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Réalite de la prlsé en charge cardiovasculaire en 2021
Et demain : vers Lme prise en charge de plus en plus précoce ?
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Recommendations Recommendations Class

«06

. . & A stepwise treatment-intensification approach
Inall ACS patients without any contraindjc&- P PP

aiming at intensive risk factor treatment is recge:
tion or definite history of intolerance ,\ﬁ’ls rec- & %\

ded f tly health [
ommended that high-dose statin r{;eérapy is ommended ior apparently heatthy peop ea@

high or very high CVD risk, as well as g&ﬁlem‘s
with established ASCVD and/or DR\‘( wrth con-

sideration of CVD risk, treatm@ﬁt benefit of risk
Mach ESC Guidelines dgéllpldaemla Eur Heart J (2019) 00, 178 factors, risk modifiers, conp‘?'bbldmes and

Q
ro
patient preferences.®® E,’\-E',‘

initiated or continued as early/\@g pogglble
regardless of initial LDL-C\\SﬁuES 438,440,442

In children, testm@ﬁ:-r FH is recommended

from the agec@'?S years, or earlier if HoFH is Visseren F, et al. Eug@ﬁeart J. 2021;00:1-107

suspected. &
Children with FH should be educated to adopt é@f

a proper diet and treated with a statin from -%&‘fo

8—10 years of age. Goals for treatment should F} 000‘30

be LDL-C <3.5 mmol/L (<135 mg/dL) at >10 '
years of age.
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o
MIRACL!: High-intensity statins vs 6°<*;~\°$ROVE-IT1: High- vs low-intensity IMPROVE-IT: Simvastatin moderate
placebo @Q@ statins intensity vs +ezetimibe (10 days post-ACS)
@ - ; .
(1-4 days post -ACS) P (10 days post-ACS) LDL-C during :;:Véft vs 69 mg/dL
. = 3
<& RRR=16% &
20+ &O\ Hazard ratio, &@\6 95% Cl, 0.89-0.99)
X i 30- 1004 40 P=0.016
- o\ ®g|mvastatm monotherap}'
o) 0Q\P|8(Zeb0 5 1 90 o
g 151 > - e ol 7 &
35 . s 1 e e g 6\\0
g o = Atorvastatin ;gﬁ 20 40 mgof pravastatin s mSY)mg S tomastatin = 704 20360 Simvastatin—ezetimibe
< $® s ] e g O o
= o o2 154 - 5 @
© A& 88 7] € 5048
2 V] F o 9 0 S 2 & E IR
> Q% (] i ",4 ¢ 304
O 0 v > N &
T T T 1 o T 204
0 4 8 12 16 8 2l & 1o
Time Since Randomization, wk 00 "3 6 0 12015 18 A A 2‘7;\&5\}% 0 ! ! . . . ! |
0 1 2 3 4 5 6 7
No. at Risk s ol p e() Years since Randomization
Atorvastatin 1538 1381 1357 1323 518 6°
Placebo 1548 1384 1338 1318 473 q{e?
&
v}(\e
0

Schwartz JAMA 2001;285:1711-18 Cannon NEJM»2004;350(15):1495-504; Cannon NEJM. 2015;372:2387-97;
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Pourquoi statlr;ses/ezetlmlbe/ iPCSK9 précoces
dans les Wndromes coronaires aigus (2) ?

&
&
ODYSSEY OUTCOMES: *~\° £ . FOUB|ER:
High-intensity statin vs +aI|rQ@‘umab High-intensity statin vs +evolocumab

16 609 pts IdM > 1 an et 5711 pts IdM <1an

(1-12 months post- I&S)
Plus de bénéfice si iPCSK9 est donng\%l an

LDL-C during study: 48 vs 96@?\g/dL RRR=15%

- \ —
\9& Fi o
100_ 1 6 - &O\ Ranaomizea 1o Fiaceno vs Evoiocuman i \Q
i Hazard ratio O@%S 95 % Cl. 0.78—0.93 ) [&] Primary e;: point in patients with recent MI [B] Primary ;d pﬁ'ln patients with remote M
| P<0.001 ~2~ |
.
] C) 15+
— 80+ 12 e ® Placeb
X o0 g
— 704 O Placebo =1
Q >
2 g & : e
o 604 N Alirocumab
R @ O 0 . - . ; : , y
¥ 5 .QI& (1] 180 360 540 720 &d& 1080 0 180 360 540 720 900 1080
= 0_ ({/\ Analysis time, d , Analysis time, d
T No. at risk . No. at risk
u N 4 Placebo 2890 2748 2628 2462 é]@? 999 309 Placebo 8301 8034 7770 7204 4695 2298 468
= 40 Qq, Evolocumab 2821 2696 2602 2470 @ 05 988 299 Evolocumab 8308 8058 7796 7286 4791 2332 480
]
= v
_3 3 0_ U Secondary end point in patients with rﬁ@ ﬂ Secondary end point in patients with remote Ml
E 0 T I I 15 &O 15
-
— 9
o 20 0 1 2 3 % S %
pp— = Placebo =
10+ 2 X 2
> 5 @) r 5
A é Evolocumaty P=003 it Evolocumab P-009
0 | I I P@’ 180 360 540 720 900 1080 % 180 360 540 720 900 1080
0 1 2 3 9 Analysis time, d Analysis time, d

Years since Randomization

Schwartz NEJM. 2018;379:2097-107

No. atr ®
Pl 2890
umab 2821

)

2813 2732 2586 1823
2754 2697 2582 1793

1066
1045

330
317

No. at risk
Placebo 8301 8124 7949 7456 4896 2433 502
Evolocumab 8308 8142 7984 7537 5008 2457 507

Gencer JAMA Cardiology May 2020
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Meta-analyse de 13 études randomisé@g*ohigh dose Meta-analysis de 29 RCT (8750 pts) statins avant vs aprés

statin (n=1692) vs no statin/low- doseﬁtatln (n=1649) PCI: “A time-related impact of statin therapy on clinical

HR: 0.56 [0.44; 0.71] & outcomes of patients with ACS undergoing PCI: the earlier

ey
pi the administration before PCI, the greate(g@‘%]we benefits”
No. of Patients with Eyént/
Total No. of Pa|
Study QS OR (fixed)
| High-dose statin \)90 Controls | 95% Cl
ARMYDA o 77 P : B
ARMYDA-ACS %0 9/185 - .
ARMYDA-RECAPTURE 7/192) 15/191 —_—
Bozbas o) 0/34 ¢ -
Briguori évnzze 371225 —= 0.5
Cay QQ 0/153 16/146 e
Hara ,O 65 7122 - 0¥
Jia oS 0/113 0/115 2
Kinoshita o 2121 4121 ¢ . s
NAPLES II ,\© 32/339 52/329 —— g 05
STATIN-STEMI N 13/86 17/85 SR — A
Veselka % 10/100 12/100 —— S ,
Yun 121225 171220 & e
Total (95% CI) <& 151 SLOPE  INTERCEPT
pvalue | <0.0001 <0.0001
Test for heterogeneity: Chi2 = 9.02, df = 11 (P = 0.62), I2= 0% r x . — - .
Test for overall effect: Z = 4.67 (P < 0.00001) -5 15 35 55 75
0:1 sz OTS 1 2 5 1‘0 60 Time between randomization and PCl (hours)
Favors Favors (\q@ A‘_
high-dose stati trol e
ST 5 i Ky Before PCI After PCI

Prati Circulation. 2011;123:1622-1632.. Navarese, Am J Cardiology 2014;113:1753-1764
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FIGURE 1 Effects of su@s and Ezetimibe
@Q
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Statines: effets anti
inflammatoires,
anti oxydants,
anti thrombotiques i _— Ezetimibe

LDL-C reduction « LDL-C reduction
+ Anti-oxidant effects _—— - Anti-oxidant effects
+ Anti-inflammatory effects * Sterol reduction

» + Anti-thrombotic effects * VSMc proliferation inhibition

{@% + CC dissolution e | CC reduction

Ezétimibe: effets

Vulnerable plaque
with increased necrotic
core in ACS

Statin therapy . ACs

Péﬁ‘kos
}:@ ulation
Q’b‘

PCSK9 antibo > PCSK9 inhibition
)

I C & l ¢

a nt| Oxyd a ntS, a nt| Various mechanisms mediate the beneficial effects of statins and ezetimibe on plaque

growth. CC — cholesterol crystals; LDL-C — low-density lipoprotein cholesterol;

i nfl amm atOi re sans vSMC — vascular smooth muscle cells.

impact sur la CRP

Crea JACC 2015;66:508-10

9%
Navarese Annals of Internal Med?cine 2016;164

NF-xB pathway Reduc NF-kB pathway Reduced LDL NF-kB pathway
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Boost de PCSK9 en cas de SCA
responsable d’activation de la
plague, inflammation,
thrombose
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E 140 2 50 2 2 2
Estimation du risque avec al ' e
. . _ 9 Q}S\‘
SCORE}. e\stlme\le risgLie de 2 »:ig 2 & 2 iﬂ
déces CV a 10 ans S | 140 40 2 2
<0 a| 120
Oe@z“ 45 678 456738
Qé@eb\) b & s A A A A 4 h__A 4 2{“‘:'“‘3“:’3@\1%10”1 b A A J IF*:E!%{;E;E:]L
= 160-179 0000 600006 0000 2000
Estimation du risque avec 140-159 0000 0069 549 0000 0000
SCORE2: estime le risque de o 0000 08@0 . 9900 0000
== : 9 100-119 0000 96006 0000 60060
décés/infarctus/AVC/revascular w7 | 0000 0000 0060 0000
isation CV a 10 ans o | 900670000 0000 0000
120-139 0030 0000 - 0000 0000
-9 ) 0000 0000 0000 0000 .
@ES
©

Visseren F, et al. Eur Heart J. 2021;00:1-107
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Mesures de prévention déclenchées a partir

d’un risque plus faible chez ies <50 ans
e

\}9& <50 years 50-69 >70years” Q{b{\\
| © years (60@0
-%&)Qé Low-to-moderate CVD <2.5% <5% {?.Eggﬁo
®0°°<§) risk: risk factor treatment gen- @@Q‘O
@,{f erally not recommended S
S High CVD risk: risk factor ~ 2.51t0 <7.5% 5 to <103 7.5 to <15%

treatment should be &5@

considered Q\f\"o%

Very high CVD risk: risk fac-  >7.5% 60cﬁc’y 0% 215% 5
tor treatment generally o&{& E
recommended® (ﬁ@“o )

Visseren F, et al. Eur Heart J. 2021;00:1-107
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Etude sur 18 288 individus, suivis 16 ans, 0pt)ur

Traiter un enfant HF qui a un LDL-c de 3g/L entre
établir le lien entre la dose cumulée dLgaﬁ)L-c etle

10 et 20 ans par statine forte intensité:

risque d’événement CV. Cumul au- de‘fa de 4000 * Réduit de 15 g/année le cumul du LDL-c
mg/dL-année (soit 40 g-année) %.Xpose a un sur- * Décale de 13 ans la survenue d’lp‘l premier
risque. Cumul LDL-c > 65 g- angee, risque multiplie accident CV &
par 2. &
Homozygous FH Het%@&ygous FH
200 \ f (\(\:@
Threshold o
%‘ 12.5years for Gt%a\o 35years 43‘fmljf._,.mf .
g 150 Seor A 55years
= 'E' Sﬁﬂhﬁﬁ iaﬁ'*’rx
= 9 ﬁ_m satin b
— ] sk
o 8 100 + ; sm'“ & = ﬁ_ﬂ..t_.a-ﬁ'ﬂ-i VO
g g dm\ﬂguagﬁ g
T =
| > <9
0.5 £ 30 53
Without FH
0 T T T T T l Q I | I I | | | I I I 1 1 | I I ! I
2000 3000 4000 5000 6000 7000 8000 _&000 0 3 6 9 12 1518 21 24 27 30 33 36 39 42 45 48 51 54 57 60
Cumulative LDL-C exposure, mg/dL x years ) Age in years

Zhang JAMA Cardiol 2021 doi:10.1001/jamacardio.2021.3508 Nordestgaard Eur Heart J; 2013;45:3478-90
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Patient FH, suspecteg‘ﬁu connu/identifié lors d’un SCA

It is recommended that a diagnosis of FH is 606\\0
considered in patients with CHD aged <55 @Qﬁo
years for men and <60 years for women, in \;@K —_1
people with relativ 6,&0 @
non-fatal CVD, in | Eh‘E' rMorsi E‘Uﬁ ~C\\®& -
have tendon xanth %{0% 09\\

& Q
severely elevated L N
190 el i Je VOIS a@ﬁ&e une ordonnance pour votre fis Julien avec la Fu'E@‘lptl-:ln de
mg/dL)], and in firs IOR. @e\Ta dose de 20 mg par jour. 6@@
patients. \\o°
'“S'”z‘:"f"‘m“-'l'_‘cfec En gﬂFFet l=2 7 IOR & 10 mg a permmis une reduction de 50%: du @Lchnlata-:ﬂ et
nosed using cunical
whenpossigble e -adfant donne une diminution significative mais non -:rphrraleél: une tolerance a
E—— @Wm correcte de la molecule je propose la simple I'I'E]I:H'Etll:I@ a 20 rmg par jour. nce
cade screening is r _Q,Q(_]f_________ D Jdltat

In children, testing for FH is recommended

from the age of 5 years, or earlier if HoFH is

P1=LDL>300 mg/dL ‘ Consultation
P2 (stent)=LDL>200 mg/dL S Famille
ASCVD=LDL>70 mg/dL

suspected.

Children with FH should be educated to adopt

a proper diet and treated with a statin from

8—10 years of age. Goals for treatment should lla
be LDL-C <3.5 mmol/L (<135 mg/dL) at >10

years of age.

Mach ESC Guidelines dyslipidaemia Eur Heart J (2019) 00, 178
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SCA:
1. Admission= &%tines forte intensité -
2. Durant h@Sp/tallsat/on optimiser par ezétimibe ,;\o\""&
3. 6-8 sema/nes verifier la tolérance-efficacite, décider si /PCSI@
PreverLtibn Primaire-patient stable: @“”
1. Igasct/mer le risque d’événement CV avant 40 ans 60c;\\°°

2c,o° Traitement par etapes ne signifie par traitement reth&le
R ‘93 Consideérer le cumul du LDL-c : bilan biologique pr@coce et repétes
" patient porteur d’'une FH &
1. Suspecter la FH des que le LDL-c basal est >;o§0 mg/dL
2. Dépister les enfants des 5 ans par s:mplgdﬁllan lipidique

3. Traitement par statines des 8-10 ans yb
C)O
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Suiy 57z le CNCH sur le Social Média !
0 #CNCHcongres

@CNCHcollege

Si vous voulez devenir Ambassadeur social média CNCH adressez-nous un email a cnch@sfcardio.fr




