


« Dans la vie, rien n'est a craindre,
tout est a comprendre »

Marie Curie
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Differential occurrence, profile, and impact of first recurrent
cardiovascular events after an acute coronary syndrome

Among 46,694 patients with a median follow-up of 358 (25th, 75th percentiles 262, 486)
days, a first ischemic event occurred in 4,307 patients (9.2%) as follows:
1/ Ml in 5.8% (n = 2,690), 2/ stroke in 1.0% (n = 477), 3/ and CV-death in 2.4% (n = 1,140).

First CV Event over Time, by Event Type (Unadjusted)

CV Death

————— - Ml

— - — Stroke

Event Rate (%)

Number at Risk 46694

Hess CN, et al. Am Heart J. 2017;187:194-203.




Cardiovascular risk in post-myocardial infarction patients:
nationwide real world data demonstrate the importance of a long-
term perspective
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Biomarker-Based Risk Model to Predict Cardiovascular Mortality
in Patients With Stable Coronary Disease

ABC-CHD Risk Model

Pathophysiology Risk indicators Score Potential actions

Disease
Revascularization

hs-cTnT Antithrombotic therapy
Organ dysfunction

NT-proBNP Vasodilation

Smoking Smoking cessation
Risk factors LDL-C Further LDL-C lowering

Diabetes Novel antidiabetics

Age

ABC = Age, Biomarkers, Clinical history

Lindholm D, et al. ] Am Coll Cardiol. 2017;70:813-826.




Biomarker-Based Risk Model to Predict Cardiovascular
Mortality in Patients With Stable Coronary Disease

Points

Smoking

Diabetes

Prev PAD

Troponin T (ng/l)

NT-proBNP (ng/l)

Total Points

1-year risk

77 83

Current smoker

Never/former smoker

Diabetes
f—'
No

1500

0.001

0.005 0.01 0.020.03 0.05 0.1

Lindholm D, et al. ] Am Coll Cardiol. 2017;70:813-826.



Biomarker-Based Risk Model to Predict Cardiovascular Mortality
in Patients With Stable Coronary Disease
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Personal Risk Profile @

SMART risk score

Gender Male Female
Age
Current smoking '(::'

Years since first cardiovascular event

Type(s) of atherosclerotic vascular

2 Coronary artery disease Cerebrovascular disease
disease @

Peripheral artery disease Aortic Aneurysm

Diabetes mellitus @&

Systolic blood pressure & mmHg

umaol/L ~

Creatinin

High Sensitivity CRP & ll_ll 01 - 15 mg/L

mmaol/L mg/dL

Total cholesterol mmol/L

m mol/L

HDL-cholesterol €&

LDL-cholestercl @ mmol/L

Antithrombotic treatment @ QO

CALCULATE
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Novel subgroups of adult-onset diabetes and their association with
outcomes: a data-driven cluster analysis of six variables

LADA=l|atent autoimmune
diabetes in adults

5,2%

I Type 1 diabetes
(I LADA
[ Type 2 diabetes

SAID=severe autoimmune diabetes. 3 Cluster 1 (SAID)
SIDD=severe insulin-deficient diabetes. 3 Cluster 2 (SIDD)
SIRD=severe insulin-resistant diabetes. [ Cluster 3 (SIRD)
MOD=mild obesity-related diabetes. [ Cluster 4 (MOD)
MARD=mild age-related diabetes [ Cluster 5 (MARD)

Ahlgvist E, et al. Lancet Diabetes Endocrinol. 2018; 6: 361-69.




Novel subgroups of adult-onset diabetes and their association with
outcomes: a data-driven cluster analysis of six variables

SIRD=severe insulin-resistant diabetes.
MARD=mild age-related diabetes
SIDD=severe insulin-deficient diabetes.

SAID=severe autoimmune diabetes.
MOD=mild obesity-related diabetes.
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Figure 7
Glucose-lowering
treatment for

patients with type 2
diabetes to reduce
cardiovascular risk
based on the
presence of
ASCVD/severe target-
organ damage and 10-
year cardiovascular
disease risk
estimation via
SCORE2-Diabetes
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Risk assessment for patients with type 2 diabetes based on the presence of
ASCVD/severe TOD and 10-year CVD risk estimation via SCORE2-Diabetes

@ESc

2023 ESC Guidelines for the management of cardiovascular disease in patients with diabetes
(European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad192)
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Figure 10
CV risk categorization in patients with T2DM based
Recom mendEd IOW' on ASCVD, severe TOD, or SCORE2-Diabetes

density lipoprotein-
cholesterol targets by
cardiovascular risk
categories in patients
with type 2 diabetes

(<55 mg/dL) (<70 mg/dL) (<100 mg/dL)
(Class 1) (Class 1) (Class 1)
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2023 ESC Guidelines for the management of cardiovascular disease in patients with diabetes

www.escardio.org/guidelines (European Heart Journal; 2023 — doi:10.1093/eurheartj/ehad192)



Randomized Evaluation of a Remote Management Program to Improve Guideline-
directed Medical Therapy: The Diabetes Remote Intervention to Improve Use of
Evidence-based Medications (DRIVE) Trial

DRIVE Program Consort Diagram

MGE Patients Screened with T2D
and Elevated CV
and/or Kidney Risk
n=4,335
| Screenad Out
v n=1,311

Eligible
n=3,024

|
* Ineligible

n=30

Mot Attempted
n=1,713

Enrollment Contact ‘

Provider Declined
Patient Invitation Attempted

p= 22 n=1,289
i I | Declined Participation/
Undecided
1 n=288

Enrollment Contact

Enrolled
n =200

! +

Unreachable
n=771

Randomized Education-First
Followed by Medication
n=§84

Randomized Simultaneous
Medication & Education

n=116

!

v

Completed
n=564

Unreachable
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}

Completed
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Unreachable
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Deceased
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Blood AJ, et al. Circulation. 2024: In press.




Randomized Evaluation of a Remote Management Program to Improve Guideline-
directed Medical Therapy: The Diabetes Remote Intervention to Improve Use of
Evidence-based Medications (DRIVE) Trial

—p— Simultaneous S

—ibe Education-First %

Simultaneous
Med Titration

+ Education 53%

*p<0.001

Education b Med
Titration

BD 1000

Davys from Enrollment

Blood AJ, et al. Circulation. 2024:In press.



Randomized Evaluation of a Remote Management Program to Improve Guideline-
directed Medical Therapy: The Diabetes Remote Intervention to Improve Use of
Evidence-based Medications (DRIVE) Trial

Month 2 Month 6

=

[1Ne Med Intervention

0Pt Declined Drive Med
- [GLP-1RA Prescribed, Not Taking —

B GLP-1 RA Prescribed, Taking

OS5GLT2i Prescribed, Not Taking ——

W 5GLT2i Prescribed, Taking

2%
4%

Education-First Simultaneous Education-First Simultaneous

n=84 n=116 n=2384 n=116

Blood AJ, et al. Circulation. 2024:In press.




Effect of Gamification, Financial Incentives, or Both to Increase Physical Activity
Among Patients at High Risk of Cardiovascular Events: The BE ACTIVE Randomized
Controlled Trial
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Fanaroff AC, et al. Circulation. 2024:In press.




Characteristics and prognosis of patients with elevated triglycerides in acute
myocardial infarction: observational data from a large database over a 17-year
period: High triglycerides in acute myocardial infarction

0<0.004

11.2%
mTG<=200 mg/dL  mTG>200mg/dL

p=0.702
p=0.247
p=0.083 2.9% 3.1% o4 489
. 1 5% 1.9%
0.8% < g 59;; 0.7%
ml
UA

ﬁ.ngina Recurrent M| Stroke Combined
events

Zeller M, et al. J Clin Lipidol. 2023:51933-2874(23)00335-5.




Effect of lipoprotein(a) levels on coronary lesion complexity in patients with
acute myocardial infarction: data from the French RICO survey

Percentage (%) Lp (a) <50 mg/dL
100 50 mg/dL <Lp {a)=100 mg/dL
B Lpia)= 100 mg/dL

p=0.435

p=1.058 p=0.273
p=0.021 I I |

Left main Long Multi-lesion  Bifurcation  Thrombus Excentric Caleified

Main coronary lesions complexity criteria

Kouame |, et al. European Journal of Preventive Cardiology (2023) 30, e81—e83.




Cardiovascular effect of discontinuing statins for primary
prevention at the age of 75 years: a nationwide population-
based cohort study in France

Principal result
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Cardiovascular effect of discontinuing statins for primary
prevention at the age of 75 years: a nationwide population-
based cohort study in France

Male sex

Female sex 1.30(1.10-1.54)

HR 1.40(95%Cl, 1.18-1.67) (49,055 patients - 5,961
-

No diabetes 1.41(1.23-1.62)

Antihypertensive drug use 1.33(1,16-1.52)

")
-
—
- N
e B
O o
-~ -
- v
O n
Q. .
|")
N -
¥

No antihypertensive drug use 140(1.08-1.82)

At least one comorbidity or frailty item 1.26(1.07-1.48)

No comorbidity or frailty item 1.42(1.18-1.70)

—

[ Low intensity® 1.45(1.13-1.87)

Moderate and high intensity® 132(115-151)

treatment

—

Giral P, et al. Eur Heart J. 2019;40:3516-3525.




CENTRAL ILLUSTRATION Effect of Initial Allocation to Evolocumab by Time Period and Multivessel Disease

Primary Endpoint Key Secondary Endpoint
HR (95% Cl) HR (95% Cl)
FOURIER —eo+ 0.93(0.82-1.06) —eo+ 0.92(0.78-1.09)
Year1 —u—{ 0.82(0.69-0.99) —=s— | 0.71(0.55-0.91)
FOURIER —e—| 0.85(0.75-0.97) —e—| 0.81(0.69-0.95)
Year 2+ —a— | 071(0.60-0.86) —— 0.65 (0.51-0.82)
OLE —eo—| 0.77(0.64-0.93) _ 0.72 (0.57-0.91)
Year1-3 g 0.63(0.48-0.83) 0 0.62 (0.43-0.89)

04 067 10 15 25 04 067 10 15 2.5

Initial Evolocumab  Initial Placebo Initial Evolocumab  Initial Placebo
Better Better Better Better

o Patients Without Multivessel Disease W Patients With Multivessel Disease

McClintick DJ, et al. J Am Coll Cardiol. 2024;83(6):652-664.



Healthy lifestyle, lipoprotein (a) levels and the risk of coronary
artery disease

OR=1.81
[95% CI = 1.44-2 18]

1.6
OR = 1.40

[9%% C1 = 1.16-1.54] OR=1.31
1.4 OR=121 [95% Cl=1.14-148]

OR =111 [95% C1 = 1.08-1.34]
1.2 [95% €l = 1.02—1.20]
1

0.8

OR of CAD (%)

0.6

0.4

0.2

0

. Favorable Intermediate  Unfavorable Favorable Intermediate Unfavorable
Lifestyle score [score=4) (score=2or3) (score=00r1) (score =4) (score=2or3) (score=0or1)

Lp(a) level of < 30 mg/dL Lp(a) level of = 30 mg/dL

FIGURE 2 Odds ratio (ORs) for coronary artery discase (CAD) according to healthy lifestyle habits and lipoprotein | Lp(a)] levels. The
Y-axis represents the OR for CAD. The ORs were calculated after adjusting for age, sex, hypertension, dlabetes and low-density lipoprotein
{LDL) cholesterol levels. The light blue colour indicates patients with an Lp(a) level of <30mg/dL and a favourable lifestyle. The blue colour
represents patients with an Lp(a) level of <30mg/dL and an intermediate lifestyle habit. The dark blue illustrates patients with an Lp(a)
level of <20 mg/dL and an unfavourable lifestyle. The light red colour indicates patients with an Lp(a) level of 230mg/dL and a favourable
lifestyle habit. The red colour represents patients with an Lp{a) level of =30 mg/dL and an intermediate lifestyle. The dark red illustrates
patients with an Lp(a) level of 230mg/dL and an unfavourable lifestyle.

Tada H, et al. Eur J Clin Invest. 2024;54(1):e14093.




Relating Lipoprotein(a) Concentrations to
Cardiovascular Event Risk After Acute Coronary Syndrome: A
Comparison of 3 Tests
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Bempedoic acid and cardiovascular outcomes in statin-

intolerant patients

A LDL Cholesterol Level
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Nissen SE, et al. N Engl J Med 2023; 388: 1353-64.



Bempedoic acid and cardiovascular outcomes in
statin-intolerant patients

B High-Sensitivity CRP Level
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Bempedoic acid and cardiovascular
outcomes in statin-intolerant patients

MACE : death from cardiovascular causes,nonfatal myocardial infarction,
nonfatal stroke, or coronary revascularization.

A Four-Component MACE (Primary End Point)

100 _
207 Hazard ratio, 0.87 (95% CI, 0.79—0.96)

P=0.004
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Placebo 6978 6779 6579 6401 6206 5995 5105 2524 1207 513

Bempedﬂic 6992 6216 6654 6472 6293 6106 5257 2601 1240 556
acid

Nissen SE, et al. N Engl J Med 2023; 388: 1353-64.




Bempedoic acid and cardiovascular
outcomes in statin-intolerant patients

MACE : death from cardiovascular causes,nonfatal myocardial infarction,

nonfatal stroke.
B Three-Component MACE

100 _
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Placebo 6978 6828 6883 6536 6368 6193 5321 2649 1279 554 62

Bempedoic 6992 6859 6745 6604 6457 6298 5453 2724 1317 591 20
acid

Nissen SE, et al. N Engl J Med 2023; 388: 1353-64.




Bempedoic acid and cardiovascular
outcomes in statin-intolerant patients

C Fatal or Nonfatal Myocardial Infarction
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Bempedoic acid and cardiovascular
outcomes in statin-intolerant patients

) Coronary Revascularization
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20 Hazard ratio, 0.81 (95%c CI, 0.72—-0.92)
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Nissen SE, et al. N Engl J Med 2023; 388: 1353-64.




Bempedoic acid and cardiovascular

outcomes in statin-intolerant patients
able 3. Investigator-Reported Adverse Events and Laboratory Safety-Related Findings in the Safety Population.*

Bempedoic Acid Placebo
Event (N=7001) (N =6964)

Any adverse event that started or worsened after the first 6040 (86.3) 5919 (85.0)

dose of a trial agent — no. (%)

Serious adverse event that started or worsened after the first 1767 (25.2) 1733 (24.9)
dose of a trial agent — no. (%)

Adverse event leading to discontinuation of the trial regimen 759 (10.8) 722 (10.4)
— no. (%)

Prespecified adverse events of special interest
Myalgia — no. (%) 393 (5.6) 471 (6.8)

Discontinuation of the trial regimen because of myalgia 124 (1.8) 129 (1.9)
— no. (%)

New-onset diabetes in patients without diabetes at base- 621/3856 (16.1) 640/3740 (17.1)
line — no./total no. (%)

New-onset diabetes in patients with prediabetes at base- 569/2918 (19.5) 586/2877 (20.4)
line — no./total no. (%)

New-onset diabetes in patients with normoglycemia at 52/938 (5.5) 54/863 (6.3)
baseline — no./total no. (%)

Nissen SE, et al. N Engl J Med 2023; 388: 1353-64.




A Placebo-Controlled Trial of Percutaneous Coronary Intervention
for Stable Angina

B Distribution of CCS Angina Sewverity Class
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Rajkumar CA, et al. New Engl ] Med. 2023;389:2319-2330.




Initial invasive or conservative strategy for stable coronary disease
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Initial invasive or conservative strategy for stable coronary disease

A Primary Composite Outcome B Death from Cardiovascular Causes or Myocardial Infarction
100 25+ 100 254

- 90+
20— Conservative strategy 204 ;
20 Conservative strategy

15+ 70d 157

EU_
504
40-
30
204
10-

ﬂ_

1]

Years since Randomization Years since Randomization

Invasive strategy .
Invasive strategy

Cumulative Incidence (%)
Cumulative Incidence (%]

Mo. at Risk Mo. at Risk
Conservative strategy 2591 2431 1507 1300 733 293 Conservative strategy 2591 2453 1933 1325 746 298
Invasive strategy 2588 2364 1908 1291 FE] 271 Invasive strategy 2588 2383 1933 1314 742 282

C Death from Any Cause D Myocardial Infarction
100 1004
90+ 50
B0~ A0
70
B0 Invasive strategy
50+
404 Conservative strategy
30+ T T 1
20 3 4 5
10

o T T
0 3 4

Years since Randomization Years since Randomization

Conservative strategy

Imvasive strategy

Cumulative Incidence (%)
Cumulative Incidence (%)

Mo. at Risk Mo. at Risk

Conservative strategy 2591 2548 2065 1445 S44 Conservative strategy 2391 2452 1931 1321 r47
Invasive strategy 2588 2518 2061 1431 827 Invasive strategy 2588 2379 1931 1313 742

Maron DJ, et al. N Engl J Med 2020;382:1395-407.




A Placebo-Controlled Trial of Percutaneous Coronary Intervention
for Stable Angina

A total of 301 patients underwent randomization: 151 to the PCI group and 150
to the placebo group;

v' Angor + ischémie au test non invasifs ou tests physiologiques
v" Lésion coronaire pouvant justifier d'une angioplastie avec FFR;
v Procédure d’angioplastie simulée

v Arrét 15 jours des traitements anti-angineux avant la randomisation :
guestionnaire téléphonique tous les jours

v Avant la coronarographie : Epreuve d’effort et une échocardiographie sous
dobutamine

v Apreés la procédure :
v" Questionnaire téléphonique tous les jours

v A 12 semaines : Epreuve d’effort et une échocardiographie sous
dobutamine

Rajkumar CA, et al. New Engl ] Med. 2023;389:2319-2330.



A Placebo-Controlled Trial of Percutaneous Coronary Intervention
for Stable Angina

Table 3. Primmary and Secondary End Points.*

Odds Ratio
[ = | or Difference
(N=151) (959 CI)y

no. of
patients
with data

Primary end point: angina symp- L 151 - 221 (141 vo 3.47)§
torm score — mean
SCOre;y

Mean daily angina episodes - . 3.44 (2.00 o 5.91)
— no.

Mean daily antianginal medi- - : 1.21 {0.70 to 2.10)
cation use — units%

Secondary end points

Mean treadmill exercise time - 59.5 (16.0 to 103 .0)
— sec

CCS class — mean . . 3.76 (2.43 to 5.82)

End points assessed with the
use of the SAQ|

Frequency of angina 14.4 (9.5 to 19.4)
Phys=ical limitation 2.8 (4.7 to 12.9)
Angina stability 6.5 (0.5 to 12.5)
Quality of life 11.2 (6.2 to 16.1)
Freedom from angina 3.69 (2.10 to 6.46)
EQ-5D-5L descriptive system Q.09 (0.05 to 0.13)

— FIean Soore =
EQ-VAS — mean scora™™= 6.2 (2.4 to 10.0)

Stress echocardiography score 1.17 (—-1.56 to —0_78)
mean score ||

Rajkumar CA, et al. New Engl ] Med. 2023;389:2319-2330.




A Placebo-Controlled Trial of Percutaneous Coronary Intervention
for Stable Angina
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=
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Rajkumar CA, et al. New Engl ] Med. 2023;389:2319-2330.



Outcomes According to Coronary Revascularization Modality in
the ISCHEMIA Trial

Outcomes According to Coronary Revascularization Modality in the ISCHEMIA Trial

CON INV-MED
352 patients with PEP events 87 patients with PEP events

g
:
g
S
=
E
&

12 18 24 30
Time (Months)
— CON — INV-MED — INV-PCI — INV-CABG

Redfors BR, et al. JACC. 2024;83:549-558.




Outcomes According to Coronary Revascularization Modality in
the ISCHEMIA Trial

N

o
(v4]

H

0o

1 1

-
wn

(Spontaneous) (%)
- NN
wow

v
-

Ownwo

A

7.8%

— - 6.2%

e
#4.8% 4.4%
- —__————— - = -

o 6 12 18 24 30 36
Time (Months) Time (Months)
Number at risk Number at risk
2,591 2,495 2,452 2,290 1,931 1,591 1,321 ~—— 2,591 2,501 2,462 2,301 1,944 1,604 1,332
2,588 589 519 475 404 336 282 — 2,588 589 519 475 404 336 282
1,500 1,436 1,404 1,283 1,093 897 733 — 1,500 1,458 1,426 1,304 1012 912 746
512 460 452 415 358 300 238 — YD 496 488 449 384 323 258

—— CON —— INV-MED — INV-PCI — INV-CABG —— CON —— INV-MED — INV-PCI — INV-CABG

Myocardial Infarction (%)
0
Myocardial Infarction

o}

()

-

Definition Type 1) (%)
)
Heart Failure (%)
O N & O O O

= p—

18 24 18 24
Time (Months) Time (Months)
Number at risk Number at risk
2,591 2,511 2,477 2.321 1,966 1,627 1,354 — 2,591 2,546 2,519 2,376 2,024 1,680 1404
2,588 589 520 476 405 338 285 -— 2,588 589 522 475 403 338 286
1,500 1,468 1441 1,322 1,129 926 762 — 1,499 1,470 1,447 1,326 1,33 927 766
512 496 489 453 390 329 266 —_— 52 494 486 450 388 328 265

CON —— INV-MED — INV-PCI — INV-CABG —— CON —— INV-MED — INV-PCI — INV-CABG

Redfors BR, et al. JACC. 2024,83:549-558.
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Outcomes According to Coronary Revascularization Modality in
the ISCHEMIA Trial

Death From Any Cause (%) M
Death From Cardiovascular ™

12 18 24 6 12 18 24
Time (Months) Time (Months)
Number at risk Number at risk
~—— 2,591 2,568 2,548 2,412 2,065 1.718 1,445 ~—— 2,591 2,568 2,548 2,412 2,065 1,718 1,445
— 2,588 596 532 487 414 347 296 -— 2,588 596 532 487 414 347 296
— 1,500 1,478 1,463 1,342 1,149 946 782 — 1,500 1,478 1,463 1,342 1,149 946 782
—_— 512 S00 493 456 395 337 275 —_ 512 500 493 456 395 337 275

- CON —— INV-MED — INV-PCI — INV-CABG —— CON —— INV-MED — INV-PCI — INV-CABG

)

8 4

6 -

Stroke (%)

4 4

2 -

O 4 + - -
O 6 12 18 24
Time (Months)

Number at risk

2,591 2,558 2,533 2,392 2,038 1,693 1416

2,588 584 516 470 402 336 283

1,499 1,471 1451 1,329 1,135 933 769
512 494 486 448 388 327 266

~—— CON —— INV-MED — INV-PCI — INV-CABG

Redfors BR, et al. JACC. 2024,83:549-558.




Canadian Cardiovascular Society/Canadian Association of Interventional Cardiology 2023
Focused Update of the Guidelines for the Use of Antiplatelet Therapy

Older age
= T3 years)

1

Liver
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Stroke,
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J!

Bleeding
diathesis

o

=B Previous
Bl  bleeding or
transfusion

-

Flanned surgery

receiving DAPT,

recent trauma or
SUrgery

© awimgorche 0% amimnorcieR

End stage CKD Moderate CED
(eGFR < 30 mL/imin/1.73m?) ’ (eGFR 30-33 mLimin/.73m®)

Liver cirrhosis with portal hypertension ‘-

Active malignancy] (excluding nonmelanoma n
skin cancer) within the past 12 months
Spontaneous bleeding with hospitalization
= or transfusion < 12 months not meeting
major criterion

Spontaneocus bleeding with hospitalization or
transfusion <& months, or any fime if recurrent

Chronic bleeding diathesis

Hemaoglobin = 110 giL

Moderate or severe baseline thrombocytopeniat
[platelet count = 100 = 108/L) l

Hemoglobin 110-129 g/L for men
and 110-11% g/L for women

Previous spontaneous ICH | Previous T
fraumatic ICH = 12 months § bAVM |
Stroke < & months

Any ischemic stroke at any time not
meeting the major criterion

Anticipated use of long-term anticoagulation®
Long-term use of oral M5AIDs or steroids

Nondeferrable major surgery receiving DAPT

Recent major surgery or trauma
< 30 days before PCI

Ape = T3 years

Bainey KR, et al. Can J Cardiol. 2024;40:160-181.




Canadian Cardiovascular Society/Canadian Association of Interventional Cardiology 2023
Focused Update of the Guidelines for the Use of Antiplatelet Therapy

Criterion for Complex PCI

Three leslons Three stents
treated deployed

Three vessels ﬁ ﬁ 2 60 mm stent
treated length

Q e o
e o e — 1 criterion =
g complex PCI

PCI with 2 stents

=

CTO PCI

Bainey KR, et al. Can J Cardiol. 2024;40:160-181.



Focused Update of the Guidelines for the Use of Antiplatelet Therapy
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Canadian Cardiovascular Society/Canadian Association of Interventional Cardiology 2023
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The clinical use of stress echocardiography in chronic coronary syndromes and beyond
coronary artery disease: a clinical consensus statement from the European Association of
Cardiovascular Imaging of the ESC

Stress echo in ESC clinical guidelines and practice
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Picano E, et al. Eur Heart J - Cardiovascular Imaging. 2024;25:e65—e90.




The clinical use of stress echocardiography in chronic coronary syndromes and beyond
coronary artery disease: a clinical consensus statement from the European Association of
Cardiovascular Imaging of the ESC

Coronary

Epicardial Lungwaterand LV functional  microvascular
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diastolic reserve reserve function
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B-lines LV Cardiac Doppler ECG-based
Reserve CFVR Heart Rate
Reserve

Picano E, et al. Eur Heart J - Cardiovascular Imaging. 2024;25:e65—e90.



Evaluation and management of patients with coronary chronic total occlusions
considered for revascularisation. A clinical consensus statement of the European
Association of Percutaneous Cardiovascular Interventions (EAPCI) of the ESC, the
European Association of Cardiovascular Imaging (EACVI) of the ESC, and the ESC

Working Group on Cardiovascular Surgery
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SR
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Acute bleeding
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185 bpm

Galassi A, et al. Eurointervention. 2024;20:e174-e184.




Evaluation and management of patients with coronary chronic total occlusions
considered for revascularisation. A clinical consensus statement of the European
Association of Percutaneous Cardiovascular Interventions (EAPCI) of the ESC, the
European Association of Cardiovascular Imaging (EACVI) of the ESC, and the ESC

Working Group on Cardiovascular Surgery

Flowchart of patients with CTO.

CTO detected

Symptom evaluation

Dyspnoea Angina Health status
{(RDS) (CCS, SAQ) QoL (EQ-5D)

MNormal wall motion or Akinesia or dyskinesia "
hypokinesis in CTO territory in CTO territory Nermal LY function LV dysfunction

1 |
Significant ischaesmia Significant ischemia
and viability*® and viability*

WO

| | ¢

Revascularisation might be
considered in selected cases only®

Galassi A, et al. Eurointervention. 2024;20:e174-e184.

Revascularisation is advised OMT and follow-up




Evaluation and management of patients with coronary chronic total occlusions
considered for revascularisation. A clinical consensus statement of the European
Association of Percutaneous Cardiovascular Interventions (EAPCI) of the ESC, the
European Association of Cardiovascular Imaging (EACVI) of the ESC, and the ESC

Working Group on Cardiovascular Surgery
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Galassi A, et al. Eurointervention. 2024;20:e174-e184.




Graphical Abstract Adverse prognosis of new-onset atrial

fibrillation in patients with chronic coronary syndromes in the
b A Worse outcome
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Heart Disease and Stroke Statistics-2023 Update: A Report From
the American Heart Association

Prevalence of IHD by age and sex
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Tasa CW, et al. Circulation. 2023;147:€93-e621.



Sex-Based Differences in Heart Failure

Social determinants
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Khan SS, et al. ] Am Coll Cardiol. 2022;79:1530-1541.




Long-Term Impacts of Preeclampsia on the Cardiovascular
System of Mother and Offspring
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Sex differences In cardiovascular risk factors and
disease prevention

Table 1
Female-Specific Risk Factors associated swith Cardiowvasoular Mesease

CHO* HT Stroke T2ODM'

Female—specific risk facoor

PO 859, 90,95 55 ]
[ [93]’
PIH" [71] ’
Presclampsia [71]
GDA= |75 771
Parity =1 [BS]
Parity =5 [B5]
Pdiscarriage =1 [97]
Pdiscarriam= X4+ /3 4+ [95]
Pret=rm bbHrth = 37 ww

| =499 100, 1001 140
SieA = ToOch cenmile™ B
Stilllbirth [ 9 |

|: :' EEITNIX g

il wreak associarion, Helarive Risk (BER]) bepsresm 1 and 1.5 in colenort studies o e
modderate associamon, HRE betbween 1.5 and 2.5 in cohort studies & @ @ Sirong as—
sociamon, R = 2.5 in coleert soaediss
= OO, Polycysiic Owary Symednomese, diagneesis acoording oo fhe 26060% Rocrerdanm
COTESENSUS Criteria
E poM, Primeary Owarian Insufficiency, defined as spontaneous (non-surgical)
menopause bbefore the age of 40 ywears
“ PiH, PFregnancy-Iinduced Hypermensiom, defined by 1SSHP criteria (B = 140
9 rmum HE wiithowt significant protednuwriall
4 CDM. Gestational Diabeves Mellinus, different criteria combined.
Sed, Small-for-Gestatioral Age, e birth weighrs =Sth centile
WD, Cardio YWascular Disesase.
CHD, Cornonary Heart DMisease.
HT, Hyp-ertems bore.
i TZDM, Type 2 DMaberes Mellitus.

Appelman Y, et al. Atherosclerosis. 2015;241:211-218.




Interplay Between Zero CAC, Quantitative Plaque Analysis, and Adverse
Events in a Diverse Patient Cohort

2249 patients

Plaque distribution among CAC groups

92% (1,148)
mCAC=0 CAC=0

42
[10,125]

12%

1% G2y 0.1% 2%
0 (10) (N (18)

CAC (median 2 3 <
[IQR]) CAD-RADS
p<0.001

Fattouh M, et al. Circ Cardiovasc Imaging. 2023;16:e015236.




Interplay Between Zero CAC, Quantitative Plaque Analysis, and Adverse
Events in a Diverse Patient Cohort

2249 patients

Table 4. Multivariate Regression Analysis for Predictors of Plaque Among Zero
CAC Patients

OR (85% CI) Pvalue OR (85%CI) Pvalue
1.03(1.009-1.06) | 0.008" | Risk factors=0 | Ref,

2.26(1.36-3.75) | 0.002" | Riskfactors=1 | 1.67 (0.84-3.40)
1.01(053-1.87) | 096 | Riskfactors=2 | 6.00 (3.24-11.6)
288 (1.74-482) | <0.001" | Risk factors>3 | 5.88 (2.73-12.7)
2.15(1.28-359) | 0.003"

Smoking history | 1.66 (0.98-2.75) 0.053

Risk factors considered: age, male sex, diabetes, hypertension, hyperlipidemia, and smoking history. CAC
indicates coronary artery calcium; and OR, odds ratio.
“Statistically signficant

Fattouh M, et al. Circ Cardiovasc Imaging. 2023;16:e015236.




Interplay Between Zero CAC, Quantitative Plaque Analysis, and Adverse
Events in a Diverse Patient Cohort
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