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Un homme de 55 ans vous consulte pour un bilan de santé.

Aucune plainte. Connu pour une hypertension artérielle traitée par
lisinopril et thiazide.

FRCV: pas d'antécédent cardiovasculaire (CV) personnel ou
familial. Sédentaire. Fumeur actif dés I'dge de 19 ans avec une
consommation de 20 cigarettes/jour. BMI = 29.5 kg/m?.

Tension artérielle :158/98 mmHg, sous traitement.

Labo : glycémie a jeun=6.5 mM/I, cholestérol total=6.4 mM/I, LDL-
cholestérol=4.05 mM/l, HDL-Cholestérol=1.03 mM/I,
triglycérides=2.9 mMm/I.

Faut-il lui prescrire de I'aspirine a but préventif et/ou un
hypolipémiant ? D’autres conseils ?

FACULTE DE MEDECINE

Hopitaux Universitaires de Genéve I\“VERSITE DE GENEVI

L’'aspirine

Aspirinin the primary and secondary prevention of vascular
disease: collaborative meta-analysis of individual participant
data from randomised trials

Antithrombotic Trialists” (ATT) Collaboration*

Antithrombotic Trialists’ (ATT) Collaboration. Lancet 2009;373:1849-60
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Design and eligibility criteria of primary preventi on

Datesof  Participating Yearofmain Numberof — Meanduration Target Eligibleagerange Aspirin Randomised  Placebo
reciuitment - countries  publication  participants o follow-up  population (years)atentry  regimen factorial control
(years) comparison
British Doctors' Nov1g78- UK 1988 5139 56 Maledectors 19-90 500mgdaily  None No
Stucy® Nov 1679
US Fhysicians' Aug1981-  USA 1988 2071 50 Male dectors 1573 325mg Bearctenews  Yes
Health Study* Apr1géq atematedays  pacebo
Thrombosis Feb198g- UK 1998 5085 67 Menvwithrisk 45-69 7smqdaly  Warfainus Ve
PreventionTial*  May 1994 factors for CHD placebo
Hypertension Oct1992-  Europe, 1998 18790 38 Menandwomen  50-80 75mgdaily  Threeblood  Yes
Optimal Traatment  May1994 ~ Northand with DEP pressure
Tral* South 100-115 mm Hg regimens
America, Asia
Primary Prevention June1993-  ftaly 2001 4495 37 Menandworen 4594 100mgdally  VitaminEvs No
Project™ Apr1998 with one or more ‘open control
risk factors for
HD
Women'sHealth ~ Sep1992-  USA 2005 39876 100 Femalehealth 245 100mg ViteminEus ~ Yes
Study* May 1995 professionals alternate days  placebo
CHD- cisease. DBP=ciastolic

Antithrombotic Trialists’ (ATT) Collaboration. Lancet 2009;373:1849-60

Serious vascular events in primary prevention trial S —
proportional effects of aspirin allocation

The NEW ENGLAND
JOURNAL of MEDICINE

ESTABLISHED IN 1812 MARCH 31,2005 VOL.352 NO.13

A Randomized Trial of Low-Dose Aspirin
in the Primary Prevention of Cardiovascular Disease in Women

Paul M Ridker, M.D., Nancy R. Cook, Sc.D., I-Min Lee, M.B., B.S., David Gordon, M.A,,
J. Michael Gaziano, M.D., JoAnn E. Manson, M.D., Charles H. Hennekens, M.D., and Julie E. Buring, Sc.D.

Events (% peryear) Ratio (Cl) ofyearly event rates
Allocated Adjusted Aspirin:control
aspirin control
}\lon-fata\ Ml 596 (0-18) 7s6(023) —Ji—+ 077 (0-67-0-89) |
CHD death 372(011) 393 (0-12) i 0.95 (078-115)
rny ‘major coronary event 934 (0-28) 1115 (0-34) =T giz_éggosz—u-go)
Non- fatal stroke 553(017) 597 (0-18) —— 0-92(079-1-07)
Stroke death 119 (0.04) 98 (0.03) » 1.21(0-84-174)
Any stroke 655 (0-20) 682 (0.21) =T 0-95 (0-85-1.06)
Pp=0-4
Other vascular death 128 (0.04) 146 (0-04) ] 0-89 (0-64-1.24)
Any vascular death 619 (0-19) 637 (0-19) 0.97 (0-87-1-09)
p=0.7
Any seriousvascular event*  1671(0-51) 1883 (0-57) <= 0.88 (0-82-0-94)
P=0-0001
W99% Clor <T=95%Cl DI'S 0'75 1-0 1I25 1I5
Aspirin better Aspirin worse
Antithrombotic Trialists’ (ATT) Collaboration. Lancet 2009;373:1849-60
Incidence and relative risks of confirmed
cardiovascular endpoints
Aspirin Placebo Relative Risk
End Point (N=19,934) (N=19,942) (95% Clj P Value
no. of events
Major cardiovascular eventj 477 522 0.91 (0.80-1.03) 0.13
Stroke 221 266 0.83 (0.69-0.99) 0.04
Ischemic 170 21 0.76 (0.63-0.93) 0.009
Hemorrhagic 51 41 1.24 (0.82-1.87) 031
Fatal 23 22 1.04 (0.58-1.86) 0.50
Nonfatal 198 244 0.81 (0.67-0.97) 0.02
Myocardial infarction 153 193 102 (0.84-1.25) [OR:E]
Fatal 14 12 1.16 (0.54-2.51) 0.70
Nonfatal 184 181 1.01 (0.83-1.24) 0.50
Death from cardiovascular causes 120 126 0.95 (0.74-1.22) 0.68
|Transient ischemic attack 186 238 0.78 (0.64-0.94) 0.01
Coronary revascularization 389 374 1.04{0.90-1.20) 0el
Death from any cause 609 642 0.95 (0.85-1.06) 032

Ridker, et al. N Engl J Med 2005;352:1293-304
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Incidence and relative risk of cardiovascular event s Aspirin in the primary prevention of Ml and stroke
according to baseline characteristics: WHS among men and women: the results of a meta-analysis
Trial Relative Risk of Myocardial Infarction Trial Relative Risk of Stroke among Men
among Men
BDT, 1988 B BDT, 1988 =
Group Total No. Major CV Event Stroke Ischemic Stroke Myocardial Infarction PG 16D E PR D 7{}
P RR 4 RR 4 RR P TPT, 1998 —E'» TPT, 1998 B
Asp Pl (95%CI)  Value Asp Pla  (95%CI)  Value Asp Pla  (95%CI)  Value Asp Pla  (95%CI)  Value 10T, 1998 = 1OT, 1998 [:l
o, o, no. no. PPP, 2001 PPP, 2001
RR=0.68 (0.54-0.86) RR=1.13 (0.96-1.33)
Age P=0.001 | P=0.15
4554yt 405 163 161 LOL(08I-126) 092 77 90 085(063-L16) 031 57 71 080(057-Ll4) 021 69 56 123(087-L75) 025 Combined - s . S0 Comeined o o oo 7o Jo
55-64yr 11754 183 186 0.98(0.80-120) 084 76 90 084(062-114) 026 60 75 0.80(0.57-1.12) 019 88 75 117(0.86-1.59) 032 Aspirin Better Placebo Better Aspirin Better Placebo Better
265yr 4,097 131 175 074(0.59-092) 0008 68 86 078(057-108) 013 53 75 070(0.49-100) 005 41 62 0.66(0.44-0.97) 004| . Relative Risk of Myocardial Infarction — Relative Risk of Stroke among Wormen
among Women
HOT, 1998 B HOT, 1998 =
PPP, 2001 e e E—— PPP, 2001
'WHS, 2005 «F:‘ WHS, 2005 F:‘
RR=0.99 (0.83-1.19) RR=0.81 (0.69-0.96)
'=0.95 =0.01
‘Combined | : 8 : ] Combined - . : ]
0.2 0.5 1.0 2.0 5.0 0.2 0.5 10 2.0 5.0
Aspirin Better Placebo Better Aspirin Better Placebo Better
Ridker, et al. N Engl J Med 2005;352:1293-304 Ridker, et al. N Engl J Med 2005;352:1293-304

Conclusions for aspirin in primary prevention

e Overall
4 o . .y L .
12% reduction in serious vascular events However, aspirin allocation increased major
* Inmen . . .
—"32% reduction in non fatal Mis? gastrointestinal and extracranial bleeds (0.10%
e Inwomen versus 0.07% per years, or in 3/10,000 persons on
- ing fegUCt?O“ in iSCh?miCI Stfotesz aspirin; p<0.0001), and the main coronary risk
T oo recuction in on [ual strokes factors were also the risk factors for bleeding. How to
— 34% reduction in the risk of first Mls if aged > 65 years3 integrate this in our final decision?

* In patients with hypertension
- 15% reduction in major CV events*
— 36% reduction in the risk of first MI*
* In patients with diabetes
— 12% reduction in serious vascular eventst
— 43% reduction in the risk of first Ml in men2

1. Antithrombotic Trialists' (ATT) Collaboration. Lancet 2009;373:1849-60; 2. Eidelman, et al.
Arch Intern Med 2003;163:2006-10; 3. Ridker, et al. N Engl J Med 2005;352:1293-304; 4. HOT

American Diabetes Association. Diabetes Care 2010;33(Suppl. 1)
Study Group. Lancet 1988;351:1755-62




Estimates of benefits and harms of aspirin given fo

r5

For many groups, available risk calculators can
provide an accurate estimate of the risk or coronary
heart disease events and strokes based on
information about cardiovascular risk factors that
include sex

Step 2

LDL-C
(mg/d) (mmolL) LDL Pts
<100 <259

3
100120  2.60-3.36 0
130159  3.37-4.14 0

160-190  4.15-4.92 1

Cholesterol

(mg/dl)  (mmol/L) Chol Pts

<160 <414 31
160-199 415517 0]
200239 518621 U]
240279 6.22-7.24 é

Step 3
= 2

3544
4549 117129
5050  1.30-155

Step 5

Diabetes
LDLPts Chol Pis
No 0 [0)
Yes 2 2]
Step §
Smoker
LDLPts Chol Pts
No 0 0
Yes 2 2)
Key
Color Relative Risk
green Very low
white Low
yellow Moderate
rose High
| rea | Very high

years to 1000 persons with various levels of baseli  ne
risk for coronary heart disease
Benefits and Hams Baselime Risk for Coronary Heart Disease over 5 Yearst
1% L 5%
Totel mortaliy No effect No effect No effect
Coronary heart disease events, n 1-4 avoided 412 avoided 6-20 avoided
Hemorhagic strokes, ¢ (-2 caused (-2 caused (-) caused
Major gestrointestinal leeding evens, n§ M caused 4 caused -4 caused
Ann Intern Med 2002;136:157-160.
Step 1 Step 4
o Blood Pressure ]

Years LDLPts Chol Pts Systolic Diastolic (mm Hg)

3034 el 2] (mm Hg) <80 80-84 85-89 90-99 >100

3539 0 0 <120

4044 1 U] 120129

4549 2 @ 130-139

5054 3 (6] 140-150

5550 4 0] 2160

6064 5 O] Note: When sysiolic and diastoic pressues provide diferent

6569 [ [C] estimates for pont scores, use the higher number

7074 7 Ul

{sum from steps 1-6) (determine CHO risk from point total)

P Step &
Adding up the points CHD Risk
DL Pts 10 Yr Chol Pts 10 Vr
Age : _ Total CHD Risk Total CHD Risk
<3 1%
2 2%
LDL-C or Chol A 2% 1] 2%)
0 3% (01 [3%]
HDL-C 1 a% m [3%)
2 4% 2 [4%)
Biood 3 8% @l 15%]
Pressure a 7% 2] (7%]
5 9% 51 [8%]
6 1% O] [10%]
Diabetes —_— 7 14% m (13%]
[ 18% O] 16%]
9 22% 18] [20%)
Smoker 10 27% [10] [25%]
" 33% 1) B1%]
12 0% 12] B7%]
Point total — 13 7% 3] (45%)
214 256% 1214] [253%]

{compare 1o average person your age)
Step g
Comparative Risk
Age  Average Average Low™
(years) 10 Yr CHD 10 Yr Hard" CHD 10 Yr CHD

Risk isk st

30-34 3% 1%
35-39 5% 4% 3%
40-44 ™% % 4%
45-49 1% 8% 4%
50-54 14% 10% 6%
55-59 16% 13% %
60-64 21% 20% 9%
65-69 25% 22% 11%
70-74 30% 25% 14%
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Estimated rates of upper gastrointestinal complicat

in men according to age and the presence or absence
a history of such complications and regular treatme

with aspirin

ions
of
nt

Age (y1)

Hernandez-Diaz S, et al. BMC Medicine 2006;4:22.

s 1204

% © No history, control © No history, aspirin

@ 05 A Gastrointestinal pain, control A Gastrointestinal pain, aspirin

S i

5 B Uncomplicated ulcer, control B Uncomplicated ulcer, aspirin

8 © Complicated ulcer, control © Complicated ulcer, aspirin
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Aspirin for the prevention of cardiovascular diseas e:
US Preventive Services Task Force recommendation
statement

Methods: Review of the literature since 2002, focusing on new evi-
dence on the benefits and harms of aspirin for the primary prevention
of cardiovascular disease, including myocardial infarction and stroke.
The new evidence was reviewed and synthesized according to sex.

USPSTF. Ann Intern Med 2009;150:396-404.

US Preventive Services Task Force recommendation

statement: men

Variable Estimated MIs Prevented (per 1000 Men), 7
Age 4559 Age 60-69 Age 7079
Years Years Years
10-year CHD risk
EE) 32 EE)
64 6.4 6.4
EXs °6 se
12.8 12.8 128
16 16 16
192 192 192
22.4 22.4 224
256 356 256
288 288 288
32 32 32
352 352 352
384 384 384
a1.6 a1.6 a1.6
aa.8 aa.8 aa.8
a8 a8 a8
51.2 51.2 51.2
54.4 54.4 544
57.6 57.6 57.6
0.8 608 0.8
1 = A
Estimated Harms,
Type of event |
Gl bleeding B | 24 | 36
Hoemorrhagic stroke 1 | 1 | 1

USPSTF. Ann Intern Med 2009;150:396-404.

US Preventive Services Task Force recommendation
statement: women

Variable Estimated Strokes Prevented (per 1000 Women), 7
Age 55-59 Age 60—69 Age 70-79
Years Years Years
10-year stroke risk
1.7 1.7 1.7
3.4 3.4 3.4
5.1 5.1 5.1
6.8 6.8 6.8
8.5 8.5 8.5
10.2 10.2 10.2
7 Ve 11.9 11.9 11.9
8% 13.6 13.6 13.6
2% 153 153 15.3
10% 17 17 2
1% 8.7 18.7 18.7
12 % 20.1 20.1 20.1
13% 221 221 22.1
14% 238 238 238
15% 255 25.5 25.5
16% 272 272 272
17 % 289 289 28.9
187% 30.6 30.6 30.6
19% 323 323 32.3
20% 34 34 34
Estimated Harm. n
Type of event |
Gl bleeding a | 12 | 18

USPSTF. Ann Intern Med 2009;150:396-404.
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Recommendations (1) Recommendations (2)
« Encourage men 45-79 years to use aspirin when the e Evidence is insufficient to assess the balance of benefits
potential benefit of a reduction in MIs outweighs the and harms of aspirin for CV prevention in men and
potential harm of an increase in gastrointestinal women age 80 years or older. (1)

haemorrhage. (A)

« Do not encourage aspirin use for CVD prevention in

e Encourage women 55-79 years to use aspirin when the women younger than 55 years and in men younger than
potential benefit of a reduction in ischaemic strokes 45 years. (D)
outweighs the potential harm of an increase in
gastrointestinal haemorrhage. (A)

Aspirin for the prevention of cardiovascular diseas e:
clinical summary of USPSTF recommendations

Intervention intervals

Women Men and Women
Age 280

Years

N
sspl Recommendation
wtwe gl Stroke prevention
potential ham of GI

Raca mmandation PRy

Grade: |
Grade: A Grade: D Cinsufficient evidence)

< Although the optimal timing and frequency of discussions
related to aspirin therapy are unknown, a reasonable
option might be every 5 years in middle age and later
and also whenever other cardiovascular risk factors are e
detected

Shared decision making bs strongly encouraged wi
the estimates of 10-y: bz

i the potential harm

For men: Risk factors frC HD include age. diabotes, total chokestarol level, HDL chokster evel, blaod pre:
aHD hitp:/#healthlink 23521437 htm

For women: Risk factors I ke inchude age, high bload pressure, diates, smoking, histary of C4D, atrial fibrilation,

artery stenosts,

USPSTF. Ann Intern Med 2009;150:396-404.




Effect of daily aspirin on long-term risk of death due to cancer: @ i
analysis of individual patient data from randomised trials

Peter M Rothwell, F Gerald R Fowkes, Jill F F Belch, Hisao Ogawa, Charles P Warlow, Tom W Meade

Lancet 2011; 377: 31-41

- Control

Risk of cancer death (%)

Yearsto death

Number at risk
Aspirin 13026 12849 12371 11919 10964 9264 7385 3384 1676 977
Control 10509 10351 10026 9720 8881 7339 5933 3438 1671 969

Fiqure 2: Effect of allocation to aspirin versus control on risk of death due to cancer during the trial treatment
periods in a pooled analysis of the 23535 patients in seven trials”#2

Risk of cancerdeath (%)

Number at ri
Aspirin
Control

Risk of cancer death (%)

Number at risk
Aspirin
Control

1-4-9 years

254 ----- Control
—— Aspirin

20

15

p=0-62

5-7-4years

p=0-0003

o 5 10 15 20
Years to death

1337 1151 942 732 347
820 733 622 497 199
=7-5years
25

T
o 5 10 15 20

Years to death

5426 5028 4528 3871 2274

3383 3135 2814 2390 1134
All patients

p<0-0001
10
5
ot T T T 1 T T T T 1
5 10 15 20 o 5 10 15 20
Years to death Years to death
832 788 715 614 360 7595 6967 6185 5217 2981
861 813 731 616 359 5064 4681 4167 3503 1692

Figure 3: Effect of allocation to aspirin versus control on 20-year risk of death due to any solid cancer
stratified by scheduled duration of trial treatment in three trials with long-term follow-up***

Conti

iable i 0.01

n 0-5years’ follow-up =5 years’ follow-up
HR (95% Cl) p value HR (95% CI) p value
Site of primary cancer*
Gastrointestinal
Oesophagus 23 078 (0-27-2-23) 0-64 0-43 (0-11-172) 0-23
Pancreas 45 0-88 (0-44-177) 073 025 (0-07-0-92) 0-04
Colorectal 51 078 (0-39-1.56) 018 0-41 (0-17-1-00) 0-05
Stomach 26 1-85 (0-81-4-23) 014 2.09 (0-64-14-91) 0-16
Other 24 0-67 (0-22-1-99) 0-47 0-20 (0-04-0-91) 0-04
All 182 096 (0-67-1-38) 0-81 0-46 (0-27-0-77) 0-003
Non-gastrointestinal
Lung 198 0-92 (0-65-1-30) 0-65 0-68 (0-42-1-10) o-11
Proslate 37 070 (0-29-173) 0-44 0-52 (0-20-1-24) 0-17
Bladder and kidney 31 1.04 (0-44-2-47) 093 1.28 (0-36-4-54) 070
Other solid 93 0-86 (0:52-1-11) 0-57 1-01 (0-51-1-98) 0-98
All 359 0-90 (0-69-1-16) 0-41 0-76 (0-54-1-08) 0-12
Unknown primary 36 056 (0-28-1-15) 012 0-56 (0-09-3-38) 0-52
All solid cancers 577 0.88 (072 1.08) 022 064 (0-49 0.-85) 0.002
Histological typet
Adenocarcinoma 247 0-86 (0-62-1-18) 034 0-53 (0-35-0-81) 0-003
Non-adenocarcinoma 224 0-89 (0-65-1-23) 0-48 0-79 (0-50-1-24) 0-30
Unknown 106 091 (0-58 1-44) 070 0-69 (0-34 1-43) 0-32
Hacmatological 50 0-87 (0-44 1-54) 053 034 (009 1-28) o-11
All cancers* 627 ©0-88 (0-72-1-06) 017 0-62 (0:47-0-82) 0-001
All cancers including ETDRSE 65/ 0-86 (0-/1-1-041) o011 0-66 (0-50-0-8/) 0-003

The numbers of cancer deaths included from each trial are those shown on webappendix p 3. n=number of cancer
deaths. HR=hazard ratio. ETDRS=Early Treatment Diabetic Retinopathy Stucly. *Analysis confined to the six trials with
site specific cancer data follow- up.7 *#2 33+ tAnalysis confined to solid (non-hacmatological) cancers. £Analysis
included cancer deaths in ETDRS,™ in which neither primary site nor histological type was known in any case

Table 1: Pooled analysis of the effect of allocation to aspirin on risk of death due to cancer during the
seven trials from which individual patient data were available, 33 stratified by type of primary
tumour and period of follow-up
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R . . R No (%) of vascular events 0dds ratio (C1) % 0dds
Collaborative meta-analysis of randomised trials of lodis Aol Al Ol ot e
. 1 1 h f . f d h d l Category of trial with data  antiplatelet control  expected Variance ) (SE)
antiplatelet therapy Tor prevention ol death, myocardia Pwiosmpocadal 12 1M50 TOBI002 508 5676 B 51
' ' ' ' . . infarction (135) (17.0) ‘
infarction, and stroke in high risk patients ‘ !
Aete myocardial 15 1007/9658 19709644 1815 5192 i 30(4)
Antithrombotic Trialists” Collaboration narton (104) (142 |
Previous strokeftransient 21 2045111493 2464111527 1521 6258 l 2(4)
ischaemic attack (178) (214) '
Acute siroke 7 167020418 185820403 -046 7953 : l 1(3)
(82 1) |
Bﬁ‘g 2002:324:71-86 Other high risk 140 163820359 210220543 2225 7870 . 26(3)
(80) 102)
Subtotal: allexcept 188 6035/51494 764451736 7167 24496 0} 2%5(2)
acute stroke (17 (148) |
Alltrials 195 TI0511912 950272139 8103 32449 b 2(2)
(10.7) [18.2) 3
Heterogeneity of odds reductions between: 0 05 10 15 20
5 categories of triak 221 4, dd; P=0.0003 Antiplatelet betier Antiplatelet worse
Acute stroke v other. ;2=18.0, df=1; P=0.00002 Treatment effect P<0.0001

Efficacy and safety of cholesterol-lowering treatment:
prospective meta-analysis of data from 90 056 participants

Les hypolipémiants in 14 randomised trials of statins

Cholesterol Treatment Trialists’ (CTT) Collaborators*

Lancet 2005; 366: 1267-78




Cause of death Events (%) RR (CI)
Treatment Control
(45054) (45002)

Wascular causes:

CHD 1548 (3-4%) 1960 (4-4%) <> 0.81 (0.76 -0-85)
Stroke 265 (0-6%) 291 (0-6%) —— 091 (0-74 -1-11)
Other vascular 289 (0.6%) 302 (0.79%) —— 0.95 (0-78 ~1-16)

Any non-CHD vascular 554 (1-2%) 593 (1-3%) =T=r 0.93 (0-83 -1.03)

Any vascular 2102 (4-7%) 2553 (57 %) < 0-83 (0-79 -0-87)

Non-vascular causes:

Cancer 1004 (2-4%) 1069 (2-4%) . 1.01(0-91 -1-12)
Respiratory 98 (0-2%) 125 (0-3%) —— 0-82(0-62 -1-08)
Trauma 51(0-1%) 57 (0-1%) - 0-89 (0-59 -1-34)
Otherjunknown 487 (1-1%) 550 (1.2%) —— 0.87 (0-73 ~1.03)
Any non-vascular 1730 (3-8%) 1801 (4-0%) < 0-95 (0-90 -1-01)
Any death 3832 (8-5%) 4354(9-7%) <> 0-88 (0-84 -0-91)
rr 1 1 1
0.5 1.0 15
Treatment Control
better better

Endpoint Events (%) RR (Cl)

Treatment Control

(45054) (45002)
Norfatal Mi 2001 (4-4%) 2760 (6:2%) = 0.74(070-0-79)
CHD death 1548 (3:4%) 1960 (4-4%) = 0.81(075-0.87)
Any major coronary event 3337 (7-4%) 4420 (9-8%) & 0.77 (0-74-0-80)
CABG 713(16%) 1006 (2.2%) L 3 075 (0-69-0.82)
PTCA 510 (1-1%) 658 (1-5%) —I— 0-79 (0-69-0-90)
Unspecified 1397 (3-1%)  1770(3:9%) E 3 0-76 (0-69-0-84)
Any coronary revascularisation 2620 (5-8%) 3434 (7-6%) 0.76 (0-73-0-80)
Haemorrhagic stroke 105 (0-2%) 99 (0-2%) 1.05 (0.78-1.41)
Presumed ischaemic stroke 1235 (2-8%) 1518 (3-4%) -.- 0-81(0-74-0-89)
Anystroke 1340 (3-0%) 1617 (3-7%) KT 0.83 (0-78-0.88)
Any major vascular event 6354 (14-1%) 7994 (17-8%) 0.79 (0.77-0.81)

[ T T 1

0-5 1.0
Treatment Control
better better
Effect p<0.0001

15

Effect p<<0-0001

Figure 2: ProErtionaI effects on major vascular events per mmol/L LDL cholesterol reduction

Participants with previous Mi or CHD

30
3 Treatment
25 = Control
- 20
=
E
= 15
=
E
S 10
; -
o

Major coronary events  Coronary revascularisation Strake Major vascular events

Outcomes avoided 30 (24-37)
per 1000 (95% ClI)

27 (20-34) 8(a-12) 48 (39-57)

Participants without previous Ml or CHD

Event rate (%)

o

Major coronary events  Coronary revascularisation Stroke Major vascular events

Outcomes avoided 18 (14-23)
per 1000 (95% CI)

12 (9-16) 5(1-8) 25(19-31)

Figure 6: 5-year absolute benefits on particular vascular outcomes per mmol/L LDL cholesterol reduction in

participants with and without previous Ml or CHD

All cause mortality

No of patients/No of events

Study Statin Control 0dds ratio 0dds ratio
group group (95% C)) (95%C1)
WOSCOPS™? 3302/106  3293/135 0.78 (0,600 1,01)
AFCAPS/TexCaps*® 3304/80 3301/77 1.04 (0.7610 1.43)
PROSPER"S 1585/163*  1654/174% 0.98(0.79t01.21)
ALLHAT-LLTY 5170/631  5185/641 0.99 (0.88101.11)
ASCOT-LLA™® 5168/387  5137/449 — 0.85 (07310 0.97)
CARDS™ 1428/61 1410/82 0.72(0.51t01.02)
ASPEN'? 959/44 946/41 1.06 (0.69t0 1.64)
MEGA™ 3866/55  3966/79 0.71(0.50t0 1.00)
JUPITER"! 8901/198  8901/247  —=— 0.80 (0,66 10 0.96)
Total 33683/1725 33 793/1925 - 0.88 (0.8110 0.96)
Q statistic P=0.20, 12=27.0%* 05 1 2
Favours  Favours
statin  control

Major cerebrovascular events

No of patients/No of events

Study Statin
group
WOSCOPS*? 3302/46
AFCAPS/TexCaps™® 3304/14
PROSPER"® 1585/61
ALLHAT-LLT 5170/209
ASCOT-LLA™'® 5168/166
CARDS™ 1428/21
ASPEN? 959/27
MEGA™ 3866/50
JUPITER™ 8901/33
Total 33683/627

Qstatistic P=0.23, >=24.0%*

Control 0dds ratio 0dds ratio
group (95% C1) (95%C1)
3293/51 0.90 (0.601t0 1.34)
3301/17 0.82(0.40 10 1.67)
1654/62 1.03 (0.72t0 1.47)
5185/231 0.90 (0.7510 1.09)
5137/212 - 0.77 (0.6310 0.95)
1410/39  —a— 0.52(0.31100.90)
946/29 0.92 (0.54t01.56)
3966/62 0.83(0.57101.20)
8901/64  —=— 0.51(0.34100.78)
33793/767 = 0.81(0.71100.93)
025 05 1 2
Favours  Favours
statin - control

Major coronary events

No of patients/No of events

Study Statin Control Odds ratio 0dds ratio
group group (95% 1) (95%C1)

WOSCOPS™ 3302/174  3293/248 - 0.68 (0.56 0 0.83)
AFCAPS [TexCaps™® 3304/57%  3301/95* — 0.61 (0.45t0 0.83)
PROSPER"® 1585/126  1654/145 0.90 (0.70t0 1.15)
ALLHAT-LLTY 5170/380  5185/421 0.90 (0.7810 1.04)
ASCOT-LLA™® 5168/163  5137/249 - 0.64 (0.5210 0.78)
HPS™S 1455/NA 1457 /NA —— 0.57(0.41100.79)
CARDS™ 1428/43  1410/65 0.65 (0.4410 0.97)
MEGA™ 3866/23t  3966/63t  —e—) 0.55 (03310 0.91)
Total 23823/966 23 946/1266 - 0.70 (0.61t0 0.81)
Q statistic P=0.02, 1=60.0%* 025 05 1 2

Favours  Favours

statin  control
Cancer

No of patients/No of events
Study Statin Control 0dds ratio 0dds ratio
group group (95% Q1) 95%C)

WOSCOPS™? 3302/44  3293/49 1.09 (0.84t0 1.43)
AFCAPS [TexCaps*® 3304/252  3301/259 0.97 (0.81t0 1.16)
ALLHAT-LLTY 5170/378  5185/369 1.03 (0.89t0 1.19)
CARDS™ 1428/20  1410/30 0.65 (0370 1.16)
MEGA™ 3866/119  3966/126 0.97 (0,750 1.25)
JUPITER™! 8901/333  8901/372 0.89 (0.77t0 1.04)
Total 25971/1146 26 056/1205 0.97 (0.89t0 1.05)

Q statistic P=0.61,

=0%* 025 05 1 2

Favours  Favours
statin control
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Ten-year risk of fatal cardiovascular disease
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Fig. 1 Ten-year risk of fatal cardiovascular disease In populations at high cardiovascular disease risk. Chart based on total

cholesterol.
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Score de PROCAM anu- de n-my-m SCORE européen
et recommandations. et recommandations.
du GSLA Suisse * -ﬁnk— (ATRII) européennes (ESC)
ii I Diabete ou maladie cardiovasculase I Diabete ou maladie cardiovasculaire ‘ Diabéte ou maladie cardiovasculaire
2 | .
= IDu Non
:% g oul Nor |ou ENﬂn
= g Cholestérol = 8 mmoll ou
- ¥ ¥ LDL = & mmol ou tension
—_— — anénele > 180/110 mmHg
Score de PROCAM avec o i
i || = 7 o pen
Status tabagique 1 = lnbagique
3 Tension arténelie T SC?F:E- européen avec
2 sHon : FIDL-cholestérol - Sexe
- T : -+ Status.
3 - Irgirebnes Tkt ot * Tormor anare
« Antécédents familiaux Myparianaion - ¢l ol total
. b v v
; Il'hllr'-que >20% ¥ Haut risque : > 20% ¥ Haut risque : = 5% -
] Rmque intermediaire Risque intermédiaire Bas rsque : < 5%
20%-10% 20%-10%
& Y A ¥
g Bas risque | < 10% v Bas risque . < 10% ¥ Réévaluation
¥ li Trés bas risque Trés bas risque
Yyr \J
Y ¥ ¥ yyvyy v

[ Traement selon taux de LDL.

Stratéglo de
Traitement

[ Tratement seion taux de LDL

Tra#iement selon taux de cholestérol
total ou de LDL

(ATPW :

US Nationai Cholestaral Educaiin Progeam's Adull Treaiment Panel ). Recommandations surapéennes (ESC . E urcpaan Society of Cardiciagy).

Nanchen, et al. Rev Med CH 2010:6:488-03 |

Score du GSLA
Estimation du risque cardio-vasculaire global
ombre de po - Eemr » LDL-cholestérol
03 | Non o {mmoi/l)
= Oui 8| m=<259 0
* Age (ans) » Prassion artérielle | ™ 258-3.36 5
= 35-39 o | *rmlimsmmHg)| 435 413 10
m 4044 8 = <120 0| mala—aa 14
= 45-49 11 | mi1z0-1z9 z | m=am 70
| m50-54 16 | m130-13 3 | wigicsrides
m 55-59 2 = 140-159 5 | (mmolfl)
= G0-G5 26 == 160 6| m<114 0
» Antécédents » HDL-cholestérol | = 1.14-170 2
familiaux (mmol/}) m171-227 3
= Non 0 | m<o081 1 | m>228 4
" mou 4 | mug-16 8
| w1714 5
| m=142 0

+ Haut isque : = 5%

Scores de risque el recommandations Condtions nécessares Eligible pour statines si
corespondantes
PROCAM et IAS 2003 + Diabéte ou maladie cardiovasculaire + LDL = 2,6 mmol
(adapté en Suisse par e GSLA) + Haut isque : > 20% + LDL 22,6 mmol
Estime le risque absolu d'événement + Risque infermédiaire : 10%-20% + LDL = 3,4 mmol
coronarien mortel ou non mortel & dix ans + Bas rque : < 10% + LDL = 4,1 mmoll

+ Trés bas risque : < 10% et max 1 facteur de risque® + LDL = 4.9 mmoll
Framingham et ATP-JIl 2001 + Diabéte ou maladie cardiovasculaire +LDL =2 2,6 mmol
(améncanes) + Haut risque : > 20% + LDL = 2,6 mmoll
Estime le risque absolu d'événement + Risque infermédiaire : 10%-20% + LDL 2 3,4 mmoll
coronarien mortel ou non mortel & dix ans + Bas risque : < 10% + LDL 4,1 mmoll

+ Trés bas risque : < 10% et max 1 facteur de risque® « LDL = 4.9 mmol
SCORE et ESC 2007 (européennes) + Diabéte ou maladie cardiovasculaire ou forte augmentation + Cholestérol = 5 mmol/l
Estime le risque absolu de mort cardio- d'un facteur de risque isolé : cholestérol = 8 mmoll; ouLDL = 3 mmold
vesculaire & dix ans LDL = 6 mmol ; tension artérielle = 1801110 mmHg

Nanchen, et al. Rev Med CH 2010;6:488-93

3 Facleurs de risque  tabagisme actif ; lension artérielle = 140/30 mmHg ou médicaments anfihypertenseurs ; histoire familiale positive ; HOL < 1 mmoll ;
homme dgé de = 45 ans ; femme agée de = 55 ans.
GSLA : Groupe Suisse Lipides et Athérosclérose www gsla.ch ; IAS : Intemational Atherosclerosis Society ; ATP-IIl : US National Cholesterol Education
Program's Adul Treatment Panel lll; ESC : European Society of Cardiology.
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Statin + thiazide

+ beta-blocker
+ ACE-inhibitor
+ Aspirin

Wine, fish,

dark chocolate
fruits, vegetables,
garlic, almonds

Un homme de 55 ans vous consulte pour un bilan de santé.

Aucune plainte. Connu pour une hypertension artérielle traitée par
lisinopril et thiazide.

FRCV: pas d'antécédent cardiovasculaire (CV) personnel ou
familial. Sédentaire. Fumeur actif dés I'dge de 19 ans avec une
consommation de 20 cigarettes/jour. BMI = 29.5 kg/m?.

Tension artérielle :158/98 mmHg, sous traitement.

Labo : glycémie a jeun=6.5 mM/I, cholestérol total=6.4 mM/I, LDL-
cholestérol=4.05 mM/l, HDL-Cholestérol=1.03 mM/I,
triglycérides=2.9 mMm/I.

Faut-il lui prescrire de I'aspirine a but préventif et/ou un
hypolipémiant ? D’autres conseils ?

Score du GSLA

Score de risque du GSLA

Estimation du risgque cardio-vasculaire global

ombre de points LY |» LDL-cholestérol
- : | Non a {mmol/)
= Oui a - <259 (1]
* Age (ans) » Prossion srtérielle W 253-336 5
m 35-39 o | Syoligue(mmMe)| 55 413 0
= a0-44 8 - <120 0| mara—aa 14
m 45—43 mn m 120-123 4 m =49 20
= 50-54 16 = 130-139 3 |» Triglycérides
= 55-59 21 = 140-159 5 | (mmolA)
= G0-G5 26 == 160 8| m<1,14 0
» Antécédents » HDL-cholestérol el 2
familiaux (mmol/i} W12y 8
=m Non (1] m < 0,81 1 m =228 4
= Ou 4 mUgI-1,6 8
= 1,17-1,41 5
m =142 a]

2) Addition des points

de tous les facteurs
de risque

Risque absolu d'évé-
nement coronarien
aigu en lespace de
10 ans, compte tenu
du nombre total de
points

m 074 points

= 25-31 points

wm 3247 points
m 42—48 poimts  5—-10

m > 58 points > 20

Notre patient:

Risque coronarien selon le score PROCAM/GSLA :10-20% a 10
ans et risque de mortalité CV : 6% selon le SCORE/ESC. Il se
classe respectivement a risque CV intermédiaire ou élevé.

Valeur cible de LDL-cholestérol <3.4 mM/I selon les
recommandations du GSLA et <2.5 mM/I selon celle de I'ESC.

A recommander une modification de son alimentation (pauvre en
graisse), l'arrét du tabac, une réduction du poids et une activité
physique plus intense, en tenant compte de sa motivation au
changement et de ses ressources personnelles.

Si aprés 3 mois, ses valeurs lipidiques restent identiques, un
traitement par une statine et d’aspirine en prévention primaire
sont recommandés chez ce patient, aprés discussion des risques
et bénéfices de ces traitements.
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Merci pour votre attention
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