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Navrat ke ctyrem kategoriim KV rizika

Velmi vysoké Lidé s nékterym z nasleduijicich stavi:

riziko » Zdokumentovany ASCVD, bud klinicky nebo jednoznacny na zobrazovacich nalezech. Zdokumentovany ASCVD

zahrnuje predchozi AKS (infarkt myokardu nebo nestabilni anginu pectoris), chronické koronarni syndromy, koronarni
revaskularizaci (PCI, CABG a dal3i arterialni revaskularizacni postupy), cévni mozkovou pfihodu a tranzitorni ischemickou ataku a
onemocnéni perifernich tepen. Jednoznaéné zdokumentovany ASCVD na zobrazovacich vySetfenich zahrnuje nalezy, o

kterych je znamo, Ze prediktivni pro klinické udalosti, jako je vyznamny plak na koronarni angiografii nebo CT vySetfeni

nebo na ultrazvuku karotidy nebo femuru nebo vyrazné zvysené skore CAC na CT.

* DM s po3kozenim cilovych organt nebo alespori tfemi hlavnimi rizikovymi faktory, nebo ¢asnym nastupem
Diabetes mellitus 1. typu s dlouhym trvanim (>20 let).
» TEZké chronické onemocnéni ledvin (eGFR <30 ml/min/1,73 m2 ).
* Vypocitané skore SCORE2 nebo SCORE2-OP 20 % pro 10lete riziko fatalniho nebo nefatalniho kardiovaskularniho onemocnéni.

* FH s ASCVD nebo s jinym vyznamnym rizikovym faktorem.

@
2025 Focused Update of the 2019 ESC/EAS Guidelines for the management of dyslipidaemias
* (European Heart Journal; doi: 10.1093/eurheartj/ehaf190)



Navrat ke ctyrem kategoriim KV rizika

Vysokeé riziko

Stredni riziko

Nizké riziko

Lidé s nékterym z nasledujicich stav:

* Vyrazné zvySené jednotlivé rizikové faktory, zejména TC >8 mmol/I (>310 mg/dl), LDL-C
>4,9 mmol/l (>190 mg/dl) nebo krevni tlak 180/110 mmHg.

* Pacienti s FH bez dalSich zavaznych rizikovych faktord.

« Pacienti s DM bez poskozeni cilovych organd, s trvanim DM 10 let nebo jinym
dalsi rizikovy faktor.

* Stredné tézké chronické onemocnéni ledvin (eGFR 30-59 ml/min/1,73 m2).

* Vypocitané skore SCORE2 nebo SCORE2-OP 10 % a <20 % pro 10leté riziko fatalniho nebo nefatalniho

B

Lidé s nékterym z nasledujicich stavu:
* Mladi pacienti (DM1 <35 let; DM2 <50 let) s trvanim DM <10 let, bez

dalsi rizikové faktory.

* Vypocitané skére SCORE2 nebo SCORE2-OP 2 % a <10 % pro 10leté riziko fatalniho nebo nefatalniho kardiovaskularniho onemocnéni.

* Vypocitané SCORE2 nebo SCORE2-OP <2 % pro 10leté riziko fatalniho nebo nefatalniho kardiovaskularniho onemocnéni.
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Odhad rizika bezne: SCORE?2, - OP, - diabetes

vice kohort, moderneéjsi data, mene nadhodnoceni, extenze do vyssiho

veku
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Vrablik M, Cifkova R, Tuka V, Linhart A. Doporuceny postup Evropske kardiologické spolecnosti pro prevenci kardiovaskularnich onemocnéni v
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SCORE2-Diabetes risk chart to estimate 10-year CVD risk in Men with diabetes and current age between 40 and 54 years

STEP 1: Determine Current Age (years) and select the corresponding column in the Points Table
STEP 2: In this column find the correct category for each risk predictor and record the points listed in the column titled “Points for current patient’.
STEP 3: Add up the points you have recorded in the final column and record the Points Total in the box at the bottom of the column
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10leté riziko fatalni a nefatilni KV pFihody
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Points Table Points extracted
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interpretation: The risk given s the % of pe npl e with the same risk estimation, who will experience 3 CVD event (heart attack, stroke, or other fatal cvD
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Modifikatory rizika, které je treba zvazit nad ramec odhadu rizika na =
zakladé algoritmu SCORE2 a SCORE2-OP \

DEMOGRAFICKE A KLINICKE UKAZATELE

Rodinna anamnéza pred€asného kardiovaskularnino onemocnéni (muzi: <55 let; Zeny: <60 let)
Vysoce rizikovy (napf. jihoasijsky) etnicky ptavod

Stresové pfiznaky a psychosocialni stresory

Socialni deprivace

Obezita

Nedostatek fyzické aktivity

Chronické imunitné zprostfedkované/zanétlivé poruchy
Zavazné psychiatrické poruchy

Anamnéza predCasné menopauzy

Preeklampsie nebo jiné hypertenzni poruchy v téhotenstvi
Infekce virem lidské imunodeficience (HIV)

Syndrom obstrukéni spankové apnoe.

BIOMARKERY
Trvale zvySeny hs-CRP (>2 mg/l)
Zvyseny Lp(a) [>50 mg/dL (>105 nmol/l)]

@
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a [ SCORE2/SCORE2-OP <2%
Treatment goal I+ SCOREZ/SCORE2-OP 22%and <10% | o o o o o o
for LDL-C | + Young patients (T1DM <35 years; | SCORE2/SCORE2-OP 210% and <20% |
: T2DM <50years) with DMduration | . Markedly elevated single risk factors, in particular |
v _<10yearswithoutotherriskfactors | | TC>8mmol/L(310mg/dL) or LDL-C >49 mmol/L (190 mg/dL):
or BP =180/110 mmHg
Class lIb (:3:6:':;:") Lrg'l(’ |+ FH without other major risk factors :
|+ Moderate CKD (eGFR 30-59 mU/min/1.73 m?) :
|+ DM w/o target organ damage, with DM duration 210 years |
Class lla 'l or other additional risk factor |

& =50% reduction
from baseline

Class | <1.8 mmol/L
(<70mg/dL)

a <14 mmol/L

Class | (<55mg/dL)
<1.0 mmol/L

Classlib  Eppm—y

Cilové hodnoty
LDL-C podle

« DM &target organ damage: =3 major risk factors;

i_o_ASTCVD_(cini_cant;\a_gi;gT __________ : 171 A
:-scomscoaszop 220% l rZ| kOVG
+ FHwith ASCVD or with another major risk factor | .
|
|+ Severe CKD (eGFR <30 mL/min/1.73m?) : katego re
|
|
: |

— e — ——— ——— — — —— — — —— — — — —

|+ Patients with ASCVD who experience |
| recurrent vascular events while taking

| maximally tolerated statin-based therapy |
l. Patients with polyvascular (e.g. coronary |
and peripheral) arterial disease |

—————— ——————————

AClass lla for individuals in primary prevention with FH at very high risk

R

CV Risk

@ESC Qers —/
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Doporuceny postup k dosazeni cilove hodnoty LDL-C podle rizika ASKVO
hodnoty LDL-C pred zahajenim |éCby '

Celkov Nelégené hladiny LDL-C
e. KV <1,4 mmol/l 1,4 az <1,8 mmol/| 1,8 az <2,6 mmol/l 2,6 az <3,0 mmol/l 3,0 a¥ <4,9 mmol/l 4.9 mmol/l
riziko (<55 mg/dl) (55az <70 mg/dl)  (70az<100mg/dl)  (100az<116 mg/dl) (116 az <190 mg/d| (190 mgrdl)

Zmeéna zivotniho .
stylu, zvazte léky -

Nizké

Stfedn
i

| Zmeéna zivotniho Zmeéna zivotniho
~ stylu, zvazte léky © stylu, zvazte léky

| Zmeéna zivotniho
- stylu, zvazte Iéky

Vysok
e

Velmi
vysoké

1°prevence

Zména zivotniho Zména zivotniho
stylu, zvazte Iéky stylu, zvazte Iéky

Velmi

vysokeé
2°prevence
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@Esc

Nova doporuceni ohledné stanoveni rizika ASKVO Qeas

* Pritomnost subklinické koronarni aterosklerozy na zobrazovacich
vySetrenich nebo zvysSené skére CAC na CT by méla byt u jedincu se
stfednim rizikem nebo u jedincu s pfiblizné prahovymi hodnotami pro
rozhodnuti o IéCbeé povazovana za faktory modifikujici riziko

U jedincu se stfednim rizikem nebo u jedincu s pfiblizné prahovymi
hodnotami pro rozhodnuti o IéCbé se doporucCuje zohlednit modifikatory
rizika

2025 Focused Update of the 2019 ESC/EAS Guidelines for the management of dyslipidaemias
* (European Heart Journal; doi: 10.1093/eurheartj/ehaf190)



CAC, BAC, LDCT... jeden obraz je za 1000 slov
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Dalsi zpusoby zobrazeni aterosklerotického
postizeni: retinalni obraz

1.5 RetiCACscore - CACscore
— Low —0
—— Moderate —>0-100
" . —— High —>100
) : £
} ’ ?é 1-0- _
Visit to polyclinics Capture retinal é
photography g
Sensitivity/Specificity 3 oA -
83%/88% 83%/86% c ff
v \_/ 0 1 J 3 4 5 0 1 ) 3 1 5
Number at risk Time (years) Time (years)
275% 10yr ASCVD sk | 210% 1047 CVD risk 210% 10.yr CVD risk a2 1h i G indk e 4 b @ 2
%@m&w (Unu?dmsm Fﬁm‘?&*ﬂm RB“)SOO"G High 175 173 169 160 157 155 >100 165 164 158 152 149 147
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Nova doporuceni ohledné zahajovani farmakologicke C:)ES
Y . / / . L gt EAS
écby DLP v primarni prevenci .

"

* (IA) V primarni prevenci se farmakologicka terapie snizujici LDL-C
doporucuje u osob:
* s velmi vysokym rizikem a LDL-C > 1,8 mmol/l (70 mg/dl) nebo
* s vysokym rizikem a LDL-C >2,6 mmol/l (100 mg/dl)

* (llaA) V primarni prevenci by mela byt zvazena farmakologicka
terapie snizujici LDL-C u osob s

 velmi vysokym rizikem a LDL-C >1,4 mmol/l (55 m g/dl), ale < 1,8 mmol/l (70
m g/dl), nebo

* s vysokym rizikem a LDL-C > 1,8 mmol/l (70 mg/dL), ale <2,6 mmol/l (100
mg/dL), nebo

* se stfednim rizikem a LDL-C > 2,6 mmol/l (100 mg/dL), ale < 4,9 mmol/l (190
mg/dL), nebo

*S n%lf)ym rizikem a LDL-C > 3,0 mmol/l (116 mg/dl), ale < 4,9 mmol/l (190
mg

2025 Focused Update of the 2019 ESC/EAS Guidelines for the management of dyslipidaemias
* (European Heart Journal; doi: 10.1093/eurheartj/ehaf190)



Nova doporuceni k farmakologicke

eChé (2 EAS

<
Kyselina bempedoova se doporucuje pacientiim, ktefi nemohou uZivat statiny k dosazeni cilové hladiny LDL- | =
C.

U pacientt s vysokym nebo velmi vysokym rizikem by mélo byt zvaZeno pridani kyseliny

bempedoové k maximalni tolerované davce statinu s ezetimibem nebo bez néj, aby bylo dosazeno  1la C
cilové hladiny LDL-C.

U pacient s homozygotni familidrni hypercholesterolemii ve véku 5 let a starsSich, ktefi

nedosahuji cilové hodnoty LDL-C, a to i pfes maximalni davky hypolipidemické terapie ke sniZzeni hladin LDL-C, je Ila B.
treba zvazit podavani evinakumabu.

Doporuceni pro hypolipidemickou terapii u pacientt s akutnim koronarnim syndromem

U pacient(, ktefi pred pfijetim do nemocnice uzivali jakoukoli hypolipidemickou terapii, se doporucuje

intenzifikace hypolipidemické terapie béhem hospitalizace s indexovym ACS, aby se dale snizily hladiny LDL-C. | C
U pacientd, ktefi dosud nebyli Ié¢eni a u kterych se neocekava, ze dosahnou cilové hladiny LDL-C pouze statiny,

by mélo byt béhem indexové hospitalizace pro AKS zvazeno zahajeni kombinované terapie vysoce intenzivnim IE] B.

statinem a ezetimibem.

@
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Bempedoova k.
snizuje riziko

MACE

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE ‘

Bempedoic Acid and Cardiovascular
Outcomes in Statin-Intolerant Patients

S.E. Nissen, A.M. Lincoff, D. Brennan, K.K. Ray, D. Mason, J.J.P. Kastelein,
P.D. Thompson, P. Libby, L. Cho, J. Plutzky, H.E. Bays, P.M. Moriarty, V. Menon,
D.E. Grobbee, M.J. Louie, C.-F. Chen, N. Li, L.A. Bloedon, P. Robinson, M. Horner,
W.J. Sasiela, J. McCluskey, D. Davey, P. Fajardo-Campos, P. Petrovic, J. Fedacko,
W. Zmuda, Y. Lukyanov, and S.J. Nicholls, for the CLEAR Outcomes Investigators*

A Four-Component MACE (Primary End Point)

B Three-Component MACE
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109 {azard ratio, 0.77 (95% C1, 0.66-0.91) 209 Hazard ratio, 0.81 (95% C1, 0.72-0.92)
D - P=0. <y P=0.
33_ 80 g 00 Placebo & 304 15+ 00l
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E 20 E 20
o o
0 ) 1 1 1 1 L] I Ll l77 1 0 L 1 I ) 1 I 1 1 1 1
0 6 12 18 24 30 36 42 48 54 60 0 6 12 18 24 30 36 42 48 54 6D
Months since Randomization Months since Randomization
No. at Risk No. at Risk
Placebo 6978 6839 6704 6578 6420 6266 5388 2684 1304 562 64 Placebo 6978 €303 6623 6469 6289 6104 5200 2582 1247 527 57

Bempedoic 6992 6865 6767 6636 6498 6354 5516 2767 1337 603 81
acid

Bempedoic 6992 6832 6689 6520 6355 6190 5346 2661 1273 573 74
acid




Velmi vysoce rizikovi v CLEAR OUTCOMES bez
anamneézy ASKV prihody

m Cardiovascular death 'F | All-cause mortality
61 10
HR, 0.61(95%Cl, 0.41-0.92) HR, 0.73 (95% Cl, 0.54-0.98)
84
at 3%
w 4 -
£ 4 §
4 S 64
Q (%}
£ y Placebo
S Placebo 3
b3 2 44 —
S 2 | g g
& e & Bempedoic acid
Bempedoic acid 2
0+ 04
0 6 12 18 24 30 36 42 48 54 0 6 12 18 24 30 36 42 48 54
Months from randomization Months from randomization
No. at risk No. at risk
Placebo 2090 2065 2037 2009 1975 1729 808 328 125 Placebo 2090 2065 2037 2009 1975 1729 808 328 125
Bempedoicacid 2088 2073 2042 2010 1994 1745 772 307 135 Bempedoic acid 2088 2073 2042 2010 1994 1745 772 307 135

Nissen SE, Menon V, Nicholls SJ, Brennan D, Laffin L, Ridker P, Ray KK, Mason D, Kastelein JJP, Cho L, Libby P, Li N, Foody J, Louie MJ, Lincoff AM. Bempedoic
Acid for Primary Prevention of Cardiovascular Events in Statin-Intolerant Patients. JAMA. 2023 Jul 11;330(2):131-140. doi: 10.1001/jama.2023.9696. PMID: 37354546;
DAMCID: DNMOC1T1NR2AAAD D
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Combination lipid-lowering therapy as first line strategy
in very high-risk patients

Cardiovascular risk
assessment
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Very High Extremely high risk
CVD Risk patient&

v

Start statin +

Start statin +
ezetimibe™* + PCSK9

zetimibe*
ezetimibe targeted therapy#
; I
Reduction <50% : o * In statin-intolerant patients consider ezetimibe +
OR Reduction >50% & bempedoic acid or PCSK9 targeted therapy

LDL-C <1.4 mmol/L
-C>
LDL-C >1.4 mmollL & Extremely high risk = post ACS + history of

¢ other vascular event/peripheral artery disease/

polyvascular disease/multivessel coronary artery
disease/familial hypercholesterolemia

Add PCSK9 No further action
targeted therapy# or b # monoclonal antibodies directed against PCSK9

bempedoic acid or PCSK9 siRNA therapy
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Patient Diagnosed With ACS and
receives PC|

HeFH, HoFH, Extreme CV Risk
Statin intolerance

Measure LDL-C
Special Pathways

Measured LDL-C Three-Stage Lipid-Lowering Therapy (LLT)

Single LLT

Statin treated No prior treatment e Startatorvastatin or rosuvastatin in statin-naive patients

LDL < 100 mg/d! LDL < 120 mg/dl e Increase to maximal tolerated dose in current statin users
(<50% reduction to (<50% reduction to
reach target) reach target) Maximally-tolerated
statin therapy
Statin treated No prior treatment
Dual LLT
LDL 100-300 mg/dl LDL 120-300 mg/d|
(50-80% reduction to @l (50-80% reduction to :
reach target) reach target) MGy + Ezetimibe
statin therapy
Any Patient
Y Triple LLT

LDL > 300 mg/dI

9 5 Maximally-tolerated
(80 % reduction to reach target) By e + + PCSK9I

S

Support and Follow-up

Provide discharge summary outlining plans for immediate treat t and escalation

Monitor lipids after 4-6 weeks

Intensif
LDL-C < 55 mg/dl nrensiy

Therapy

Yes

Follow up at
3 months
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2025 Focused Update of the 2019 ESC/EAS Guidelines for the management of dyslipidaemias
: (European Heart Journal; doi: 10.1093/eurheartj/ehaf190)



Casltice Lp(a) Je oKrat vice aterogenni nez castice

LD

Key Question

How atherogenic is 1 particle
of Lp(a) compared to 1
particle of LDL?

Key Methodology

Both Lp(a) and LDL contain 1
apoB per-particle. Here, we
identified genetic variants (SNPs)
that affected plasma levels of
either LDL particles or Lp(a)
particles. For these 2 genetic
SNP “clusters,” we related the
change in apoB to the respective
change in CHD risk. This way, we
directly compared the
atherogenicity of LDL and Lp(a),
particle for particle.

Genetic variants that raise apoB by raising Lp(a) Mendelian Randomization

A
/‘»‘?
;-""
- T ‘}“""
0 X > /,7‘0
o ApoBinLp(a) ~
2 vs CHD risk
v /"
8 /
o V4
ot ;'/
g / ApoBinLDLQH
v vs CHD risk
>
Genetic Effect on apoB*
Genetic variants that raise apoB by raising LDL * apoB attached to either an LDL or Lp(a) particle

Take-Home Message: In most people, LDL particles are much more abundant than Lp(a)
and carry the greatest proportion of overall CVD risk; however, on a per-particle basis,
Lp(a) is about 6 times more atherogenic than LDL.

Bjornson, E, Adiels, M, Taskinen, M. et al. Lipoprotein(a) Is Markedly More Atherogenic Than
LDL: An Apolipoprotein B-Based Genetic Analysis. JACC. 2024 Jan, 83 (3) 385-395.



Algoritmus zohlednujici hladiny Lp(a) pri
hodnoceni rizika ASKVO

= . B | T Yeur st withas irciuing the sffect of Loia}

Enter your health information below P o et e e ar L

40
Cholesteral units: Height units: Weight units: % 0
O mmol/L @ ma/dL ®cm Oin ®kg Olbs = m

10
Sex Helght i)

1]

Female ] [ 176 | . ") & 3 -

Age [ages 30-75) wiight (kg) Age [years)
l 45 J [ 79 ] Your risk of having a heart atfack or stroke up 1o age B0 is:

attack or stroke up to age 80 changes from 33.4% to

Chalesteral Your BMIis calculated as With an Lp{a} bevel of[100 ma/al] your estimated risk of having = beart m

Total Cholestercl {masdL) (range 135 - 300) B
[ 210 | | 255 |
c | = vr righ withaut inghecing Thes afecs of Lpds]
LOL Chelesteral {(mg/dL) (range 80 - 200) Do you have disbetes? e e
i 7 A v wous LDL er bleed praisunt
(13 /O -
\ / z
HOL Chaolestercd (mafdL) range 25 -100) Do you currently smicke? -
- - &
= B -
Systolic Blood Pressure (mmHg) (range 90 - 2000 Hawe you ever smoked? -
P a1 ]
Age (years)
Are you taking a medicine to lower biood pressure? Has anyone Inyour family had & heart attack or stroke?
attack or stroke up to age 80 changes from 33.4% fo
[ Calculate Risk J With an Lpda) of 100 mg/dL and an estimated risk of 52_1% lowering [
your LDL by 40 mg/dL and your SBP by 5 mmHg beginning at age 45 |

will reduce your risk of having a heart attack or stroke to:

Kronenbertg F et al. Atherosclerosis 374 (2023) 107-120



/Medfately & Léky W Nastroje h ATC sk MKN-10 [ Vzdélavani www.mediately.com/cz/tools/LpaGuidelines

[2) Klinicka doporuéeni pro Lp(a)

Vysledek
Typ prevence

- Intervence Zivotniho stylu a lékova intervence (napf. LDL-C,

Pomér rizik (hazard ratio) pro MACE v dlsledku zvyseného Lp{# ): 1,60-

1,87

Hodnota Lp(a)

170 nmol/l &

Vék [roky] SniZeni LDL-C potfebné k zmirnéni zvySeného rizika zpisobeného
Lp(a)

50-59 v

Cilova hladina LDL-C pro zadaného pacienta je oproti hladiné

odpovidajici kategorii KV rizika nizsi of 0,9-1,2 mmol/l

Poznamka: Snizeni LDL snizuje absolutni kardiovaskularni riziko, ale nesnizuje hladinu Lp(a). Vzhledem k tomu rezidualni riziko ze zvySené hladiny Lp(a) pfretrvava. V
soucasné dobé se vyvijeji u€inné lécebné pfipravky snizujici hladinu Lp(a) a jejich dostupnost se oCekava v blizké budoucnosti. Tyto nové terapie nabizi nadéji na pfimé
snizeni kardiovaskularniho rizika u osob s vysokou hladinou Lp(a).



U g¢"
ent pro farmakologickou I6¢bu pacientd s hypertriglyceridemii &

Doporuceni pro farmakologickou Ié¢bu pacientt s hypertriglyceridemii
U pacientl s vysokym nebo velmi vysokym rizikem a zvysenymi hladinami triglycerid (hladiny triglyceridt nalac¢no
135-499 mg/dl nebo 1,52-5,63 mmol/l) by méla byt zvaZzena vysoka davka ikosapent-ethylu.(2 x 2 g/den) v I1a B.
kombinaci se statinem ke snizeni rizika kardiovaskularnich pfihod.
U pacientl s téZzkou hypertriglyceridemii (>750 mg/dl nebo >8,5 mmol/l) v disledku familiarni

I1a B.

chylomikronémie je tfeba zvazit podavani volanesorsenu (300 mg/tyden).

syndromu, ke sniZeni hladiny triglyceridd a snizeni rizika pankreatitidy.

@
2025 Focused Update of the 2019 ESC/EAS Guidelines for the management of dyslipidaemias
(European Heart Journal; doi: 10.1093/eurheartj/ehaf190)



REDUCE-IT: vysoka davka ikosapent ethyl v prevenci

Icosapent Ethyl
(N=4089)

Placebo
(N=4090)

Age (years), Median (Q1-Q3)

Female, n (%)

Non-White, n (%)

Westernized Region, n (%)

CV Risk Category, n (%)
Secondary Prevention Cohort
Primary Prevention Cohort

Ezetimibe Use, n (%)

Statin Intensity, n (%)

64.0 (57.0 - 69.0)
1162 (28.4%)
398 (9.7%)
2906 (71.1%)

2892 (70.7%)
1197 (29.3%)
262 (6.4%)

64.0 (57.0 - 69.0)
1195 (29.2%)
401 (9.8%)
2905 (71.0%)

2893 (70.7%)
1197 (29.3%)
262 (6.4%)

Low 254 (6.2%) 267 (6.5%)
Moderate 2533 (61.9%) 2575 (63.0%)
High 1290 (31.5%) 1226 (30.0%)

Type 2 Diabetes, n (%)
Triglycerides (mg/dL), Median (Q1-Q3)
HDL-C (mg/dL), Median (Q1-Q3)
LDL-C (mg/dL), Median (Q1-Q3)
Triglycerides Category

<150 mg/dL

150 to <200 mg/dL

2200 mg/dL

Bhatt DL, Steg PG, Miller M, et al. N EnglJ Med. 2018

2367 (57.9%)
216.5 (176.5 - 272.0)
40.0 (34.5 - 46.0)
74.0 (61.5 - 88.0)

412 (10.1%)
1193 (29.2%)
2481 (60.7%)

2363 (57.8%)
216.0 (175.5 - 274.0)
40.0 (35.0 - 46.0)
76.0 (63.0 - 89.0)

429 (10.5%)
1191 (29.1%)
2469 (60.4%)




Studie REDUCE-IT: icosapent ethyl effect on primary composite

endpoint
(CV death, MI, stroke, UAP, revascularization)
30+
28.3%
E 207 Placebo
w 23.0%
o
=
E
% 10- Icosapent Ethyl
:
0 [ [ [ I I
0 1 2 3 4 5

Years since Randomization

Bhatt DL, Steg PG, Miller M, et al. N EnglJ Med. 2018

Hazard Ratio, 0.75
(95% Cl, 0.68-0.83)

RRR = 24.8%

ARR =4.8%

NNT = 21 (95% ClI, 15-33)
P=0.00000001



lcosapent ethyl a vysledky ve studii REDUCE-IT

Icosapent Ethyl Placebo
(N=4089) (N=4090) Median Between Group Difference
Median Median at Year 1
Absolute % Change
Change from from % Change
Biomarker* Baseline Year1 | Baseline Year1 Baseline Baseline P-value
Triglycerides (mg/dL) 216.5 175.0 216.0 221.0 -44.5 <0.0001
Non-HDL-C (mg/dL) 118.0 113.0 118.5 130.0 -15.5 -13.1 <0.0001
LDL-C (mg/dL) 74.0 77.0 76.0 84.0 5.0 <0.0001
HDL-C (mg/dL) 40.0 39.0 40.0 420 25 -6.3 <0.0001
Apo B (mg/dL) 82.0 80.0 83.0 89.0 -8.0 -9.7 <0.0001
hsCRP (mgiL) 2.2 1.8 2.1 2.8 0.9 <0.0001
Log hsCRP (mg/L) 0.8 0.6 0.8 1.0 -04 -22.5 <0.0001
EPA (ug/mL) 26.1 144.0 26.1 23.3 +114.9 +358.8 <0.0001
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RNA terapie: stale Castejsi p

CENTRAL ILLUSTRATION From Bench to Bedside: Utilization and Potential
of RNA-Based Therapies in Cardiovascular Disease
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Volanesorsen /ASO x apoClll/
66 pacientU s FCS, sledovani 53 tydn(

Olazersen /GalNAc ASO x apoClll/
114 pacientl s mirnou hyperTG
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Olezarsen ve studiich CORE snizil riziko pankreatitidy
1063 pts, prameérné TG 9 mmol/l, 63 % T2DM

Figure 1D.
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Dalsi nova doporuceni ZST EAS

Doporuceni pro statinovou terapii v primarni prevenci u osob s infekci virem lidské imunodeficience

Statinova terapie se doporucuje lidem s HIV ve véku 40 let v primarni prevenci, bez ohledu na odhadované kardiovaskularni riziko a

hladiny LDL-C, aby se snizilo riziko kardiovaskularnich prihod; volba statinu by méla byt zaloZzena na potencialnich |ékovych I B.

interakcich.

Doporuceni pro |é¢bu statiny u pacient podstupujicich protinddorovou lé¢bu

U dospélych pacientl s vysokym nebo velmi vysokym rizikem vzniku kardiovaskularni toxicity souvisejici s

chemoterapii by mély byt zvazeny statiny, aby se snizilo riziko srdecni dysfunkce vyvolané antracykliny. I1a B.

Doporuceni pro doplnky stravy

Doplnky stravy nebo vitaminy bez prokazané bezpecnosti a vyznamné ucinnosti ve snizovani LDL-C se ke

snizeni rizika ASCVD nedoporucuiji.

@
2025 Focused Update of the 2019 ESC/EAS Guidelines for the management of dyslipidaemias
(European Heart Journal; doi: 10.1093/eurheartj/ehaf190)
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Cilena aktualizace doporuceni pro management DLP 2025 Qeas

« Zafazeni rizikovych algoritmu pro zdanlivé zdravé osoby
(SCORE2, SCORE OP, SCOREZ2 Diabetes)

* Presngjsi stratifikace rizika vC. kategorii nizkého a extrémne
vysokeho rizika ASKVO

* Doporuceni ke zvazeni zahajeni farmakologickeé leCby u osob bez
aterosklerotickeho cevniho postizeni dle rizika a hladiny LDL-C

« Zarazeni bempedoové kyseliny, evinakumabu, etylesteru EPA a
volanesorsenu mezi doporucené terapie ve vybranych kontextech

« U pacientu s AKS ma byt zvazena kombinace k dalSimu snizeni
LDL-C behem hospitalizace

* Doporuceni pro nové subpopulace (HIV, pacienti podstupujici
protinadorovou lecbu)
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