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Men (13,665)
Women (16,765)

70-79 yrs

Men (5,792)

Women (12,746)

80+ yrs

Columns in descending order by proportion of events in men 30-39 years. Number of events displayed at base of column.

Men {60,155)
Women (54,704)

All ages

Presentation Type

Myocardial infarction

Unstable angina

Stable angina

CHD NOS

Peripheral arterial disease

Cardiac arrest/SCD

Transient ischemic attack

Heart failure

Unheralded coronary death

Ischemic stroke

Stroke NOS

Hemorrhagic stroke

Subarachnoid hemorrhage

Abdominal aortic aneurysm

George J, Rapsomaniki E, Pujades-Rodriguez M et al. How Does Cardiovascular Disease First Present in Women and Men?: Incidence of 12
Cardiovascular Diseases in a Contemporary Cohort of 1 937 360 People. Circulation 2015;132:1320-1328.



KT aHrnorpadgoug
npuv NOAO3PEHUN Ha CTEHOKaAPAUIO

A CHD death and myocardial infarction
5_

KoHTponb

KT aHrnorpadgus

Proportion of patients with an event (%)

HR 0-62 (95% Cl 0-38-1.01); p=0-0527
0 | |

YTo4uHsieTcAa nnaH o6cneaoBaHus (15%), nevyenune (23%),
BO3MOXHO CHMXaeTcs pUCK UHhapKTa Mnokapaa

CT coronary angiography in patients with suspected angina due to coronary heart disease (SCOT-HEART): an open-label, parallel-group, multicentre
trial. The Lancet. 2015;385:2383-2391.



CDyHKLI,I/IOHaJ'IbeIe UM aHaToMU4eckme TecTbl?
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Douglas PS, Hoffmann U, Patel MR et al. Outcomes of Anatomical versus Functional Testing for Coronary Artery Disease. New England Journal of
Medicine 2015;372:1291-1300.



CteHo3 50-90%

npu KT anrnorpadcun

b

@

be3 cTpecc-tecta CTtpecc-tecT
NHBa3mBHOe nedeHmne 76% NHBa3nBHoOe nedyeHne 35%
CC cobbiTna 11% CC cobbiTna 4%

®yHKUMOHaNbHasA OUeHKa AONOJNTHAET CTPYKTYPHYIO

Lee S, et al. American Journal of Cardiology. 2015;115:602-8.



NMopo3peHune Ha UBC

HeBbICOKas npeTtecTtoBas BEPOATHOCTb BbICOKaf
NBC
KT aHrnorpadgpus
KT cumnnturpadpus (SPECT) . VHBasnBHas
pOHapHasa aHruorpadus
Ctpecc-TecT 250
75% 0
O6cTpykTuBHasa UbC O6ctpykTuBHasa UbC
18% 31%

Zorlak A, Zorlak A, Thomassen A et al. Patients With Suspected Coronary Artery Disease Referred for Examinations in the Era of Coronary Computed
Tomography Angiography. American Journal of Cardiology. 2015;116:344-349.



IKOHOMMYHAA AnarHoCcTukKa

CLWA, HnaepnaHabl

KT aHrnorpadus

BenukooputaHua,

XEHLUUHbI

8

Ctpecc-
axokapguorpadus

. .

NHuBa3msHaa KAl

CTtpecc-
axokapauorpapus

UpKyTCK

8

Ctpecc-3KI 1500 py6
CumnHTturpadums 3000 py6

KT aHrnorpadwus

KT aHrnorpacpunsa?
10500 py6

.

NHuBa3uBHas KAl

U 4

NHBa3meHaga KAl
25000 py6

Genders TS, Petersen SE, Pugliese F, et al. The Optimal Imaging Strategy for Patients With Stable Chest Pain: A Cost-Effectiveness Analysis. Ann

Intern Med. 2015;162:474-484.




KopoHapHasa mukpoBacKynsipHaa 6orne3Hb
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Lee B-K, Lim H-S, Fearon WF et al. Invasive Evaluation of Patients With Angina in the Absence of Obstructive Coronary Artery Disease. Circulation
2015;131:1054-60.



[ToBbILLIEHWE TPOMOHUHA — HEBNAronpPUATHLIN NPU3HAaK

(He3aBUCUMbIN?)
B 5-Yr Rate of Death from Any Cause
100+
80+
3 P<0.001
@  60-
T
-
E 40+ Troponin T ng/liter
- 204 Troponin T =14 ng/liter 19.6
7.1
0+ T T T T 1
0 12 24 36 48 60
Months since Randomization
No. at Risk
Troponin T 897 847 813 787 665 406
=14 ng/liter
Troponin T 1388 1370 1355 1334 1160 739
<14 ng/liter

Everett BM, Brooks MM, Vlachos HEA, Chaitman BR, Frye RL, Bhatt DL. Troponin and Cardiac Events in Stable Ischemic Heart Disease and Diabetes.
New England Journal of Medicine 2015;373:610-620.
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Ponb moanduumpyembix pakTopoB puUcKa
B cepaeYyHO-CocyaucTon CMEPTHOCTU
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Patel SA, Winkel M, Ali MK, Narayan KV, Mehta NK. Cardiovascular Mortality Associated With 5 Leading Risk Factors: National and State Preventable

Fractions Estimated From Survey Data. Ann Intern Med. 2015;163:245-253.

Hansel B, Roussel R, Elbez Y et al. Cardiovascular risk in relation to body mass index and use of evidence-based preventive medications in patients
with or at risk of atherothrombosis. European Heart Journal 2015;36:2716-2728.
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YnyJweHue auetsl nocne IM

* PacyeT no npusepxeHHoctn AHEI 2010.
* 06Lasn cMepTHOCTb ¥27%.
* CC cmepTHOCTL 124%.

Li S, et al. JAMA Intern Med. 2013;173(19):1808-19.



TpaHc-xupbl 1 CC puUcku

Outcome No of studies  No of events Risk ratio Relative risk P Phet 12
/comparisons /participants (95% CI) (95% CI) (%)
Total trans fats
All cause mortality 2/2 2141/20 346 —a— 1.34 (1.16to 1.56) <«0.001 0.07 70
CHD mortality 5/6 1234/70 864 —_— 1.28(1.09101.50) 0.003 0.66 0
CHD total 6/7 4579/145 922 —a— 1.21(1.10t0 1.33) «0.001 0.43 0
Ischemic stroke 3/4 1905/190 284 —T— 1.07 (0.881t01.28) 0.50 0.03 67
Type 2 diabetes 6/6 8690/230 135 —T— 1.10(0.95t01.27) 0.21 0.01 66
Industrial trans fats
All cause mortality 1/2 11 890/71 464 —d 0.98(0.921t01.04) 0.52 0.52 0
CHD mortality 2/2 3018/93 394 —— 1.18(1.04t01.33) 0.009 0.68 0
CHD total 2/2 45469 848 —_— 1.42(1.05101.92) 0.02 0.22 34
Ischemic stroke 0 0/0 - - - -
Type 2 diabetes 0 0/0 - - -
Ruminant trans fats
All cause mortality 1/2 11890/71 464 = 1.04(0.92to1.18) 0.51 0.31 4
CHD mortality 2/3 3018/93 394 —= 1.01(0.711t01.43) 0.95 0.01 79
CHD total 3/4 828/73 546 —_—— 0.93(0.73t01.18) 0.55 0.13 46
Ischemic stroke 0 0/0 - - -
Type 2 diabetes 5/5 1153/12 942 — 0.58 (0.46 t0 0.74) «0.001 0.22 30
0 0.5 1.0 1.5 2.0
Trans fats Trans fats
protective harmful
Outcome No of studies  No of events Risk ratio Relative risk P Piow P
/comparisons /participants (95% CI) (95% C1) (%)
All cause mortality 5/7 14 090/99 906 - 0.99(0.91t01.09) 0.91 0.17 33
CHD mortality 11/15 2970/101712 —l— 1.15(0.97 t0o 1.36) 0.10 <0.001 70
CVD mortality 3/5 3792/90 501 — 0.97 (0.84t01.12) 0.69 0.29 19
CHD total 12/17 6383/267 416 T 1.06 (0.95t0 1.17) 0.29 0.02 47
Ischemic stroke 12/15 6226/339 090 —— 1.02 (0.90to 1.15) 0.79 0.002 59
Type 2 diabetes 8/8 8739/237 454 = 0.95(0.881t01.03) 0.20 0.61 0
0 )5 1.0 1.5 2.0
Saturated fats Saturated fats
protective harmful

de Souza RJ, Mente A, Maroleanu A et al. Intake of saturated and trans unsaturated fatty acids and risk of all cause mortality, cardiovascular disease,

and type 2 diabetes: systematic review and meta-analysis of observational studies. BMJ 2015;351.




TpaHc-Xupbl

Sieet®  seeete

LUunc-usomep TpaHc-usomep
(noBblWweHa T° nnaBreHnd, MaprapuH,
KOHOWUTEPCKUK, KyNMHapHbIN, XxrnebonekapHbIn
XUpPbl, 3aMEHUTESb MAcCo Kakao)

XunBble opraHu3Mbl CUHTE3UPYIOT LUC-M3oMepbl
HeHacCbILWEeHHbIX XXUPHbIX KUCIIOT, TPaHC-U3oMepbl
ob6pa3yroTcs Npu rMaporeHu3auum pacTUTenbLHOro Xupa
C nony4yeHMem TBepaoro, TyronnaBKoOro Xxupa



ToTanbHbIN OTKa3 OT TPaHC-XNPOB

Total ban —==— | abel (SEC gradient)
= == Label (no SEC gradient) - — Restaurant
----- Fast food

100
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Reduction in absolute inequality of
deaths from coronary heart disease

Allen K, Pearson-Stuttard J, Hooton W, et al. Potential of trans fats policies to reduce socioeconomic inequalities in mortality from coronary heart disease in
England: cost effectiveness modelling study. BMJ 2015;351.



dusnyeckas akTMBHoCTb M puck CC cobbITum

A Coronary Heart disease
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c Venous thromboembolism
% g
g ¥ 5
§ &1 g &1
% e g 5
a 3
g g4 2 g
s & L4
3 3
3 2 ERED
[
z T T T T T - T T T T T
Rarely wplo 2-3  4-6  daiy Rarely upte 2-3  4-6  daiy
Inever once times times Inever once times times
perwk perwk perwk perwk perwk perwk
STRENUOUS PHYSICAL ACTIVITY ANY PHYSICAL ACTIVITY

YMepeHHble Harpy3ku cHuxarT pucku UBC, LUIBB, Tpomb60oambonun.
Y XXeHLWMUH UHTEHCUBHbIE Harpy3Ku NMOBbILLIAKOT PUCKMU.

Armstrong MEG, et al. Circulation 2015;131:721-9.



MeankameHTbl



OnTtumarnbHas MegmkamMeHTo3Hasa Tepanug
cnoxHon MIbC 1 cmepTHOCTb

OMT PeBackynapusaums

Igbal J, Zhang Y-J, Holmes DR et al. Optimal Medical Therapy Improves Clinical Outcomes in Patients Undergoing Revascularization With
Percutaneous Coronary Intervention or Coronary Artery Bypass Grafting. Circulation 2015;131:1269-1277.

Chun S, Qiu F, Austin PC et al. Predictors and Outcomes of Routine Versus Optimal Medical Therapy in Stable Coronary Heart Disease. American
Journal of Cardiology. 2015;116:671-677.



[OTOBHOCTb €XeAHEBHOro npuema npenapaTtos
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Hutchins R. et al. Circulation: Cardiovascular Quality and Outcomes 2015.



[OnutenbHaa Tepanus TUKarpernopom 1 acrnmpuHOM

nocne MMnST
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Llena

~14 770.14 py6. */
~5 D16.85 py6. *f

Bonaca MP, Bhatt DL, Cohen M et al. Long-Term Use of Ticagrelor in Patients with Prior Myocardial Infarction. N Engl J Med 2015; 372:1791-1800.
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CHmxeHume pucka CC cobbiTun

CHunxeHune XC JIHN

Jarcho JA, Keaney JF. New England Journal of Medicine 2015;372:2448-2450.



AdbdekT

CTaTUHOB

@

JIHIM rmnoTe3a

CHuxeHue XC JIHIM

ODYSSEY LONG TERM
OSLER
IMPROVE-IT

Q

CtaTnHoBada rmnorTe3a

CHmKeHne BocnaneHus
YKpenneHue Kancynbl Onawkm
YBenunyenmne NO

CHMXeHne ancyHKUMN aHOoTENNS

JUPITER



BapnabenbHocTb nunugorpammbl  puck CC cobbiTnn

LDL-C Variability Adjusted Covariate (s) HR (95% CI) P-Value
SDLDL-C
None —— 1.13 1.07 120 <0,0001
Treatment —— 1.14 1.07 120  <0.0001
Treatment + Mean LDL-C —— 1.10 1.03 117 0.005
ASV LDL-C
Nane - 1.18 113 124 <0.0001
Treatment —— 1.18 113 124  =0.0001
Treatment + Mean LDL-C - — 1.16 110 123 =0.0001
CV LDL-C
MNaone - — 1.08 102 1.15 0.007
Treatment —— 1.1 1.05 1.18 0.001
Treatment + Mean LDL-C — — 1.09 103 116 0.004
VIM LDL-C
None —— 1.00 103 116  0.004
Treatment - - 1.1 105 118  0.0004
Treatment + Mean LOL-C - — 1.09 103 116 0.004
0.50 1.00 1.50
HR (95% CI)

Bangalore S, Breazna A, DeMicco DA, et al. Visit-to-Visit Low-Density Lipoprotein Cholesterol Variability and Risk of Cardiovascular Outcomes:
Insights From the TNT Trial. J Am Coll Cardiol. 2015;65(15):1539-1548.



BapnabenbHOCTb Nnnnnuagorpammel

For Every 1 Standard Deviation Increase in LDL-C Variability

Any Coronary Any CV Event Stroke
Event

Bangalore S, Breazna A, DeMicco DA, et al. Visit-to-Visit Low-Density Lipoprotein Cholesterol Variability and Risk of Cardiovascular Outcomes:
Insights From the TNT Trial. J Am Coll Cardiol. 2015;65(15):1539-1548.



BapnabenbHoCTb nunuaorpaMmmbl

SD ASV
13 -
14 - P <0.0001
P =0.005 13,76 =
12,52 13,5
12,5
" 12,84
12
12,5
11,5 - i —. 12 - i
AT 10 AT 80 AT 10 AT 80

Bangalore S, Breazna A, DeMicco DA, et al. Visit-to-Visit Low-Density Lipoprotein Cholesterol Variability and Risk of Cardiovascular Outcomes:
Insights From the TNT Trial. J Am Coll Cardiol. 2015;65(15):1539-1548.



[10303aBUCUMBIN 3 EKT CTAaTUHOB
Ha XC JII'H, BocnaneHune, KpbILWKY ONSALWKA

Atorvastatin 20 mg/day
[ = LDL-C MDA-LDL MMP-9 ——=

AR

*hs-CRP and I1-6 similarly decreased in both groups 12-Month Follow-up
*HDL-C did not change in both groups

I LDL-C MDA-LDL MMP-9

Atorvastatin 5 mg/day .’ ‘ ‘

Vessel lumen @ Macrophage foam cell ‘@

Lipidcore @ Collagen and smooth muscle cells &
Komukai, K. et al, ) Am Coll Cardiol. 2014; 64(21):2207-17.

Komukai K, et al. J Am Coll Cardiol. 2014;64(21):2207-2217.



[03bl CTaTUHOB M TOMLLMHA KPbILLKM BsiLLIKM

(%) p<0.001
150 1

p<0.001 P=0.502

Fibrous Cap Lipid Arc Lipid Minimum Macrophage
Thickness Length Lumen Area Grade

B Atorvastatin 20 m g/day
Atorvastatin 5 mg/fday

Komukai K et al. J Am Coll Cardiol. 2014;64(21):2207-2217.



CTtabunusaumsa bnawkm ctatmHamm
yepes Kanbundukaumo

No Statin Therapy

« Plaque Progression
« Micro-calcification within Lipid Pools

High-Intensity Statin Therapy

«» Plaque Regression
« Delipidation
« ? Vascular Smooth Muscle Cell Calcification

Puri R, Nicholls SJ, Shao M, et al. Impact of Statins on Serial Coronary Calcification During Atheroma Progression and Regression. J Am Coll
Cardiol. 2015;65(13):1273-1282.



HeobxogmmocTb yCcUuneHumd teparnmn CtatTuHamm

1600 100%—
¥ Not at goal, no treatment
1400 -
M Not at goal, on treatment
1200 —
- At goal
1000 —
] 51%
c
% 800 - o -
- 84%
v 600 - =
£ Clinical ASCVD 36% 39%
H (LDL<70) |
iins 25% 54%
54%
200 —29% —
17% L
0% 0%
i o , e
Clinical ASCVD FRS220%, Diabetes 2 risks & FRS 10-20% 2 risks & FRS<10% Low risk
(LDL<100) (LDL <100) (LDL<130) (LDL<160) (LDL<190)

Schoen MW, Salas J, Scherrer JF, Buckhold FR. Cholesterol Treatment and Changes in Guidelines in an Academic Medical Practice. The American
Journal of Medicine. 2015;128:403-409.



PUCK KOpOHapPHbIX COObLITUN, TEHETUYECKNN PUCK
N CTaTUHBI

PUcK HU3Kknm Puck cpegHum PUCK BbICOKNM

-48%

Mega JL, Stitziel NO, Smith JG et al. Genetic risk, coronary heart disease events, and the clinical benefit of statin therapy: an analysis of primary and
secondary prevention trials. The Lancet. 2015;385:2264-2271.



CTaTuHbl CHUXaloT rocnutanusauumn ¢ CH

%

TRIAL Events Total Events Total Risk Ratio Weight
onstatin  on statin  on control  on control (95% CI)
i

WOSCOPS 11 3302 18 3283 + : 0.61 (0.29, 1.29) 1.34
GISS| PREVENZIONE 59 2138 48 2133 ‘_:__._ 1.23 (0.84, 1.79) 3.58
HPS 347 10269 397 10267 [—— 0.87 (0.76,1.01)  29.56
PROSPER 80 2891 81 2913 _:_‘_ 1.00 (0.73, 1.35) 6.01
GREACE 13 800 25 800 - : | 0.52 (0.27,1.01) 186
ALLHAT-LLT 244 5170 248 5185 — R 0.99 (0.83, 1.17) 18.44
ASCOT-LLA 40 5134 40 5106 : :. 0.99 (0.64, 1.54) 299
ALLIANCE 38 1217 52 1225 =] : 0.74 (0.49,1.11) 386
IDEAL 98 4439 121 4449 _._:_- 0.81 (0.62, 1.06) 9.00
ASPEN 4 1211 5 1199 * 0.79 (0.21, 2.94) 0.37

MEGA 5 3866 5 3966 1.03 (0.30, 3.54) 0.37
SPARCL 24 2365 29 2366 * 0.83 (0.48, 1.42) 2,16
JUPITER 20 8901 23 8901 B 0.87 (0.48,1.58)  1.71
SEARCH 251 6031 252 6033 ——— 1.00(0.84,1.18)  18.78
Overall (2 = 0.0%, P=0.621) Q 0.92 (0.85,0.99)  100.00

0.25 1 4

Preiss D, Campbell RT, Murray HM et al. The effect of statin therapy on heart failure events: a collaborative meta-analysis of unpublished data from
major randomized trials. European Heart Journal 2015.



CpaBHeHI/Ie IXKEeHEPUHECKUX U OPpUrMHalribHbiIX CTatTUHOB

Table 2. Hazard Ratios for Outcomes Among Generic
Versus Brand-Name Statin Recipients

Outcome Hazard Ratio (95% Cl)
Unmatched Propensity
(Crude) Score-Matched
Composite end point 0.94 (0.88-1.00) 0.92 (0.86-0.99)
Hospitalization for an 0.92 (0.86-0.98) 0.92 (0.85-0.99)
acute coronary
syndrome
Hospitalization for stroke 1.04 (0.85-1.26) 0.96 (0.78-1.18)
Death from any cause 1.14 (0.85-1.54) 0.95 (0.69-1.30)

Gagne JJ, Choudhry NK, Kesselheim AS, et al. Comparative Effectiveness of Generic and
Brand-Name Statins on Patient Outcomes: A Cohort Study. Ann Intern Med. 2014;161:400-407.

O'Brien EC, McCoy LA, Thomas L, et al. Patient adherence to generic versus brand statin
therapy after acute myocardial infarction. American Heart Journal. 2015;170:55-61.



NHrnoumnTopsbl NKCK9

0 MoHoKMNoHarnbHbie aHTUTENa K npoTease, KoTopas
yMmeHbLuaeT BoiBegeHne XC JIHI neveHbo

0 CHwumxeHmne Ha 60% XC JIHIT no cpaBHEHMIO CO
cTaHOapTHbIM NEeYEHNEM

0 Hocturnu yposHa XC JIHI 2.5 mmonb/n 90% nauueHToB
0o OpobpeHo FDA.

JBonokymab Anupokymab

- X /
k =13 1‘:,:’._.\\“‘" . H u
D B Theees -
A O, imesieetto
S,
hR =
% L
= = il
= \ ool
i ﬁhﬂ 2 " i
¢ =" '
. e
e

FDA Approves Ampen's New Cholestercl-Lowering
Medication Repatha™ (evolocumahb)

Effect of the Proprotein Convertase Subtilisin/Kexin type 9 (PCSK9) Inhibitor Evolocumab on Cardiovascular Outcomes. ACC Scientific Session 2015.
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Hy>XHa nu oL,eHKa KOpOHapHOro cTeHo3a
y nauueHToB ¢ Anabetom?

NMauumeHTbLI C ANMabeTOM

KT aHrnorpadusn OObIYHbLIN KOHTPOSb

CC cobbiTnsa 6.2% o 038 CC cobbiTna 7.6%

Y naumeHTOB BbICOKOIO PUCKa
AonosiHuTeribHoe obcnegoBaHMe MOXHO COKpPaTUTb

Mubhlestein JB, et al. JAMA. 2014;312(21):2234-43.



AHTUIMNEPITIKEMUYECKME NpenapaThl U CTEHOKapAUA

p =.002

-4 MeTdhopMuH WHeynuH  — T +2% T
[MCM

p=.142

p =.551

Table. Multivariable Estin ates of the Differencein Angina Episodes and NTG Doses
Used Among Patients Taking Glucose-Lowering Medications

Weekly Angina by Diary Weekly NTG by Diary
Medication® Estimate 95% ClI p-value Estimate 95% ClI p-value
M etformin 0.07 (-053,073) 0835 000 (-0.75,0.74) 0830
Sulforylurea 1.02 (037,167) 0.002 o8l (008, 1.54) 0.0z0
Insulin 084 (-0:28.196) 0142 115 (-0.11.241) 0073
DPP-4 Inhibitors 0.50 (-1.14,214) 0551 -1.77 (-360,006) 0058
p = _835 Other Meds -165  (-353,024) 0087 -147 (-357,063) 0169
Insulin®M etformin -1.51 (-305,002) 0053 -1 (-343,000) 0050

Adjusted for concomitant glucose-lowering medications, HbA e, duration of T2OM, age, sex,
geographic region, history of M1, history of PCI, and history of CABG
"reference category: patients not taking that particular class of glucose-lowering medication

Arnold SV, et al. Glucose-Lowering Medications and Angina Burden in Patients with Stable Coronary Disease: Results from the Type 2 Diabetes
Evaluation of Ranolazine in Subjects With Chronic Stable Angina (TERISA) Trial. Am Heart J. 2015;170:753-759
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glimepiride -
glibenclamide
gliclazide -
glipizide
repaglinide

tolbutamide -

All-cause mortality
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RR [CI 95%]
1

0.98 [0.87-1.10]
1.01 [0.88-1.15]
1.16 [1.02-1.32)
0.81 [0.62-1.05]

1.04 [0.85-1.28)

0.5

1.0
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1.5 20

Cardiovascular mortality

RR [Cl 95%)

. 1
e 0.96 [0.81-1.14]
—-— 0.92 [0.75-1.13]
—_— 1.21 [1.01-1.46 ]
R - 0.81 [0.56-1.19]
—— 1.09 [0.81-1.46 )

r | T 1

1.0 1.5 2.0

RR

Combined End Point

—_—

RR [Cl 95%]
1

1.06 [0.94-1.18]
0.98 [0.85-1.12]
1,20 [1.06-1.36 ]
0.87 [0.68-1.10)

1.01 [0.82-1.25]

0.5 10 15 2

RR

.0

Mogensen UM, et al. Metformin in combination with various insulin secretagogues in type 2 diabetes and associated risk of cardiovascular morbidity
and mortality-a retrospective nationwide study. Diabetes Res Clin Pract. 2015;107(1):104-12.




AHTUTMNEPTIINKEMNYECKUN XA EKT paHona3mnHa

HbA1c T CPB

-0.6%

Eckel RH, Henry RR, Yue P et al. Effect of Ranolazine Monotherapy on Glycemic Control in Subjects With Type 2 Diabetes. Diabetes Care
2015;38:1189-1196.
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Month Month
No. at Risk No. at Risk
Empagliflozin 4687 4651 4608 4556 4128 3079 2617 1722 414 Empagliflozin 4687 4614 4523 4427 3088 2950 2487 1634 395
Placebo 2333 2303 2280 2243 2012 1503 1281 225 177 Placebo 2333 2271 2226 2173 1932 1424 1202 775 168

Zinman B, Wanner C, Lachin JM et al. Empagliflozin, Cardiovascular Outcomes, and Mortality in Type 2 Diabetes. New England Journal of Medicine 2015.
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Bittner, V. et al. J Am Coll Cardiol. 2015; 66(7):765-73.

Bittner V, Bertolet M, Barraza Felix R, et al. Comprehensive Cardiovascular Risk Factor Control Improves Survival: The BARI 2D Trial. J Am Coll
Cardiol. 2015;66(7):765-773.
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[lononHuTenbHbIE PaKTOPbl: KOPOHAPHbLIX KanbLUK

Statin Not Recommended
10 Year ASCVD <5%
{n=1,792)

CAC=0 CAC=0
79% 21%

1.31,000 2.7/1,000

Considered for Statin
10 Year ASCVD 5-7.5%
(n =589)

CAC=0 CAC=0
57 % 43%

1.5/1,000 7.4/1,000

CAE 0 CAC =0 CAC=0 CAC =0
45% 55% 74%

Nasir K, et al. Implications of Coronary Artery Calcium Testing Among Statin Candidates According to American College of Cardiology/American
Heart Association Cholesterol Management Guidelines: MESA. J Am Coll Cardiol. 2015;66(15):1657-1668.



APGSA The Multi-Ethnic Study of Atherosclerosis
MESA 10-Year CHD Risk with Coronary Artery Calcification

Gender Male Female
Age (45-85 years) Years
Coronary Artery Calcification Agatston
Race/Ethnicity Choose One

Caucasian

Chinese

African American

Hispanic
Diabetes Yes No
Currently Smoke Yes No
Family History of Heart Attack Yes No History in parents, siblings, or children
Total Cholesterol mg/dL
HDL Cholesterol mg/dL
Systolic Blood Pressure mmHg
Lipid Lowering Medication Yes No
Hypertension Medication Yes No

Calculate 10-year CHD risk

McClelland RL, et al. 10-Year Coronary Heart Disease Risk Prediction Using Coronary Artery Calcium and Traditional Risk Factors: Derivation in
the MESA With Validation in the HNR Study and the DHS. J Am Coll Cardiol. 2015;66(15):1643-1653.



CyOKNMMHUYECKNUN aTepPOCKIIe3pOo3

O Y beccmMmnToMHbIX nauneHToB B Bo3pacTe 40-54 roga
aTepockneporyeckmne onawku 71% myxxumH n 48% >KEHLLMH.

0 [lpn HU3KOM pucke no wkane Framingham
pacrnpocTpPaHEHHbIN NN YMEPEHHbIN aTepocKnepos y 36%.

0 Yauwe B noas3aoLlHo-6eapeHHbIX (44%), coHHbIX (31%)
aptepusax un aopte (25%), a kanbunukayuma KOpoHapHbIX
aptepuun B 18%.

Vo | )

Fernandez-Friera L, Pefnalvo JL, Fernandez-Ortiz A et al. Prevalence, Vascular Distribution, and Multiterritorial Extent of Subclinical Atherosclerosis in
a Middle-Aged Cohort: The PESA Study. Circulation 2015;131:2104-2113.



CyOKNMHUYECKNI aTepPOCKNe3p03 NOBbILLIAET PUCK
cepae4HO-CoCyaNCTbIX CODLITUN

Three-Year Primary MACE Rates by Carotid and Coronary Atherosclerosis

Cumulative Incidence, %

Baber U, Mehran R, Sartori S, et al. Prevalence, Impact, and Predictive Value of Detecting Subclinical Coronary and Carotid Atherosclerosis in
Asymptomatic Adults: The Biolmage Study. J Am Coll Cardiol. 2015;65(11):1065-1074.



ACnpUH Ana NpodoUNakTUKu

NBC
be3s NBC

CmepTb unu UM vinun nHcynbT

Bavry AA, et al. The American Journal of Medicine. 2015;128:137-43.



ACMUPUH U PUCK CMEPTU OT paka

Relative risk meta-analysis plot (random effects)
Laffort 1.10 (0.12, 10.47)
UK-TIA = 0.58 (0.29, 1.15)
Ogawa . 0.80 (0.41, 1.55)
Giannarini * (excluded)
TPT B 0.83 (0.63, 1.10)
CLIPS > 4.89 (0.51, infinity)
FFAACS * (excluded)
SALT = 0.67 (0.31, 1.46)
Lewis * (excluded)
POPADAD —a— 0.81 (0.48, 1.34)
SAPAT B 0.54 (0.25, 1.13)
combined [random] e 0.77 (0.63, 0.95)
01 02 05 1 2 5 10 100
relative risk (95% confidence interval)

Mills EJ, Wu P, Alberton M, et al. Low-dose Aspirin and Cancer Mortality: A Meta-analysis of Randomized Trials. The American Journal of
Medicine. 2012;125[6]:560-567.
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. Cancer death, not avoided by aspirin

Death due to stroke, Gl bleeding or peptic ulcer
unaffected by aspirin

O Cancer death, avoided by aspirin Death due to stroke, Gl bleeding or peptic ulcer

caused by aspirin
. Death due to MI, not avoided by aspirin O Death due to other causes, unaffected by aspirin

O Death due to Ml, avoided by aspirin O Alive

SddekT acnnupuHa B TedeHme 10 netT npmema HaudmHas ¢ 55 ner:
cmepTun B nocrnegyrowme 20 net

Cuzick J, Thorat MA, Bosetti C et al. Estimates of benefits and harms of prophylactic use of aspirin in the general population. Annals of Oncology
2014.






