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patient in light of

diseases or conditions. The guidelines attempt to define practices that meet the needs of most patients in most

circumstances. The ultimate judgment about care of a particular patient must be made by the clinician and

CARTROLOGY* deviations from these guidelines may be appropriate. Clinical decision making should involve consideration of
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CTaTuHbI: STHUYECKME aCneKThbl

d Y a3znartos HUXKe ypoBeHb XC /ITTHII.
O Bbllwe KOHUeHTpauua CTaTUHOB B KPOBM.

A CTaTMHbI HA3HAYaKTCA C Ma/blX 403,
BbICOKME A03bl HeLe1eCcoobpasHbl.

O HuxKe vactoTa rocnmutanmsaumm ¢ MbC Ha 40%.
O 3Ha4MTe/IbHO Bblle PUCK KPOBOTEYEHUM.

Characteristics predisposing individuals to statin
adverse effects include. but are not limited to:

e Multiple or serious comorbidities. including
impaired renal or hepatic function.

« History of previous statin intolerance or
muscle disorders.

e Unexplained ALT elevations >3 times ULN.

e Patient characteristics or concomitant use of
drugs affecting statin metabolism.

o >75 years of age. - =
yearsofage. A cc/AHA, 2013 AHA Science Advisory

Additional characteristics that may modify the

decision to use higher statin intensities may . . ‘ . . . . .
Irihate. oot Tt ’ Call to Action: Cardiovascular Disease in Asian Americans

» History of hemorrhagic stroke. A Science Advisory From the American Heart Association
|_e Asian ancestry. |




CTaTUHbI: 3THUYECKME acneKThbl

PaHOOMU3UpPOBaHHbIe UCCNef0BaHMA CTaTUHOB B A3UK

Trial No. Locale Statin (Dose. mg) Alean % LDL p Value
ATopBacTaTuH
As1af 157 Multiple Atorvastatin (10-20) 48% 0.003
JcLASS? 121 Japan Atorvastatin (5-20) 36%—50% <0.001
Wang et al° | 54 Taiwan Atorvastatin (10) 429% <0.001
Po3yBacTaTtuH
Saito et a2V 112 Japan Rosuvastatin (1-40) 36%—66% <0.0001
Yamamoto et al 5= 60 Japan Rosuvastatin (1-4) 30-42% 0.001

PekomeHOyemble 003bl 018 d3Uudmos
ATOpBacTaTUH 10-40 MI, pO3yBacTaTUH 2.5-20 MI, CUMBACTaTUH 5-20 Mr.

Tab/1emKU CMdmuHO8 MOWHO 0e/siumsb!

Liao JK. Am ] Cardiol. 2007;99(3):410-4.



CTaTuHbI: BO3PACTHbLIE AQClNEKTbI

Fasting lipid profile
(FLP) x 2*, average

TG > 500 mg/dL, LDL-C > 250 mg/dL
= Consult lipid | » > Consult lipid
specialist specialist

LDL-C > 130, < 250 mg/dL ** = Target LDL-C

TG>100,<500mg/dL, <10y = Target TG
> 130, < 500 mg/dL, 10-19 y
(see TG algorithm, Figure 9-2)

Exclude secondary causes.

Evaluate for other risk factors (RFs).

Start Cardiovascular Health integrated Lifestyle Diet (CHILD 1) =
CHILD 2-LDL (Tabie 9-8) + lifestyle change x 6 months***

FLP

LDL-C < 130 mg/dL
-> Continue CHILD 2-LDL
- Repeat FLP g. 12 months

A\

| |
XC NMNHN 24.9 mmonb/n 4.1-4.8 mmonb/n

+ '
LDLC 13010 169mgal | LDLC> 190mgal. || LBLC>180t0-169mgL |['LDLC > 130t0-15amgi +
E:"‘"}{ history (FH) () 1 high-level RF or 1 high-level + > 2 moderate-
other RFs > 2 moderate-level RFs level RFs OR clinical CVD
> Continue CHILD2LDL, || 5 nitiate statin therapy || - Initiate statin thera iti i
- py - Initiate statin therapy
Follow g. 6 m with FLP,
Frby RE update (Tables 9-11, 3-12) (Tables 9-11, 9-12) (Tables 9-11, 9-12)
ATOpBacTaTuH ! il
PosyBacTaTtuH Follow with FLPs, related chemistries per Table 9-12
<20 mr 10-18 net '

-> LDL-C still >130 mg/dL, TG <200 mg/dL, refer to lipid specialist for addition of
second lipid-lowering agent; monitor per Table 9-12

- In high LDL-C patients, if non-HDL-C >145 mg/dL after effective LDL-C treatment,
- Target TG (Figure 9-2)

73

NHLBI. Expert Panel on Integrated Guidelines for Cardiovascular Health and Risk Reduction in
Children and Adolescents: Summary Report. 2012.



CTaTuHbI: BO3PACTHbLIE AaClNEKTbI

Cutyaums CHuXxeHune ATopBacTaTuH, Po3yBacTtaTuH,
XC NnHN Mmr Mmr
ACC3, < 75 niet >50% 80 20-40
ACC3 > 75 et 30-50% 10-20 5-10
XC/INHN 2 4,9 mmoAb/Aa >50% 80 20-40

40-75 /1eT ¢ AnabeTom,
6e3 ACC3, 30-50% 10-20 5-10
XC/INHM 1,8-4,9 MmoAb/A

40-75 et 6e3 gnabeta n ACC3, ¢

0-50% 10-20 10
10-1eTHUM puckom ACC3 2 7,5% 305 >

MHAMBMAyaﬂMBMpOBaHHaH TepanuAa

be3 ACC3, > 75 s1ieT
(noab3a, pUCK, NpeAnoyYTeHUE NALMUEHTA)

ATepocknepoTmyeckoe cepae4yHo-cocyamcroe 3abonesaHme (ACC3) -
NBC, nHcynbT, 6one3Hb nepudepruyecknx apTepuin.



CTaTuHbI: KOMOPOUAHOCTL

O HeBO3MOXKHO gaTb peKOMeHAaLUnu no /1e4eHUr
cTaTuHamu naymeHToB ¢ CH II-1V ®K.

a CegyeT yyecTb MNOTEHUMA/ CHUXKeHUA pucka CC3,
nob6oyHble 3P PeKTbl, B3aMMOAENCTBUE /1I€KAPCTB,
NMPOTUBOMOKAa3aHuUA.



OueHKa pUCKOB LUKarnamm

O LnpoKoe pacnpoCTpaHeHue WKa/l U Ka/IbKy/ATOPOB
MOOW/IbHbIX YCTPOMCTB.

Q AHann3 60/1bLUMX Py NALMEHTOB,
COBEpPLUEHCTBYHOLLMECA MaTeMaTUYECKMe MO e .

a NcKAoYeHne no3mumy Bpada v naumeHTa.
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Pexomenaarimun AHA/ACC/HRS

AHTUTpOMBOTMYECKAd Tepanus AO0/KHA
ObITb MHANBUAYAIN3NPOBaAHA Ha OCHOBE
KITMHNYECKOro pelleHnsa nocne obCcyXaeHnsa pucka
MHCY/1bTA, KpOBOTEeYEeHUSs, 3HAYNMOCTU U
npeanoyYTeHNN nauneHTa

Ulkana CHA,DS,-VASc pekomMeHOOBaHa
A1 OUEHKU pUCKa UHCYbTa




ORBIT-AF

0 OueHKa NnpakTuku HasHavyeHnAa OAK B 3aBUCMMOCTU OT
PUCKa MHCY/IbTa M KPOBOTEYEHUA MPU OLEeHKe Bpavem
1 LaKaiamu.

1 10094 NaUMeHTOB B perucTpe 2010-2011 ro40B..

Steinberg BA, et al. Circulation 2014;129:2005-12.



ORBI

-AF: pucKk nHcynbeTa

CHADS,
CHADS, =0 CHADS, =1 CHADS, 2 2
OueHka Bpaya

Husimi 78% 62% 32%

CpegHun
(3-6%) 19% 33% 48%

Bbicokumn
(>6%) 3% 5% 21%

Steinberg BA, et al. Circulation 2014;129:2005-12.
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ORBI

-AF: pucKk nHcynbeTa

m CHADS2
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Steinberg BA, et al. Circulation 2014;129:2005-12.



ORBI

Risk Factor

Hypertension

NYHA Class |

60< Age <85 years (per 10 increase)
Diabetes

Primary Care Provider

Rhythm Control Management Strategy
Prior Catheter Ablation of AF
NYHA Class I

Weight >100 kg (per 10 increase)
NYHA Class III/IV

Prior Cardioversion

EHRA Mild Symptom Score
History of Any PCI

History of CABG

Significant Valvular Disease
Peripheral Vascular Disease

Age <60 years (per 10 increase)
Anemia

EHRA Severe Symptom Score
EHRA Disabling Score

Frailty

Electrophysiology Provider

Not Living independently

-0.61 (-0.65,-0.56)
-0.23 (-0.29,-0.17)
-0.15 (-0.18,-0.12)
-0.14 (-0.20,-0.09)
-0.14 (-0.26,-0.03)
-0.06 (-0.09,-0.03)
-0.06 (-0.11,-0.00)
-0.05 (-0.10,0.00)
-0.02 (-0.03,-0.01)
-0.01 (-0.07,0.05)
0.03 (0.00,0.08)
0.03 (-0.00,0.06)
0.04 (0.01,0.07)
0.04 (0.00,0.08)
0.05 (0.02,0.08)
0.05 (0.02,0.09)
0.05 (0.01,0.09)
0.06 (0.02,0.10)
0.08 (0.02,0.14)
0.09 (-0.02,0.20)
0.10 (0.02,0.17)
0.10 (-0.07,0.27)
0.12 (0.06,0.18)

-AF: puck nHcyneta

Adjusted Estimate (95% CI)

Prior Stroke or TIA 0.17 (0.10,0.23)

Bpayu meHbLUe OLeHUBAIOT BKAAg runepteHsun, CH, gnabera
n 60/blUE - NpeLIecTByOWEro MHcy1bTa/TUA

Steinberg BA, et al. Circulation 2014;129:2005-12.



ORBIT-AF: puck kpoBoTEYEHUSA

100
mATRIA O OueHKa Bpayem
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0 — — I
Huskun (<3%) CpenHun (3-6%) Bbicokum (>6%)

Pnck KpoBoTe4YeHUm

Steinberg BA, et al. Circulation 2014;129:2005-12.



ORBI

-AF: puUcK KpoBOoTEeYEeHUS

o ATRIAl - ATRIA< 3 ATRIA =4 ATRIA 2 5
LleHKa Bpaya
il 63% 58% 44%
CpeaHun
(3-6%) 31% 33% 43%
Bbicokun
(>6%) 6% 9% 13%

Steinberg BA, et al. Circulation 2014;129:2005-12.




ORBI

-AF: puUcK KpoBOTEeYEHUS

Risk Factor Adjusted Estimate (95% CI)
Anemia -1.36 (-1.42,-1.30)

Dialysis

65< Age <80 years (per 10 increase)
Others Payer vs. Medicare or Medicaid
Hematocrit, % (per 10 increase)
Private Payer vs. Medicare or Medicaid
eGFR >63 mL/min (MDRD, per 10 increase)
Prior Cardioversion

Significant Valvular Disease
Obstructive Sleep Apnea

Age <65 years (per 10 increase)
Diabetes

Peripheral Vascular Disease

NYHA Class |

History of Coronary Artery Disease
eGFR <63 mL/min (MDRD, per 10 increase)
Prior Stroke or TIA

NYHA Class Il

Alcohol Abuse

Frailty

Primary Care Provider

Not Living independently

Gl Bleed

Electrophysiology Provider

NYHA Class lIl/IV

-0.38 (-0.54,-0.22
-0.11 (-0.15,-0.07
-0.10 (-0.19,-0.01
-0.07 (-0.11,-0.04
-0.06 (-0.10,-0.02
-0.03 (-0.04,-0.01
0.03 (0.01,0.06)
0.05 (0.01,0.09)
0.05 (0.01,0.08)
0.06 (0.03,0.10)
0.06 (0.02,0.10)
0.06 (0.01,0.10)
0.07 (0.02,0.12)
0.09 (0.05,0.12)
0.10 (0.08,0.12)
0.10 (0.06,0.14)
0.13 (0.08,0.18)
0.13 (0.06,0.20)
0.13 (0.05,0.22)
0.13 (0.01,0.24)
0.15 (0.08,0.21)
0.17 (0.10,0.24)
0.17 (-0.00,0.34)
0.18 (0.11,0.25)

Bpauu meHblUe OLLeHUBAIOT BK/a4 aHeMUH, Ananmn3a
n 6osblue - KK kpoBoTeueHus, CH I1I-IV K

Steinberg BA, et al. Circulation 2014;129:2005-12.
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OpanbHble aHTUKOAarynsaHTol, %
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Bbibop opanbHbIX aHTUKOAryrnaHToB

MopoKM KAanaHOB, MeXaHUYECKUM K/lanaH

O BapdapwuH
UBC CpaBHeHue HoBbIX AK HeHageXHo!
O BapdapwuH

QO PusapokcabaH 2.5 m2 2 pasa (6e3 PI1)

BbipaxkeHHaA novyeyHaa AUCPyHKLUA
O BapdapwuH
O AnukcabdH 2.5 M2 2 pd3d

BbipaxkeHHasa neyeHo4YHaA AUCHYHKLUMUA
Q AaburaTtpan?

MoBbIlWEH pUCK KPOBOTEYEHUM
O AnukcabaH
Q AabuzampdH 110 M2



