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Intervenant : Asitonio GALLO, Paris &
..@& \Q‘eé
’ K\ . . YA . . @
Je dgoefare les liens d'intérét potentiels suivants : &
Qe &
C) ((\@

Akc&% Therapeutics, Amgen, Novartis, Amryt, Sanofi and Regeneron,°§°°

QO

I\@ylan MSD, Ultragenyx, Servier, Amarin &
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20SN= 6
Monsieur L, 57 ans

<
RN
&

llya delgp‘?nois:

Q
. sgg"Sn sur atteinte tritronculaire

Qo
ﬂe'?riple pontage aorto-coronarien : mammaire interne gauche/IVA, mammaire interne geoite en
AN

Q}A"’ kissing sur marginale/IVP. e
& %\\0
<
.@\\Q’
* Notion d’hypercholestérolémie dans I'enfance (pas de chiffre) Qr§”
<
* Hypertension artérielle de découverte récente 6:@‘0
xS
R * Pas de diabéte. Surpoids, IMC a 28.6 Kg/m? 8@\0
Traitement en cours: 00@@ * Tabagisme actif a 20 paquets/année. &Q‘O
N \\}\@
° N S
ATENOLOL i%kﬁG &
er/ 'O‘,@
AC. ACETYLSALYCILIQUE 75MG Bilan biologique: &
/CLOPIDOGREL 75 MG 1 N
Admission: CT 2.14 g/L, LDL 1.48 g/L, TG 1.5 g/L, HD)QOQ’.36 g/L (pas de traitement)
*  RAMIPRIL5MG Bilan a 2 mois: CT 1.37 g/L, LDL 0.8 g/L, TG 1.3 g/gfl-"lDL 0.34 g/L (Atorva80/Eze10)
O
6\}
*  ATORVASTATINE 80MG / &
EZETIMIBE 10 MG Crampes musculaires invalidants des cuisg@@, bilatérales, CPK >5xN. Arrét depuis 1 semaine
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ok MEG’D Intolerarwe aux statines et MCV

,@
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\oo
6\) FIGURE 3 Cumulative Incidence for Recurrent MI, CHD Events, and All-Cause Mortality for Beneficiaries With Statin Intolerance and High Adherence to
High-Intensity Statins
* 105,329 patients post-SCA, ¢ @ .
> bUA ® 60 60
statine a intensité modereé ou £ 5] g cso]  &®
3 2 EN
elevee {eﬁg : 40 1 £ 40- = 40-09\\6‘
@ E 30 - -g 30 - 2 3¢
] g R
« 1741 intolérants vs55,567 £ 20- 2 - F-
& 10 - £ 101 & 10
bonne observar@é e : "] &
o%ééiéé%&okéééo@"' 0 1 2 3 4 5 6 7
° S u IVI m e d Ia n d’e 1 9 a 2 3 a n S Year of Follow-Up Year of Follow- UQQDb Year of Follow-Up
—— High Adherence ---g@‘tm Intolerance
Q) £Q
* 4 45 O I d M’ 6 2 50 CO ro n a ro pat h I eS Cumulative incidence for recurrent myocardial infarction and coronary heart disea@évenrs were adjusted for the competing risk of all-cause mortality.
Abbreviations as in Figure 1.
et 14 31 déces : &

X9
HR Infarctus du myocarde: 1.50 (95% c@dence interval [Cl]: 1.30 to 1.73)
HR Coronaropathie: 1.51 (95% ClI: 1.2&(‘(0 1.70)
HR Mortalité toute cause: 0.96 (95% Cl: 0.87 to 1.06)

)
&
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. 7 . y 4 V4 [ 4 \ Q y 4 7 o L3
Lintolérance aux statines a été associée a un taux 36% plus élevé de récidive d’Infarctus du Myocarde
3

Serban et al, JACC 2017
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@9 L mtolerancgﬁaux statines est associée a des
codts de sﬁnte plus élevés

6\)
\

5190 patients avec intolérance@aux statines

o
&
* 15570 contréles apparleseﬁar propensity score &
N
@
* 6 catégories de I‘ISQUQ{O%CA Coronaropathie, AVC ischémique, AOMI, Diabete, Preventlgﬁ primaire
'e$°®
Table 3 Comparison of number and percentage of patients not achieving LDL-C goal” between SI a&cﬁ:untmi groups for all patients
and stratified by CV risk category (in 24 months after index dates) &56\\
O
Patients not at goal, n (%) &QK
CV risk category SI group (n = 1510) Control group (n = 1510) Dd%&eﬁo (ST vs control; 95% CI)' P value'
20 All patients 908 (60) 684 (45) 5 (1.60-2.16) <.0001
Non-atteinte des ACS 49 (78) 42 (67) o °\1 87 (0.79-4.42) 15
. : _ CHD 200 (64) 145 (47) o 1.98 (1.44-2.73) <.0001
objectifs de LDL-c PAD 43 (62) 29 (42) <& 2.17 (1.09-4.29) .03
Diabetes 238 (69) 177 (51) o\}% 2.15 (1.55-2.98) <.0001
Primary prevention 378 (52) 291 (40) Q\& 1.65 (1.33-2.05) <.0001
ACS, acute coronary syndrome; CHD, coronary heart disease; CV, car@ascular‘ LDL-C, low-density lipoprotein cholesterol; PAD, peripheral artery
disease; SI, statin intolerant. »
*LDL-C <130 mg/dL for patients in the primary prevention ceﬁgory <<100 mg/dL for patients with CHD, ischemic stroke, PAD, and diabetes;
<270 mg/dL for patients with ACS. 0
1Values in bold are indicative of statistically mgmﬁcantég@ﬂgher number of patients with SI not achieving LDL-C goal.
3

Graham et al, JCL 2017
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@9 L mtolerange aux statines est associée a des
colts de santé plus élevés

6
«

* 5190 patients avec intoléraﬁzce aux statines

2

Risque
cardiovasculaire

* 15570 controles appang% par propensity score

\0

* 6 catégories de rlsqy% SCA, Coronaropathie, AVC ischémique, AOMI, Diabete, Preve@ﬁgn primaire

A /\° B Any CV Event Except r:g@:?.t
Rava irization Procedure ((\
Risk category 00 HR(38% G} P value® Risk category &\o“ HR (95% CI) P value*
S O
& «060
All patients [n=20, T80} d@ * 1,66 (1.36-2.02)  <0.0001 All patients (20,760} vQ 1.14 (0.98-1.30) 0.04
o 1@
ACS (n=656) qig ¢ - . 1.38 (0.B4-2 27} 0.21 ACS (n=658) &q\_ . 0.95 (0.69-1.31) 0.76
© &
CHD n=d600) oo 141(1.051.90) 002 CHD (n=4600) S 104(085127) 071
Vv (%
<
R (r=060) e * . 218 (1.04-4.57) 0,04 PAD (n=8960) 6&o‘\@ — 4 1.37 (0.77-2.45) 0.29
&
Diabetes (n=1556) % = 2.23 (1.19-4.18) 0.04 Diabetes (n=3556) &0 : » ' 1.66 (1.12-2.45) 0.
Primary prevention (n=10,088) ' * : 210(1.34329) 0.009 Primary mn\gﬁﬁnﬂﬂ.gsﬂ} e 1.18 (0.89-1.58) 027
e e LD SN .096
; & , i . i ;
] 1 2 3 4 & OQQ 0 1 z 3 4 5
Lower risk Higher risk &00 Lower risk Higher risk ]

Graham et al, JCL 2017
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@9 L mtoleramée aux statines est associée a
des cou£s de santé plus élevés

«06

* 5190 patients avec intoléra@?é% aux statines

8\\@
N
* 15570 contréles appang% par propensity score {\o@
* 6 catégories de rlsqtp% SCA, Coronaropathie, AVC ischémique, AOMI, Diabete, Preve@ﬁon primaire
&0\) "
& ¢
> Table 5 Comparison of mean medical costs between SI and control groups for all patients agsf\ stratified by CV risk category (in
& 24 months after index dates) b°0
Mean cost over 24 months, $ &Q}Q’Q
CV risk category SI group (n = 5190) Control group (n = 15@1@5] Cost ratio (95% CI)” P value”
All patients 8777 7344 Y 1.20 (1.11-1.28) <.0001
. . ACS 19,541 12,305 & 1.59 (1.16-2.18) .004
Colts de sante CHD 13,534 1050 & 1.29 (1.13-1.47) .0002
PAD 12,218 10,431  «o° 1.17 (0.88-1.55) 27
Diabetes 7739 7322 e&" 1.06 (0.88-1.28) 56
Primary prevention 6178 54;\3)5) 1.13 (1.03-1.25) .01

ACS, acute coronary syndrome; CHD, coronary heart disease; CV, @rardiovascular: PAD, peripheral artery disease; SI, statin intolerant.
*Values in bold are indicative of statistically significantly !'gg‘ﬁer cost associated with SI.
'e}(\e

Graham et al, JCL 2017




oot Mm@ Raisons d@rret/non acceptation de
la statm@ the PALM registry

@
&0
<9
&
o On a statin
& . . :
«6\@ Primary N= 1564 (62.3%) Discontinued statin
\)& prevention N= 222 (23.5%)
<© N= 2509 . : . ¢
Q\Z“ Not on a statin Declined statin
K < N= 945 (37.7%) N= 95 (10.1%)
© >"| Total patients -
N Never offer,
< N= 5693 . 53
JaS N= 628 (g5.5%)
> . =0
(£b© ; d On a statin Digstﬁ'ltinued statin
econdar s
i S evdhtion N-2018800 =242 (42.8%)
N= 3184 Not on a statin
N= 566 (17.8%)
Never offered I
N N= 266 (47.0%)

Bradley et al, ] Am Heart Assoc. 2019;8:e011765
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| 36.8%

Worry about Side Effects “ 36.7%
_ 37.0%
| N

l 00\% | 25.0%

Wanted to Try Diet/Exercise RN S 32 2%
— .

&
&0&

.\@'
— Imy h

Didn't Think | needed One NG 7=
_ 22.3% N
o {\\o

>
<9 <0 0verall

o : ;
ec)z‘ ] 16.7% Qé@ W Primary prevention
Don't like Taking Mﬂd@atlﬂﬂ _ &é\o W Secondary prevention
& I &°
C)O e&
N\
& 00
o 9
| 16.0% Q\'@e
PFEW%EIUTN Remedies — 22.7% &
I
N
e?b
S
| | 69% &
3

Cost/Insurance Reasons [ 5.6%
=

Bradley et al, ] Am Heart Assoc. 2019;8:e011765
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Bl Mm@ Raisons d'arret/non acceptation de la
statlne.\ootﬁe PALM registry

@
&0
S
& 8\@
¥ &
& On a statin é\o
.s\@)ﬁ Primary N= 1564 (62.3%) Discontinued statin \00
o ' N
\)9& prevention N= 222 (23.5%) %&Q
< N= 2509 . _ _ el
Q\Z“ Not on a statin Declined statin
K < N= 945 (37.7%) N=95(10.1%) &
© >"| Total patients - >
N Never offer,

o°°q N= 5693 . ;28 53 I

I (@5%)
S , —
q‘/b© S d On a statin Di tinued statin
econdar .

D prevemm\; N= 2618 (82.2%) P N= 242 (42.8%)

N= 3184 Not on a statin Declined statin |
N= 566 (17.8%) N= 58 (10.2%)

Never offered I
N N= 266 (47.0%)

Bradley et al, ] Am Heart Assoc. 2019;8:e011765




Experienced Side Effects

No Longer Needed

Prefer Matural Remedies

Cost/Insurance Heasgﬂs
\9
&o
o%
Didn't Like Taking Mediggae Every Day

b
&
Fn%c%lf Relative Suggested
.04@’
P

3o}
q,Qq’ Didn't Notice Improvement

Don't know/Other

| < | s5.0%

* 49.1%

1 Y e
- | \
. RS
e 18.2%
22.5%

60.3%

13.5%
c°°

7.1%
7.59%

6.3%

I:IEB%
N 5.5%
. 7.

] 58%
B 7.0%
_— e
1 0
S
[ sa% &S
B 5.5 &K
<
- o K

[ a6% &
Il s.1% e
. 2 @

| ] 14.4% ¥
I 13.1% &
. GG %O
| | | | O

0 10 20 30 40 {095[} B0 70
% Adults Previouslv On atin

A
\
6\6
xS
&
&
)
A
&@
Q’b
)
g@ﬁverall

(\
B Primary prevention

W Secondary prevention

Bradley et al, ] Am Heart Assoc. 2019;8:e011765
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6\

Bllaﬁ blologlque

Aé\dmlssmn CT 2.14¢g/L,LDL1.48 g/L, TG 1.5 g/L@‘”
<HDL 0.36 g/L (pas de traitement) o

Bilan a 2 mois: CT 1.37 g/L, LDL 0.8 g/L, T@Qﬁ 3 g/L,
HDL 0.34 g/L (Atorva80/Eze10) &

& N
Traitement en cours: & &Q‘o

o
O \3@

Crampes musculaires mvahdants&ies cuisses,

AC. ACET?’LSALYCILIQUE 75MG
CLOPIDOGREL 75 Ml bilatérales, CPK >5xN. Arrét de,@ws 1 semaine

ATENOLOL s%r@G

RAMIPRIL 5MG écf\

QUE FERIEZVOUS?




Exclude other causes of muscle symptoms and interactions

Take TIME for patient

Symptoms, CK >4x ULN

2-4 week break

No ific symptains: W £ DO
L UL 5 RIS Symptoms re-occur

continue stain

Establish the highest tolerable statin dose
Start with very low dose
Change statin, use potent statin
Consider alternate-day dosing

Py

Aim to achieve LDL-C goal é@&

Use combination therapy with ezet[gﬁbe
Consider bile acid absorption ir@‘r%itor
< polypharmacy

&

Laufs U et al. Atheroscler Suppl 2017



Exclude other causes of muscle symptoms and interactions

Take TIME for patient
'Q
Symptoms, CK >4x ULN

S
2-4 week break

Syinptoms, CK <4x ULN

2 week break

: e _ ‘- ‘
Statin re-challenge

No specific symptoms:

: : Symptoms re-occur
continue statin e

. J

Establish the highest tolerable statin dose
Start with very low dose
Change statin, use potent statin
Consider alternate-day dosing

Q
-06

Aim to achieve LDL-C goal @»@*
Use combination therapy with eze\;i?nibe

Consider bile acid absorptior&)‘}n‘ﬁibitor
e
@

\\\
&
Consider PCSKS'inhibitors
&0

2

alternate

polypharmacy



Hazard ratio, 0.936 (95% Cl, 0.89-0.99)

< =
2@ — Ik@ — E z ’ t i .& lzz: ARl Sirmvastatin monotherapy
— = e I l H I ’e 304
— —_ 80
)
\\QJ < 70 20 Simvastatin—ezetimibe
| X S 60~
6. @ 104
-y {b -
50+
: : & Eof T TTT T
3780 patients with ACVD : & .
. . . \\' . . . . . 204
1894 patients combination therapy grow?low/moderate intensity statin+ezetimibe) 5
. . . . %,
1886 to the high-intensity statin mon@‘t‘%erapy group S
&O\‘)@ Years since Randomization
‘ No. at Risk &
. ;s ) . J o/ . 0 Simvastatin- 9067 7371 6801\&\?3?5 5839 4284 3301 1906
Pas de difference sur les événepgdents cardiovasculaires ( -0,78%; 90% Cl -2,39-0,83) ezetimibe ¢
'Q.‘b Simvastatin 077 7455 \G@ 6327 5729 4206 3284 1857
< )
) Bk
o N
. . N . )
’ n p ’ S
Moins d’arrét du traitemegfit a cause d’une intolerance (4.8% vs 8.2% p<0,001) &
<0 (00
sz o
100 P O% High-intensity statin monotherapy Mndmt&intmsigyé[ﬁtin High-intensity statin  Absolute differences in
6\5 —— Moderate-intensity statin with with ezetimibe c’)\} monotherapy proportions, % (95% Cl)
15 5 ezetimibe combination therapy combination @aw
N4 la)
OQQ 1year \Q'Q
o @ - Mumber of patients 15?3\@ 1673
= sl ‘ﬁf hstwie diffeence OToR (DAL 39 §y043) i Number of patients with LDL cholesterol concentrations <70 mg/dL %9 (73%) 923 (55%) 175 (14210 20.7)
g “_)© P LDL cholesterol concentration (mg/dL) 'Q)"o 58 (47-71) 67 (55-80)
2 o 2
g q?b yeem &
2 Mumber of patients %\ 1558 1539
E 5 Number of patients with LDL cholesterol concentrations «:?li@‘}jde 1168 (75%) 924 (60%) 14-9 (11-6 to 18.2)
ey LDL cholesteral concentration (mg/fdL) 066 57 (45-70) 65(53-79)
- 3 years AS
g . 7 Number of patients O~2~~ 1349 1315
T T 1
0 1 2 3 Number of patients with LDL cholesterol c@!traticns =70 ma/dL 978 (72%) 759 (58%) 14-8 (11-1to 18-4)
Mmriberat sk Time since randomisation (years) LDL cholesterol concentration (mgfdl.%bo 58 (47-71) 66 (54-80)
Monotherapy 1886 1786 1711 1639 : &
Combination theragy 1804 1795 1724 1654 Data are number of patients (%) or n('i\agh (1QR).
5 [S) S = : 5 >
Figure 2: Kaplan-Meler curves of the primary endpoint of the intentionto-treat population Table 3: Proportions of “fo 3ﬁlen15 with LDL cholesterol concentrations <70 mg/dL in the intention-to-treat population

Cannon CP et al. NEJM 2015; Kim et al, Lancet 2022

)
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Q@EME@ Inhlblteurs de PCSK-9
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GAUSS-3 & ODYSSEY ALTERNATIVE
n@b
. intol N
[ ) . . .
>11 patients avec intolerance aux st@ﬂnes * 361 patients avec intolerance aux statines N
\.
[ )
Phase A: atorvastatine (20 mg) \L@%placebo. « Randomisation 2:2:1 a Alirocumab, Eze\&ﬁmbe ou
* Phase B: randomisation 2:1& evolocumab ou ézétimibe. Atorvastatine (rechallenge) \\90
& R
9
s 0 > 250 1 (&Q"’
£ | & 6.0
a Ezetimibe &
= 195.3 mg/dL Qo
) 200 {’ XS
£ -20- -16.7% = . 155.5 mg/dl, & 1574 mgidL  [5.0
t 2 S19.4% (18%)  Ezetimibe -20.1% (2.4%)
E 2 1501 ng e e A R s
2 _40- 5 96.5 §%/dL ; 91.8 mgfdL 3
5 £ . —80, (1.9%)  Mirocumab ~54.8% (1.4%) 3.0 E
£ o i ﬁ”l ~-52.8% Q 100 mg/dL (2.6 m@sﬁu .
50 a 70 mg/dL (1. anﬁmnm :
< = & 1.0
0 & =
= P<.001 O
= il : : ' ' ' : ' 0 ,‘\0\) - ' - ; - ; ; - ; - 0
zmlne. gt g 12 16 < /Yy 2 02 4 6 8 10 12 14 16 18 20 22 24
Study Week Oeo Week
Mo. of patients > -
Ezetimibe 73 72 70 &7 67 64 60 57 _eNq.é,:%. St i eckos
Evolocumab 145 142 142 139 137 127 127 117 ¥ocumab 123 109 20
«CEzetimibe 118 05 78

Moriarty et al, JCL 2015; JAMA. 2016;315(15):1580-1590
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 m—
 — |
 som— |

28 =\

ramipril (2.59!*%0/ 10 mg),

&O

)/40 mg) .
&

&

2499 patients post- I(&JIOM?\lzl ratio
oec}z“

Aspirine (100 mg
atorvastatine (20

Composite outcghne: cardiovascular death,
nonfatal type #®myocardial infarction, nonfatal
ischemic stxgﬁfie, or urgent revascularization
©

o)
%
q,Q

118 of 1237 patients (9.5%)in the polypill group
156 of 1229 (12.7%) in the usual-care group

HR 0.76; 95% (95%Cl 0.60 to 0.96) P = 0.02

Castellano et al, NEJM 2022

A Primary Outcome
100+
a0—
80+
704
60—
50+
404
304
204
104

Percentage of Patients

"] Hazard ratio, 0.76 (95% CI, 0.60-0.96)

P=0.001 for noninferiority
P=0.02 for superiority

Usual care

Polypill

Mo. at Risk
Usual care

Polypill

1229
1237

1075
1064

B Key Secondary Outcome
100

20+

O )
§}zard ratio, 0.70
F-0.005

(95%6 CI, 0.54-0.90)

Usual care

Polypill

MNo. at Risk

Usual care
Polypill

1229
1237

Follow-up (yr)

1079
1074

857
859
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Monsieur L, 57 ans

&

. (gﬁcéptation du traitement hypolipémiant
@,‘é&) RosuvalQ/ Ezel0
é

A
N\
RS

) \

< Bilana 2 mois: CT 1.27 g/L, LDL0.77 g/L, TG O\ﬁ‘oé/L,

HDL 0.34 g/L (Rosuva 10/ Eze10), ASAT N, ALAT N,
CPK N, asymptomatique &
ob\}c}\
ATENOLOL 505~ b) Evolocumab 140 mg SCW2 <"
7§L§;gg>@g‘i”;f§mgi75“”6 Bilan a 2 mois: CT 0.72 g/L, LDI:@@Q?B g/L, TG 1.01 g/L,
HDL 0.39 g/L (Rosuva 10/ Eze.£0/Evolo 140)
RAMIPRIL 5MG OK\T\°
ROSUVA 10/EZE 10 6&0%
ET MAINTENANT? ¢
EVOLOCUMAB 140 _000
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< LDL-c extremement bas...

Pharmac

&
&
0%
QJ

Cinétigu:e de baisse
Action LDLR-dépendante Interactions
rnedicamenteuses

Hypocholestéiolémies
(Mutations PziF ApoB/PCSK9)

Pas de LDLR dans le SNC - _
Variation du LDL en fonction

du moment de l'injection

LDL moyen 0.15 g/L Synthése de novo plutdt que
Protection CV +++ cholestérol plasmatique

Pas de déclin cognitif sous trt |

Risque lipidique résiduel ++

Orth, Cholesterol 2012; Karagiannis, EHJ 2021
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@ A CV death, MI, stroke, hospital admission for unstable angina
59 or coronary revascularization

29=NS

__ 20 [ Achieved LDL-C
< <20
= ————— 20-<40
N= 1604 (24%) LDL-c <\(<)»°2 g/L XA St
N= 2627 (40%) LDL- @%) 2-04glL g —
N= 1031 (16%) LQLQ’CO4 0.55 g/L §
N=486 (7%) <DL-c 0.55-0.7 g/L £ 101 4
N= 811(12%@6 LDL-c=0.7 g/L 3 &
=
S 5 &
& E P-value <0.0001
’\\(o Achieved LDL-C (3
O
100 & —a— <20
0% —@— 20—<40 0- T T — T T T
<O —@— 40-<55 0 1 2 @ 3 4 5
° Z%GO Time (g&lrs} since enrollment
80 O
B CV death, Ml or strokeb&'
O
% " 15 rAchieved LDLJ% >
B g <20
E 60 = — 26840
; - -
a g 104 ﬁz‘m
4 c &’
B @
. R
eo -
20 o E P-value = 0.0001
.\./._’*———‘_.\._._./.\‘ %60 3
T T T T T T T QQ-\Q 0_ I I I I I I
12 24 48 72 120 168 260 OO 0 1 2 3 4 5
Time (weeks) since enroliment c'be“\e Time (years) since enroliment

Gaba et al, Circulation. 2023;147:1192-1203
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& _FOURIER-OLE

6\
Table 4. Safety Outcomes According to g&ﬁieved LDL-C Level in FOURIER-OLE
O

QO
Achieved LDI;gﬁureL mg/dL Pr—

Safety outcomes <20 (n=186Y) 20-<40 (n=2627) | 40-<55 (n=1031) | 55-<70 (n=486) >70 (n=811) Ptrend |

Serious adverse events 12. 15@?}'34 14.27) | 12.64 (1089, 14.67) | 12.65 (10.70, 14.97) | 12.90 (10.63, 15.65) | 12.18 (10.27, 14.43) | 0.88 6«5‘\\‘

Neurocognitive events 9 s&: ’(0.25, 0.98) 0.53 (0.28, 1.00) 0.53 (0.27, 1.07) 0.30 (0.12, 0.73) 0.43 (0.21, 0.89) o gé

Cataract-related adverse %@ .82 (0.47, 1.44) 0.87 (0.51, 1.49) 0.91 (0.51, 1.62) 0.33 (0.14, 0.79) 064 (0.35,1.20) @11

events &00 leb

New or progresswe\@éﬁ\ ig- | 1.83 (1.26-2.66) 1.76 (1.23-2.50) 1.73 (1.17-2.57) 1.89 (1.21-2.96) 1.36 (0.89- 24%} 0.23

nancy &5 c}\o

New-onset [lg@gelea* 0.66 (0.32, 1.39) 0.52 (0.25, 1.05) 0.46 (0.20, 1.02) 0.45 (0.18, 1.12) 0.43 é@% 0.95) 0.13

Hemo;@gbgé)il: stroket 0.06 (0.02, 0.15) 0.09 (0.05, 0.17) 0.07 (0.02, 0.20) o q@s (0.01, 0.23) 0.55

ML@S?%-related events 0.67 (0.38, 1.18) 0.62 (0.36, 1.07) 0.69 (0.38, 1.24) 0.76 (0.39,1.46) o] 0.56(0.30,1.05) | 0.84
ﬁx?gncardiouaacular death 1.33 (0.87, 2.04) 1.14 (0.76, 1.71) 1.65 (1.07, 2.56) 2.32 (1.46, 3.@.39?@ 1.49 (0.94,2.36) | 0.04

All-cause mortality 2.65 (1.98, 3.56) 2.87 (2.20, 3.76) 3.72 (2.77, 5.00) 4.30 (3.1 %5%8] 3.93 (2.92, 5.29) 0.0001

)
Data are annualized incidence rates (95% Cls) and have been adjusted for age, body mass index, sex, @% (White vs other), previous myocardial infarction,
nonhemorrhagic stroke, history of peripheral arterial disease, history of diabetes, current smoking, high s@‘ﬁ use, ezetimibe use, and lipoprotein(a) at 12 weeks.
FOURIER-OLE indicates Further Cardiovascular Outcomes Research With PCSKS Inhibition in Subjecﬁ With Elevated Risk—Open-Label Extension; and LDL-C,

low-density lipoprotein cholesterol. 6°
*Additional adjustments were made for baseline hemoglobin A1c level for this end point and thegﬁnommator excludes patients diagnosed with diabetes before or
at enrollment into FOURIER-OLE. QO

2

tUnadjusted data are presented because of small numbers of event rates. @,@

Gaba et al, Circulation. 2023;147:1192-1203
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~ 3 patlents dans la vraie vie...

* Monsieur L, (Rosuva 10/ Ezg@O/Evolo 140)
« CT0.72g/L,LDLO.13 g/J(o\i@I'G 1.01 g/L, HDL 0.39 g/L

* 3ans apres (pontagesepermeables)
« CT1.11g/L, LDL Q,&Wg/L Tg 0.99g/L, HDL 0.44 g/L

o‘ﬂ

* Monsieur G 66an§;<\ hyperchol fam, TEA CIG, stent CD2 a 55 ans

* 05/2018 (slmvang/ Eze 10/Aliro 150)
 CT1,33 géE’ LDL 0,37 g/L, TG 2,07 g/L, HDL 0.55 g/L

* 4ans apgés (AVC ischémique, stent CIG):
. Cg©1 38 g/L, LDL 0.26g/L, Tg 3,24 g/L, HDL 0.47 g/L

s &
* Monsieur B, 58 ans: hyperchol fam, IdM a 39 ans, 2 stents (TC et Cx) + PAC (MIG-DIAG2- I\éé?)
* 06/2019 (Atorva 80/ Eze 10/Aliro 150) /\o\’%
« CT1,16 g/L, LDL0.57 g/L, TG 1.20 g/L, HDL 0.35 g/L écf“
* 4 ans apres (scinti myocardique normale): 600

« CT2,32g/L, LDL1.49g/L, Tg 2,10 g/L, HDL 0.41 g/L S
[®)
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* Siintolérance pyﬁuvee effet dose- dependant T
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. LDL-$< 0.3 g/L: bénéfice CV prouvé, nocivité non damontree

- Extiure une sous-estimation (méthode de dosa%e cynethue trt,
risque lipidique résiduel) &
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Si vous voulez devenir Ambassadeur social média CNCH adressez-nous un email a cnch@sfcardio.fr




