316: 1289-1297
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Consider if statin-attributed musclesymptoms
favour statin continuation / reinitiation

Symptomatic&
CK <4 X ULN

2-4 weeks
washout of statin

.

Symptoms
persist:

e statinre-
challenge

* check for
othercauses
of muscular
symptoms

v

Symptoms
improve:
second statin
atusualor
startingdose

v

Symptoms re-occur
1) Low-dose third
efficacious

(potent) statin

2) Efficaciousstatin
with alternate day
or once/twice
weekly dosing
regimen

www.escardio.org/guidelines

) | EAS (@ @ESC
CK 24 X ULN Rhabdomyolysis g‘f”cf’a“;i-‘j?;osgj'etv

.

6 weeks washout of statin
until normalisation of CK and
symptoms

Algorithm for treatment of
muscular symptoms during
v statin treatment (1)

1) Low-dose third
efficacious

(potent) statin

2) Efficacious statin

with alternate day
or once/twice
weekly dosing

regimen

' v
&

2019 ESC/EAS Guidelinesforthe management of dyslipidaemias lipid modification to reduce

OEsSC

cardiovascularrisk (European Heart Journal 2019 -dei: 10.1093/eurheartj/ehz455)
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MACE

& BENEFIT
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e

L EMPA-REG OUTCOME (empagliflozin)* i

i CANVAS, CREDENCE (canagliflozin)3 D(ZELA;RlEifEI;/ilrI])ES

= DAPA-HF, EMPEROR-R pag

() : =

ELIXA (lixisenatide)? '
-)I:L LEADER (liraglutide)? EXSCEL (once-weekly exenatide)0
T SUSTAIN-6 (inj. semaglutide)® PIONEER 6 (oral semaglutide)!
L Harmony Outcomes (albiglutide)' EXAMINE (alogliptin)!2
REWIND (dulaglutide)*® TECOS (sitagliptin)!3

CARMELINA (linagliptin)4

SAVOR-TIMI 53 (saxagliptin)®
@ sSGLT2i @ GLP-1RA @ DPP-4i

w @ NEUTRAL

Comparison of trials should be interpreted with caution due to differences in study design, populations and methodology

Empagliflozin is FDA-approved to reduce the risk of CV death

Dapagliflozin is FDA-approved to reduce the risk of HHF in adults with T2D and established CV disease or multiple CV risk factors

*Exploratory outcome in all trials except for CREDENCE; "CV death or HHF was a composite secondary endpoint; HHF data alone were not reported in the primary publication’; *HF outcome
was hospital admission for HF or urgent visit

See slide notes for abbreviations and full list of references



» 2019 ADA—-EASD Consensus Report update and 2020 ADA Standards of Medical Care in Diabetes!2

FIRST-LINE therapy is metformin and comprehensive lifestyle change

Indicators of high-risk or established ASCVD, HF or CKD

Consider independently of baseline HbAlc

v
If ASCVD predominates

v
If HF or CKD predominates

Preferably
GLP-1 RA with proven CV benefit

SGLT2 inhibitor with proven CV benefit*

Preferably
SGLT2 inhibitor with evidence of reducing HF
and/or CKD progression
__________________ OR e e S
GLP-1 RA with proven CV benefit’

*If eGFR adequate; If SGLT2 inhibitor not tolerated or contraindicated or if eGFR is less than adequate
ADA, American Diabetes Association; ASCVD, atherosclerotic cardiovascular disease; EASD, European Association for the Study of Diabetes
1. Buse IB et al. Diabetes Care 2020;43:487; 2. American Diabetes Association. Diabetes Care 2020;43:S1



Abordaje integral en paciente con DM2
de alto/muy alto riesgo CV o IC

Dieta Mediterrdnea + Ejercicio Fisico + No tabaco

Insuficiencia cardiaca - enfermedad renal

= aGLP1 bontrol metabélico
AAS Estatina - MET
Prevencion 2% Ezetimiba Liragiutida No quitar i ya la lleva
iPCSK9 5;'"3“]"?"’3 Valorar retirar fcos sin
ulaglutida :
beneficio CV

Enfermedad vascular ateroesclerética
Mal control metabélico

Intensificacion segin objetivo de peso y/o A1C

iSGLT2 + MET aGLP I a P1 +1 aGLP1 +iSGLT2 + MET

Mal control metabdlico
Intensificacion segln objetivo de peso y/o A1C

**aGLP1 +iSGLT2 + MET

Valorar la reduccion de dosis o suspension de farmacos sin beneficio CV o renal si control metabdlico 6ptimo.
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https://secardiologia.es/images/algoritmo-diabetes-alto-riesgo.jpg

Considerar farmacos obesidad Insulina degludec
Considerar cirugia bariatrica/metabélica Insulina glargina

**En caso de indicacion o intole iaa MET: Metformina
aGLP1 valorar IDPP4 como alternativa iSGLT2: Inhibidores del c tador de sodio-glucosa tipo 2
;frapelutlca por su'efect%f/eutro sobre peso, aGLP1: Anélogos del péptido similar al glucagén tipo 1
ipoglucemias y riesgo
Grupo Espafiol de
SOCIEDAD o Estudio dela
3 Asociacion de = o
ESPANOLA DE Riesgo Vasculary Grupo de b Nefropatia Diabética
CARDIOLOGIA Rehabilitacion Cardiaca | Diabetes y Obesidad gee n d 1a b



https://secardiologia.es/images/algoritmo-diabetes-alto-riesgo.jpg

Estudio REPAR:
Grado de control lipidico en pacientes coronarios
y medidas adoptadas por los médicos

110%)

Qnos,

70

2u7

0%

Pacientes tratados con
hipolipemiantes

45,0%

26,0%

Pacientes tratados con estatinas Pacientes con c-LDL<70 mg/dlI
de alta intensidad

En Espaiia, sélo el 26% de los pacientes logran el
objetivo de c-LDL en prevenciéon secundaria.

Existe  una infrautilizacion del tratamiento
hipolipemiante:

=  45%: estatinas de alta intensidad

= 14%: ezetimiba

La inercia terapéutica es frecuente en prevencion
secundaria: No se amplia el tratamiento en un 70% de

Casos.

Adaptado de Galve E, et al. Rev Esp Cardiol. 2016;69:931-938




Achievable reductions of low-density lipoprotein EAS (&) @ ESC
cholesterol as a function of the therapeutic approach ELOpRa SochLy

LDL-C, mmolL (mg/dL) Reduction obtainable with different theraneutic strateoios ‘
Moderate-intonsity statins High-intensity statins ' PCSK9 inhibitor phus
Plus ezetimibe | Plus czetimibe high-intensity statin

/ 45 \ 32 25 yX) e 09

(175) (123) (96) A (88) 61 (35)

43 30 24 I 22 15 09

(165) (116) (91) (83) (58) (33)

40 28 22 I 20 14 08

(155) (109) (85) l (78) (54) (31)

37 26 20 1.9 13 0.7

(145) (102) (80) I @3) (51) (29)

35 25 19 18 12 07

(135) (95) (74) ' (69) (47) @7) 0

32 22 18 16 11 06 8

(125) (88) (69) l (63) (44) (5)

30 21 17 1.5 11 06

(116) (81) (63) ' (58) (40) (23)

27 19 15 14 09 oS

105 (74) (58) ' (53) 37 1)

25 18 14 = = ) 09 05

(95) (67) (52) (48) (33) (19)

22 15 12 1.1 08 04

(85) (60) (47) (43) 30) (17)

19 13 10 10 07 0.4

%) (53) (41) (38) @6) (15)

The Task Force for the management of dyslipidaemias of the European Society of Cardiology (ESC) and European Atherosclerosis Society (EAS), European Heart Journal, Volume 41, Issue 1, 1 January 2020, Pages 111-188



Clasificacion de la terapia hipolipemiante segun su eficacia terapéutica para reducir el cLDL
Intesidad de reduccion de cLDL Alternativas terapéuticas

Nidm o ) \ Tratambento hipolipemiante miximo de base mis ishibidores de PCSKS":
Reduccion extrema (/6-85%) « Evolocumab 140 mg (~85%)
» Alirocumab 75 mg (- 76x)
« Alrocumsab 150 mg (~85%)

« Arorvistatis 40.60 g ésmialia 10 g Intensity of lipid lowering treatment

= Imene. Yrew Mg EmenIA 10 Treatment Average LDL-Creduction
Moderate intensity statin =30%
o Atorvastatina 40-80 mg High intensity statin =50%

Fstating potencia intermedia + ezetinvia: High intensity statin plus ezetimibe =65%
R B T I PCSK9inhibitor = 60%
o Lovasraring 40 mg + inhibi i i i i ~

e - “".?‘ PCSK9 inhibitor plus high intensity statin =75%
« Pitavastation 2-4 mg + eretimiba 10 mg PCSK9inhibitor plus high intensity statin = 85%
* Atorvastatina 10-20 mg + ezetionida 10 mg iR

o Kosuvastatins 5 g + eretimiba 10 mg plus ezetimibe

Reduccion moderada (30-49%) Estatica de potencia intermedia:

» Simvastating 10 mng ¢ ezetimiba lo~
« Pravastating 20 mg + exetimiba 10 mg
» Lovastating 20 mg » czctinba 10 mg
» Huvastatina 40 meg + ezetumiba 10 mg
o Pravastating | mg« ezetimibs 10 mg



1. RECOMENDACIONES AL ALTA

Es clave evitar la inercia terapéutica, ya que no se intensificaba el tratamiento en el 70% de los casos de control insuficiente. Y eso a pesar de la evidencia cientifica

tan importante sobre el beneficio CV del tratamiento hipolipemiante, tanto en el empleo de estatinas de alta intensidad, como la atorvastatina, que tiene

indicacion especifica en la prevencion de la enfermedad CV, como con la combinacion de | Por ello, se recomienda seguir los

algoritmos del documento SEC junto a las recomendaciones para el paciente en el link adjunto

RECOMENDACIONES A PACIENTES

MODELO DE INFORME AL ALTA SCA Ar— PRO® CORC

PROPUESTA DE MODELO ESTANDARIZADO DE INFORME AL ALTA
PARA PACIENTES CON INFARTO AGUDO DE MIOCARDIO

Se llego a un acuerdo general sobre el uso de un formato estructurado. Los ocho puntos del informe de alta RECOMENDACIONES (ABUCASIS)

estructurado después de un infarto agudo de miocardio.

HJL RECOMENDACION INFORME MEDICO
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Alsehli, A.M., Olivo, G., Clemensson, L.E. et al. The Cognitive Effects of Statins are Modified by Age. Sci Rep 10, 6187 (2020)

Primary composite endpoint J>

All-cause death at 3 years (%) m Per cent

Per cent

at 3 years (%)

50
40
30+
204
10
—— Alirocumab
—— Placebo
0
4
3
24
1
0 T T T T T T
35 45 55 65 75 85 95
Age at randomization (years)
304
20
10
—— Alirocumab
— Placebo
0
4 TTTHTHTT
3- o
i rrrl'mmﬂ
14
0 T T T T T T
35 45 55 85 75 85 95

Age at randomization (years)

Cc

Age (years)

N

Atam's
45a

NT = 43

Age (years)
45
50
55
60
65
70
75
80
85

05 08 07 08 09 10 11 1
— L.
Alirocumab better Placebo better

HR (95% CI)

2

—_—

—_—
—_—
—_—

—_——

0.4

o5 06 07 08 09 10 11 1.

— —_—
Alirocumab better Placebo N
HR (95% CI)

NT = 12



HESNIE v SEMERGENBCVY para lameéjora en elproceso asistencial
BelDacdiente enPrevencion secndaria tras SCA

ACCEDER




