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YCTaHOBMEHHbIN NOAX0A K OUEHKe
cepaeyHo-cocyancToro pucka

Supplementary Table | Total cardiovascular disease risk assessment systems

System Risk
Framingham models 10-year risk of CHD events

Systematic Coronary Risk
I Estimation (SCORE)
ASSIGN (CV risk estimation model 10-year risk of first CVD event
from the Scottish Intercollegiate
Guidelines Network)
QRISK2 10-year risk of first CVD event

I10-year risk of CVD mortality

Prospective Cardiovascular Two separate scores calculate

Munster Study (PROCAM) 10-year risk of major coronary

events and cerebral ischaemic

events

Reynolds Risk Score 10-year risk of incident myocardial
infarction, stroke, coronary revas-

cularization, or CV death

CUORE 10-year risk of first CVD event
Pooled Cohort equations 10-year risk of CVD event
Globorisk 10-year risk of CVD mortality

AF = atrial fibrillation; BMI = body mass index; CHD = coronary heart disease; CKD = chronic kidney disease; CV = cardiovascular; CVD = cardiovascular disease; HbAlc =
glycated haemoglobin; HDL-C = high-density lipoprotein cholesterol; LDL-C = low-density lipoprotein cholesterol; Ml = myocardial infarction, SBP = systolic blood pressure;

TC = total cholesterol.

Variables Reference
Gender, age, TC, HDL-C, SBP, smoking status, :

diabetes, hypertensive treatment

Gender, age, TC or TC/HDL-C ratio, SBP,
smoking status

Gender, age, TC, HDL-C, SBP, smoking (num- 2
ber of cigarettes), diabetes, area-based index of

~

deprivation, family history

Gender, age, TC to HDL-C ratio, SBP, smoking 7
status, diabetes, area-based index of depriva-

tion, family history, BMI, antihypertensive treat-

ment, ethnicity, rheumatoid arthritis, CKD

stages 4—5, AF

Age, gender, LDL-C, HDL-C, diabetes, smok- E
ing, SBP

Gender, age, SBP, smoking, high-sensitivity C-
reactive protein, TC, HDL-C, family history of
premature Ml (parent aged <60 years), HbA1c
if diabetic

Age, gender, TC, HDL-C, diabetes, smoking, .
SBP, hypertensive treatment

Age, gender, TC, HDL-C, diabetes, smoking, 2
SBP, hypertensive treatment, race

Age, gender, smoking, SBP, diabetes, TC 1©

ASCVD Risk
Estimator Plus

. AMERICAN
§ COLLEGE of
# CARDIOLOGY




Systolic blood pressure (mmHg)
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SCORE Cardiovascular Risk Chart
10-year risk of fatal CVD

High-risk regions of Europe

| WOMEN | [ MEN

| Non-smoker ||

Smoker

| Age | Non-smoker | |

Total cholesterol (mmol/L)

B %

3a%  [so% 0%

Box 2 Risk estimation charts for different countries

The low-risk charts should be considered for use in Austria, Belgium,
Cyprus, Denmark, Finland, France, Germany, Greece, Iceland, Ireland,
Israel, ltaly, Luxembourg, Netherlands, Norway, Malta, Portugal, Slovenia
Spain, Sweden, Switzerland, and the UK.

The high-risk charts should be considered for use in Albania, Algeria,
Armenia, Bosnia and Herzegovina, Croatia, Czech Republic, Estonia,
Hungary, Latvia, Lebanon, Libya, Lithuania, Montenegro, Morocco,
Poland, Romania, Serbia, Slovakia, Tunisia, and Turkey.

Some countries have a cardiovascular disease mortality rate >350/100
000, and the high-risk chart may underestimate risk. These are
Azerbaijan, Belarus, Bulgaria, Egypt, Georgia, Kazakhstan, Kyrgyzstan,
North Macedonia, Republic of Moldova, Russian Federation, Syria,
Tajikistan, Turkmenistan, Ukraine, and Uzbekistan.
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HeartScore ) EAPC
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oo Cnuncok ®
4 4 Co3aaTb NepcoHanbHYI0 KapTy HOBOTO NauueHTa 9 My Account
& nauneHToB =

HOo6po noxanoBartk!

C nomoLubo HeartScore Bbl CMOXETE paccyHUTbiBaTb YPOBHU pUcKa
nauneHToB 1 nory4aTb pekoMmeHgaLuuu rno neyeHnto Ha ocHoBe
Tabnuy puckos SCORE (Systematic COronary Risk Evaluation —
Cucremartnyeckas oLeHKka KopoHapHoOro pucka) u Esponenckux
pekoMmeHaauun no npodgpunaktuke CC3 B KIMTUHUYECKOW MPaAKTUKE,
COXpaHATb AaHHble NaLMeHTOB U KOHTPONMpPOBaTh UX ANHAMUKY

=2 Crn1cok naumeHToB a*' No6aBuUTL HOBOro naLueHTa

Bbl MOXeTe npocmaTpuBaTh CNUCOK BCEX MNAUNEHTOB U HANUTU [obaBbTe HOBOro NauneHTa, paccynuTanTe PUCK U coxpaHute

-~



Table4 Cardiovascular risk categories

Very-high-
risk

People with any of the following:

Documented ASCVD, either clinical or unequivocal
on imaging. Documented ASCVD includes previous
ACS (Ml or unstable angina), stable angina, coronary
revascularization (PCl, CABG, and other arterial
revascularization procedures), stroke and TIA, and
peripheral artenial disease. Unequivocally docu-
mented ASCVD on imaging includes those findings
that are known to be predictive of clinical events,
such as significant plaque on coronary angiography
or CT scan (multivessel coronary disease with two
major epicardial arteries having >50% stenosis), or
on carotid ultrasound.

DM with target organ damage,” or at least three major
risk factors, or early onset of T1DM of long duration
(>20 years).

Severe CKD (eGFR <30 mU/min/1.73 m?).

A calculated SCORE >10% for 10-year risk of fatal
CVD.

FH with ASCVD or with another major risk factor.

People with:

Markedly elevated single risk factors, in particular TC
>8 mmol/L (>310 mg/dL), LDL-C >4.9 mmol/L
(190 mg/dL), or BP >180/110 mmHg.

Patients with FH without other major risk factors.

Patients with DM without target organ damage.® with DM
duration >10 years or another additional risk factor.

Moderate CKD (eGFR 3059 mUmin/1.73 m’).

A calculated SCORE >5% and <10% for 10-year risk
of fatal CVD.

Moderate-risk Young patients (T1DM <35 years; T2DM <50 years)

with DM duration <10 years, without other risk fac-

tors. Calculated SCORE >1 % and <5% for 10-year
risk of fatal CVD.

Calculated SCORE <1% for 10-year risk of fatal CVD.

Low-risk

LESC 2019

1.MNogTBepXaeHHOE pesynbratamMmm nccregoBaHnin cepaeyHo-cocyancroe
3aboneBaHune (CC3) aTepocKknepoTUYecKoro reHesa (CMMNTOMHOE NI YETKO
onpeaenstowieecs npu sudyanusaunn). Cpeam Hux: OKC, ctabunbHas
CTeHokapaus, HeynsT n TUA, atepocknepos nepngepruyecknx aptepun.

YeTKkme npusHaky nopaxXeHnsa KOpoHapHbIX apTepui Npu BU3yanuaaunu:
MHorococyamctoe nopaxeHue KA + nopaxxeHue 2x KpynHbIX apTepUn CO CTEHO30M
6onee 50% Ha KA u KT/ Busyanusauunsa Ha Y3W COHHbIX apTepui.

2.C[] + nopaxkeHue opraHoB-MuLLeHen/ Tpyn 6onblumx dpaktopos pucka (PP)/ CA 1
Tvna 6onee 20 net

3. Tskenasa cteneHb XbI1 (CK® menee 30 mn/mMuH/1,73 mM2)

4. SCORE bornee 10% (Bkntovas)

5. CemenHas runepxonectepmHemus (CIN) + CC3 atepock. r./ CI'+ oanH n3 6onbmnx

P

1. 3Haymmo noBbileHHbIn PP (T 6onee 8 mmonb/n, JINHI 6onee 4,9 mmonb/n, ALL
6onee 180/110 MM pPT. CT.)

2.CI" 6e3 coyeTtanus ¢ 6onbnm P

3. C[1 6e3 nopaxkeHusi opraHoB-MuLLIEHEN, ANNTENBHOCTLIO Bonee 10 neT, 6e3
JononHUTeNbHbIX PP

4. XbI' cpeaHen cteneHn Tskectn ( CKO 30-59 Mn/MnH/1,73 mM2)

5. SCORE ot 5 (Bkntovagqa) oo 10%

1.Monopable nayuenTbl (¢ CO 1 Tuna — monoxe 35 nert, ¢ C[] 2 Tuna — mornoxe 50 net)
©e3 gononHuTenbHbIX OP
2. SCORE oT 1% (BKNto4as) 0o 5%

1. SCORE meHee 1%




Table 5
terol levels

Primary
prevention

Secondary
prevention

Total CVrisk Untreated LDL-C levels

<1.4mmolL
(55 mg/dL)

(SCORE) %

<1, low-risk

Class®/Level®
>1to <5, or
moderate risk
(see Table 4)

Class*/Level®
>5to <10, or
high-risk
(see Table 4)

Class”/Level®
=10, or at
very-high

risk due

to a risk condi-
tion

(see Table 4)
Class*/Level®
Very-high-risk

Class¥/Level®

vc
vc

lla/A

lla/B

Lifestyle inter-
vention, con-
sider adding
drug if
uncontrolled
lla/A

1.4t0<1.8
mmolL (55
to <70 mg/dL)

Ic

Ic

lla/A

Lifestyle inter-
vention, con-
sider adding
drug if
uncontrolled

lla/A

Lifestyle inter-
vention and
concomitant
drug
intervention
/A

1.8to<2.6
mmol/L (70

tw <100 mg/dL) to <116 mg/dL)

lla/A

Lifestyle inter
vention, con-
sider adding
drugif
uncontrolled
lla/A

Lifestyle inter
vention and
concomitant
drug
intervention

/A

Lifestyle inter
vention and
concomitant
drug
intervention

1A

2.6to <3.0
mmol/L (100

1c

Lifestyle inter-
vention, con-
sider adding
drugif
uncontrolled
lla/A

Lifestyle inter
vention and con-
comitant drug
intervention

/A

Lifestyle inter-
vention and con-
comitant drug
intervention

VA

Lifestyle inter-
vention and con-

comitant drug

intervention

/A

CV = cardiovascular; LDL-C = low-density lipoprotein cholesterol; SCORE = Systematic Coronary Risk Estimation.
*Class of recommendation.
®Level of evidence.

3.0 to<4.9
mmoVlL (116 to
<190 mg/dL)

Lifestyle inter
vention, con-
sider adding
drug if
uncontrolled
lla/A

Lifestyle inter
vention, con-
sider adding
drug if
uncontrolled
lla/A

Lifestyle inter
vention and
concomitant
drug
intervention
VA

Lifestyle inter
vention and
concomitant
drug
intervention

VA

Lifestyle inter
vention and
concomitant
drug
intervention
VA

Intervention strategies as a function of total cardiovascular risk and untreated low-density lipoprotein choles-

>4.9 mmolL
(=190 mg/dL)

Lifestyle inter-
vention and

concomitant
drug
intervention
lla/A

Lifestyle inter-
vention and
concomitant
drug
intervention
lla/A

Lifestyle inter-

vention and

concomitant
drug
intervention
VA

Lifestyle inter-
vention and
concomitant
drug
intervention

VA

Lifestyle inter-
vention and
concomitant
drug
intervention
VA

DESC 2019
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PUCK c4MTaEeTCA CHMXKEHHbIM, MPW
aoctumxeHun uenesoro ypoBHA JIFHI

Recommendations for treatment goals for low-density lipoprotein cholesterol

Recommendations Class® Level® ypo BeéHb

nnHnN

In secondary prevention for patients at very-high risk,” an LDL-C reduction of >50% from baseline® and an LDL-C goal of
<1.4 mmol/L (<55 mg/dL) are recommended. 3119120

In primary prevention for individuals at very-high risk but without FH,“ an LDL-C reduction of >50% from baseline” and
an LDL-C goal of <1.4 mmol/L (<55 mg/dL) are recommended.** ¢

In primary prevention for individuals with FH at very-high risk, an LDL-C reduction of >50% from baseline and an LDL-C
goal of <1.4 mmol/L (<55 mg/dL) should be considered.

For patients with ASCVD who experience a second vascular event within 2 years (not necessarily of the same type as the
first event) while taking maximally tolerated statin-based therapy, an LDL-C goal of <1.0 mmol/L (<40 mg/dL) may be

(Mmmonb/n)

OuyeHb BbicOokM MeHee 1,4

2 COCYOUCTbIX MeHee 1
coObITnSA 3a 2

considered.'"”"*° ro p' a
In patients at high risk,® an LDL-C reduction of >50% from baseline® and an LDL-C goal of <1.8 mmol/L (<70 mg/dL) are
34,35 o
fecommencec, Bbicokumn MeHee 1,8

In individuals at moderate risk, an LDL-C goal of <2.6 mmol/L (<100 mg/dL) should be considered.**
In individuals at low risk,“ an LDL-C goal <3.0 mmol/L (<116 mg/dL) may be considered.*®

©@©ESC 2019

CpegHuu MeHee 2,6
ASCVD = atherosclerotic cardiovascular disease; FH = familial hypercholesterolaemia; LDL-C = low-density lipoprotein cholesterol.

*Class of recommendation.

bLevel of evidence. H|/|3K|/||7| MeHee 3
“For definitions see Table 4.

9The term ‘baseline’ refers to the LDL-C level in a person not taking any LDL-C-lowering medication. In people who are taking LDL-C-lowering medication(s), the projected

baseline (untreated) LDL-C levels should be estimated, based on the average LDL-C-lowering efficacy of the given medication or combination of medications.



Risk Factors

Study

Table 1. Demographic Characteristics and Cardiovascular

The PESA (Progression of Early
Subclinical Atherosclerosis)

Total Men Women
(n=4066) (n=2573) (n=1493) PValue
Baseline characteristics

Age,y 45.8+4.3 46.3+4.4 45+39 <0.001
BMI, kg/m? 26.2+3.8 27.4+3.4 24.1+3.6 <0.001

Obesity (BMI 598 (15) 493 (19) 105 (7) <0.001

=30 kg/m?),

n (%)
SBP, mmHg 116+12.5 121+11.1 109+11 <0.001
DBP, mmHg 72.5+9.4 74.7+9.1 68.7+8.7 <0.001
Total cholesterol, 201+33.3 203+34.2 196+31.2  <0.001
mg/dL
LDL-C, mg/dL 132+29.8 136+30.3 125+27.5 <0.001
HDL-C, mg/dL 49+12.2 448+10.2 56.3+11.9 <0.001
Triglycerides, 95+57.2 109+64 70.6+29.9  <0.001
mg/dL
Fasting glucose, 90.6+13.8 93.4+15 85.7+9.7 <0.001
mg/dL
Hemoglobin A, , % 5.44+0.5 5.49+0.5 5.36+0.4 <0.001

Lipid-lowering
therapy, n (%)
Antihypertensive
therapy, n (%)

Antidiabetic
therapy, n (%)

287 (7)

309 (8)

64 (2)

Traditional CV risk factors, n (%)

Dyslipidemia

Total cholesterol

=240 mg/dL

LDL-C =160
mg/dL

HDL-C <40
mg/dL

Current smoking

Family history of
CV disease

Hypertension
Diabetes mellitus

No. of CV risk factors,
n (%)

0
1
2
>2

1691 (42)
475 (12)

688 (17)

983 (24)

835 (21)
646 (16)

481 (12)
81(2)

1535 (38)

1572 (39)
746 (18)
213 (5)

242 (9)

266 (10)

56 (2)

1374 (53)
345 (13)

522 (20)

880 (34)

486 (19)
398 (16)

409 (16)
72 (3)

777 (30)
1053 (41)

569 (22)

174 (7)

45 (3)

43 (3)

8(0.5)

317 (21)
130 (9)

166 (11)

103 (7)

349 (23)
248 (17)

72 (5)
9(0.6)

758 (51)

519 (35)

177 (12)
39 (3)

<0.001

<0.001

<0.001

<0.001
<0.001

<0.001

<0.001

<0.001
0.337

<0.001
<0.001

<0.001
<0.001
<0.001
<0.001




The PESA (Progression of Early Subclinical
Atherosclerosis) Study

FHS 10-year score & subclinical atherosclerosis FHS 30-year score & subclinical atherosclerosis
LOW RISK  MODERATE RISK  HIGH RISK LOW RISK  MODERATE RISK  HIGH RISK - ’ v
2 (n=3402) (n=545) (n=55) A5 (n=1214) (n=1401) (n=1387) Generalized (4-6 sites)
100% 100% D Intermediate (2-3 sites)
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Fernandez-Friera L. et al. Prevalence, vascular distribution, and multiterritorial extent of subclinical atherosclerosis in a middle-aged cohort: the PESA (Progression of Early Subclinical Atherosclerosis) study //Circulation. — 2015.
—T.131. = Ne. 24. — C. 2104-2113.



ATHEROSCLEROSIS

NO ATHEROSCLEROSIS

13 HUX CTaTUHbI NnoJiyyarin Jinllib
HEKOTOPbIE NaUuNEHTDI

[ Subclinical atherosclerosis according to statin recommendations by the ASCVD risk score

10-year European SCORE & subclinical atherosclerosis :

100%

KU’I)

60%

40%

20%

0%

20%

-")” 0

60%

LOW RISK MODERATE-HIGH RISK
(n=3383) (n=619)

- Generalized (4-6 sites)
'_] Intermediate (2-3 sites)

| Focal (1 vascular site)

| No atherosclerosis

2% 39
23
13
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42

ATHEROSCLEROSIS
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40%
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NOT CONSIDERED
FOR STATIN
<5% ASCVD
(n=3012)

CONSIDERED
FOR STATIN
5% 10<7.5% ASCVD
(n=411)

CRITERIA
FOR STATIN
>7.5% ASCVD, diabetes or LDL>190
(n=504)
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O BM3yanunsaumm B pekomeHaaumsix

Recommendations for cardiovascular imaging for risk
assessment of atherosclerotic cardiovascular disease

Recommendations Class® Level®

Arterial (carotid and/or femoral) plaque bur-

den on arterial ultrasonography should be

considered as a risk modifier in individuals at o B

low or moderate risk.*”*

CAC score assessment with CT should be

considered as a risk modifier in the CV risk lla B g
assessment of asymptomatic individuals at low E

or moderate risk, 4162426



[unarHocTtuka NbC

STEP |  Assess symptoms and perform clinical investigations Unstable angina? Follow ACS guidelines

STEP2  Consider comorbidities and quality of life Re\rascf::uh_zll;izaﬁon Medical therapy*
Resting ECG, biochemistry, chest X-ray in selected :

STEP 3 s =hoard b i LVEF <50% See section 4

STEP 4 o Gl Cause of chest pain Treat as appropriate or
Assess pre-test probability and dinical likebhood of CALF other than CAD? investigate other causes
Offer diagnostic testing

* Coronary CTA'

N— Choice of the test based on clinical

likelihood, patient characteristics
and preference, availability, =, Testing for ischaemia
as well as local expertise* (imaging testing preferred)

STEP 5

pajepuew Sunsel
onsouselp oN

Very low Clinical likelihood of obstructive CAD Very high

STEP 6  Choose appropriate therapy based on symptoms and event riské

©ESC 2019



[unarHocTtuka NbC

Preferentially considered if: |
» Low clinical likelihood
» Patient characteristics suggest
high image quality
» Local expertise and availability
» Information on atherosclerosis
desired
» No history of CAD

—_—

Preferentially considered if:
» High clinical likelihood

Non-invasive
testing for =«
//v ischaemia
Coronary Drug

CTA — therapy®

E Ongoing
1 Symptoms?
Y

Invasive
coronary <«
angiography

e

Stenosis >90% ‘
or with established

Functional
assessment

Revascularization

» Revascularization likely
» Local expertise and availability
» Viability assessment also required

| Preferentially considered if:

» High clinical likelihood and severe
symptoms refractory to medical therapy

» Typical angina at low level of exercise and
clinical evaluation including exercise ECG
indicates high-risk of events

» LV dysfunction suggestive of CAD

correlation to ischaemia

©ESC 2019



OueHka pucka y nauneHTtoB ¢ UbC

Table 6 Definitions of high event risk for different test modalities in patients with established chronic coronary syndro-

mes? 102104
Exercise ECG Cardiovascular mortality >3% per year according to Duke Treadmill Score
SPECT or PET perfusion imaging Area of ischaemia >10% of the left ventricle myocardium
Stress echocardiography >3 of 16 segments with stress-induced hypokinesia or akinesia
CMR >2 of 16 segments with stress perfusion defects or >3 dobutamine-induced dysfunctional segments
Coronary CTA or ICA Three-vessel disease with proximal stenoses, LM disease, or proximal anterior descending disease
Invasive functional testing FFR <0.8, iwFR <0.89

CTA = computed tomography angiography; CMR = cardiac magnetic resonance; ECG = electrocardiogram; FFR = fractional flow reserve; ICA = invasive coronary angiography;
iwFR = instantaneous wave-free ration (instant flow reserve); LM = left main; PET = positron emission tomography; SPECT; single-photon emission computed tomography.
*For detailed explanations, refer to the Supplementary Data.

SC 2019
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[pyron nogxopn, OCHOBaHHbIU Ha
BU3yanusaumm onaLkm

ASCVD

Event

No Atherosclerosis Plaque Progression

T e e G e~ o e e e

e ® Natural History
b of Coronary Artery
Lo Disease
: : Current Practice:
Primary Prevention Secondary =
Based Soley on Risk Factor Assessment Prevention anargr:cgnst?:rc:ndary
Atherosclerosis Plaque Progression Prevention Proposed Approach:
Prs;\;eeztgag n?gry d . or Aimed at Halting
Prevention Proposed Secondary Prevention Plaque Progression

: Detection of
Birth Subclinical Atherosclerosis

4 Preponing Secondary

Prevention to Time of the
Detection of Subclinical
Atherosclerosis

Ahmadi, A. et al. J Am Coll Cardiol. 2019;74(12):1608-17.



% Luminal Stenosis
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Average Luminal Stenosis >3 Months Prior to Ml = 35.6% £ 17.4%

44% =
25%

44% =
15%

41 Months
Prior to MI

PROSPECT
Study (2011)

106 Lesions/
74 Patlents

40 Months
Prior to MI

Dacanay
etal (1994)

32 Patients

23 Months
Prior to Mi

Little et al
(1988)

29 Patients
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XapaKkTtepucTtunka bnsLikm BbICOKOro pucka

'Ha KT...

1)
2)

3)

4)

[Mpu3HaKu:
Tovye4Hble KanbUunHaThI
«napkin ring sign» (konbueBnagHoe
ycuneHue)
[To3anTnBHOE pemoaenmpoBaHme
(OTHOLWEeHWne gmnameTpa cocyada
Ha ypoBHE OnALWKK K cpeaHeMy
OT AMaMEeTPOB NpoKCMMaribHee 1
anctanbHee /// Av/((Ap+Ad)/2)
Hun3kass MAHTEHCUBHOCTb
HeKkanbLUMHUPOBAHHOW BNSLWIKK (
MeHee 30 HU)

HEOBXOAMMO 2 U BOJIEE

TIPM3HARA

KanbuneBbin MHOEKC bonee

100

Cury RC, Abbara S, Achenbach S, et al. CAD-RADS(TM) An expert consensus document of the Society of Cardiovascular Computed Tomography (SCCT)//

J Cardiovasc Comput Tomogr 2016;10:269-81



... nHa IVUS (BCY3W)

[pn3Haku:
1. Bonblon o6bem BNALLKK
(6onblUoe nunNuaHoe Aapo)
2. ToHkas pubposHas kancyna

Figure 5. High-Risk Plaques

Matched images of grayscale IVUS (A), virtual histology (B), and OCT (C) for the 4 types of plaques considered at high risk of rupture.
1: fibroatheroma, 2: calcified fibroatheroma, 3: thin-cap fibroatheroma, 4: calcified thin-cap fibroatheroma. Abbreviations as in Figure 1.
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PARADIGM study

TABLE 1 Baseline Clinical Characteristics and Lipid Profiles

Statin-Naive Statin-Taking
Total Patients Patients p Value
(N =1,255) (n = 474) (n = 781) Between Groups

Age, yrs 60.4 +9.2 59.2 + 9.6 61.1 + 8.8 <0.001
Men 72 (56.7) 260 (54.9) 452 (57.9) 0.295
Coronary CTA interscan interval, yrs 3.8+16 3.7+ 16 39+16 0.016
Body mass index, kg/m2 252 + 3.2 253 +34 251+ 3.2 0.334
Systolic blood pressure, mm Hg 130 +18 128 +17 131+18 0.005
Diastolic blood pressure, mm Hg 78+ 11 77+ 1 79+1 0663
Hypertension 654 (52.2) 217 (45.8) 437 (56.2) <0.001
Diabetes mellitus 261 (20.8) 70 (14.8) 191 (24.5) <0.001
Family history of CAD 337 (26.9) 17 (24.7) 220 (28.2) 0.177
Smoking history 467 (37.3) 178 (37.7) 289 (37.1) 0.828
Antiplatelets 507 (40.4) 125 (26.4) 382 (48.9) <0.001
Beta-blockers 349 (27.9) 102 (21.6) 247 (31.7) <0.001
Framingham risk score

Low (<10%) 682 (54.6) 287 (60.8) 395 (50.8) 0.002

Intermediate (10% to 20%) 419 (33.4) 145 (30.6) 274 (35.1)

High (>20%) 149 (11.9) 40 (8.5) 109 (14.0)
Baseline lipid profile

Total cholesterol, mg/dl 188 (162 to 215) 186 (165 to 210) 190 (161 to 222) 0.040

Low density lipoprotein, mg/dl 115 (91 to 138) 114 (95 to 132) 116 (88 to 142) 0321

High density lipoprotein, mg/dl 49 (41 to 58) 49 (41 to 60) 49 (41 to 58) 0532

Triglycerides, mg/dl 124 (89 to 179) 114 (83 to 176) 130 (92 to 183) 0.008
Change in lipid profile between index and follow-up coronary CTA

Total cholesterol, mg/dl —12(-45 t0 12) 1(-16 to 19) —27(-60t0 2) <0.001

Low-density lipoprotein, mg/dl —8(—-40t07) 0(-15.4 to 13) —21(-55.8 to 1.4) <0.001

High-density lipoprotein, mg/dl 0(-6to4) 0(-6to4) 0(-5t0 4) 0.646

Triglycerides, mg/dl —4 (—-44 t0 17) 0 (=35 to 22) -9 (-50 to 13) 0.001

Values are mean + SD, n (%), or median (interquartile range).

CAD = coronary artery disease; CTA — computed tomography angiography.




PARADIGM study

TABLE 2 Coronary Computed Tomography Angiography Findings at Baseline and Follow-Up Stratified According to Statin Therapy Status

p Value Lesions in Statin-Naive p Value Lesions in Statin-Taking p Value p Value Between
Total (N = 3,575) Between Patients (n = 1,079) Between Patients (n = 2,496) Between Groups
Baseline vs. Baseline vs. Baseline vs.
Baseline Follow-Up Follow-Up Baseline Follow-Up  Follow-Up Baseline Follow-Up  Follow-Up Baseline Follow-Up
Lesion length, mm 22.0+145 222+14.2 <0.001 199 +11.7 20.7+120 <0.001 228 +154 229 +15.0 <0.001 <0.001 <0.001
Stenosis severity
Diameter stenosis =50% 52 (1.6) 99 (2.8) <0.001 12(1.) 23 (2.1) 0.028 40 (1.6) 76 (3.0) <0.001 0.261 0.127
Stenosis severity, % 13.6 +13.6 19.5+13.0 <0.001 1.6 +127 18.2+124 <0.001 144 +138 201+13.2 <0.001 <0.001 <0.001
Annualized change 1.6+ 3.8 1.9+38 1.5+ 3.8 0.009
in %DS, % per yr
High-risk plaque characteristics*
High-risk plaque 450 (12.6) 598 (16.7) <0.001 108 (10.0) 170 (15.8) <0.001 342 (13.7) 428 (17.2) <0.001 0.002 0.306
Positive arterial 1912 (53.5) 2,700 (75.5) <0.001 514 (47.6) 799 (74.1) <0.001 1,398 (56.0) 1,901 (76.2) <0.001 <0.001 0.178
remodeling
Law-attenuation plaque 303 (8.5) 344 (9.6) 0.008 91(8.4) 111 (10.3) 0.027 212 (8.5) 233 (9.3) 0.096 0.953 0.375
Spotty calcification 327 (9.2) 445 (12.5) <0.001 73 (6.8) 113 (10.5) <0.001 254 (10.2) 332(13.3) <0.0001 0.001 0.019
PAV at baseline, %
Total PAV 133+ 126 10.9 + 11.2 14.4 =131 <0.001
Calcified PAV 46+7.0 3.2+5.6 52+74 <0.001
Noncalcified PAVH 87+99 7.6 + 9.4 9.1+10.0 <0.001
Fibrous PAV 6.1+6.2 52 +5.6 65 + 6.4 <0.001
Fibro-fatty PAV 23 +4.7 22 +45 24 +438 0.303
Low-attenuation PAV 03 +1.1 03+10 03+1.2 0.458
Annualized change in PAV, % per yr
Total PAV 1.85+ 239 2.04 + 237 1.76 + 2.40 0.002
Calcified PAV 118 +1.47 0.98 +1.27 1.27 + 1.54 <0.001
Noncalcified PAVT 0.66 + 2.42 1.06 +2.42 0.49 + 2.39 <0.001
Fibrous PAV 0.64 + 1.81 0.89 +1.78 0.53 +1.81 <0.001
Fibro-fatty PAV 0.03 +1.22 0.16 +1.28 -0.03 +1.18 <0.001
Low-attenuation PAV 0.00 +0.34 0.01 + 0.34 0.00 + 0.34 0.202

Values are mean + SD or n (%), unless otherwise specified. *High-risk plaque is defined as a lesion with =2 features indicative of positive arterial remodeling, low-attenuation plaque, or spotty calcification.

tNoncalcified PAV is the summation of fibrous, fibro-fatty, and low-attenuation PAV.
%DS — percentage of diameter stenosis; PAV = percent atheroma volume.
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TABLE 3 Effects of Statins on Atherosclerosis

p <0.001

1.6
1.4
1.2

0.8
0.6 1
0.4 4
0.2 1

p <0.001

Hazard Ratio 95% Confidence
of Statin Interval p Value
Newly developed diameter 0.660 0.345-1.335 0.225
stenosis =50%
Annualized progression of atherosclerosis
(% per yr) to above median
Total PAV 0.796 0.687-0.925 0.003
Calcified PAV 0.940 0.822-1.076 0.365
Noncalcified PAV* 0.703 0.605-0.82 <0.001
Fibrous PAV 0.701 0.603-0.817 <0.001
Fibro-fatty PAV 0.745 0.633-0.879 <0.001
Low-attenuation PAV 0.644 0.522-0.798 <0.001
Newly developed adverse
atherosclerotic features
High-risk plaquet 0.670 0.473-0.96 0.026
Positive arterial remodeling 0.764 0.596-0.983 0.034
Low-attenuation plaque 0.718 0.413-1.291 0.252
Spotty calcification 0.849 0.561-1.314 0.451

*Noncalcified PAV is the summation of fibrous, fibro-fatty, and low-attenuation PAV. tHigh-risk plaque is defined
as a lesion with =2 features indicative of positive arterial remodeling, low-attenuation plaque, or spotty

calcification.
PAV = percent atheroma volume.
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OCHOBHbI€ BbIBOAbI

« CyOKNMMHUYECKNIN aTepPOCKNEepPO3 MOXKHO JErko
ANarHoCTUpoBaTh C MOMOLLbIO HEMHBA3MBHbIX METOJOB

« ObsizaTenbHbIM, HO MOANULMPYEMBIM (PaKTOPOM pa3pbiBa
BRsALWKM siBNseTcs ee 6bICTPbIN POCT

* AHTEeHCcKBasdA Tepanus CTaTUHaMU MOXET OCTAHOBUTb POCT
ONSALWKN N CHU3NTb PUCK €€ pa3pbiBa
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