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34paBooOxXpaHeHne

* [poeKT ®epepanbHoro 3akoHa Ne 449180-7 «O BHECEHUUN U3MEHEHUN B
depepanbHblii 3aKOH «O6 OCHOBaxX OXpaHbl 340p0BbA rpaXKaaH B Poccumnckom

depepauumn» No BoNpocam KAMHUYECKUX PEeKOMEHZaLUN».,

 ®depepanbHbiN NpoeKT «bopbba ¢ cepaevyHo-cocyancTbimm 3aboneBaHnAMU»

* CmepTtHOCTb oT BCK K 2024 roay 450 Ha 100 Tbic. (545 B8 2019, 499 B UpKyTCKE)

.+ et e el st v

* JletanbHocTb oT OKC 8% (11.7% B 2019, 13.8% B UpKYyTCKE) B —

b mwven Fll llmmamna | B

* [lonsa peBackynapusauma npm OKC 60% (43% B 2019)

Meanunnckan aemorpadgna
1 NPHYHHE] CMEPTHOCTH

* [lepeocHaweHune MCO peHTreH3IHA0BACKYNAAPHBIMU YCTAHOBKAMMU e Honrrons

*  AKKpeauTaymoHHble Komuccmm PKO
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[oAbl NOTEPAHHOM *KM3HU B Poccuu

Leading causes 1990 Leading causes 2016 Mean % change Mean % changes in Mean % change in rate of
in number of YLLs rate of all-age YLLs age-standardised YLLs
1990-2016 1990-2016 1990-2016
1 Ischaemic heart disease 1 Ischaemic heart disease 239% (561063 7) 25.3% (/-6 10 65.-5) =b-1% (-20:5 to 24-2)
2 Stroke 2 Stroke 0-4% (-25-4 to 33-0) 1.5% (-24-6 10 34-4) =24-1% (-43-4 to 0-8)
3 Self-harm 1 35elf-harm 12-1% (-25-5 to 62.1) | 13:3% (-24-6 10 63-9) 9-6% (-27-4 10 57-9) |
4 Road injuries 4 Cardiomyopathy 657%(116101397) | 47-2% (-2:5101163)
5 Lung cancer & Road injurics -28-4% (-50-5 to-1-8) -27-6% {-50-0 to -0-7) -27-5% (-49-4 to-1.5)
6 Stomach cancer & Lower respiratory infections 31-8% (-5-5 10 75-4) 33-2% (45 to 77-3) 3-8% (-23-6 to 36-8)
7 Interpersonal violence 7 Lung cancer —22-4% (-469 10 6.7) -21-5% (-4b-2 to 7.9) —36-9% (-56-8 t0-132)
& Cardiomyopathy 8 Alcohol use disorders 35-8% (-97 to 96-2) 37-3% (=67 to 95-3) 22-8% (-187 0 77-6)
9 Lower respiratory infections 9 Interpersonal violence -11-1% (-46-2 to 32.0} -10-1% (-45-6 to 33-4) -14-4% (-47-110 26.9)
|10 Congenital defects 10 HNV/AIDS 445-8% (391-1 to 510-3) 451-8% (396-5 to 517.0) 448-4% (395-3 to 510-9)
11 Alcohol use disorders 11 Colorectal cancer 223% (116t 62-9) 23-6% (-10-6 10 647) -2-8% (-29-4 to 30-1)
12 Drowning “J12 Stomach cancer -39-9% (-57-0 to-18-8) -39-2% (-56-5 to -17-9) -51-3% (-65-2 to -34-0)
[13 COPD - 13 Drug use disorders 32.2% (-12-8t0 90-2) 33-6% (-11-9t0 92-3) 27-2% (-17-0 1o 82.9)
14 Colorectal cancer 14 COPD -28-9% [-49-3to-4-1) -28.2% (-48-7 t0-3.0) -45-0% (-60-8 to-25-9)
15 Neonatal preterm birth 15 Breast cancer 27-1% (=207 10 99-1) 28.0% (-19-8 10 101-2) 3:6% (-35-3 0 637)
16 Environmental heat and cold 16 Cirrhosis from alcohol 259-8% (153-3 to 406-7) 263-7% (156-0 to 412-2) 217-7% (122-7 1o 348.6)
17 Drug wse disorders 17 Alzheimer's discase 52-6% (13.7 to 100-2) 54-2% (14-9 to 102-4) -0-2% (-25-4 to 30-1)
18 Neonatal encephalopathy ' 18 Tuberculosis 37-7% (8.0 to 95.3) 39.2% (-7-0 1o 97-4) 27:7% (=150 to 82.2)
119 Breast cancer %, .19 Environmental heat and cold -265% (-58-2t0216) || -247%(-577 to 22-9) | -335% (625t a5 |
20 Falls . . {20 Drowning -46-4% (-623t0-26-5) || -45-8%(-61-9to-257) || -46-4%(-613te-283) |
21 Tuberculosis LA 21Falls ]
23 Alzheimer’s disease \‘\\ ", hag Congenital defocts B3 Communicable, '"'_H_E"HI’
46 HIV/AIDS ™., 45 Neonatal preterm birth necnatal, and nutritional
49 Cirrhosis from alcohol "6 Neonatal encephalopathy = N:.:m-.mn'lmunlcable
[ Injuries

Figure 2: Relative rank of the leading 20 causes of YLLs in 1990 and 2016, the change in number of YLLs, and age-standardised change in number of YLLs
between 1990 and 2016

Starodubov V, Marczak L, Varavikova E, et al. The burden of disease in Russia from 1980 to 2016: a systematic analysis for the Global Burden of
Disease Study 2016. The Lancet. 2018;10153:1138-1146.
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Kaski J, et al. Reappraisal of Ischemic Heart Disease. Fundamental Role of Coronary Microvascular Dysfunction in the Pathogenesis of Angina Pectoris.
Circulation. 2018;138:1463—1480



CucTeMHble MUKPOBACKY/IiPHble aHOMaAnNK

A Primary Endpoint: AChE, (%)

95% CI of difference
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Ford T, Rocchiccioli P, Good R, et al. Systemic microvascular dysfunction in microvascular and vasospastic angina.
European Heart Journal. 2018;46:4086-4097.



[MporHo3 HeobcTpyKTMBHOU UNBC

A I2 Incidence / 100 n.events /
person-years (95% Cl) person-years

Less-than-obstructive 93%, P<0.01 1.32(1.02; 1.62) 1178/84325 <>

CAD |

Normal coronary 64%, P<0.01  0.52(0.34;0.71)  111/15445 | <>

arteries

Qverall 92%, P<0.01 0.98 (0.77; 1.19) 1289/99770 ‘

Test for subgroup differences: Chi?= 19.2, P< 0.01, F= 94% 00 05 10 15 20

Combined incidence of all-cause death
and MI (n. events / 100 person-years)

B I

Myocardial ischemia 85%, P<0.01 0.80 (0.52; 1.07) 342/30723 <>§

as a prerequisite

Myocardial ischemia ~ 93%, P<0.01  1.13(0.81;1.44)  947/69047 <>

not as a prerequisite

Overall 92%, P<0.01 0.98 (0.77; 1.19) 1289/99770 "

Test for subgroup differences: Chi2= 2.91, P= 0.09, ?’=65% 00 05 10 15 20

Combined incidence of all-cause death
and MI (n. events / 100 person-years)

NMporHo3 nyywe npn HopMaribHbIX KOPOHAPHbLIX apTepUAx
U UCXOO4HOU MUOKapAMaribHOU ULLEeMUUn

Radico F, Zimarino M, Fulgenzi F, et al. Determinants of long-term clinical outcomes in patients with angina but without obstructive coronary artery
disease: a systematic review and meta-analysis. European Heart Journal. 2018;23:2135-2146.



MwuKpoBackynapHaa gncoyHkuma npu CHcPB/IK

Adjusted** MACE Adjusted** HFpEF Hospitalization
)
< 80 80 -
=
2
o 60 1 P<0.001 60 1 P<0.001
€
O
=40 — CFR 22 404 =——CFR22
- —— CFR<2 —— CFR<2
b5
3 20 20 4
L
0 T T T T T T T 0’ T T T T T T T
0 200 400 600 800 1,000 1,200 1,400 0 200 400 600 800 1,000 1,200 1,400
Days Days
Days 0 350 700 1,050 1,400 0 350 700 1,050 1,400
e B X 76 69 58 53 93 76 70 59 54
— 108 86 74 58 52 108 87 76 62 56

Kaski J, et al. Reappraisal of Ischemic Heart Disease. Fundamental Role of Coronary Microvascular Dysfunction in the Pathogenesis of Angina Pectoris.
Circulation. 2018;138:1463—1480
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AKI cTpecc-tecTt obnagaet HeBbICOKOM MHPOPMATUBHOCTbLIO
ANA AMarHOCTUKN 3HA4YMMOro KOPOHaApPHOro CTeHo3a

Knuuti J, Ballo H, Juarez-Orozco L, et al. The performance of non-invasive tests to rule-in and rule-out significant coronary artery stenosis in patients
with stable angina: a meta-analysis focused on post-test disease probability. European Heart Journal. 2018;35:3322-3330.



KT aHrnorpaduma npu noparKeHmm cTeona U TPEX COCYA0B

=

]

Cramnany eyt ey SR e S TUTAN oo
"~ a 1 i

RN PR TR S———"
S By B E NTRIAL S

gty i comenioral Bggrahy Sesved BTN TAN score B

KT aHrnorpadmsa nokasbiBaeT 6yiuskme pesyrnbratbl C OObIYHOMU
aHruorpaduen. KapamokomaHga npuHMMana peweHue o
peBackynspusauun B 80%. KT PPK namenan peweHue B 7%.

SYNTAX Il REVOLUTION

Collet C, Onuma 'Y, Andreini D, et al. Coronary computed tomography angiography for heart team decision-making in multivessel coronary artery disease.
European Heart Journal. 2018;41:3689-3698.



KT aHrnorpadpuma n nporHos NbC

A Death from Coronary Heart Disease or Nonfatal Myocardial Infarction
100 .
- 4 Standard care
£ |
9 75+
5 H
©
2 50 2
o CTA
2
= 1
3
g 254
o 0 T T T T T
0 1 2 3 4 5
[ e —————_————————
0 1 2 3 4 5
Follow-up (yr)
No. at Risk
Standard care 2073 2033 2008 1994 1572 356
CTA 2073 2051 2029 2015 1588 372
B Nonfatal Myocardial Infarction
100 5
% 75 49 Standard care
§ 3
bl
£ 50| 2
o CTA
]
K] 1
3
g 254
Y] 0 T T T T T
0 1 2 3 4 5
N ——
0 T T - 171
0 1 2 3 4 5
Follow-up (yr)
No. at Risk
Standard care 2073 2045 2030 2017 1597 381
CTA 2073 2057 2048 2041 1618 391

Y naumeHTOB CO CTAaOUIIbHbIMM OONAMM B rpyAu UCMNOSib30BaHUe
KT aHrnorpacdum cHnxxkaet cmeptHoctb oT MBC 6e3 noBbIlLeHUSA
YacTOTbl KOPOHapPHOU aHrnorpadumn n peBackynsapusaumm

SCOT-HEART

Coronary CT Angiography and 5-Year Risk of Myocardial Infarction. N Engl J Med. 2018;10:924-933.



OueHKa pe3epBa KPOBOTOKa € nomolub KT

10 -

Incidence of Cardiac Adverse Events*

p=0.04

Follow-Up Years

Computed Tomography Angiography (CTA) Stenosis <30%

----- Coronary Computed Tomography Angiography-Derived Fractional Flo

Reserve (FFRc7) >0.80

-------- FFRct <0.80, optimal
medical treatment (OMT)

----------- FFRct <0.80, invasive
coronary angiography (ICA)

Recommendations on functional testing and intravascu-
lar imaging for lesion assessment

Recommendations

When evidence of ischaemia is not avail-
able, FFR or iwFR are recommended to
assess the haemodynamic relevance of

, , . 15,17,18,39
intermediate-grade stenosis. ™ 18,

FFR-guided PCl should be considered in
patients with multivessel disease under-
going PCL#%

KT pe3epB KOpOHapHOro KpoBOTOKa nomoraet andpdepeHumpoBatb
NnaumMeHToOB C NPOMEXYTOUYHbIM cTeHO30M 30-70%

Ngrgaard B, Terkelsen C, Mathiassen O, et al. Coronary CT Angiographic and Flow Reserve-Guided Management of Patients With Stable Ischemic
Heart Disease. Journal of the American College of Cardiology. 2018;18:2123-2134.



BocnaneHune n nporHos nocne YKB
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Kalkman D, Aquino M, Claessen B, et al. Residual inflammatory risk and the impact on clinical outcomes in patients after percutaneous coronary
interventions. European Heart Journal. 2018;46:4101-4108.




NHTEepnenKnH-6
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-+ - Interleukin-6, cardiovascular death
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Walter J, Tanglay Y, du Fay de Lavallaz J, et al. Clinical utility of circulating interleukin-6 concentrations in the detection of functionally relevant
coronary artery disease. International Journal of Cardiology. 2019;275:20-25.



OueHKa BocnaneHuAa c nomoulb KT

A
-190HU [ 30 HU

RCA _ Proximal 3l . Left main
10 mm 3 '

Perivascular fat
Non-perivascular fat

CRISP CT

Ngrgaard B, Terkelsen C, Mathiassen O, et al. Coronary CT Angiographic and Flow Reserve-Guided Management of Patients With Stable Ischemic
Heart Disease. Journal of the American College of Cardiology. 2018;18:2123-2134.



OueHKa BocnaneHuAa c nomoulb KT

A Derivation cohort B
10();/ Adjusted HR 2.55, 95% C11-65-3-92 100;/ Adjusted HR 9-04, 95% Cl13-35-24-40
p<0-0001 p<0-0001
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3 = h
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0 T | T | | 0 T | T T T
0 20 40 60 80 100 0 20 40 60 80 100
Number at risk
<70-1HU 1337 1320 1307 1198 640 70 1337 1320 1307 1198 640 70
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C Validation cohort D
1007 Adjusted HR 3-69, 95% Cl 2-26-6.02 1007 Adjusted HR 5-62, 95% (1 2.90-10-88
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Ngrgaard B, Terkelsen C, Mathiassen O, et al. Coronary CT Angiographic and Flow Reserve-Guided Management of Patients With Stable Ischemic
Heart Disease. Journal of the American College of Cardiology. 2018;18:2123-2134.
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[MaumeHTbl 0OblYHbIE U BKAOYEHHbIe B PKU

Stable angina Odds Ratio (95%Cl )
1.03 {1.02-1.05)

Age < 60 (per 5 years) - "
Age 60 (per 5 years) A 0.98 (0.97-0.99)
BMI under 18 — 1.55 (0.98-2.46)

Previous or current smoker - " 0.86(0.82-0.90]  Hosmer-Lemeshow: P = .71
Hyperlipidemia " 0.92(0.88-0.95)  C.index=0.67
Previous AMI = 0.94(0.88-0.99)
Previous stroke i 0.41(0.32-0.54)
Diabetes - - 0.95(0.90-0.99)
COPD A — 0.31(0.15-0.66)
Heart failure - e 0.93(0.89-0-99)
Cancer [ 0.89 (0.78-0,99)
Dementia — 0.66 (0.32-1.06)
Cardiac arrythmias - - 0.65 (0.56-0.75)
ot ~ P
Lower likelihood Odds Ratic Higher likelihood
UAP/Non-STEMI Odds Ratio (95%Cl )
Age <60 (per 5 years) - y 1.02 (1.01-1.03)
Age >80 (per 5 years) L 0.97 (0.96-0.98)
Gender female - 093 (089-095) Hosmer-Lemeshow: P = .31
Hyperlipidemia - L} 0.01(0.87-0.95) C-index=0.61
Previous AMI - ey 0.93 (0.88-0.98)
Diabetes - . 0.88 (0.83-0.93)
Cardiac arrythmias - ] 0.78 (0.73-0.86)
COPD | 0.81 (0.56-0.97)
Off hours 1 e 0.69 (0.61-0.85)
Unstable condition (acute PCI) A —— 0.70 {0.52-0-85)
& n o

Lower likelihood Odds Ratio Higher likelihood

STEMI Odds Ratio (95%Cl)

Age <60 (per 5 years) - ™ 1.19(1.09-1.29)

Age >80 (per 5 years) - [] 0.91 (0.89-0.94)
Gender female - -, 0.90(0.86-0.94) Hosmer-Lemeshow: P = . 56

Previous AMI 4 ] 0.71({0.66-0.76) C-index=0.69

Diabetes - o] 0.93(0.88-0.99)

COPD - ] 1.20(1.10-1.30)

VTIVF - — 0.47 (0.34-0,66)

Cardiogenic shock - —_— 0.44 (0.28-0.67)

Killip Class >1 - L] 0.82 {0.75-0.90)

Heart rate >100 bpm (per 5) 1 L 0,98 (0.97-0.99)

SBP < 100 (per 5 units) - L] 0.92 {0.88-0.96)

STW (per 30 min) 4 0,98 {0.97-0.99)

o B ©

Lower likelihood Odds Ratio Higher like lihood

NMauuneHTbl B PKU monoxe, ¢ MeHee Tsxenoun 6o5ne3Hblo, 6e3 BbipaXXeHHOMU
KOMOPOUAHOCTU, HUXKE PUCK KPOBOTEYEHUN

Laursen P, Holmvang L, Lgnborg J, et al. Comparison between patients included in randomized controlled trials of ischemic heart disease and real-world
data. A nationwide study. American Heart Journal. 2018;204:128-138



PuBapokcabaH npu NBC

COMPASS

Eikelboom JW, Connolly SJ, Bosch J, et al. Rivaroxaban with or without Aspirin in Stable Cardiovascular Disease. N Engl J Med. 2017;377(14):1319-1330.

Table 2. Efficacy Qutcomes.*
Rivaroxaban Rivaroxaban  Aspirin
plus Aspirin Alone Alone Rivaroxaban plus Aspirin vs. Rivaroxaban Alone vs.
Outcome (N=9152) (N=9117) ([N=9126) Aspirin Alone Aspirin Alone
Hazard Ratio Hazard Ratio
{95% CI) PValue {95% CI) PValue
number (percent)
Primary outcome: CV death, stroke, ~ 379(4.1) 448 (4.9) 496 (54) 076 (0.66-0.86) <0001 |0.90(0.79-1.03) 0.12
or myocardial infarctionf
Secondary outcomess
Ischemic stroke, myocardial in- 329 (3.6) 397 (4.4)  450(4.9) 072 (0.63-0.83) <0001 0.88 (0.77-1.01)  0.06
farction, ALl, or death
from CHD
Ischemic stroke, myocardial in- 380 (4.3) 453 (5.0)  516(57) 0.74 (0.65-0.85) <0.001 0.88 (0.77-0.99)  0.04
farction, ALl, or CV death
Death from any cause 313 (3.4) 366 (4.0) 378 (4.1) 0.82 (0.71-0.96)  0.01  0.97 (0.84-1.12)  0.67
Other outcomes|
CV death 160 {1.7) 195 (2.1) 203 (2.2) 07%(0.64-0.96) 002  0.96(0.79-117) 0.69
Non-CV death 153 (1.7) 171 (1.9) 175(1.9) 0.87(0.70-1.08) 020  0.98(0.79-1.21) 0.84
Death from CHD 86 (0.9)  128(14)  117(13) 073 (0.55-0.96)  0.03  1.09 (0.85-1.41)

(" Sstrokey] 83(0.9)  117(L3)  142(16) 058 (0.44-0.76) <0.001 Y 0.82 (0.65-1.05)
Ischemnic or uncertain type 68 (0.7) 91(1.0) 132 (14) 051 (0.38-0.68) <0.001 | 0.69 (0.53-0.90)
Hemaorrhagic 15 (0.2) 27 (0.3) 10(0.1)  1.49(067-3.31) 033 | 2.70(1.31-5.58)

\_ Myocardial infarction 178 (1.9) 182 (2.0) 205 (2.2) 0.86(070-1.05) 014 J 0.89(0.73-1.08)

Heart failure 197 (2.2) 191 (2.1) 192 (2.1) 102 (0.84-1.24)  0.84 099 (0.81-1.21)
Venous thromboembolism 25 (0.3) 36 (0.4) 41 (0.4)  0.61 (0.37-1.00) 0.88 (0.56-1.38)
Hospitalization

For CV causes 1303 (14.2) 1317 (14.4) 1394 (15.3) 0.92 (0.86-1.00)

For non-CV causes 1701 (18.6) 1649 (18.1) 1624 (17.8) 1.05 (0.98-1.13)




PuBapokcabaH npun NBC n CH

A Primary Efficacy Outcome
100

90+
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704
60
50+
Rivaroxaban

40+
Placebo
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Cumulative Event Rate (%)

20+

10+

0 I I I I I I I I I I I I I I I I I
0 90 180 270 360 450 540 630 720 810 900 990 1080 1170 1260 1350 1440 1530

Days since Randomization

No. at Risk
Rivaroxaban 2507 2404 2308 2159 1883 1637 1384 1189 974 817 668 588 505 423 327 239 121 46
Placebo 2515 2407 2303 2145 1851 1589 1353 1169 960 804 661 582 502 426 330 236 127 43

COMMANDER HF

Zannad F, et al. Rivaroxaban in Patients with Heart Failure, Sinus Rhythm, and Coronary Disease. N Engl J Med. 2018;14:1332-1342.



Ycnosua npumeHeHuns pnsapokcabana npu UBC

(J Bospact 265 (-75) net nnum <65 net + mynbTndOoKanbHbIA OOCTPYKTUBHbIN
aTepOoCK/Iepos.

J CrabunbHas NBC (OKC/UM >1 (-5) ropa Ha3apa)

d >2 dpakTopos pucka (KypeHue, amabet, pCKP 15-60 mn/MUH, HENAKYHAPHbIM
NLLIEMUYECKUI UHCYNLT 21 mec)

(J BbicoKaa npnBep*KeHHOCTb K HOBOM Tepanumn
Jd  HesagppgpekmusHocmes npedwecmsyrowje2o neyeHus!?

HeT BbICOKOro pncka KPOBOTEYEHMUM

HeT remopparnyeckoro nam nakyHapHOro MHCY/bTa

HeT cepaevyHomn HegocTaToudHocTu lI-IVOK, HepaBHero yxyawenua, PB/1K <40%
Het OAT n apyrnx npoTnBoTpomboTnyeckmnx npenapatos (acnnpund 100 mr/cyT)
HeT KOPOHAPHOro WYHTUPOBAHUA

COoO000 D

HeT KomopbnaHocTn, HEraTMBHO BAMAIOLWLEN Ha MPOTHO3



CTaTuHbI Npn o4eHb HU3Kom yposHe XC J1HTI

FOURIER -

IMPROVE-IT__--=

- -

0.204

-
I
-
-
-
-

Estimated Major Vascular
Event Rate by 5y
©
o

0.10 | |
0.5 1.0 1.5 2.0

Achieved LDL-C, mmol/L

Y naumeHToB C O4YeHb

Patients With Events, No. LDL-C { LDL-C
BbICOKUM p NCKOM MOXeT 6 biITb Experimental Control Lowering i Lowering
Outcome Arm Arm RR(95% Cl) Better i Worse
none3Hb|M MaKCM Maano Major vascular events 4604 4966 0.79(0.70-0.88)
Coronary heart death 236 801 0.82 (0.62-1.10) -—r
CHU3UTb XC J'I H n Myocardial infarction 1671 1930  0.64(0.53-0.77) _-_i
Ischemic stroke 737 804 0.76(0.56-1.02) —ql—
Coronary revascularization 3003 3228 0.79(0.68-0.92) | o T-I—I | o
0.2 0.5 1 2 5
M eTaaHannmi RR (95% CI) per 1-mmol/L

Reduction in LDL-C

Sabatine MS, Wiviott SD, Im K, et al. Efficacy and Safety of Further Lowering of Low-Density Lipoprotein Cholesterol in Patients Starting With Very Low
Levels. A Meta-analysis. JAMA Cardiol. 2018;3(9):823—828.



[Monb3a nHrmbutopa PCSK9 npu taxkenon NBC

3-Year KM Rate (%)
Subgroup N Evolocumab Placebo HR (95% CI) ARR (95% CI) Pint
Primary Endpoint
All 22,351 ’ 133 15.1 0.89(0.82,0.96) 1.8(0.5,3.2)
'
Timing of qualifying M1 i
'
<2 years 8402 — 135 169  0.80({0.71,0.91) 3.4(1.4,5.3)
] 0.04
22 years 13,918 —i—.—— 13.3 14.0 0.95(0.85,1.05) 0.8(-1.1,2.7)
'
Number of prior Mis i
22 5285 + 18.7 22.4 0.82(0.72,0.93) 3.7 (0.8, 6.6)
! 0.15
'
1 17,047 —@— 115 128 092(084,102) 13(-0.2,27)
'
'
Residual Multivessel CAD |
Present 5618 —.—i— 15.8 194 0.79(0.69,0.91) 3.6(0.7,6.4)
! 0.07
Absent 16,715 == 124 136 093(0.851.02) 12(-03,27)
i
0.5 1.0 1.25
Evolocumab better Placebo better
Key Secondary Endpoint
All 22,351 ’ 8.0 9.9 0.82(0.74,0.91) 1.9(0.7,3.0}
1
Timing of qualifying Ml i
<2 years 8402 —a— 79 108  0.76(0.64,0.89) 2.9(12,45)
! 0.18
'
22 years 13,918 —:—.— 8.3 9.3 0.87(0.76,0.99) 1.0(-0.7,2.7)
1
'
Number of prior Mls :
>2 5285 —a— 124 150 0.79(0.67,0.94) 2.6(0.02,5.3)
1
H 0.57
1 17,047 —— 6.6 8.2 0.84(0.74-0.96) 1.7 (0.4,2.9)
1
'
Residual Multivessel CAD H
Present 5618 —I—i— 9.2 126  0.70(0.58,0.84) 3.4(1.0,5.9)
I 0.03
Absent 16,715 —l— 76 89 0.89(0.79,1.00)  1.3(0.0, 2.6)
‘ l ‘
0.5 1.0 1.25
Evolocumab better Placebo better

JABOJIOKYMab adhhekTuBEH y naumeHToB ¢ Tsxxkenoun UBC
(HepaBHUM UM, Heckonbko UM, MHOrococyamucTblie CTEHO3bI)

FOURIER

Sabatine MS, et al. Clinical Benefit of Evolocumab by Severity and Extent of Coronary Artery Disease: An Analysis from FOURIER. Circulation.
2018;138:756-766.



BocnaneHune u aTepockaepos

BHekneToYHble
BOMOKHa HeWTpodunos 5
Kpuctannel ¢ rpaHynamu ATeporeHHbIN
xonectepuHa  (MuMenonepokcugasa ...) KPOBOTOK Mnokcuns

4:)'1-..

SREEP2
Activation

=

¥ iNOS, Endothelin-1

t Chemokines, Cytokines ( KaHakuHymab
t Adhesion Molecules KonxuumH
} Macrophage Activation IL-1p - \
t Smooth Muscle Proliferation
e {_Tnuun naymab J
4 Vascular Inflammation Y % .,
} Endothelial Dysfunction IL-6 =% MetoTpekcar
t Atherosclerosis / B HW3KWX Jo3ax
¥ = - -
o CocyoucTeld  hsCRP
PAI-1 prck (mg/L)
~— Fibrinogen <-— » CRP | BhICOMMA oo =3
CpeaHth e 1-3
o

1

Ridker PM. From C-Reactive Protein to Interleukin-6 to Interleukin-1: Moving Upstream To Identify Novel Targets for Atheroprotection. Circ Res.
2016;118(1):145-56.



[MpoTnBoBOCNANMUTENbHAA TepPanmna aTepocKkneposa

HR  (95% CI) P
L ———  Placebo 1.0 iref) {refi
N ———  On Treatment IL&: >=1.65 ng/L 106 (0.00,1.25 040
o | - On Trestment ILS: =1.65 ng/L 0.64 (0.54,0.77) =0.0001

0.10 0.15 0.20

Cumulative Incidence

0.05

0.00

0 1 2 3 4 5
Follow-up (years)

UHrubuTop npoBocnannTesribHOro LUMTOKMHa (MHTepnenknHa-143)
KaHaKMHyMab CHMU3uUN cepaevyHoO-CoOCyaAnCTbIN PUCK

CANTOS

Ridker P, Libby P, MacFadyen J, et al. Modulation of the interleukin-6 signalling pathway and incidence rates of atherosclerotic events and all-cause
mortality: analyses from the Canakinumab Anti-Inflammatory Thrombosis Outcomes Study (CANTOS). European Heart Journal. 2018;38:3499-3507.



HusKoe Ala 1 4acToTa CTeHOKapAumu

Adjusted HR (95% Cl)

Crude rats, Unadjusted HR Adjusted HR  Adjusted
e [95% CI) (95% Cl) i 2 3 {95% CI) p-value
SBP <120 mmHg 24 (1.8-33) 0.95 (0.63-1.41) R 1.16 (0.65-2.05)
SBP 120-120 mmHg 2.6 (2.0-34) 1.00 (ref) 1 1.00 iref) 0. 8666
SBP 130130 mmHg 3.1 (23-41) 1.16 (0.79-1.70) N P 1.12 (0.64-1.97)
DEFP =70 mmHg 313 (24-458) 1.58 (1.06-2_36) — 0.93 {0.51-1.70)
DBFP 70-T9 mmHag 22 (1.7-271) 1.00 (ref) r 1.00 (ref) 0.0g2
DBF 8089 mmHg 16 (264.9) 163 (1.10-2.42) e 2.15(1.22-3.81)

CHumxxeHne Alc Hnxe 130 nonb3bl HE NPUHOCMUT.
NMpoTtnBopeunBblie oueHKn BnuaHua AL 70-80 MM pPT. CT. U HNXKe

CLARIFY

Vidal-Petiot E, Sorbets E, Bhatt D, et al. Potential impact of the 2017 ACC/AHA guideline on high blood pressure in normotensive patients with stable
coronary artery disease: insights from the CLARIFY registry. European Heart Journal. 2018;43:3855-3863.



PeBacKynapusaumna
npu obcTpyKTMBHOM UBC



Completeness of revascularization
prioritized, when considering CABG
vs PCI

NOAC preferred over VKA in patients
with non-valvular AF requiring

He naknuTtakcen! anticoagulation and antiplatelet
treatment

No-touch vein technique, if open vein
harvesting for CABG

Annual operator volume for left main
PCl of at least 25 cases per year

Pre- and post-hydration with isotonic
saline in patients with moderate or
severe CKD if the expected contrast
volume is =100 mL

Class | Class lla

Class llb Class Il

PCl as alternative to CABG

The figure does not show changes
compared with the 2014 version of
the  Myocardial  Revascularization
Guidelines that were due to updates for
consistency with other ESC Guidelines
published since 2014.

2018 ESC/EACTS Guidelines on myocardial
revascularization

The Task Force on myocardial revascularization of the European
Society of Cardiology (ESC) and European Association for
Cardio-Thoracic Surgery (EACTS)



[MpuoputeTbl BbIOOPa MmeToaa

MpusHak

KnuHuka

AHaToMuAa n
TexXHUKa

ConyTcrBylow,an
Xupyprusa

AHrmonnacTtuka

® BbiparkeHHaa KOMOpPHMAHOCTb

e [1peKNoHHbIM BO3pacCT, CTapyecKas
aCTeHUA, CHUXKEHHAA OXnaaemas
NPOAOIKUTENBHOCTb KU3HU

e 3a60/1€BaHNA U COCTOAHMUSA,
orpaHuuymBatowme peabmamtaunto

e [loparkeHne neBow raBHOM apTepuUn,
MHOFOCOCYANCTOE NOParKEHUE CO
WKasnon SYNTAX 0—-22
e AHaTOmMMA cnocobcTBytoLan
HEeno/IHOW PeBaCKY/IAPM3aLMN NPU
KOPOHAPHOM LUYHTUPOBAHUM
e BbiparkeHHasa gedopmauma rpyaHom
KNEeTKM NN CKOINO3
e OCnoXHeHUA 06ay4eHnA rpyaHOM
KNEeTKU
e dapdoposas aopTa

e OTCYTCTBYIOT NOKa3aHMA ANnA
CONYTCTBYIOLLLEN XMPYPrUn cepaua

MHBA3UBHOIO /1e4eHUNA

LUyHTUpOBaHuUe

e [lnabet

e CHuXKeHHaa GyHKLUMA NeBoro
}enypouka (Bbibpoc <35%)

e [IpoTMBONOKA3aHMA ANA ABONHOMN
aHTMarperaHTHOM Tepanuu.

e Peumamnsumpyrowmm anpodysHbin
BHYTPUCTEHTOBbIN PECTEHO3

e [lopakeHne neBou rMaBHOM apTepPMK Co
wkanon SYNTAX =23

e MHorococyauctoe noparkeHue co
Wwkanon SYNTAX =23

e AHaTomuA cnocobcTByOW,AA HEMNONHON
peBaCKyNspuU3aLmnm Npu KOPOHAPHOM
BMELLATeNbCTBE

® BbipaxkeHHaa KanbumdpumKauma
KOPOHApPHOW apTepum

e 3aboneBaHMe BOCXOAALLEN apTepun C
NOKa3aHWEM K X1pypruu
e ConyTcTBYIOLLAA XMPYPrua cepaua
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NPUHUMaBLUUNX aeKBaTHoOe
aHTWaAHrMHanbHoe nevyeHue

Al-Lamee R, Thompson D, Dehbi H-M, et al. Percutaneous coronary intervention in stable angina (ORBITA): a double-blind, randomised controlled trial.

The Lancet. 2018;391(10115):31-40.



MMnnaHTaumsa CTeHTa Noa KOHTpoaem
BHYTPUCOCYANCTON COHOrpadmnm

CENTRAL ILLUSTRATION: Optimal Intravascular Ultrasound-Guided Drug-
Eluting S5tent Implantation

No dissection

o

™ 8% -

=

= HR: 0.35

@ 6% 95% Cl: 0.14-0.90
= 4.4%
T o
L3 %7
—

& 9

> 2% 1.6%

: -1

=4

= 0%

Suboptimal PCl Optimal PCL

Zhang, J. et al. J Am Coll Cardiol. 2018;72(24):3126-37.

Zhang J, Gao X, Kan J, et al. Intravascular Ultrasound Versus Angiography-Guided Drug-Eluting Stent Implantation. Journal of the American College of
Cardiology. 2018;24:3126-3137.



CTeHTbl C TOHKMM KdpKaCom

%

. nd .
Ultra-Thin 2" Generation Weight

Study Events N Events N _ RR (95% CI) (D+L)

Orsiro :
BIOFLOW I 19 298 12 154 —— 0.862 (0.40, 1.69) 4.83
BIOFLOW IV 20 354 9 176 , 1.10 (0.50, 2.43) 4.08
BIOFLOW V 52 884 41 450 —- 0.65 (0.43, 0.97) 15.07
BIORESORT 47 1169 53 1173 0.89 (0.60, 1.32) 16.37
BIOSCIENCE 69 1063 70 1056 0.98 (0.70, 1.37) 22.84
ORIENT 6 250 4 122 - 0.73 (0.21, 2.59) 1.58
PRISON IV 6 165 8 165 —s——  (0.75(0.26, 2.16) 2.25
SORT OUT VI 48 1261 58 1264 - 0.83 (0.57, 1.22) 17.26
D+L Subtotal (l-squared = 0.0%, p = 0.881) < 0.85 (0.71, 1.01) 84.29
-V Subtotal < 0.85 (0.71, 1.01)

MiStent l
DESSOLVE-II 40 703 45 695 - 0.88 (0.57, 1.35) 13.92
D+L Subtotal (I-squared = NA, p = NA) <> 0.88 (0.57, 1.35) 13.92
-V Subtotal <|::= 0.88 (0.57, 1.35)

BioMime :
merit-V/ 5 170 6 86 -— 0.42 (0.13, 1.38) 1.79
D+L Subtotal (I-squared = NA, p = NA) _ 0.42 (0.13, 1.38) 1.79
-V Subtotal g 0.42 (0.13, 1.38)

All Stents .
D+L Overall (I-squared = 0.0%, p = 0.884) D 0.84 (0.72, 0.99) 100.00
I-V Overall <.:> 0.84 (0.72, 0.99)

[ ' I
A 1 10

Favors Ultra-Thin Favors 2" Generation

lantorno M, Lipinski M, Garcia-Garcia H, et al. Meta-Analysis of the Impact of Strut Thickness on Outcomes in Patients With Drug-Eluting Stents in a
Coronary Artery. American Journal of Cardiology. 2018;10:1652-1660.



Tukarpenop nocne YKB

54 —— Control group
—— Experimental group
4_
. OAT 1 rop,
£ faanee acnvpuH 75-100.mr
2 37
£
S
E
@
=)
8 2-
=
Tukarpenop 90 mr 2 pasa +
19 1 Mec acnupuH, aanee Tvkarpenop
Rate ratio 0-88 (95% C1 0-74-1-06)
p=0-182
0 T T T T T T T T T T T |
0 60 120 180 240 300 360 420 480 540 600 660 730
Number at risk Days since index procedure
Control 7988 7938 7917 7905 7892 7&77 7858 7837 7815 7797 7780 7754 7687
Experimental 7980 7931 7915 7901 7888 7879 7867 7851 7830 7808 7788 7771 7676

B0O3MOXHO ncnonb3oBaHUEe MOHOTEpPaNUnM TUKarpesiopom
Bmecto AT nocne YKB (Ho aopoxe)

GLOBAL LEADERS

Vranckx P, Valgimigli M, Juni P, et al. Ticagrelor plus aspirin for 1 month, followed by ticagrelor monotherapy for 23 months vs aspirin plus clopidogrel or
ticagrelor for 12 months, followed by aspirin monotherapy for 12 months after implantation of a drug-eluting stent: a multicentre, open-label, randomised
superiority trial. The Lancet. 2018;10151:940-949



MHTeHCHUBHaA TepanuAa ctTatTuHamm nocne YKB

——High-intensity statin prescription -=-Low or moderate-intensity statin prescription
100
90
80
2 | 67.1%
65.7%
H:L—/—'—"'—'_ 60.9% P<0.001
m — ——
% 50 +
40
39.1% 001
e ——— 34:3% -
30 1 32.9%
20
10
04 T
Year of PC 2011 2012 2013 2014 2015 2016

Guedeney P, Baber U, Claessen B, et al. Temporal trends, determinants, and impact of high-intensity statin prescriptions after percutaneous coronary
intervention: Results from a large single-center prospective registry. American Heart Journal. 2019;207:10-18.



MHTeHCUBHaA TepanuAa cTaTMHamu nepeq HKB

High-dose statin Comtiol Dhlids Ratie Ohlils Ratlo
1 5 1 B, Fioge, 5% €1 Recommendations for the prevention of contrast-

1.1.1 Stabile induced nephropathy

ARMYDA004 4 Te 4 m A 0.25 008, D60 il

g:;ﬁmf 111 'g ’;_ i : E g n;;ﬁlumn:ﬂ : 13 —_— Recommendations Dose | Class® | Level®

Fujia0i 5 L] 13 40 3% 030 (008, 053 e . . N

Kinashtaz007 2 2 § M L% 045007278 —_— Patients undergoing coronary angiography or MSCT

ROMA 112013 0 350 A 100 11.5% 0230013 041 = It is recommended that all

ROMAZONI 7 & 1 B0 53% 027 1011, 0.68 —— tients are assessed for

Takano 02 k] 104 aome s50% 0.4t e 094 i Pa )

TosoI0i 1 8 T W B 45%  D4D|DIG 097 — the risk of contrast-

Veselalill 10 100 12 100 10% 081 [0.33, 1.58 — induced nephropathy.

Zemdnek203 15 100 LT [ r N ¥ 111|050, 2.44) " .

Subiotal (955 O 1130 620 454 037028, 0.49) L 4 Adequate hydration is

Total events a 163 recommended.

Heterogeneity: Chi*= 17 98, of = 10 (P = 0.06), F= 44% . - -

Teest for overal et Z = 688 (P « 0.00001) Patients with moderate or severe CKD (Mational
Kidney Foundation stages 3b and 4)

1.1.2ACS

ARMYDA-ACSI007 1 o 13 8% 34% 027|006, 087 —— Use of low-osmolar or

Gao2012 ] 548 ] 58 1% 010001, 193 ——T iso-osmolar contrast

Jamg2M 3 12 163 8 172 4.0% 0.77 |0.35 1.69 = media is

L2 3 3 E|l n" B 1% 0,24 |0UD6, 097 recommended,284-286

Wangin3 5 &2 14 B3 38% 031 00, 081 e
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Szummer K, Wallentin L, Lindhagen L, et al. Relations between implementation of new treatments and improved outcomes in patients with non-ST-elevation
myocardial infarction during the last 20 years: experiences from SWEDEHEART registry 1995 to 2014. European Heart Journal. 2018;42:3766-3776.
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Tnunbl MHPAPKTa MMOKapAa

» Tun 1: KopoHapHbI aTepoTpomb03.

e Tun 2: ncbanaHc cHabxeHna Mmruokapaa KUCNOpPoaAoM U NOTPEOHOCTHLIO,
He CBA3aHHbIN C KOPOHAPHLIM TPOMOO30M.

* Tun 3: CepgeyHasi cMepThb.

Tun 4a: lNocnegcTeusa KOPOHAPHOIro BMeLLATENbLCTBA.

Tun 4b: Tpomb03 cTeHTa.

Tun 4c: PecTeHO3 BHYTPU CTEHTA UMK NOCIe aHrMonnacTuku.

Tuvn 5: lNocnencrtema KOPOHAPHOIO LWYHTUPOBAHUS.



CMepTHOCTb NPU MHPaPKTe MMOKapaa 1, 2 Tunos
N NoBpeXaeHnn mmokapaa
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lNMporHo3 npu noBpexaeHnn mmokapga n UM 2 tuna xyxe, yem npu UM 1 Tnna
(cnabo n3yyeHsbl, He pa3paboTaHo 3 PEeKTUBHOE feveHmne)

Putot A, Derrida S, Zeller M, et al. Short-Term Prognosis of Myocardial Injury, Type 1, and Type 2 Myocardial Infarction in the Emergency Unit. The
American Journal of Medicine. 2018;10:1209-1219.



[lporHo3 n paHHue CC3 y poacTBeHHNKOB
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FHpCVD 1792 1671 (0.03) 1433 (0.05) 1169 (0.07) 892 (0.09)

PaHHne CC3 y poacTBEeHHUKOB BIIUSKOT TONbKO
Ha oTAaneHHbIN NPOrHo3

Levi A, Chezar-Azerrad C, Hasdai D, et al. Impact of Self-Reported Family History of Premature Cardiovascular Disease on the Outcomes of Patients
Hospitalized for Acute Coronary Syndrome (from the Acute Coronary Syndrome Israel Survey [ACSIS] 2000 to 2013). American Journal of Cardiology.
2018;6:917-921



HenHBa3mneHoe obcnenoBaHme
C OCTpbIMM BonAmU B rpyam

E Proportion of patients discharged at different times during index visit
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He yNny4lunno ncxoabil

ROMICAT-II

Reinhardt SW, Lin C, Novak E, Brown DL. Noninvasive Cardiac Testing vs Clinical Evaluation Alone in Acute Chest PainA Secondary
Analysis of the ROMICAT-Il Randomized Clinical Trial. JAMA Intern Med. 2018;178(2):212—-219.
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CoBpeMeHHble 3KCnpecc TecTbl Ha TPOMOHUH

A | Novel point-of-care troponin assay (Tnl-Nx)
100
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JKcnpecc-tecTbl NpubnmxarTcsa no 3chheKTMBHOCTU K B4TPONOHUHY

._.-
o

Pickering JW, Young JM, George PM, et al. Validity of a Novel Point-of-Care Troponin Assay for Single-Test Rule-Out of Acute Myocardial Infarction.
JAMA Cardiol. 2018;3(11):1108-1112.



BanAaHne BYUTPONOHMHA HaA UCXoAabl

Validation phase Implementation phase Odds ratio
n % n % gL
Primary outcome
Myocardial infarction or cardiovascular death 105 146 131 125 1-10 (0-75-1-61) -
Secondary outcome
Myocardial infarction 56 78 62 59 1.33(0-81-2:20) ]
Unplanned revascularisation 18 2.5 25 2:4 1.77 (0-72-4-36) ]
All-cause death 167 232 187 178 071 (0-46-1-10) —H
Death from cardiovascular causes 54 75 75 71 0-86 {0-51-1-45) —a—
Death from cardiac causes 32 44 59 56 113 (0-61-2-09) =
Hospital admission with heart failure 91 126 13 108 134 (0-84-2-16) -
Ischaemic stroke 24 33 17 16 0-85(0-33-2-18) B
0!25 1.0 2[0 Sl-O
<+ .
Implementation Validation
better better

Ucnonb3oBaHue BYTponoHuHa | He U3SMeHUnNo
rogoBble ucxoabl (KOppekTHOCTL 99% nopora)

High-STEACS

Shah A, Anand A, Strachan F, et al. High-sensitivity troponin in the evaluation of patients with suspected acute coronary syndrome: a stepped-wedge,
cluster-randomised controlled trial. The Lancet. 2018;10151:919-928.
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MoxeT ObITb NONie3HbIM NoBbILLEHUe nopora B4 TPONOHUHA.

Boeddinghaus J, Nestelberger T, Twerenbold R, et al. Impact of age on the performance of the ESC 0/1h-algorithms for early diagnosis of myocardial
infarction. European Heart Journal. 2018;42:3780-3794.
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ddpdekTnBHOCTL 0/1 4y anropnUTma
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myocardial infarction (NSTEMI)
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33%
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Twerenbold R, Neumann J, Sérensen N, et al. Prospective Validation of the 0/1-h Algorithm for Early Diagnosis of Myocardial Infarction. Journal of the
American College of Cardiology. 2018;6:620-632.
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Rymer J, Tempelhof M, Clare R, et al. Discharge timing and outcomes after uncomplicated non-ST-segment elevation acute myocardial infarction.
American Heart Journal. 2018;201:103-110.
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Abuzaid A, Fabrizio C, Felpel K, et al. Oxygen Therapy in Patients with Acute Myocardial Infarction: A Systemic Review and Meta-
Analysis. The American Journal of Medicine. 2018;6:693-701.
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DETO2X-AMI

Jernberg Tomas, Lindahl Bertil, Alfredsson Joakim, et al. Long-Term Effects of Oxygen Therapy on Death or Hospitalization for Heart
Failure in Patients With Suspected Acute Myocardial Infarction. Circulation. 2018;24:2754-2762.
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Berg D, Wiviott S, Braunwald E, et al. Modes and timing of death in 66 252 patients with non-ST-segment elevation acute coronary syndromes
enrolled in 14 TIMI trials. European Heart Journal. 2018;42:3810-3820.
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Figure 1. Patient flow chart.
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Garcia-Garcia C, Oliveras T, Rueda F, et al. Primary Ventricular Fibrillation in the Primary Percutaneous Coronary Intervention ST-Segment Elevation
Myocardial Infarction Era (from the Codi IAM Multicenter Registry). American Journal of Cardiology. 2018;4:529-536
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Bohula E, Wiviott S, McGuire D, et al. Cardiovascular Safety of Lorcaserin in Overweight or Obese Patients. N Engl J Med. 2018;12:1107-1117.
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Conditions. American Journal of Cardiology. 2018;12:2151-2156.



[pnem nHrnbutopos peuentopos P2Y,,

Figure 1. Proportion of Patients With Percutaneous Coronary

Intervention (PCI) by Discharge Platelet Adenosine Diphosphate P2Y,,
Receptor Inhibitor, 2008-2016
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Doll JA, Li S, Chiswell K, et al. Clopidogrel reloading for patients with acute myocardial infarction already on clopidogrel therapy.
Eur Heart J. 2018;39(3):193-200.



Harpy3ka knonugorpenem Ha GpoHe
NOCTOAHHOIO NPUEMA

Table 2 In-hospital outcomes of Ml patients taking pre-admission clopidogrel and receiving clopidogrel within the first
24 h of presentation

Reload MNo reload Unadjusted Adjusted OR 95% CI
(>=300mg (<300mg P-value
clopidogrel) clopidogrel)
STEMI N =9369 N =12997
In-hospital mortality 4.5% 73% <0.001 0.80 0.66-0.96
In-hospital major bleeding 10.6% 11.3% 0.26 0.58 0.85-1.13
NSTEMI N=10144 N=29014
In-hospital mortality 2.2% 2.2% 0.88 1.13 0.93-1.37
In-hospital major bleeding 7.0% 7.3% 0.33 1.00 0.50-1.11
STEMI [n = 232 926) NSTEMI (n = 366.355)
' Any P2Y . inhibiter
——— .
i —__.-—H-;________-____h
Any P2Y . inhibiter .
Clapidagrel Clopidogrel =~
— —— Prasugrel
Prasugrel - Ticagrelor
Ticagrelor___ ) ;
——— S — —l———

Doll JA, Li S, Chiswell K, et al. Clopidogrel reloading for patients with acute myocardial infarction already on clopidogrel therapy.
Eur Heart J. 2018;39(3):193-200.



Knonuporpen, HoBble MHIMBUTOPBLI peuentopos P2Y,,
N PUCK KPpOBOTEYEHUI

Ticagrelor/Prasugrel Clopidogrel Weight Weight
Study Eventzs  Total Events Total Risk Ratio RR g5%.—ClI ifixed) (random)
Ticagrelor i
Husted 2006 1 164 0 37 e 0.68 [0.03; 16.46] 0.2% 0.2%
DISPERSE-2 2007 11 657 3 327 T TR 1.82 [0.51;6.50] 1.0% 1.0%
PLATO 2009 121 8235 95 9186 g 1.27  [0.97;1.65] 22.9% 22.9%
Hiasa 2014 1 a3 0] 46 1.49 [0.06; 35.92] 0.2% 0.2%
Tang 2016 0 210 1 210 : 0.33 [0.01;8.14] 0.4% 0.2%
Yao 2017 0 60 1 60 0.33 [0.01;8.02] 0.4% 0.2%
EUCLID 2017 B2 6910 82 8932 -'l; 1.00 [0.74;1.39] 19.79% 17.6%
23
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o
&
Fixed effect model 29736 28942 & 1.28  [1.13;1.48] 100.0% —
Bandom effects model & 1.28  [1.13;1.48] — 100.0%
Heterogeneity: £ = 0%, 12 =0, P = 0.51 I I | |

01 0351 2 10

TMKarpenop Yyalle BbiI3biBadeT rAaCTponHTeCTUHalibHble KPOBOTEe4YeHUA,

yeM Knonugorpen
MeTtaaHanus

Guo C-G, Chen L, Chan EW, et al. Systematic review with meta-analysis: the risk of gastrointestinal bleeding in patients taking third-generation P2Y12
inhibitors compared with clopidogrel. Aliment Pharmacol Ther. 2019;49:7-19.
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An ACE inhibitor (or ARB, if an ACE
inhibitor is not tolerated) is
recommended in patients with LVEF
=40% after stabilization, to reduce
the risk of death, recurrent M| and
hospitalization for heart failure.

Choi SY, Choi BG, Rha S-W, et al. Angiotensin-converting enzyme inhibitors versus angiotensin Il receptor blockers in acute ST-segment
elevation myocardial infarction patients with diabetes mellitus undergoing percutaneous coronary intervention. Int J Card. 2017;249:48-54.



bnoKaTtopbl peLenTopoB anbAoCTEPOHA
y naumeHToB 6e3 CH n cHukermna OBJTK

Figure 1. Mortality Comparing Aldosterone Antagonist (AA) Therapy vs Control

__ A Control Favors | Favors Weight,
Study or Subgroup Events Total Events Total Odds Ratlo (95% ClI) AA | Control %
Beyguietal,'? 2016 3 612 15 617 0.20 (0.06-0.69) —_— 9.3
DiPasquale et al, % 2001 2 73 28 0.67 (0.10-4.34) — 41
DiPasquale et al, 132005 22 341 32 346 0.68 (0.38-1.19) —- 45.1
Hayashi et al, 24 2003 4 7503 75 1.35(0.29-6.26) — 6.1
Kayrak et al, 22 2010 2 55 3 55 0.65(0.10-4.08) —_— 43
Modena et al,** 2001 0 4 2 22 0.17 (0.01-3.69) — 15
Montalescot et al, 142014 3 506 3 506 1.00(0.20-4.98) — 5.6
Uzunhasan etal,® 2000 1 a1 1 41 1.00 (0.06-16.55) _ 18
W et al,® 2013 10 308 16 308 0.61(0.27-1.37) — 221
Total 47 1989 78 1998 0.62(0.42-0.91) ’ 100
Heterogeneity: t§=0.00; 5% =5.53; P=.70; * =0% 0.002 " H o o
Test for overall effect: 7=2.47; P=.01 Odds Ratio (35% C1)
Square data markers represent edds ratios: horizontal lines, the 95% Cls, with 95% Cl for the outcome of interest. Evaluated using the random-effects
marker size reflecting the statistical weight of the study using random-effects Mantel-Haenszel test.

meta-analysis. The diamond data marker represents the overall odds ratio and

2. Left Ventricular Ejection Fraction Comparing Aldosterone Antagonist (AA) Therapy vs Control

Mineralocorticoid receptor

antagonists are recommended to A Control Favors | Favors Welght,
. y Subgroup Mean (SD) Total Mean (SD) Total Odds Ratlo (95% CI) Control | AA %

reduce the risk of heart failure deetal62001  215(23) 27 254(33) 28 -0.39(189talll) R S 146
hospitalization and death in all dleetal, 2005 2.2(2) 341 -L3(1) 346 3.50(3.26t02.74) s 175
patients with persistent symptoms et 31,2 2003 72(0.2) 65  45(1) 63 270 (2.46t02.94) - 175

tal, 22 2010 4(1) 55 1) 55 3.00(2.63t02.37) - 17.4
(MYHA class [1-IV) and LVEF =35% et al, 2 2001 215(3) 4 -2(1) 22 -0.50(-1.77to 0.77) S S 15.4
despite treatment with an ACE £2013 181(0.39) 262 2.23(0.67) 266  0.58 (0.49t0 0.67) » 176
inhibitor (or an ARB, if an ACE 774 786 1.58(0.18t02.97) B 100
ihils - eneity: 12=2.86; X2 =779.41; P<.001; 17 =99% o s ; T B
inhibitor is not tolerated) and a oot eitet. 2

22;P=.03
beta-blocker. ' Mean Difference (95% CI)

Mineralocorticoid receptor
antagonists, preferably eplerencne,
are recommended to reduce the risk
of cardiovascular hospitalization and
death in patients with LVEF = 40%.

AHTaroHUCTbI anbaocTepoHa MoryT ObITb 3 hEeKTUBHDI
y naumeHToB 6e3 CH u aucdyHkuum JHXK

Dahal K, Hendrani A, Sharma SP, et al. Aldosterone Antagonist Therapy and Mortality in Patients With ST-Segment Elevation Myocardial Infarction
Without Heart FailureA Systematic Review and Meta-analysis. JAMA Intern Med. 2018;178(7):913-920.



Annpokymab nocne nHbapkTa MMoKapaa

@

100+ 16—
904 Hazard ratio, 0.85 (95% Cl, 0.78-0.93)
P<0.001
. 80- 12-
X
o)
" 704 Placebo ;
o 60- 8 Alirocumab Yem Bbiwe XC JTHIT
EJ 50 (>2.6 mmonb/n),
P 4 Tem 6onbLue Nosb3a
> 40-
S 30- =
g 0 | I |
O 20- 0 2 3 4
10_/————;
0+ I I |
0 1 2 3 4

Years since Randomization

Annpokymab CHMXXaeT PUCKU Y NaLUeHTOB, NoJsly4varoLmx
MHTeHCuBHoOe ne4vyeHue ctatuHamu ¢ XC J1HI >1.8 mmonb/n

ODYSSEY

Schwartz G, Steg P, Szarek M, et al. Alirocumab and Cardiovascular Outcomes after Acute Coronary Syndrome. N Engl J Med. 2018;22:2097-2107.
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NBC: nHdapkt mnokapaa (11.2016), amcyHkumns nesoro xenynoyka (PB 28%,
02.2017).

CteHTnpoBaHme nepenHen Hucxopsawen aptepun (XIENCE PRIME Everolimus,
3.5, 23 mm). OKKIO3MA NMpaBoOn KOPOHAPHOW apTepun.



[MauyneHT B., 51 rog,

151002 — 3xokapauorpadus
Jarta mpoBe/ieHHA HCC/Ie0BaHHA (KOHCY/IbTAlHH): 30.01.2017

Jata popMHpOBaHHA 3aKIHOYHTEILHOI0 MpoToKoma: 30.01.2017

HanpaBHTe/TbHEI IHATHOS:
OfcaegoBaHKe,

Ammapart:Toshiba Aplio 500

Onmcanue:

Poct: 175 cm. Bec: 92 kr. IIIIT: 2.08Mm2.

AopTa Ha YPOBHE CHHYCOB BasbcansBel 3.4 oM.

JleBoe npeicepme 3.6 X 4.5 cM, B UeTHIpeXKaMepHO# 103HITHH. O6eM MeBoTo mpezicep/us 53 Mt Hapexc o6bema

JIIT 25.48 mu/m2. TlpaBoe mpejicep/ie 4.5 X 4.7 cM, B YeThIpeXKaMepPHOH MO3HITHH .

TIpasslii xeayaodex (B-pexxum) 2.8 cM, B ITapacTepHaIbHOA MO3HIMH. ToJniHHa MHoKap/a IDK B uacTory

0.25 oM.

Bpemst yckopeHus B JIA 142 mcex. CHCTO/IHYecKoe JlaieHne B IDK 29 MM PT.CT. 110 TPHKYCITH/IAILHOI peryp-

THTAITHH, [IPH3HAKH JIETOYHOH THITEPTEHIMH He BhIABJIEHL

Jlessiil sxenymouex: KJP: 5.1 cm. KCP: 3.8 em. KO 124 mu, KCO 61 MuL

Tosmpxa MHoKap/a JOK B muacTosy 0.85 cv. MMUJDA: 151.84 1p. HMiMﬁX{: 73.00 rp/M2.

Cucromayeckas Gyrkius JUK (Metos Tefxromsiia): YO 62 mul. ®B(50 %. Metoj Cuvricona Y0 60

Tum Beifpoca 1.14 M/c, HOpMOKMHeTHYECKHH. —

TDI: cHcTo/IMYeckas ckopocts 10.1 cM/c JaTepasbHOH HacTH 1eBoro GHGpoIHOIo KoIbLIa.

Juacronageckasn dymxups JUK: Tun HarmoHeHua 0.44/0.79 m/c, runeprpodudeckii. BUBP 138 mcex.

TDI: AMacTo/MYecKHe CKOPOCTH J[BIDKeHHA: €'/a’ 6.6/10.4 cM/c TaTepaJbHOM YacTH J1eBoro ¢HUOpO3HOTO KOJIbLA,
e'/a’ cenTaJILHOM YacTH JieBoro GUOPO3HOro Komklla 5.7/12.6 cm/c.

CperHsisi JTHACTOMMYeCKast CKOPOCTh ABHKEHHS JIeBOT0 (UGPO3HOI0 KOJIbIa B PAHHIO IHACTOIY e' 6.15 cm/c.

HHJeKc HaIloTHeHH: JIEBOTO JKeTyouKa Efe’ 7.15.

30HbLI AKWHE3WH TIepe/HeH CTEHKH W Mepe/He-MeperopoJoMHoH 06/1acTH B 6a3a/bHBIX H CPeIHHUX CEIMeHTaX,

aKUHe3us Iepe He-BePXYIIeYHOr 0, 3a/iHe- BEPXYIIeHOT0 H IePeropoiogHo-BepXyIIeyHOro cerMeHT0B. TpoMOb!

B [TOJIOCTAX CEP/Iia He BEIABIEHEL

KianaHHBIH anmmapar:

AOpTa/ILHBIA KJIalaH: CTBOPKH He YIUIOTHEHBI TIOJBMIKHEL pacxoxenue 2.3 oM. [IoTOK yepes KianaH JaMH:

HapHBIH.

MHTpa/ILHEN KIAaH: CTBOPKY He YIUIOTHEHE], TIO/{BFGKHEI, IBHKeHHe THCKOPAaHTHOe, pacxoxieHne 2.6 cM

TTOTOK Yepes KJianaH JJaMHHaPHBIHA,

TPHKYCIHIAILHEIR KJIarnaH: CTBOPKH He MaMeHeHk, [I0TOK Hepes KJIanaH jlaMHHa pHEIA. PHIHOMOrHHecKad pe:

TYPrUTALHA.

KJiariaH JIErOYHOM apTepHH: CTBOPKH He H3MeHeHsI, TIOTOK Hepes KJIalaH JaMHHAPHEN. PHSHOI0rHYecKas

perypraranua.Jierounad aprepus d 2.5 cM, He paciiMpeHa.

[Teperopo/iKi HeNpPepLIBHEL

B nosiocTH JIK poGapouran Xopja.

3aKTF0YeHHE:

30HEI aKkHHe3HH JIK,

TIpH3HAKH JHACTOHYeCKOM HedyHKIIMA MHoKapaa JUK 1 Tuma.

I'mo6ansiag cuctoanyeckas pyHkis JUK cHmpkena. @B(Meton Cumvricona) 28 % (Hopma 250%).
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E
501 Fisher's exact p-value
p = 0.008
= 40+ 10/27 (37%)
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Epinephrine Norepinephrine

Levy B, Clere-Jehl R, Legras A, et al. Epinephrine Versus Norepinephrine for Cardiogenic Shock After Acute Myocardial Infarction. Journal of the American
College of Cardiology. 2018;2:173-182.
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MepsnyHoe YKB vs papmMaKOMHBA3UBHOWN Tepanmu

Odds Ratio Odds Ratio
Study or Subgroup IV, Random, 95% CI IV, Random, 95% CI
1. All-cause short term montality 0.99[0.73,1.34] o
2. Likelihood of achieving TIMI-3 flow 1.06 [0.70, 1.59] g
3. Total stroke 0.41[0.18,0.93] —
4. Hemorrhogic Stroke 0.23[0.06, 0.81) t
5. Ischemic stroke 0.49[0.15, 1.56] t
6. Cardiogenic shock 1.53[1.08, 2.18]
7. Major bleeding 0.97 [0.37, 2.54]
8. Reinfarction 0.55[0.31, 0.99]
9. All-cause long term mortality 0.83[0.59,1.17]

002 04
Favours PPCI Favours PIT

PdapmakoMHBa3uBHasi TaKTUKa CHUXXaeT KPaTKOCPOUYHYK CMepPTHOCTb (Ha 46%)
y naumMeHTOB CO BpeMeHeM cuMnTomM-BMelwlatenbcTBo 2200 MuH (3,3 u).

Siddiqgi T, Usman M, Khan M, et al. Meta-Analysis Comparing Primary Percutaneous Coronary Intervention Versus Pharmacoinvasive Therapy in Transfer
Patients with ST-Elevation Myocardial Infarction. American Journal of Cardiology. 2018;4:542-547.



6-12 mec [JAT nocne peBacKynapmsauunm

A B
109 —— 12-menth or longer DAPT 104
—— G-manth DAPT
i i
2
7 (= = 64
= HR113 (95%C1079-162) p=051 B
o - @
i, .
e = HR 090 (95% €1 0.67-1.42); p=0-90
i —
o e _J___f_ —
2 — — 2 _
- } L -
/ o
. nd
3 [ § 12 13 18 3 3 13 12 1t 18
MNumber at risk
{number censored)
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Number at risk Time after initial procedure {months) Time after initial procedure {months)
{number censored)
12-month or longer DAPT 1355 1315 1303 120C 1289 1284 1049 1368 1307 1285 17 1260 161 1023
() (24) (10} 7 (5) 4) (234) (0) (33) (8) (8) 3 4 (224)
B-month DAPT 1357 1321 1300 177 270 1263 1029 &7 1314 1286 1283 1257 1202 1024
0y (29 (19} (15) 4) 4 (222) {0y 31) (18) (15) [E]] 4) (216)

6-mecayHaa OAT nocne YKB 6e3onacHa npu Mcnonb30BaHUU
COBpPEeMEeHHbIX CTEHTOB, BblAeNALWMUX NIeKapcTBa

SMART-DATE

Hahn J, Song Y, Oh J, et al. 6-month versus 12-month or longer dual antiplatelet therapy after percutaneous coronary intervention in
patients with acute coronary syndrome (SMART-DATE). The Lancet. 2018;391:1274 - 1284.
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Tukarpenop NoBbICUN YAaCTOTY KPOBOTEYEHUH Y NALUMUEHTOB
C BbICOKMM PMCKOM KPOBOTEYEHUN NO CPaBHEHUIO C Knonuaorpenem.

TMKarpenop He CHU3unJmn puck nuwueMmmn4yeckKkmnx coObITUN Nnpn NCnoJib3oBaHUU
COBpPEeMEeHHbIX CTEHTOB C JieKapCTBaMM.

CHANGE DAPT

Zocca P, Kok M, van der Heijden L, et al. High bleeding risk patients with acute coronary syndromes treated with contemporary drug-eluting stents and
Clopidogrel or Ticagrelor: Insights from CHANGE DAPT. International Journal of Cardiology. 2018;268:11-17.



Harpy3ka ctatTuHamu npu HYKB
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Placebo, no previous statin use
------ Placebo, previous statin use
Atorvastatin, no previous statin use
====== Atgryastatin, previous statin use

14 1

12 1

10+

Cumulative MACE Incidence %
[a8]

Previous statin use: (P interaction=.71)
No: hazard ratio, 0.74 (95% Cl, 0.53-1.03); P=.07

2
Yes: hazard ratio, 0.65 (95%Cl, 0.36-1.19);: P=.16
O I I I I [ I [ I [ [
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Time. d

Y nauneHToB ¢ OKC, koTtopbiMm npoBeaeHo YKB, Harpy3ka
atopBactatuHom 40-80 Mr oo u yepe3 24 4 nocne cHmsuna puck CCC

SECURE-PCI

Lopes RD, de Barros e Silva PGM, de Andrade Jesuino I, et al. Timing of Loading Dose of Atorvastatin in Patients Undergoing Percutaneous Coronary
Intervention for Acute Coronary Syndromesinsights From the SECURE-PCI Randomized Clinical Trial. JAMA Cardiol. 2018;3(11):1113—-1118.



Obbem peBacKynsapmu3aLnm Npu LLIOKeE

i Relative risk, 0.88 (95% CI, 0.7 6=1.01)

R

Multivessel PCI
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Patients Who Died from Any Cawse (%)
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Days singe Randomization

JocTaTO4YHO OTKPbLITUS OAHOU BUHOBHOW apTepum

CULPRIT-SHOCK

Thiele H, Akin I, Sandri M, et al. One-Year Outcomes after PCI Strategies in Cardiogenic Shock. N Engl J Med. 2018;18:1699-1710.



Bpema peBacKynapusaumnu
npun HeCTabuabHOW reMmoaAnHaMUKe
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Bpems fo peBackynspusauuum KpUTUYHO ANS
NauueHTOB C KApAWUOreHHbIM LUOKOM

Siddiqgi T, Usman M, Khan M, et al. Meta-Analysis Comparing Primary Percutaneous Coronary Intervention Versus Pharmacoinvasive Therapy in Transfer
Patients with ST-Elevation Myocardial Infarction. American Journal of Cardiology. 2018;4:542-547.



PaHHAa peBacKkynsapusauma npm OKConST

50 %

= Standard === FEarly Invasive

40 %

30 %

- p = 0.581

Cumulative event

20 %

10 %

0%

| I I I ! |
0 1 2 3 4 5

time (years
at risk (years)

Standard1072 898 799 627 440 241
Early Invasive1075 914 814 640 456 252

PaHHAA KopoHapHaa aHruorpadusa (4o 12 4) He ynyJwaer
ucxoAbl, MO CpaBHEHUIO C TpaauUuMoHHOM (2-3 cyT),
ucknro4vasn Bbicokumn puck (GRACE >140)

VERDICT

Kofoed Klaus F, Kelbaek Henning, Hansen Peter Riis, et al. Early Versus Standard Care Invasive Examination and Treatment of Patients With Non-ST-
Segment Elevation Acute Coronary Syndrome. Circulation. 2018;24:2741-2750.



CnoHTaHHaA KOPOHapHaa AMCCeKUMA

d OBObIYHO BbI3OOPOBIIEHNE B TEYEHNE HECKONBbKNX MECSILEB
Npn KOHCEPBATUBHOM J1€4YEHUM

[ CTteHTUpOBaHWE NPUBOAUT K BbICOKOMY PUCKY OCNOXXHEHUNN
 Tpombonusnc npotmBonokasaH

d AHTMKOArysnsiHTbl NO CTPOrMM rnokasaHus
(BHYTPMXKENYO04YKOBbLIN TPOMD, neroyHasi aMoonus)

O AcnnpuH £ knonugorpen ans npounakTUKu KOPOHapHOro
Tpombo3a (gake 6e3 CTeHTUPOBaAHUA)

1 beta-6nokaTtopsl

Adlam D, Alfonso F, Maas A, et al. European Society of Cardiology, acute cardiovascular care association, SCAD study group: a position paper on
spontaneous coronary artery dissection. European Heart Journal. 2018;36:3353-3368.
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[MnepTeH3unA

2018 ESC/ESH Guidelines for the management
of arterial hypertension

The Task Force for the management of arterial hypertension of the
European Society of Cardiology (ESC) and the European Society of
Hypertension (ESH)



TpaeKkTopn GpOPMUPOBAHUA TMNEPTEH3INN

Age at hypertension onset, y

40-49 50-59 60-69 70-79 No onset
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Age, y

Yem paHblUue HAaYMHAETCH rmnepTeH3uns,
TeMm ObICTpee OHa nporpeccupyet

Niiranen TJ, et al. Trajectories of Blood Pressure Elevation Preceding Hypertension Onset. An Analysis of the Framingham Heart Study Original
Cohort. JAMA Cardiol. 2018;3(5):427—431.



TaKTuKa neyeHus runepteHsnm (ACC/AHA)

[ [Moporosbin ypoBeHb ALl ANst NeYeHUs U KOHTPOns J

[MoBbilweHHoe ALl 1 cTagus 2 cTagus
120-129/<80 130-139/80-89 2140/90
Bbicokoe HOpMaJibHoOe
OueHka pucka
wkana PCE 210%
——Her Na |
O6pas Kn3HM O6pa3 xu3Hu + (MearkaMmeHTbl)

<130/80

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 Adults. 2018;71(19):2199-2269.



YposeHb Al n cepaevYHO-COCyaAUCTbIE PUCKU

CVD Events All-Cause Mortality
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Colantonio L, Booth J, Bress A, et al. 2017 ACC/AHA Blood Pressure Treatment Guideline Recommendations and Cardiovascular Risk.
Journal of the American College of Cardiology. 2018;11:1187-1197.
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 lNpunoputet cyTodHOMY 1 goMaluHeMy usmepeHuio AL
1 BospacTt <65 net cHmxkatbe Ac oo 120-129/<80 mm prT. CT.

[ Bospact 265 net cHmkatb Alc oo 130-139/<85 mm pT. CT., ecnu XopoLuo
NnepeHoCUTCs

Y naumeHToB O4EHb BbICOKOIO pUCKa aHTUMMNEPTEH3UBHbLIE npenapaThbl
npn AL 130-139/85-89 mm pT. CT.

d Ecnn Allc >150 MM pT. CT., NOBLIWEH CepAeYHO-COCYAUCTLIN PUCK U
BO3pacT <65 net uenecoobpasHo HadaTb ¢ 2 npenapaTtoB (MATMD/BPA +
aHTaroHMUCT Kanbumsa nnn Tnasung)

O CnnpoHonakToH/annepeHoH, bonbLime ao3bl ANYPETUKOB
NpW PE3UCTEHTHON rMNEPTEH3NN



CBA3b KNMHMYecKoro u cytoyHoro Al c puckamum

Table 2. Association of Clinic and Ambulatory Blood Pressure with All-Cause and Cardiovascular Mortality in Cox Regression Models.*

Mortality and Blood-Pressure Component Model 15 Madel 2
Hazard Ratio (95% Cl) PWalue Hazard Ratio (95% CI) P value

All-cause mortality
Clinic systolic blood pressure 1.54 {1.52-1.56) <0.001 1.02 (L.00-1.04) .04
Clinic diastolic bleod pressure 1.02 (1.00-1.04) =0.001 0.29 (0.87-0.92) 0.01

( 24-Hour systolic blaod pressure 1.58 (1.56-1.60) =0.001 1.58 (1.56-1.60) -:D.Dﬂ]\
24-Hour diastolic blood pressure 1.56 {1.54-1.58) <0.001 1.56 (1.54-1.59) <0.001
Daytirne systolic blood pressure 1.57 {1.55-1.60) =0.001 1.54 (1.52-1.58) <0.001
Daytirme diastolic blood pressure 1.55 {1.53-1.58) =0.001 1.01 (0.99-1.04) 0.32
Mighttime systelic bload pressure 1.57 (1.55-1.59) =0.001 1.55 (1.53-1.57) =<0.001
k Mighttime diastolic blood pressure 1.56 {1.54-1.59) <0.001 1.56 (1.54-1.59) c:!}.ﬂﬂl)

Cardiovascular mortality
Clinic systolic bleod pressure 1.54 {1.52-1.56) =0.001 1.02 (1.00-1.04) 0.08
Clinic diastolic blood pressure L.02 {0.99-1.04) 0.14 0.89 (0.86-1.00) .06
24-Hour systolic blood pressure 1.58 {1.55-1.60) =0.001 1.58 (1.55-1.60) <0001
24-Hour diastolic blood pressure 1.55 (1.53-1.58) <0.001 1.56 (1.53-1.59) =0.001
Daytime systolic blood pressure 1.57 [1.55-1.60) <0.001 1.54 (1.52-1.57) <0.001
Daytirne diastolic blood pressure 1.55 {1.52-1.58) =0.001 1.01 (0.98-1.04) 0.73
Mighttime systolic blood pressure 1.57 {1.54-1.59) =0.001 1.55 (1.53-1.57) =0.001
Mighttime diastelic blead pressure 1.56 {1.53-1.59) <0.001 1.56 (1.53-1.59) =0.001

CyTouHoe, cpeaHee AHeBHOe U HOYHoe Al cunbHee CBA3aHO
CO CMepPTHOCTbLIO, HEeXenu KnuHn4veckoe Al

Banegas J, et al. Relationship between Clinic and Ambulatory Blood-Pressure Measurements and Mortality.
N Engl J Med. 2018;16:1509-1520.



CBsiI3b CTOMKOW M HECTOMKOMU TMNEPTEH3UN CO

CMEPTHOCTbIO

Table 3. Association of Hypertension Phenotypes with All-Cause and Cardiovascular Mortality in Cox Regression Models.™

Meortality and Blood-Pressure

Phenotype Model 15 Model 23
Hazard Ratio Hazard Ratio
All Patients  Deaths {95% CI) P Value {95% CI) PWalue
All-cause mortality
Mormatension 4,221 76 Reference — Reference —
Controlled hypertension 6,692 202 0.76 (0.57-0.99) 0.04 0.81 (0.62-1.07) 0.133
White-coat hypertension 6,628 309 2.24 (1.74-2.88) <0.001 1.79 (1.38-2.32) <0.001
White-coat uncantrolled 11,042 669 1.30 (1.01-1.66) 0.045 1.06 (0.82-1.37) 0.66
hypertension
Masked hypertension 2,278 113 2.92 (2.18-3.90) =0.001 283 (2.12-3.79) =0.001
Masked uncontrolled hypertension 3,092 237 1.39 (1.44-2.47) <0.001 1.96 (1.50-2.56) <0.001
Sustained hypertension 12,555 595 2.36 (1.86-2.99) <0.001 1.80 (1.41-2.31) <0.001
Sustained uncontrolled hypertension 17, 402 1607 1.90 (1.49-2.42) <0.001 1.43 (1.11-1.85) 0.006
Cardiovascular mortality
Mermotension 4,231 22 Reference — Reference —
Controlled hypertension 6,692 B4 0.90 (0.55-1.45) 0.66 0.95 (0.59-1.55) 0.34
White-coat hypertension 6,628 94 2.36 (1.49-3.786) <0.001 1.96 (1.22-3.15) 0.005
White-coat uncontrolled 11,042 223 1.23 (0.78-1.94) 0.37 1.04 (0.65-1.66) 0.36
hypertension

Masked hypertension 2,278 32 2.92 (1.70-5.03) <0.001 2.85 (1.66-4.90) =0.001
Masked uncontrolled hypertension 3,002 95 2.20 (1.36-3.55) 0.001 2.27 (1.41-3.68) 0.001
Sustained hypertension 12,555 172 2.42 (1.55-3.78) <0.001 1.94 (1.23-3.07) 0.005
Sustained uncontrolled hypertension 17,402 573 1.93 (1.23-3.01) 0,004 1.57 (1.00-2.47) 0048

N'MnepTeH3na cToukasa, MacKupoBaHHas
n 6enoro xanarta NOBbIWAKT (MEHbLLE) CMEPTHOCTb

Banegas J, et al. Relationship between Clinic and Ambulatory Blood-Pressure Measurements and Mortality. N Engl J Med. 2018;16:1509-1520.




AHTUTMNEPTEH3UBHOE IeYEeHUE Y NALUMEHTOB HU3KOIO
PUCKa C JIETKOW TnnepTeH3nen

[A] mortality [B] cardiovascular disease
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MeankamMeHTO3HOE rfie4eHne He MOXET He NMPUHECTUN NOJib3bl

Sheppard JP, Stevens S, Stevens R, et al. Benefits and Harms of Antihypertensive Treatment in Low-Risk Patients With Mild Hypertension. JAMA
Intern Med. 2018;178(12):1626—1634.
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YBenuyeHue yncria MegmKkamMeHToB

Anckomdopt npu cHmxeHnn ALl
KOrHUTUBHbLIE HApPYLUEHUS

Herrmann-Lingen C, et al. Cross-Sectional and Longitudinal Associations of Systolic Blood Pressure
With Quality of Life and Depressive Mood in Older Adults With Cardiovascular Risk Factors:
Results From the Observational DIAST-CHF Study. Psychosomatic Medicine. 2018;80.



MHTeHcnBHOE cHMKeHune A/l none3Ho npu anabete

10.0% -

7.5% o

5.0% - p = 0.0017

2.5% A

CepaeyHo-cocyauctbie cobbitna, %

0.0%

[oabl

Brouwer T, Vehmeijer J, Kalkman D, et al. Intensive Blood Pressure Lowering in Patients With and Patients Without Type 2 Diabetes: A Pooled
Analysis From Two Randomized Trials. Diabetes Care. 2018;6:1142-1148.
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Figure 2. Effect of Treatment to Lower Blood Pressure (BP) in Coronary Heart Disease Trials

Qutcome
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Figure 3. Effect of Treatment to Lower Blood Pressure (BP) in Poststroke Trials
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Y naumeHToB ¢ UBC MHTEeHCMBHOE CHMKeHne Al MOXeT YMEeHbLUNTb

cepOevYHo-cocyaucTbie COOLITUS, HO HE CMEPTHOCTb

Brunstrom M, Carlberg B. Association of blood pressure lowering with mortality and cardiovascular disease across blood pressure levels: A systematic
review and meta-analysis. JAMA Internal Medicine. 2018;178(1):28-36.
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Peri-Okonny P, Patel K, Jones P, et al. Low Diastolic Blood Pressure Is Associated With Angina in Patients With Chronic Coronary Artery Disease.
Journal of the American College of Cardiology. 2018;11:1227-1232.



KombuHmnpoBaHHaA Tepanma vs MOHOTEpPanus

Outeome Therapy #events  Person-days IRR (95‘5"0 Cl ]
Any CV evenis
Monotherapy 1,61 313,463 100 {Ref)
Combined therapy 1,362 420,917 S 0 (0,40 10 0.49)

Ischemic heart disease
Monotherapy Gl 122,712 | | 100 (Refy

Combined therapy 536 182,428 = 041 (035 10 0.47)

Cerebrovascular disease

Monotherapy 158 40,506 ] 1.00 (Ref)

Combined therapy 152 59,139 —— (.66 (050 to D.ET)
Heart failure

Monotherapy 138 25084 ] 1.0 (Rl

Combined therapy 110 43,731 [ (L29(0.2] to 0.4
Atrial fibrillation

Monotherapy 37 91,513 ] 100 (Ref)

Combined therapy 176 897 . " 041 (03210 0.53)

02 04 (LA 0.8 1 12

Rea F, Corrao G, Merlino L, et al. Early cardiovascular protection by initial two-drug fixed-dose combination treatment vs. monotherapy in
hypertension. European Heart Journal. 2018;40:3654-3661.
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MHTEHCUBHOCTb Harpy3oK 1 CMepTHOCTb

Mortality Risk Declines with Increasing Cardiorespiratory Fitness Level in Apparently

Healthy Men and Women
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Imboden M, et al. Cardiorespiratory Fitness and Mortality in Healthy Men and Women. Journal of the American College of Cardiology. 2018;19:2283-2292.
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2018;363.
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tl-m-hn:‘?f:ﬁlualAt._c.zra.:t ) Winter Weight Watch Study

Positive finding:
The behavioural intervention prevented weight gain over the Christmas holiday period

Adults aged = 18 years
with a BMI of = 20 kg/m?

Mean age: 43.9 years

I: o Randomisation |

Intervention Comparator

Encoluraged to track weight Brief leaflet about leading
Weight (kg) at follow-up 10 tips for welght management a healthy lifesty !

Clinical significance PACE info on festive foods

Any weight gain prevention

s important i 132 analysed JEEISTATTAGERIIEnArr § 134 analysed
arms, adjusted for

Baseline (kg) Mean (50} bﬂﬂlﬁ&mm
Followe-up (kg 0.5 0.9 to 0.1, P=0.008 m

thebmj  Read the full article online  [=dutsaas Tyt EE

EXXegoHeBHOe B3BelUMBaHMe, AHEBHUK, KAPTUHKA COOTBETCTBUS
dom3nyeckom Harpy3ku u NnoTpavyeHHbIX KUITOKanopum nomoraeTr
nsbexarTb yBesIM4eHUSA Macchbl Tena

Mason F, Farley A, Pallan M, et al. Effectiveness of a brief behavioural intervention to prevent weight gain over the Christmas holiday period:
randomised controlled trial. BMJ. 2018;363.
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A 0 Events HR(95% CI) Prant HR(9S% L) Pho

Major cardiovascular disease

<3 perweek 7843 1646 100 (1.00-1.00) 100 (100-1.00)

Jperweekto<lperday 31928 1160 —_— 0-94(0-87-1.02) —— 038 (090-107)
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Myocardial infarction

<3 perweek 784y 766 100 (100-1.00) 100 (100-2.00)

Iperweekto<lperdsy 31923 507 —— 102(091-115) ——— 105(092-119)
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Stroke

<3 perweek 7843 759 100 (1.00-1.00) 100 (100-1.00)

3perweekto<lperday 31928 671 —_— 087 (078-0.98) —_— 053 (0-82-104)
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Cardiovascular mortality

<3 perweek 7843 703 100 (1,00-1.00) 100 (100-1.00)
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Non-cardiovascular mortality

<3 perweek 7843 1789 100 (1.00-1:00) 100 (1-00-1.00)
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Mortality

<3 perweek 7843 2626 100 (1.00-1.00) 100 (100-1.00)
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A N Events HR {959 CIy Prar HR {959 Ty P

Major cardiovascular disease
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Figure 2: Association of fruit intake with cardiovascular cutcomes and mortality

Figure 3: Association of vegetable intake with cardiovascular outcomes and mortality

OBowWwM N PPYKTbI CHUXKAKOT PUCK CepPAEYHO-COCYAUCTbIX COObLITUN
U cCMepTH

PURE

Miller V, Mente A, Dehghan M, et al. Fruit, vegetable, and legume intake, and cardiovascular disease and deaths in 18 countries (PURE): a prospective
cohort study. The Lancet. 2017;390(10107):2037-2049.
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A Primary End Point {acute myocardial infarction, stroke, or death from
cardiovascular causes) O
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Med diet, nuts 2454 2343 2093 1657 1389 1031

B Total Mortality

Med diet, EVOO: hazard ratio, 0.90 (95% Cl, 0.69-1.18)
Med diet, nuts: hazard ratio, 1.12 (95% CI, 0.86—1.47)
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089 006
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£ 044 002 nuts,
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[¥] 1 2 3 4 5
Years
No. at Risk
Control diet 2450 2270 2027 1586 1272 949

Med diet, EVOO 2543 2486 2324 1991 1651 1310
Med diet, nuts 2454 2345 2097 1662 1395 1037

PREDIMED

Estruch R, Ros E, Salas-Salvadé J, et al. Primary Prevention of Cardiovascular Disease with a Mediterranean Diet Supplemented with Extra-Virgin Olive
Oil or Nuts. N Engl J Med. 2018;25:e34.
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ACnUpuH

Primary outcome Cardiovascular death, myocardial infarction, or stroke
64 — Placebo -
— Aspirin
= Log-rank p=0-6038 Log-rank p=0-6190
‘g 4 Stratified log-rank p=0-5970 ] Stratified log-rank p=0-6125
g
=
£
2
&
S 24
E
]
)
0 T | | T T 1 1
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Gastrointestinal bleeding

AcnunpuH HeadhheKkTnBEH
ONsl NepBUYHON NPOMUMAKTUKN U Log-rank p-0:0007
NOBbIWAET PUCK KPOBOTEUEHMI  Frrihedlog rnkpmo0098

lNayueHmsi 6e3 UM, uHcynbma,
cocyoucmsbix emewameriscma, CH, duabema. R

Puck CC3 20-30% 3a 10 nem. . | .

Years

ARRIVE

Gaziano J, Brotons C, Coppolecchia R, et al. Use of aspirin to reduce risk of initial vascular events in patients at moderate risk of
cardiovascular disease (ARRIVE): a randomised, double-blind, placebo-controlled trial. The Lancet. 2018;10152:1036-1046.
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A First Serious Vascular Event
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Participants with Event (%c)
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AcnnpuH npu anabete

15—

Rate ratio, 0.88 (95% CI, 0.75-0.57)
P=0.01 Placebo

10+
Aspirin

0

0

Years of Follow-up

CHWXeHMe pucka cocyamucTtbix coobitnn (-12%) HUBenupyetcsa

ASCEND

oonbwnmMu KpoBoTedeHUasmMu (+29%)

Effects of Aspirin for Primary Prevention in Persons with Diabetes Mellitus. N Engl J Med. 2018;379:1529-1539.



ACNUPUH NPU aCUMNTOMHOM KapOTUAHOM CTEHO3E

0 9
| mad SAPT:
B
-
g
=
Class lla €
—_
el )
1
Lang term”

[A Clopidogrel 75 mg/d Aspirin 75100 mg/d
opidog 2y P ay

Oe3arperaHTbl peKOMeHAYT nNpu cteHose >50%, HO HeT JoKa3aTeNnbCTB
B HafleXXHbIX COBPEeMEeHHbIX uccrnegoBaHUsX

2017 ESC Guidelines on the Diagnosis and Treatment of Peripheral Arterial Diseases. Eur Heart J. 2018;39(9):763-816.
2011 ASA/ACCF/AHA/AANN/AANS Guideline on the Management of Patients With Extracranial Carotid and Vertebral Artery Disease. Circulation

2011;124(4):e54-e130.



ACnNUPUH NPU KAapPOTUOHOM CTEHO3e
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Hazard Ratio (Aspirin/Placebo)

0.2 i - .._.-':.l --“\'._

0.1

0 1 2 3 4 5 6
Years

ACNUpPUH He CHU3NN CepAeYHO-COCYAUCTbLIN PUCK
y NaLMEeHTOB C KAPOTUAHbIM CTeHO30M 250%

ACBS

Cote R, Battista RN, Abrahamowicz M, et al. Lack of effect of aspirin in asymptomatic patients with carotid bruits and substantial carotid narrowing. The
Asymptomatic Cervical Bruit Study Group. Ann Intern Med. 1995;123(9):649-55.
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Antithrombotic treatment

| Vitamin K antagonists | | Antiplatelet agents |
Thick fibroust cap Thick fibrows cap
<208 | <099
|
<3 | <30
|
|
I Calcification . Calcification :
Lipsd core . Lipid core o
Thick fibrous cap — Thick fibrous cap
| 2.69 - 2.97 1-1.99
|
3.1 I 30-72
I
| i
Calcilication Calcification 3
4 Lipid core - *  Lipid core Mtroplogue hemorrhage
S — Thin fibrous cap = = — Thin flous cag 3eseeses
| =297 i = 200
|
|
=1 =72
|
| Legend:
Duration of wse in month = :
# Calcification # International nommuratioe = = & + Calcification -
Lipid eoee Intraplaque hemorrhage Duaily defined dosage: -+ -a=rsarerd Lipiel cave Intraplagque hemarrhage

Femopparum B 6NSAILLKY MOryT NOBbICUTbL PUCK pa3pbiBa

Mujaj B, Bos D, Muka T, et al. Antithrombotic treatment is associated with intraplaque haemorrhage in the atherosclerotic carotid artery: a cross-
sectional analysis of The Rotterdam Study. European Heart Journal. 2018;36:3369-3376.



[peKpalweHne KYpeHus n yBem4yeHmne Beca

Weight Gain after Quitting
=0 kg
—— 0.1-5.0 kg

51-10.0kg === = Current smokers
>10.0 kg + = « = Never smoked

2.0+

Hazard Ratio for Type 2 Diabetes

| | | | | |
0 5 10 15 20 25 30

Years since Smoking Cessation

Hu Y, Zong G, Liu G, et al. Smoking Cessation, Weight Change, Type 2 Diabetes, and Mortality. N Engl J Med. 2018;7:623-632.
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loabl Nnocne NpekpalweHUs KypeHua

YBenunyeHne macchl Tefia He BNuMseT Ha
CHUXXEeHUe pucKa nocne npekpaweHusa KyppeHus

Hu Y, Zong G, Liu G, et al. Smoking Cessation, Weight Change, Type 2 Diabetes, and Mortality. N Engl J Med. 2018;7:623-632.



DNEeKTPOHHble curapeTbl
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MINT

FRESH COOL MINT




OueHka pucka CCC

OyeHb BbICOKUM Bbicokumn HeBbicokun
SCORE 210% SCORE 5-10% SCORE <5%
XC JTHM XC JIHIMM
>2.5 mmonb/n <2.5 mmonb/n
| |
CTaTuHbI
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HemegnkameHTO3Has I'IpOCbI/IJ'IaKTI/IKa




[MepBUYHAA NPOoPUNAKTUKA CTaTUHAMM Y CTAaPUKOB

[ A) All-cause mortality (B) CHD
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&-Year RMST Pravastatin Group (95% Cl), days 2008.1 {1283.3, 2030.7) 6-Year RMST Pravastatin Group (35% Cl), days 2088.1 (2068.0, 2108.2
&-Year RMST Usual Care Group {95% CI), days 2041.7 (2019.4, 2063.6) B6-Year RMST Usual Care Group (95% Cl), days 2069.4 (20479, 2091.00
Differance (Pravastatin - Usual Care) (95% Cl), days -33.7 (-67.0, -0.5) Difference (Pravastatin - Usual Care) (95% CI), days 18.7 (-10.4, 478)

UBC pa3BuBanacb Ha 18 oHeu no3gHee,
a NPoAOMKNTESNIbHOCTb XXU3HU YMeHbluuracb Ha 34 gHA

ALLHAT-LLT

Orkaby A, Rich M, Sun R, et al. Pravastatin for Primary Prevention in Older Adults: Restricted Mean Survival Time Analysis. Journal of the American
Geriatrics Society. 2018;10:1987-1991.



CtatuHbl nocne 75 net

No type 2 diabetes Type 2 diabetes

Atherosclerotic cardiovascular disease
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._______________————
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All cause mortality
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Fig 2 | Thin plate regression splines of hazard ratios of atherosclerotic cardiovascular disease and all cause mortality
for statin use, by age, in participants with and without type 2 diabetes mellitus

CTaTUHbI He CHU3UIIU CMEePTHOCTb U PUCK CepaevYHO-COCYAUCTbIX
COObLITUM Aaxe Yy NauueHTOB BbICOKOIro puUckKa

Ramos R, Comas-Cufi M, Marti-Lluch R, et al. Statins for primary prevention of cardiovascular events and mortality in old and very old adults with and
without type 2 diabetes: retrospective cohort study. BMJ. 2018;362.
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AHA/ACC/AACVPR/AAPA/ABC/ACPM/ADA/AGS/APhA/ASPC/NLA/PCNA
Guideline on the Management of Blood Cholesterol

Primary Prevention:
Assess ASCVD Risk in Each Age Group
Emphasize Adherence to Healthy Lifestyle

v ¥ ¥
- . Aged0-75yand )
Age(Q-19y Estimate lifetime risk LDL-C 270-<190 msfdl-
Lifestyle to prevent or reduce || to encourage lifestyle to reduce
ASCYD rlsk ASCVD risk (21.8-<4.9 mmol/L)

Diagnaosis of Familial
Hypercholesterclemia-> statin

Consider statin if family history
premature ASCVD and LDL-C

=160 mg/dL (4.1 mmol/L)

without diabetes mellitus
10-year ASCVD risk percent

begins risk discussion

vy

ASCVD Risk Enhancers:

LBL-C 2190 mg/dL (24.9 mmol/L)

G
N

{Class 1)

No risk assessment; High-intensity statin

Diabetes mellitus and age 40-75 y
Moderate-intensity statin
{Class 1)

Diabetes mellitus and age 40-75 y

(Class lla)

Risk assessment to consider high-intensity statin

Age =75y
Clinical assessment, Risk discussion

_.(

)

*  hs-CRP 22.0 mg/L

= Lp(a) levels >50 mg/dL or >125 nmol/L
« apoB 2130 mg/dL

= Ankle-brachial index [ABI) <0.9
—_————

s Family history of premature ASCVD <5% 5% - <7.5% 27.5% - <20% 220%
» Persistently elevated LDL-C 2160 mg/ “Low Risk” “Borderline Risk" “Intermediate Risk"” “High Risk”
dL (=4.1 mmol/L)
« Chronic kidney disease
* Metabolic syndrome ¥
* Conditions specific to women (e.g., r N ™
preeclampsia, premature menopause) = = i Risk discussion:
* Inflammatory diseases (especially Risk discussion: i ﬁf;se::;iccz::“::s.ent If risk estimate + risk g g ey
e o S gl | e Emphasize Mestyle then risk dis:u:sinn enhancers el Initiate statin to rgdl...n:e
+ Ethnicity [e.g., S5outh Asian ancestry) ToTeluceriok s IATe Mot ates i
Lipid /Biomarkers: 1;:l:ur:= intensity statin therapy 'migiltg m;:'%m;;: = {Class 1}
» Persistently elevated triglycerides (Class 1) (Class IIb) g |t::‘l'ass ) i
2175 dL, {z2.0 1fL
{ el (2.0 ol \ V 9 7N A s
In selected individuals if measured: L1

If risk decision is uncertain:

Consider measuring CAC in selected adults:

CAC = zero {lowers risk;
premature CHD, or cigarette smoking are present)

CAC=

CAC = 100+ and/or =75th percentile, initiate statin therapy

consider no statin, unless diabetes, family history of

1-99 favors statin (especially after age 55)




Ycunurtenu cepaedyHo-cocyamncToro pucKa

CemenHble aHaMHe3 nNpexageBpeMeHHbIX atepocknepoTtndeckmnx CC3
(MY>XYMHbI <55, XXEHLMHbI <65)

[lepBnyHag runepxonectepuHemus (XC JIHIT 4.1-4.8)
MeTabonnyecknm cnHapom
XBIM (pCKC 15-59 mn/MunH/1.73 M? He3aBMCUMO OT anbOyMUHYpUN)

XpoHundeckune BocnanutesribHble 605iesHu (ncopunas, peBMaTongHbIN
aptpuTt, BUY)

[TpexxaeBpemMmeHHast MeHonay3a (o 40 neT), npeaknamMmncus
Ctounkaga runeptpurnuuepungemusa (2.0 mmons/n)
C-peaKkTuBHbIN Bernok 22.0 mr/n

JNogbkevHo-nne4vyeson nHaekc <0.9



NBC
MHCynbT atepocknepoTnyecKon npmpoabl
ATepocknepos nepudepnyeckmx aptTepumn

CI 2 TMna un KnMH1n4eckoe
atepocknepoTtudeckoe CC3

PaccMoTpeTb
OOHOBpPEMEHHO

h 4 h 4

Obpas XU3HW, Oe3arperaHr,

KOHTPONb Al M AVCAMNNAEMIAN, Ho6aeneHne MHI T2 unwu al T1lM1-1

MeTchOPMMH C AokasaHHoW nonb3oi npu CC3
AMnarnngrosuH
JIlnparnyTug (TutpoBaTb, n3berasi TOLWHOTHI)
2018 ACC Expert Consensus Decision Non-insulin antidiabetic pharmacotherapy
Pathway on Novel Therapies for in patients with established cardiovascular
Cardiovascular Risk Reduction in disease: a position paper of the European
Patients With Type 2 Diabetes and Society of Cardiology Working Group on

Atherosclerotic Cardiovascular Disease Cardiovascular Pharmacotherapy
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[TauneHT P.

Aara: 26.09.11.

@©.1.0., sospact: PakmtuH C.H., 75 ner.

Ixokapaunorpadma
AopTa Ha ypoBve knanada 3.6 cm, socxogAawan 3.4 cm,  ayra 3.1 cm, HucxogsaR 2.8 om,
PG 22 mm.pr.cT. CTEHHM MIMEHEHLI, THAEPIXOTEHHDIE, YTOALLEHBI, THNOKHHES,
AopTaneHuil KNanaH 3x CTBOPYaTBIA, CTEOPHM YTOAWEHE!, runep HO3 3 CTenewdw,
NOABMMHOCTE CHHMEHa, PG Ha aopransHom Hnanawe 95 MM.pT.l:T.i MG 55 mm.pr.cri Peryprutauma 2
CTEMEHH.

fNlesoe npepcepavie 44 x 53 cm, B ero npoceeTe  OONODAHWTEALHBLIX IXOCHIHANO0E HE BbIRBAEHD.
YCTeA NerouHbix BEH HE PAcWMpPeHbl.

MUTDaNbHLIA KNanad CTEOPKW YTOAWEHL!, TMNEPINOrEHHLIE,  AWCKOPAAHTHBIE, Ha cTeoprax
natonorkyecknx oBpasosaniin Het.  Peryprutauma 2 creneuu,

Npapce npeacepame 3.8 x 4.5 cwv, B €70 NPOCEETE AONONHWTENBHBIX INOCHIHANOR HE BHIABNEHD.
TEHH!C“H@ﬂbHHﬁ HAanaH CTROPKM TOHHHE. Ha CTROPKaX NaTOAOrMUeCKnx DEPBE»OBBHHﬁ HET.
PerypraTauma 2 ctenedu

Mewnpegcepanan NeperopoaKa  HenpepsieHa.

Neroudan aprepun 2.9 cm Ha ypoexe duBpozHoro Konsua.

Knanau neroyqon apTepuM CTBOPHW TOHHHE, HE W3MEHEHBl, PG Ha KA 3 MM.pT.CT., CMCTONMYECKAR
CKOPOCTL KposoToka 0.9 m/fc, peryprutauma 1 creneww.

Npaswid _menyaouer 2.8 cmM B NPUTOMHOM OTAENEe M3 anukansHoro pAoctyna, & B-mode.
TonumMHa MUoKapaa npagoro Menyaouka 0.5 cm. BeixogHol otaen 2.6 cm, NOTOK B HEM AamHHapHbIR,
PacueTHoe paBneHHe B NPaBoM Menygoune (no TpUKYCNMAaneHO peryprutaumu)  45-50 MM, PT.CT.
Nesbin wenyaouer: KAP 5.8 cwm, KCP 4.4 cm, YO 96 mn, ®B(Teichholz) 54 %, ®Y 22 %, YCC 72 ya/mun,
MHN(a) 1.4 cm, 3CNHM(a) 1.3 cm.

MesoHenyao4KOBaR NEDErOPOAKA HENpepLiBHa.

J0HBlI AHCCHHEPTMK:  HE BLIABNEHD,

JIHETHH NEPUKEDAS He YTOAWEHS!, B NEPHKAPAE MHAKOCTE  HE BWABNEHA,

Tun HANDAHEHWA AEBOMD MenyoouKa: purMaHbida 0.4/0.8 m/c

Tun BxbBpoca M3 Nesoro MenyaouKa: HopMokMHeTHuecknin 1.1 mfc.

3aknoyeHune: aopTanbHbId Nopok c npeobnagadnem creHosa. Hegoctatounocts MK i TK
(oTHOCHTeNbHARA). /IT 1-2 creneHu. runepTpodua muokapaa JIK. Aunaraumsa SN,

HauansHan — JIH w NN.
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[MaymeHT P., 82 roga

OuncdyHkuma duonpotesa (bruonad KA Ne20), umnnaHTMpOBaHHOIO B CBA3M
C aopTarnbHbIM nopokom (2011).

[lekomneHcaumsa cepaevyHon HeJoCTaToOMHOCTN €O CHMXeHHoU PBJXK,
peUnanBUPYIOLLINMIA TMOPOTOPAKC, aHEMUSL.

[ MHekomMmacTu4, accounmnpoBaHHasA CoO CrNMMPOHOJTaKTOHOM.

HocoBble KpOBOTEYEHUS NMPU eXXeJHEBHOM npuemMe 75 Mr acnmpuHa.

Heobxoaumo BOBpPEeMA BbINOJIHATbL XUPYpPrnyeckoe eMeLllaTesibCTtBO
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|ICON-RELOADED

Januzzi JL, Chen-Tournoux AA, Christenson RH, et al. N-Terminal Pro—B-Type Natriuretic Peptide in the Emergency Department. J Am Coll Card.
2018;71(11):1191-1200.



Yncno naumeHToB, KOTOPbIX HYXKHO NPOJIEYUTD,

4yToObI NPeaynpeanTb CMepPTb

Estimated 5-y Risk, %

Relative Estimated 5-y NNT
Evidence-Based Treatment Effect Control Intervention for All-Cause
Therapy Clinical Trial (Hazard Ratio) Group Group Difference Mortality
ACEI SOLvD? 0.84 43.8 38.3 5.5 18
ARB CHARM-Alternative® 0.87 40.5 36.3 4.2 24
B-Blocker MERIT-HF* 0.66 423 30.4 11.9 8
MRA EMPHASIS-HF® 0.78 35.8 29.3 6.5 15
ICD SCD-HeFT® 0.77 36.1 28.9 7.2 14
CRT RAFT/ 0.75 32.4 25.4 7.0 14
ARNI PARADIGM-HF (vs enalapril)® 0.84 36.7 31.9 4.8 21
ARNI PARADIGM-HF (vs imputed placebo)? 0.72 41.3 31.9 9.4 11
PARADIGM-HF

Srivastava PK, Claggett BL, Solomon SD, et al. Estimated 5-Year Number Needed to Treat to Prevent Cardiovascular Death or Heart Failure Hospitalization
With Angiotensin Receptor-Neprilysin Inhibition vs Standard Therapy for Patients With Heart Failure With Reduced Ejection Fraction. An Analysis of Data
From the PARADIGM-HF Trial. JAMA Cardiol. 2018.



AQeKBaTHOCTb 003

Angiotensin-Converting Enzyme

Inhibitor (ACEI)/Angiotensin Il Angiotensin Receptor-Neprilysin
Receptor Blocker (ARB) Inhibitor (ARNI) ACEI/ARB/ARNI
Beta-Blocker Mineralocorticoid Receptor N=21
Antagonist (MRA)

P -

W <50% M50 to<100% M =100%

LleneBble 003bl 4OCTUralOTCsA Y HEOONLLIOro YMcna NnauMeHToB
(17% NAN®/BPA, 6eTa-6nokatopbl 28%, UPAH 14%)

CHAMP-HF

Greene S, Butler J, Albert N, et al. Medical Therapy for Heart Failure With Reduced Ejection Fraction. Journal of the American College of Cardiology.
2018;4:351-366



[Mpu3HaKKM neperpyskn obbemom m ncxoabl octpon CH

® Mo Peripheral Edema and Mo JWD Present®™ Only IVD Present

u Only Peripheral Edema Present = Both Peripheral Edema and VD Present
14.0%

12.0%
(LR
a8.0%

6.0%

Event Rate %

CmepTHOCTb +24%

2.0%

0%
30 Day ACD/HF Rehosp 30 Day ACD

ASCEND-HF

Fudim M, Parikh K, Dunning A, et al. Relation of Volume Overload to Clinical Outcomes in Acute Heart Failure (From ASCEND-HF). American
Journal of Cardiology. 2018;9:1506-1512.



BanAaHmne neyeHna Ha guHamunky PBJTHK
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Lupon J, Gavidia-Bovadilla G, Ferrer E, et al. Dynamic Trajectories of Left Ventricular Ejection Fraction in Heart Failure. Journal of the American
College of Cardiology. 2018;6:591-601.



beTta-6n10KaTopbl npn CHcPB

Table 2. Outcomes Patients with Heart Failure with Preserved Ejection Fraction >50% and Heart Rate =70

Beats/Minute, by High-Dose Beta-Blocker Versus No Beta-Blocker Use

Events (%)

No High-dose Hazard ratio*
beta-blocker  beta-blocker (95% confidence interval)
(n=640) (n=640)
All-cause mortality 438 (68%) 403 (63%) 0.86 (0.75-0.98); p=0.027
All-cause readmission 566 (88%) 565 (88%) 0.90 (0.81-1.02): p=0.100
Heart failure readmission 294 (46%) 287 (45%) 0.93 (0.79-1.09); p=0.362
All-cause readmission or all-cause mortality 619 (97%) 607 (95%) 0.89 (0.80-1.00); p=0.044
Heart failure readmission or all-cause mortality 522 (82%) 496 (78%) 0.90 (0.80-1.02); p=0.091

Atenolol >100 mr/cyT, carvedilol >50 mr/cyr,
metoprolol tartrate or succinate >200 mr/cyT, bisoprolol >10 mr/cyt

Bbicokune no3bl 6eta-61okaTopoB MOryT

ObITb 3pdekTuBHLI Nnpn CHcPB

Lam P, Gupta N, Dooley D, et al. Role of High-Dose Beta-Blockers in Patients with Heart Failure with Preserved Ejection Fraction and Elevated

Heart Rate. The American Journal of Medicine. 2018;12:1473-1481.



AcnunpuH y naymeHtos ¢ CH

A PrLgna ry outcome

8

-

Cumulative Probability, %
50 % 75%

5%

0%

No. at risk
Non-aspirin
Aspinin

7 Hazard ratio, 0.98 (95%-Cl, 0.91 - 1.05)
P=053
-
A T T T T T
0 1 2 3 4 5
Time, years
3840 2582 1743 1107 615 216
3840 2556 1707 1065 594 220

C Admission for Ml

Cumulative Probability, %
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|

No. at risk
Non-aspinn

Aspirin

-l Hazard ratio, 1.34 (95%-CI, 108 — 1.67)
P=0.009
— -
T T T T T T
0 1 2 3 4 5
Time, years

3840

2633 1809 1155 655 229
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B Dg‘éath from any cause

2 Hazard ratio, 0.98 (95%-Cl, 0.91 - 1.05)
- P=0.51
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Time, years
No. at risk "

Non-aspirin 3840 2684 1867 1194 689 247
Aspirin 3840 2674 1848 1187 664 247

D Aqemission for stroke

= Hazard ratio, 0.92 (95%-Cl, 0.74 — 1.15)
P=0.47

Cumulative Probability, %
50% 75% 100
1

25%
1

0 1 2 3 4 5
Time, years
No. at risk
Non-aspinn 3840 2630 1797 1141 643 230
Aspirin 3840 2625 1788 1123 631 236

AcCnuUpUH He CHMXaeT cepaevyHO-COCYAUCTbIE PUCKMU
y naumeHToB ¢ CH He3aBucumo ot Hanuuma UBC

Madelaire C, Gislason G, Kristensen SL, et al. Low-Dose Aspirin in Heart Failure Not Complicated by Atrial Fibrillation. JACC: Heart Failure.

2018;6(2):156.



dddeKT cTaTMHOB B 3aBMCUMOCTU OT PBJTK
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CTaTuHbI MOryT ObITb 3hheKTUBHLI Y NauUeHTOB ¢ coxpaHeHHon OBJITXK

Lee M, Duan L, Clare R, et al. Comparison of Effects of Statin Use on Mortality in Patients With Heart Failure and Preserved Versus Reduced Left
Ventricular Ejection Fraction. American Journal of Cardiology. 2018;3:405-412.



MuKpoBackynapHaa ANCHYHKUMNA —
BO3MOXXHaA npuimnHa CHcdB

Longitudinal
Myocardial

Dysfuncﬁonj

@II
ﬁr i\J Pw

Systemic Endothelial Dysfunction

Shah S, Lam C, Svedlund S, et al. Prevalence and correlates of coronary microvascular dysfunction in heart failure with preserved ejection fraction:
PROMIS-HFpEF. European Heart Journal. 2018;37:3439-3450.



KoppeKuma BTOPUYHON MUTPASbHOM peryprutaumum

Hospitalization for Heart Failure
300+

250+
200+

150+

for Heart Failure

100+

Total No. of Hospitalizations

50

P<0.001

Control group

Device group

Death from Any Cause

Hazard ratio, 0.53 (95% Cl, 0.40-0.70)

Months since Randomization

Patients Who Died from
Any Cause (%)

Hazard ratio, 0.62 (95% Cl, 0.46-0.82)
P<0.001

Control group

Device group

Months since Randomization

TpaHcKkaTeTepHas PEKOHCTPYKLUMA BTOPUYHOMN MUTPaNbHOMN peryprutauum
MOXeT CHU3UTb CMEPTHOCTb M NOBTOPHbIe rocnutanusauumn ¢ CH

COAPT

Stone G, Lindenfeld J, Abraham W, et al. Transcatheter Mitral-Valve Repair in Patients with Heart Failure. N Engl J Med. 2018;24:2307-2318.



[lepunpouenypHble ocnoxHeHna AR

In-Hospital Outcomes
P Value

Any Adverse Event

Currently Hospitalized a2l <.0001

Hospitalized <= 3 months = <.0001

Hospitalized > 3 months or unknown | |
Mortality

Currently Hospitalized —=— <0001

Hospitalized <= 3 months —a— <.0001

Hospitalized > 3 months or unknown n

r : T T T T
0.50 15 25 354555 75
Oads Ratio

Y nauueHTOB C HepgaBHeW rocnutTann3auyuen yawe
nepunpouenypHbie OCJNIOXKHeHUA N Bblille CMepPTHOCTDb

Ambrosy Andrew P, Parzynski Craig S, Friedman Daniel J, et al. Is Time From Last Hospitalization for Heart Failure to Placement of a Primary Prevention
Implantable Cardioverter-Defibrillator Associated With Patient Outcomes?. Circulation. 2018;24:2787-2797.



Ctumynauma ny4dka mca vs AByx*Kenyao4KoBowu

CENTRAL ILLUSTRATION: His Bundle Pacing Versus Biventricular Pacing
for Left Bundle Branch Block
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Arnold A, Shun-Shin M, Keene D, et al. His Resynchronization Versus Biventricular Pacing in Patients With Heart Failure and Left Bundle Branch Block. Journal of
the American College of Cardiology. 2018;24:3112-3122.



bepeMeHHOCTb

2018 ESC Guidelines for the management of
cardiovascular diseases during pregnancy

The Task Force for the Management of Cardiovascular
Diseases during Pregnancy of the European Society of
Cardiology (ESC)



KnaccuduKkauma matepmHcKoro pmcka BO3

Knacc BO3 PUCK maTepu bonbHUUA
I 2.5-5% [opoacKasn
| 5.7-10.5% [opoacKasn
1-111 10-19% ObnacTHas
1 19-27% ObnacTHas
IV 40-100% LleHTp 6epemeHHbix ¢ CC3




Table 3 Modified World Health Organization classification of maternal cardiovascular risk

mWHO |

mWHO Il

mWHO -1l

mWHO Il

mWHO IV

Diagnosis (if other-
wise well and

uncomplicated)

Small or mild

— pulmonary stenosis

— patent ductus
arteriosus

— mitral valve prolapse

Successfully repaired

simple lesions (atria or

ventricular septal defect,

patent ductus arteriosus,

anomalous pulmonary

venous drainage)

Atria or ventricular

ectopic beats, isolated

Unoperated atrial or
wentricular septal
defect

Repaired tetralogy of
Fallot

Most arrhythmias
{supraventricular
arrhythmias)
Turner syndrome
without acrtic

dilatation

Mild left ventricular impair-
ment (EF =45%)
Hypertrophic
cardiomyopathy

Mative or tissue valve dis-
ease not considerad WHO
| or IV {mild mitral stenosis,
moderate aortic stenosis)
Marfan or other HTAD
syndrome without aortic
dilatation

Aorta <45 mm in bicuspid
aortic valve pathology

Repaired coarctation

Atrioventricular septal
defect

Moderate left ventricular
impairment (EF 30—45%)

Previous peripartum cardic-
myopathy without any resid-
ual left ventricular impairment

Mechanical valve

Systemic right ventricle with
good or mildly decreased
ventricular function

Fontan circulation.

If atherwise the patient is well
and the cardiac condition
uncomplicated

Unrepaired cyanotic heart
disease

Other complex heart disease
Moderate mitral stenosis
Severe asymptomatic aortic
stenosis

Moderate aortic dilatation
(40—45 mm in Marfan syn-
drome or other HTAD:;
4550 mm in bicuspid aortic
valbve, Tumer syndrome AS|

20-25 mmim®, tetralogy of
Fallot <50 mm)

WVentricular tachycardia

Pulmonary arterial

hypertension

Severe systemic ventricu-
lar dysfunction (EF <30%
or NYHA class ll-1v)

Previous peripartum car-
diomyopathy with any
residual left ventricular

impairment
Severe mitral stenosis

Severe symptomatic

aortic stenosis

Systemic right ventricle
with moderate or
severely decreased ven-

tricular function

Severe aortic dilatation
(=45 mm in Marfan syn-
drome or other HTAD,
=50 mm in bicuspid
aortic valve, Turner syn-
drome AS| >25 mmim’,
tetralogy of Fallot =50

mm)
Vascular Ehlers—Danlos
Severe (rejcoarctation

Fontan with anmy

complication

Risk

No detectable increased
risk of maternal mortality

Small increased risk of

maternal mortality or

Intermediate increased risk

of maternal mortality or

Significantly increased risk of

materna mortality or severe

Extremely high risk of

maternal mortality or

and cardiac disease

and no/mild increased moderate increase in moderate to severs morbidity severe morbidity
risk in morbidity morbidity increase in morbidity
Maternal cardiac 15-5% 57-105% 10-19% 19-27% 40-100%
event rate
Counselling Yes Yes Yes Yes: expert counselling Yes: pregnancy contrain-
required dicated: if pregnancy
occurs, termination
should be discussed
Care during Lacal hospital Local hospital Referral hospital Expert centre for pregnancy Expert centre for preg-
pregnancy and cardiac disease rancy and cardiac
disease
Minimal follow-up Once or twice Once per trimester Bimonthly Monthly or bimonthly Monthly
wvisits during
pregnancy
Location of delivery | Local hospital Local hospital Referral hospital Expert centre for pregnancy Expert centre for preg-

mancy and cardiac

disease

©ESC 2018

AS| = aortic size index; EF = gjection fraction; HTAD = heritable thoracic aortic disease; mWHO = modified World Health Organization classification; NYHA = New York

Heart Association; WHO = World Health Organization.




OBbMOopOoKH

2018 ESC Guidelines for the diagnosis and
management of syncope



[MaumeHTKa M., 25 net

C 2012 roga obmMopokM, NpoBoUMpyeMbIE HedOCbINaHNEM, YTOMNSEMOCTbIO,
CTpeccoM, C NPoAPOMOM B BUAE rOfIOBOKPYKHEHUS, Xapa/3a0KocTH,
npoaormknTenbHOCTLO 1-10 MUH, nNpeaynpeXxaarTca NPUHATUEM
FOPM30OHTaNbHOIO MNOSIOXEHUS.

2-3 pasa cygoporu npu anuterieHoM obmMopoke. [locne HalwaTtbIpHOro cnupTa
NpUXoauUT B CO3HaAHME ObICTpee.

BHa4dane exemecsa4Ho, nocrne nepeesna B YcTb-Mnumck 01.2016 yyactunuce oo
NoYTU exxedHeBHbIX. bepemMeHHOCTb U poabl 6e3 npobnem. Obpalanack B
HUUTIK nm. E.H.MewarnknHa - pekomeHagosanu nnatHo Reveal n gByxkamepHbIn
CTUMYNATOP.

Obpatunacb B MnH3gpas, no tenedoHy nocosetoBanu neabpaguH (crnabo
KoHTponupoBan YCC, oTkazanachk), COObITUNHOE MOHUTOPUPOBHUE IKI.



[MaumeHTKa M., 25 net

Ha OKI Bo Bpems obmopoka
BblPpa)XeHHOU Taxu-
bpaanapuTMnmM HeT.

All cHmxanocb nepen 0OMOPOKOM
no 79/39

HenpoperynatopHbin 0OMOpPOK, Ba3o4eNpPeCCOPHbIN, HaCcTo peunanBupyowmi.



Bo3pact n ob6MopoKu

age of first faint
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age in years

Ganzeboom KS, Colman N, Reitsma JB, Shen WK, Wieling W. Prevalence and triggers of syncope in medical students. Am J Cardiol 2003;91:1006—1008.
Soteriades ES, Evans JC, Larson MG, Chen MH, Chen L, Benjamin EJ, Levy D. Incidence and prognosis of syncope. N Engl J Med 2002;347:878-885.



ObmopoKu

nepBOHa‘-Iafl bHaA
OLLEHKa
O6mopok
HecuHKonanbHas
/ \ npexoaawan norepa
AdunarHos dwnarHos CO3HaHUA
yCTaHoBAEH HE ycTaHOBNEH (snunencua, MHTOKCUKaLMS,
! meTabonnyeckue p-8a,
p NCUXOTeHHbIe NCEBAOCUHKOME,
UCK BepTebpobasunapHas TUA)
H13Knm BbICOKMI
/\
OBmopoKK ObMmopoKn
peaKo 4yacTo
] ¥ ]
BoiasneHune HeotnoxHana
- Cneyundurueckmne Tectbl
Ha6nopeHue HENPOPEryNATOPHBIX U AWarHocTUKa

U KOHCY/bTallU#H
cepaedHbix OGMOPDKOB W ne4yeHune
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[lpembl NpPOTUBOAABNEHUA

©ESC 2018



[ocnuTannsauymsa B Poxkaectso

100

Control
Holiday

95

90

85

80
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Percent surviving without outcome

70O 7 14 21 30

Time from discharge (days)

No at risk
Holiday

217 305 188 640 176 872 168 755
Control

376 631 400 450 376 631 359070

Bbinucka B AekabpbCcKue npasgHuKu accoummpyertcs
C NOBbILEHUe CMEePTHOCTH

Lapointe-Shaw L, Austin P, Ivers N, et al. Death and readmissions after hospital discharge during the December holiday period: cohort study. BMJ.
2018;363.
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