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2021 ESC Guidelines on cardiovascular disease
prevention in clinical practice

Developed by the Task Force for cardiovascular disease prevention
in clinical practice with representatives of the European Society of
Cardiology and 12 medical societies

Wi ith the special contribution of the European Association of
Preventive Cardioloev (EAPC)

2019 ESC/EAS Guidelines for the management
of dyslipidaemias: lipid modification to reduce
cardiovascular risk

The Task Force for the management of dyslipidaemias of the
European Society of Cardiology (ESC) and European
Atherosclerosis Society (EAS)

2023 ESC Guidelines for the management
of acute coronary syndromes

Developed by the task force on the management of acute coronary
syndromes of the European Society of Cardiology (ESC)

Visseren FLJ, Mach F, et al. 2021 ESC Guidelines on cardiovascular disease prevention in clinical practice. EHJ 2021

2019 ESC/EAS Guidelines for the management of dyslipidaemias: lipid modification to reduce cardiovascular risk. EHJ 2020
2023 ESC Guidelines for the management of acute coronary syndromes. EHJ 2023.



Sekundara profilakse: |oti augsts KV risks

ZBLH merkis:

<1,4 mmol/i

LDL-C <1.4 mmol/L
(<55 mg/dL)

<1,0 mmol/I

“For patients with a recurrent atherothrombotic event
(recurrence within 2 years of first ACS episode) while taking
maximally tolerated statin-based therapy, an LDL-C goal of <1.0
mmol/L (<40 mg/dL) may be considered” [llb, B]

Visseren FLJ, Mach F, et al. 2021 ESC Guidelines on cardiovascular disease prevention in clinical practice. EHJ 2021
2023 ESC Guidelines for the management of acute coronary syndromes. EHJ 2023.



Effects of Atorvastatin
on Early Recurrent Ischemic Events

in Acute Coronary Syndromes
The MIRACL Study: A Randomized Controlled Trial
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Time Since Randomization, wk
No. at Risk
Atorvastatin 1538 1381 1351 1323 518
Placebo 1548 1384 1338 1318 473

Primary end point: death, nonfatal acute myocardial infarction, cardiac arrest with resuscitation, or recurrent

symptomatic myocardial ischemia with objective evidence and requiring emergency rehospitalization.

Atorvastatins 80 mg vs placebo
24-96h laika kops AKS

(n=3086)
Favors - Favors
Atorvastatin - Placebo
Death .
Nonfatal Acute ®

Myocardial Infarction

Resuscitated ® N
Cardiac Arrest :

Recurrent Symptomatic
Myocardial Ischemia
With Objective
Evidence

and Emergency
Rehospitalization
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Relative Risk
(95% Confidence Interval)

Schwartz GG, et al. JAMA 2001;285:1711-1718.
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Nonculprit Plaques in Patients With Acute Coronary
Syndromes Have More Vulnerable Features Compared With
Those With Non-Acute Coronary Syndromes
A 3-Vessel Optical Coherence Tomography Study
Koji Kato, MD, PhD; Taishi Yonetsu, MD; Soo-Joong Kim, MD, PhD;

Lei Xing, MD; Hang Lee, PhD; Iris McNulty, RN; Robert W. Yeh, MD, MSc;

Rahul Sakhuja, MD, MPP, MSc; Shaosong Zhang, MD, PhD; Shiro Uemura, MD, PhD;
Bo Yu, MD, PhD; Kyoichi Mizuno, MD, PhD; Ik-Kyung Jang, MD, PhD

Circ Cardiovasc Imaging. 2012;5:433-440.



Expected LDL levels with high intensity statin with or
without ezetimibe in secondary prevention

ZBLH

FLGE] + EZE + PCSK9i
(50% redukcija) (65% redukcija) (85% redukcija)

8.0 mmol/I
7.0 mmol/I
6.0 mmol/I
5.0 mmol/l
4.0 mmol/l
3.0 mmol/I
=% 2.7 mmol/I
2.5 mmol/l

Visseren FLJ, Mach F, et al. 2021 ESC Guidelines on cardiovascular disease prevention in clinical practice. EHJ 2021



During admission

i !

of LDL-C values

! I

Initiate Change to
high-potency high-potency
high-dose statin high-dose statin
(Class I) (Class I)

with statin and
ezetimibe
(Class lIb) (Class llb)

2023 ESC Guidelines for the management of acute coronary syndromes. EHJ 2023.



During admission

!

Initiate
high-potency
high-dose statin
(Class 1)

(Class IIb) (Class Iib)

2023 ESC Guidelines for the management of acute coronary syndromes. EHJ 2023.



During admission

!

of LDL-C values

I

Initiate Change to
high-potency high-potency
high-dose statin high-dose statin
(Class 1) (Class )

with statin and
ezetimibe
(Class lib) (Class IIb)

; ! ; !

? Consider LDL-C <1.0 mmol/L if recurrent event. 2023 ESC Guidelines for the management of acute coronary syndromes. EHJ 2023.



Outpatient follow-up
After 4—6 weeks [-;_'!:,- Fel
_ On highest tolerated statin,

add ezetimibe
(Class )

On highest tolerated statin
and ezetimibe, add PCSK9i
(Class [)

I
- QU
No changentery

After further 4—6 weeks

@ESC

2023 ESC Guidelines for the management of acute coronary syndromes. EHJ 2023.



Non-statin Treatment Options for LDL-C Lowering
in Patients With ACS Who Are Not at LDL-C Goal on Maximally

Tolerated Statin Therapy

LDL-C Lowering Outcomes Study Performed
Drug Mechanism of Action (%) in Patients With Recent ACS? Potential Adverse Effects
Ezetimibe* Blocks NPCIL1 cholesterol absorption 15-25 Yes (<10 d post ACS) Liver function test abnormalities
Evolocumab Monoclonal antibody to PCSK9 ~60 Established ASCVD (>1 mo post ACS) Injection site reaction
Alirocumab Monoclonal antibody to PCSK9 ~60 Yes (1-12 mo post ACS) Injection site reaction
Inclisiran Inhibitor of PCSK9 synthesis (small ~50 Clinical outcomes trials in ASCVD are Injection site reaction
interfering RNA) ongoing
Bempedoic ATP-citrate lyase inhibitor ~20 With or at high risk for CVD (>90 d post Gout; gallstones; liver function test
acidt ACS) abnormalities

*The LDL-C lowering potency of ezetimibe is greater when used in combination with statin therapy (approximately 25% LDL-C

reduction) than when used as monotherapy (15%-20%).
fCoadministration of bempedoic acid with simvastatin at a dose >20 mg and pravastatin at a dose >40 mgq is not recommended due to

the increased risk of muscle-related adverse effects from statins.

Rao SV, et al. 2025 ACC/AHA/ACEP/NAEMSP/SCAI guideline for the management of patients with acute coronary syndromes: a report of
the American College of Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines. JACC. Published online February 27, 2025.



Proportion at LDL-C Target

SWEDEHEART Registry:

Early Ezetimibe Initiation After Myocardial Infarction Protects Against
Later Cardiovascular Outcomes:

Mi
—>  Noezetimibe 65.0% (n = 23,291)
N = 35,826 i
i%'? 18-79y = Discharged on statins > | Lateezetimibe 18.1% (13 weeks - 16 months) (n = 6,495)
-naive
2015-2022 — Early ezetimibe 16.9% (<12 weeks) (n = 6,040)
60% - . .
Sasniegtais ZBLH <1,4 mmol/I
40% -
20% -
0% -
0 1 é 3

Years Since Discharge

Leosdottir M, et al. JACC. 2025,;85(15):1550-1564.



Proportion With MACE

SWEDEHEART Registry:

Early Ezetimibe Initiation After Myocardial Infarction Protects Against
Later Cardiovascular Outcomes:

MACE
7.5% (all-cause death, nonfatal myocardial
infarction, and nonfatal stroke)

5.0% -
2.5% -
- Early Ezetimibe -—— Late Ezetimibe —— No Ezetimibe
0.0% -
I I I I
0 1 2 3

Years Since Discharge

Leosdottir M, et al. JACC. 2025,;85(15):1550-1564.



Proportion With CV Death

SWEDEHEART Registry:

Early Ezetimibe Initiation After Myocardial Infarction Protects Against
Later Cardiovascular Outcomes:

1.5%

1.0% ~

0.5% -

0.0% -

KV nave
H_'—_
0 1 2I 3
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—— Early Ezetimibe —— Late Ezetimibe —— No Ezetimibe

Proportion With All-Cause Death

4.0% -

3.0% -

2.0% -~

1.0% -

0.0% -

Visu iemeslu nave

Years Since Discharge

Leosdottir M, et al. JACC. 2025,;85(15):1550-1564.



SWEDEHEART Registry:

Early Ezetimibe Initiation After Myocardial Infarction Protects Against
Later Cardiovascular Outcomes:

Mi
N = 35,826
age 18-79 y——»
LLT-naive
2015-2022
Overall
(N = 35,826)
Discharge medication
High-intensity statin 35,285 (98.5)
Ezetimibe 1,058 (3.0)
PCSK9i =5
Other LLT" 8 (0.0)
ACE inhibitor/ARB 29,747 (83.0)
Platelet inhibitor” 35,561 (99.3)

Discharged on statins

Missing

o O O O O O

L

No ezetimibe 65.0% (n = 23,291)

. Late ezetimibe 18.1% (13 weeks - 16 months) (n = 6,495)

Early ezetimibe 16.9% (<12 weeks) (n = 6,040)

Treatment Group

Early Ezetimibe

(n = 6,040)

6,015 (99.6)

1,058 (17.5)

=5

=5
4,995 (82.7)
6,019 (99.7)

Late Ezetimibe No Ezetimibe
{n = 6,495) (n = 23,291)
6,437 (99.7) 22,833 (98.0)
N/A MN/A
=5 =5
=5 =5
5,462 (84.1) 19,290 (82.8)
6,468 (99.6) 23,074 (99.1)

Leosdottir M, et al. JACC. 2025,;85(15):1550-1564.



SWEDEHEART Registry:

Early Ezetimibe Initiation After Myocardial Infarction Protects Against
Later Cardiovascular Outcomes:

100% <— |zrakstiSanas bridi
90%
80% <—— Pirmo 3 men. laika
70%
60%
50%
40%
30%
20%
10%
0%

2015 2016 2017 2018 2019 2020 2021

M Statin + ezetimibe combination therapy at discharge
I¥ Ezetimibe added within 12 weeks post-discharge
M Ezetimibe added 13 weeks - 16 months post-discharge
B No ezetimibe added up until 16 months post-disharge
Leosdottir M, et al. JACC. 2025,;85(15):1550-1564.



ODYSSEY-OUTCOMES study (alirocumab pacientiem péc AKS )

100 16—
90— Hazard ratio, 0.85 (95% Cl, 0.78-0.93)
P=0.001
80— 12—
70— Placebo
50— L Alirocumab

KSS izraisita nave, nefatals M1, fatals vai
nefatals iSemisks insults, nestabila
stenokardija,
kas prasa hospitalizaciju

Cumulative Inddence (3%)

50—
4_
40—
30
1} | | | |
20+ 0 1 2 3 4
10— ——
‘}__._________.—-I—l-'ﬂ.F._ | | |
0 1 2 3 4
Years since Randomization
Mo. at Risk
Placebo 0462 RE05 8201 3471 6240
Alirocumab 0462 BB46 8345 3574 653

Schwartz GG, et al. NEJIM 2018



FOURIER trial

Impact of evolocumab on CV death, MI, or stroke in patients with prior Ml

A) Prior MI

N=22,351

ARR ) 1.9%
RRR ) 19%
NNT;Y) 53

Leiter LA, Hegele RA, et al. Rev. Cardiovasc. Med. 2024, 25(5): 190



FOURIER
Effect of Evolocumab by Ml Type

[A] NSTEMI

3y KM rate, %

No. at risk
Placebo

Evolocumab 13784

5_
HR, 0.77 Placebo
n (95% Cl, 0.68-0.88)
P<=.001
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Evolocumab
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14
~
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STEMI

3y KM rate, %
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HR, 0.64
5 04 (95% CI, 0.49-0.84)
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13780 13478 8559 1011
13517 8620 978

Evolocumab 13784

JAMA Cardiol. 2020;5(7):787-793.



FOURIER

Effect of Evolocumab by MI Type

Figure 2. Effect of Evolocumab by Universal Ml Type

3y KM rate, %

104

HR, 0.73
P<.001

Total

[l Placebo [ Evolocumab

Type 1 Type 2 Type 4
Universal M1 type

Figure 4. Effect of Evolocumab by MI Size Based on Multiples
of Troponin ULN Elevation

Multiples HR Decreased  Increased
of TNRULN  No. (95% CI) risk : risk
>1 990  0.72(0.63-0.81) — .
>3 807  0.70(0.61-0.80) —mf—
25 717  0.69(0.61-0.80) ~ —M+—
210 633  0.66(0.56-0.77) —=—
225 407  064(053-0.79) —=——
250 303 0.66(0.53-0.83) ——=—+—
>100 222 0.71(0.54-0.92) =
Total 0.73 (0.65-0.82) -
o5 1 2
HR (95% Cl)

JAMA Cardiol. 2020;5(7):787-793.



PACMAN-AMI

Effect of Alirocumab Added to High-Intensity Statin Therapy
on Coronary Atherosclerosis in Patients With Acute Myocardial Infarction

* 300 pacientiem ar AMI, rosuvastatins 20 mg +/- alirokumabs 52 ned.

* 52 nedélas
e \/érté ar MI nesaistitas artérijas (IVUS, NIRS, OCT)

e ZBLH: 3,9-4,0=>0,6 vs 1,9 mmol/I

JAMA. 2022;327(18):1771-1781



PACMAN-AMI

Effect of Alirocumab Added to High-Intensity Statin Therapy
on Coronary Atherosclerosis in Patients With Acute Myocardial Infarction

Figure 3. Example of Plaque Regression, Lipid Regression, and Fibrous Cap Thickening in a Trial Patient

Intravascular ultrasonography Near-infrared spectroscopy chemogram Optical coherence tomography
7 At 52 weeks:

B Maximum lipid core burden index (4 mm): 316 Minimal fibrous cap thickness: 56 pym

Mean change in percent

atheroma volume

—-2.13%with alirocumab vs
-0.92%with placebo

(difference, -1.21%

[956%CI, —1.78%to —0.65%], P <.001).

Mean change in maximum lipid
core burden index

within 4mm was

—79.42 with alirocumab vs
—-37.60 with placebo (difference,
—-41.24 [95%ClI,

-70.71to -11.77]; P = .006).

BASELINE PLAQUE IMAGING

IBJ Percent atheroma volume: 50% A Minimal fibrous cap thickness: 158 ym

A

™~ L ' i
SRS Y H H

g Mean change in minimal fibrous
‘ cap thickness
62.67 ym with alirocumab vs
33.19 ymwith placebo
(difference, 29.65 ym [95%CI, 11.75-
47.55]; P =.001).

PLAQUE IMAGING AT 52 WK

JAMA. 2022;327(18):1771-1781



EPIC-STEMI
Rutina PCSK9i terapijas uzsakSana agrini pec STEMI un PPCI

Enrolled and randomised

(n=97) At baseline
(prior to primary PCl),
l i 2 weeks
Assigned to alirocumab Assigned to sham control and 4 weeks
(n=48) (n=49)
Withdrew consent (n=2) Withdrew consent (n=3)
Did not have LDL measurement 2-6 weeks Did not have LDL measurement 2-6 weeks
after discharge (n=8) after discharge (n=15)
Death (n=1)
Included in per protocol analysis Included in per protocol analysis
(n=38) (n=30)

Alirocumab 150 mg subcutaneously or a matching sham control
Mehta SR, et al. Eurolntervention. 2022;18(11):e888-e896.



EPIC-STEMI
Rutina PCSK9i terapijas uzsaksana agrini pec STEMI un PPCI

LOL & holesterol (mmaol/L)

35+

30

25

20—+

15+

1.0+

0.5+

0.0 <

2.97 mmol/L
(114.85 mg/dL)

2.87 mmol/L
(110.98 mg/dL)

1.36 mmol/L
(52.59 mg/dL)

Primary outcome
Alirocumab vs sham control
22.3% LDL reduction
95% Cl: —31.1 to —13.5%
p<0.001

1.44 mmol/L
(55.68 mg/dL)

Y

1

1

1

1

|

1

1

1

:

1

1 1.29 mmol/L
| (49.88 mg/dL)
|
1
|
1
1
|
1
1
|

—&— Alirocumab
—&— Sham control

1.64 mmol/L
(63.42 mg/dL)

1.41 mmol/L
(54.52 mg/dL)
0.98 mmol/L
(37.9 mg/dL) I T
0.74 mmol/L 0.72 mmol/L
(28.62 mg/dL) (27.84 nIIgJ'I.‘Il.}I
s#}:g"’::mra; ::r;%l.m%s:::cs i Alirocumah/sham control withdrawal
> | >
Eas&laline 2 'IIJES 'l'rldls El:dls g vll‘b 10 'Iﬂlis 12 Ldls

Mehta SR, et al. Eurolntervention. 2022;18(11):e888-e896.



EPIC-STEMI
Rutina PCSK9i terapijas uzsakSana agrini pec STEMI un PPCI

OR5.67, OR 3.53, OR 8.62, OR8.52, OR 11.97, OR 22.57,
95% Cl: 1.59-20.13;  95%CL0.53-39.9; | 95%Cl:2.01-5342;  95%Cl:2.62-31.04; | 95%Cl:3.22-57.50;  95% Cl: 3.08->999;
p=0.007 p=0.26 p=0.002 p<0.001 p<0.001 p<0.001
100 94.7
—- 921

80 —

M Alirocumab M Placebo
83.3

Percent

LDL =50% reduction LDL £1.8 mmol/L

LDL 1.4 mmol/L LDL 1.0 mmol/L

LDL 0.8 mmol/L LDL =0.5 mmol/L

Mehta SR, et al. Eurolntervention. 2022;18(11):e888-e896.



EVOLVE-MI
EVOLocumab Very Early After Myocardial Infarction

» Atklats IV fazes pétijums

* Evolocumab + rutina LT vs tikai rutina LT

e Uzsak 10 dienu laika kops MI (STEMI vai NonSTEMI)
e 3,5 gadi

* leklausana pabeigta, rezultati planoti 2027. gada

* The primary outcome is the total (first and subsequent) composite
of M, ischemic stroke, any arterial revascularization procedure, and
all-cause mortality over approximately 3.5 years of follow-up.

Leiter LA, Hegele RA, et al. Rev. Cardiovasc. Med. 2024, 25(5): 190
ClinicalTrials.gov. identifier: NCT05284747. https://clinicaltrials.gov/study/NCT05284747 [sk. 05.05.2025.]



Bempedoinskabes efektivitate (tabletes pa 180 mg x1)

Pooled analysis of phase 3 randomized clinical trials of bempedoic acid 180 mg vs placebo (n=3623)

LS mean percentage change

LS mean percentage change from baseline to week 12
10+ Placebo
1.8% 1.5% N
® Bempedoic acid
(n=978) (n=189) P
-17.8%
, (95%Cl, -19.5t0-16.0) _94.5%
“10- Placebo-corrected (95%Cl, -27.8 to -21.1)
P<.001 Placebo-corrected
® P<.001
20- -16.0%
(n=1922) ®
-23.0%
-30- (n=399)
ASCVD or HeFH Statin
receiving statins intolerant

LDLC reduction:

by 18% vs placebo when added to maximally
tolerated statin therapy (patients with atherosclerotic
cardiovascular disease or heFH or both)

by 24% vs placebo in patients with a history of

statin intolerance.

Increased uric acid levels and gout occurred more
frequently among patients treated with bempedoic
acid than with placebo.

CH H,C

H,C CH

JAMA Cardiol. 2020;5(10):1124-1135.



Kuriem pacientiem nepieciesama
izteiktaka ZBLH pazeminasana?



Lifetime Risk of ASCVD (%)

0.40

0.30

0.20 4

0.10 1

0.00

Lifetime risk for major cardiovascular events with

increasing higher Lp(a) concentrations

Lp{a) 150 mg/dL (350 nmol/L)

Lp(a) 100 mg/dL (230 nmol/L)

Lp(a) 75 mg/dL (
Lp(a) 50 mg/dL (115 nmol/L) ---------""----------ToTTTTTmTmTTmT
Paaugstinats Lp(a)limenis:
>50 mg/dL jeb
Lpta) 7 mg/dL {16 nmol/L)
(population median) 2125 anI/I

Lp{a) 30 mg/dL {70 nmol/L)

Age (years)

70

80

Kronenberg F, et al. European Heart Journal (2022)
European Heart Journal - Cardiovascular Pharmacotherapy 2024(10):608-613



Augstaks Lp(a) ir asociéts ar pangas nestabilitati

OR and 95% confidence interval H KS

AKS

TCFA ®

Lipid arc 2180°

Plague length 215mm

Plaque with macrophage

B

Thrombus

OCT-TCFA

Cholesterol crystal

Microchannel

®
ot @ -----%--

-
o

Layered plaque

Calcification

0.7 08 09 11 12 13 14 15 16

“«———»
Low Lp(a) High Lp(a)

<30 mg/dL vs >30 mg/dL

185 consecutive patients with ACS
OCT imaging of nonculprit plaques in the culprit vessels

Kate A, et al. IJC Heart & Vasculature 43 (2022) 101120
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3/9

5/19
12/59
19/168
<25 25-49 50-74 75<
Lp(a) mg/dL

255 consecutive patients with CAD who underwent PCl
OCT imaging of “culprit” lesions

Muramatsu Y, et al. 1JC Heart & Vasculature 24 (2019) 100382



Augstaks Lp(a) ir asociets Ml recidiva risku

IRR

1.54

1.44

1.3

12241

1 by

1.071

p=0.016

Adjusted by the full model

151  p=0.018
1.4

1535

IRR

1l7d o

iabs

1.0 7

T T I I I
0 50 100 150 200

Lp(a), mg/dL

Adjusted by GRACE score

Mifana G, et al. Am J Cardiol 2024,211:9-16



Relativais un absolUtais ieguvums no alirocumab
terapijas atkariba no Lp(a) kvartiles

Lp(a) mg/dL

<6.7
6.7 to <21.2
21.2t0 <59.6
>59.6

Subgroup

Quartile 1
Quartile 2
Quartile 3

Quartile 4

Overall

MACE Incidence

Alirocumab Placebo
n/N (%) n/N (%)

211/2,327(9.1)  228/2,403 (9.5)
219/2,438 (9.0) 239/2,293(10.4)
212/2,356 (9.0) 269/2,373 (11.3)

261/2,341(11.2) 316/2,393 (13.2)

903/9,462 (9.5) 1,052/9,462 (11.1)

Absolute Risk
HR (95% CI) Reduction (95% CI)
(lem =0.55) {pmm = 0.0011)
095 (0.79, 1.15) E n 0.4%(-1.2,210) : N
1 1
0.85(0.71,1.03) o 1.4% (-0.3, 31) ‘s
1 1
0.79 (0.66, 0.94) - — 2.3% (0.6, 4.1) - —
1 1
0.83(0.70, 0.98) -; 21% (0.2, 3.9) s :
1 1
1 1
0.85(0.78, 0.93) -*r- 1.6% (0.7, 2.4) *
1 1
0.70 0.85 1.0 32% 1.6% 0%
Alirocumab Placebo Alirocumab  Placebo
Better Better Better Better

Bittner et al. ] Am Coll Cardiol 2020;75:133—44



Density (g/mL)

Ne-ABLH = KH — ABLH
Ne-ABLH = ZBLH + RH + Lp(a)H

095 .-
1-01-
1.02
Chylomicron
remnant
1.06-
o ZBLH
1.20
//
I I I Lo il |
10 20 40 éO 80 1000

Diameter (nm)

Ridker P. Lancet 2014; 384: 607-17



NeABLH ir sekundarais terapijas mérkis, ja sasniegts ZBLH mérkis

Ipasi svarigs, ja zems ABLH un/vai augsti TG

Table 10 Corresponding non-high-density lipoprotein
cholesterol and apolipoprotein B levels for commonly used
low-density lipoprotein cholesterol goals

LDL-C Non-HDL-C Apolipoprotein B

2.6 mmol/L (100 mg/dL) 3.4 mmol/L (131 mg/dL) 100 mg/dL -
1.8 mmol/L (70 mg/dL) 2.6 mmol/L (100 mg/dL) 80 mg/dL ~
1.4 mmol/L (55 mg/dL) 2.2 mmol/L (85 mg/dL 65 mg/dL %

HDL-C = high-density lipoprotein cholesterol; LDL-C = low-density lipoprotein
cholesterol.

Visseren FLJ, Mach F, et al. 2021 ESC Guidelines on cardiovascular disease prevention in clinical practice. EHJ 2021



SWEDEHEART registry:

Intensive early and sustained lowering of non—HDL-C
after myocardial infarction and prognosis

® =22 mmol/L
® < 2.2 mmol/L at 2 months
® <22 mmollL at | year No. of Event rate Hazard Ratio (95% Cl) P for
® < 2.2 mmol/L at 2 months and sustained at | year patients (95% ClI) trend
MACE
=2.2 mmol/L 22,005 3.2 (3.1-3.3) 1.00 L] <0.001
;J < 2.2 mmol/L at 2 months 5379 2.9 (27-3.1) 0.86 (0.80-0.93) —e—
° <2.2 mmol/L at | year 7050 2.6 (24-28)  0.86 (0.79-0.93) ——
g < 2.2 mmol/L at 2 months 12,084 2.6 (24-2.7) 0.80 (0.74-0.8¢6) ——
- and sustained at | year
©)
t All-cause mortality
a > 2.2 mmol/L 22005  1.6(16-17) 100 « 0002
~ < 2.2 mmol/L at 2 months 5379 1.5 (1.4-1.6) 0.86 (0.78-0.96) —
g 107 <2.2 mmollL at | year 7050  14(13-1.5) 092 (0.83-1.03) b
05 - < 2.2 mmol/L at 2 months and 12,084 1.4 (1.3-1.6) 0.85 (0.78-0.94) ——
’ sustained at | year
0.0 T T T Myocardial infarction
Admission 2 months | year _
for Ml after Ml after M =22 mmol/L 22,005 1.3 (1.3-1.4) 1.00 = <000l
< 2.2 mmol/L at 2 months 5379 1.2 (1.0-1.3)  0.86 (0.76-0.97) ——
) 2.8 (2.5-3.3) 2.8 (2.5-3.4) < 2.2 mmol/L at | year 7050 1.0 (0.9-1.1) 0.80 (0.71-0.91) —
Median non-HDL-C, 19(1.7-2.1 25(23-28 < 2.2 mmol/L at 2 months 12,084  1.0(09-10) 076 (0.68-0.85) =
mmol/L (IQR) 39(32-47) ( ) ( ) and sustained at | year
2.5 (2.3-2.8) 1.9 (1.7-2.0) yea . . |
1.7 (1.5-1.9) 1.7 (1.5-1.9) 0.60 0.80 1.00

Schubert J, et al. European Heart Journal (2024) 45, 4204—4215



CTT metaanalize: lipidu pazeminasana HNS pacientiem

Jo zemaks GFA: => jo mazaks relativais ieguvums no ZBLH pazeminasanas
=> jo izteiktaks absolutais ZBLH pazeminajums nepieciesams
Number of events (% per annum) RR (Cl) per 1-0 mmol/fL p for
reduction in LDL trend
cholesterol
Statin or more Control or less
intensive regimen intensive regimen
Major coronary event .
eGFR =60 mL/min per 1.73 m’ 3200 (1-2%) 4178 (1-6%) -I- 074 (0-70-0-79) 0-01
eGFR 45 to <60 mL/min per 1.73 m* 1157 (1.7%) 1479 (2:2%) + 076 (0-69-0-84)
eGFR 30 to <45 mL/min per 1.73 m’ 457 (2-3%) 567 (2-8%) — - 0-80 (0-68-0-95)
eGFR <30 mL/min per 1.73 m* not on dialysis 163 (1-5%) 179 (1-7%) — 0-87 (0-68-1-12)
On dialysis 264 (21%) 287 (2:3%) S S 0-89 (0.70-1-14)
Total 5303 (1-4%) 6761 (1-8%) (I) 0.76 (C1 0.73-0-79)

05 075 10 125 15
4+ —p
LDL cholesterol  LDL cholesterol
lowering better lowering worse

Cholesterol Treatment Trialists Collaboration, Herrington WG, Emberson J, et al. Impact of renal function on the effects of LDL cholesterol lowering with statin-based regimens: a meta-analysis
of individual participant data from 28 randomised trials. Lancet Diabetes Endocrinol 2016,4:829 839.



Pasreizéjo kompensacijas
nosacijumu ipatnibas



121.0-121.4:121.9
Akuts miokarda infarkts

Atorvastatinum
Rosuvastatinum

Inclisiranum

Fenofibratum

Zales kompensé no 1. ambulatoras aprupes dienas lidz 28. pécinfarkta dienai.
Pacientiem, kuriem kopéja holesterina limenis ir lielaks par 4,5 mmol/l vai zema blivuma lipoproteinu
holesterina [imenis ir lielaks par 2,5 mmol/I.

Zales kompensé no 1. ambulatoras aprupes dienas lidz 28. pécinfarkta dienai. Izraksta kardiologs (pie dg
120, 121, 125, 163)) vai neirologs (pie dg 163) saskana ar P. Stradina KUS, Latvijas Kardiologijas centra vai
RAKUS vai Daugavpils regionalas slimnicas vai Liepajas regionalas slimnicas kardiologu vai neirologu
konsilija sledzienu sekundarai kardiovaskularu notikumu profilaksei augsta kardiovaskulara riska
pacientiem, kuriem anamnézeé akuts koronars sindroms vai koronara sirds slimiba vai smadzenu infarkts,
ja ZBLH > 3,0 mmol/Il, neskatoties uz statinu un Ezetimibum terapiju augstakaja tolerétaja deva vai to
nepanesamibas gadijuma.

Terapiju partrauc, ja péc 12 nedélam ZBLH nav samazinajies par 40%.

Zales kompensé no 1. ambulatoras aprupes dienas lidz 28. pécinfarkta dienai.
Pacientiem, kuriem trigliceridu limenis ir lielaks par 4 mmol/I.

Nav kompenséts ne ezetimibs, ne PCSK9 inhibitori



/95.5.

Koronars angioplastisks implantats un transplantats

Atorvastatinum
Rosuvastatinum
Simvastatinum

Ezetimibum

Rosuvastatinum/Ezetimibum

Ezetimibum/Atorvastatinum

Fenofibratum

Pacientiem ar Z95.1, 795.5 vai 295.8, kuriem kopéja holesterina limenis ir lielaks par
4,5 mmol/l vai zema blivuma lipoproteinu holesterina limenis ir lielaks par 2,5
mmol/I|

Pacientiem ar Z95.1, Z95.5 vai 295.8 kombinacija ar statina sakuma devu, ja netiek
sasniegti lipidu mérka raditaji ar Atorvastatinum 20 mg vai Rosuvastatinum 10 mg,
vai Simvastatinum 40 mg.

Pacientiem, kuriem netiek sasniegti lipidu mérka raditaji ar Rosuvastatinum 10 mg.

Pacientiem, kuriem netiek sasniegti lipidu mérka raditaji ar Atorvastatinum 20 mg.

Pacientiem ar Z95.1, Z95.5 vai 295.8, kuriem trigliceridu limenis ir lielaks par
4mmol/I



Z95.1

Z95.5

/95.8

Aortokoronaras
anastomozes
transplantats

Koronars

angioplastisks
implantats un
transplantats

Stavoklis pec
perifériska asinsvada
angioplastikas

100 Evolocumabum lzraksta kardiologs [vai neirologs Z95.8]
Alirocumabum saskana ar

Inclisiranum

P. Stradina KUS Latvijas Kardiologijas centra vai

RAKUS vai

Daugavpils regionalas slimnicas vai

Liepajas regionalas slimnicas kardiologu konsilija slédzienu
pacientiem péc revaskularizacijas, ja ZBLH > 3,0 mmol/I,
neskatoties uz statinu un Ezetimibum terapiju augstakaja
toleretaja deva vai to nepanesamibas gadijuma.

Terapiju partrauc, ja péc 12 nedélam ZBLH nav samazinajies
par 40%.

https://www.vmnvd.gov.lv/lv/kompensejamo-zalu-saraksti [Skatits 23.01.2025.]



125.0 - 125.6
Hroniska sirds isemiska slimiba

Atorvastatinum  Pacientiem

Rosuvastatinum 1) ar angiografiski pieraditu koronaro artériju aterosklerotisku bojajumu (= 50%), kuriem kopé€ja holesterina limenis ir
lielaks par 4,5 mmol/l vai zema blivuma lipoproteinu holesterina limenis ir lielaks par 2,5 mmol/I,
2) 125.2 [vecs MI] pacientiem, kuriem zema blivuma lipoproteinu holesterina limenis ir lielaks par 2,5 mmol/I, kopéja
holesterina [imenis lielaks par 4,5 mmol/I,
3) 125.2 [vecs MI] pacientiem, kuriem zema blivuma lipoproteinu holesterina [imenis ir zemaks par 2,5 mmol/I,
kopéja holesterina limenis ir zemaks par 4,5 mmol/l un trigliceridu limenis ir lielaks par 1,7 mmol/| vai pazeminats
augsta blivuma lipoproteinu holesterina limenis zem 1,0 mmol/I virieSiem un zem 1,2 mmol/I sievietém.

Ezetimibum Pacientiem ar angiografiski pieraditu koronaro artériju aterosklerotisku bojajumu (= 50%) un/vai 125.2 pacientiem
kombinacija ar statina sakuma devu, ja netiek sasniegti lipidu mérki ar Atorvastatinum 20 mg vai Rosuvastatinum 10
mg, vai Simvastatinum 40 mg.

Evolocumabum Izraksta kardiologs (pie dg 120, 121, 125, 163)) vai neirologs (pie dg 163) saskana ar P. Stradina KUS, Latvijas Kardiologijas
Inclisiranum centra vai RAKUS vai Daugavpils regionalas slimnicas vai Liepajas regionalas slimnicas kardiologu vai neirologu konsilija
sledzienu sekundarai kardiovaskularu notikumu profilaksei augsta kardiovaskulara riska pacientiem,
kuriem anamnéze akdts koronars sindroms vai koronara sirds slimiba vai smadzenu infarkts, ja ZBLH > 3,0 mmol/|,

neskatoties uz statinu un Ezetimibum terapiju augstakaja tolerétaja deva vai to nepanesamibas gadijuma.
Terapiju partrauc, ja péc 12 nedélam ZBLH nav samazinajies par 40%.

Fenofibratum Pacientiem
1) ar angiografiski pieraditu koronaro artériju aterosklerotisku bojajumu (= 50%), kuriem trigliceridu limenis ir lielaks
par 4 mmol/I,
2) 125.2 [vecs MI] pacientiem, kuriem trigliceridu [imenis ir lielaks par 1,7 mmol/I



Priekslikumi

1. Jau stacionara uzsakt ne tikai augstas intensitates statinu, bet ari ezetimibu
* |znémumi varétu bt gados veci / polimorbidi / HNS / polifarmacijas pacienti
e Tad apsverams lietot mazakas statinu devas (ne maksimalas) + ezetimibs

2. Parskatit kompensacijas nosacijumus
* Statiniem un Ezetimibam nonemt ZBLH / TG / KH ierobeZojumus.
* Laut uzsakt terapiju uzreiz ar statina un ezetimiba kombinaciju.
* Ezetimibs — ari péc AMI pirmaja ménesi,
* Var sakt uzreiz bez statina monoterapijas vispirms
* PCSK9i/inclisiran
* Kompensacija ari pacientiem ar AMI (Sobrid tikai inklisiranam)
* Kompensét pie zemakiem ZBLH (piem., ZBLH > 1,8 mmol/I)
* Pielikt ari neABLH ka uzsaksanas kritériju (piem., neABLH > 2,6 mmol/l)
* Vai tieSam vajag konsilijus?
e Vaivajag 40% efektivitates ierobezojumu?
3. Visiem pacientiem ar AKS rutina noteikt:
 KH, TG, ZBLH, ABLH, neABLH, Lp(a)
 Jacensas to darit pirmajas 24h

4. Vienmer definét ne tikai ZBLH mérki, bet ari neABLH merki




PAULA STRADINA Metodiskas vadibas institucija
2027 KLINISKA UNIVERSITATES kardiologija
SLIMNICA

Lidzfinansé Nacionalais
Eiropas Savieniba attistibas plans

Eiropas Sociala fonda Plus projekts Nr. 4.1.2.7/1/24/1/001 *’Pilnveidot pacientu dro§ibu un apriipes kvalitati’’

Paldies!
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