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Mortalidad cardiovascular en Espafia

Las enfermedades cardiovasculares constituyen la primera causa
de muerte
en el conjunto de la poblacién espanola:

Enfermedades

Resto 21% cardiovasculares 32%

Causas
externas 27%

Enfermedades
digestivas 5%

Tumores 27%

Enfermedades
respiratorias 11%
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Instituto
Nacional de ) o de prensa

Estadistica

10 de noviembre de 2021
(Actualizada a las 13:30)

Defunciones segun la Causa de Muerte
Afio 2020

El 24,3% de las defunciones se debieron a enfermedades del
sistema circulatorio y el 22,8% a tumores

Las enfermedades infecciosas, que incluyen COVID-19 virus
identificado y COVID-19 sospechoso, fueron la tercera causa de
muerte (16,4%del total)’

Defunciones por capitulos de la CIE-10. Afio 2020
Valores absolutos y porcentajes

Capitulos de la CIE-10

Defunciones %
Total Defunciones 493.776 100,0
Enfermedades del sistema circulatorio 119.853 243
Tumores 112.741 228
Enfermedades infecciosas y parasitarias(1) 80.796 16,4
Enfermedades del sistema respiratorio 42.423 8,6
Enfermedades del sistema nenioso y de los drganos de los sentidos 27508 5,6
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Historia def colesternl y la enfermedad cardiovascular

Pritnera mitad del siglo s o era del colesrerol
1910 Laz placas atercesclendiicas humanas contienen colesreral
1913 La dlieta rica £n colesterol causa alermesclersis en congjos

1938 Se describe 1a hipercolesterolemia familiar

1950 Sedilucida la via biosintérica del colesterol

1951 Las dietas altas en grasas aumentan €l colestercl plasmdteo en humanos

1953 Concepto de Facror de riesgon -
Sewunde reind del sigdo oo To e del DL

1955 Se identifica el cLDL como factor de nespo de enfermedad coronaria
1973 Descripeiton del recepoor de Las DL

1976 Descubrimiento de oz inhibidores de la HMG CoA reductasa [estatinas)
1084 La reduccidn del cLDL reduce L incidencia de enfenmmedad coranaria

1985 Recomendacidn de reducie el cLDL del National Cholesterol Educadion
Croerom (NCER

14494 Laz estatinas disminuyen fos infartos de mincardio y prolongan 1a vida

2006 Sedescubre la PCSED: regulador de los receprores de [as LDL

5 Junta de .- Sacyl

| Homdrd
Castilla y Leén S8 Uriversiario de Lo E Civeira et al. / Rev Esp Cardiol Supl. 2020;20(D):2-7



Propartional Reductian In Rigk of CHD
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Absolute effect of statin therapy on
MAJOR VASCULAR EVENTS
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A consensus statement from the European
Atherosclerosis Society Consensus Panel

Conclusion: Consistent evidence from numerous and multiple different types
of clinical and genetic studies unequivocally establishes that LDL causes ASCVD
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RCV alto

LDL< 70
mg/dl
prevention:

LDL-C reduction from baseline® and an LDL-C goal of <1.4 mmol/L (<55 mg/dL).
ire high-intensity LDL-lowering therapy.

RCV muy alto

LDL < 55
mg/dl

Very-high risk in primary or seco
A therapeutic regimen that achieves >5

No current statin use: this is likely to re
sed treatment intensity is required.
jeves >50% LDL-C reduction from baseline® and an LDL-C goal of <1.8 mmol/L

Current LDL-lowering treatment: an in
High risk: A therapeutic regimen that

(<70 mg/dL).
< 85 mg/d| < 100 mg/d|

No goal, but <1.7 mmol/L (<150 mg/dL) indicates lower risk and higher levels indicate a need to look for other risk factors.

Recommendations Class Level

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 therapy, an LDL-C goal of <1.0 mmol/L

(<40 mg/dL) may be considered.




- SCORE: Riesgo a 10 afios de evento cardiovascular “fatal”.
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Systematic Coronary Risk Estimation 2 and Systematic Coronary Risk Estimation
2-Older Persons — SCORE 2 / SCORE OP (> 70 afios)

.. Risk charts for fatal and non-fatal (myocardial infarction, stroke) cardiovascular disease.

SCORE2Z2 risk LCOMEZ-OF: astimating incident

1- Mzcdel dewolapmesd

g i 1. Modul dernvation

ad e ik ok deriae indb | A PN\ YTTHT IR
FOOERBTRY nbaTs b 15 a v CELL TR VRN LR AR TR Tt ] L I3 I.ill
T coafflzlgms ware derlvad In -20.500
.00 TN wuaval parbeapanty from e pospecve
| LLIMLIE Slainy
L
A aliliatian b fiag vk dvjoan o —
arrubr res balor va s g LA e % Risk regions
| PUEMTIA taan W sl Ly i . Modsl recalibration (- " i
T e bon ruedeis R . Low risk

o prmvabaed sseowes v aliloalles] Tve fosan Moderate risk
gasgrephlcel Hax raglang viing ) )
ey reeyian specitie S0 . High risk

vevnl vl vk Lo lon liseerls,

[l Very high risk

l

3. Exlurnal validalion

T reclel waz sxernally valldsted 1n
ALY idpeituita trom ditrent

gﬁ Junta de 5‘ Sacyl ’:L M‘m ‘ 2021 ESC Guidelines on cardiovascular disease

Castilla y Leén prevention in clinical practice



Diapositiva 11

cc1 CTN CTN; 30/05/2022



Systematic Coronary Risk Estimation 2 and Systematic Coronary Risk Estimation
2-Older Persons — SCORE 2 / SCORE OP (> 70 afios)

.. Risk charts for fatal and non-fatal (myocardial infarction, stroke) cardiovascular disease.
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2021 ESC/EAS Guidelines:
Objetivo LDL en 2 pasos:

- Valorar modificadores de RCV.

- Valorar Riesgo/beneficio.

- Valorar comorbilidades.

- Valorar Beneficio tratamiento a lo largo de la vida.

- Valorar PASO DIRECTO a 2 = |[si Alto/ muy Alto RCV.
ECV.
DM Alto/muy Alto RCV.

Fommn = Mool i Cyoa
mmﬂdhhﬂd’h
[E TR ]

m—'h

Asistencial
ﬁ- rhachik el .b S=evt s dopayos



- La concentracidn de cLDL recomendada es cLDL < 115 mg/dl

fuera necesaria. La prescripcion de farmacos para disminuir
el colesterol no esta universalmente indicada y debera con-
siderarse de forma individualizada si un paciente presenta
dos de los siguientes factores: edad (hombres > 45 anos;
mujeres > 50 afos); IMC > 30 kg/m?; tabaquismo; HTA; ante-
cedentes familiares de ECVA precoz; dislipemia aterogénica;
SM; o Lp(a) > 50 mg/dL.
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Randomized Controlled Trial > Eur Heart J. 2021 Aug 17,42(31):2995-3007.
doi: 10.1093/eurheartj/ehab225.

Lowering cholesterol, blood pressure, or both to
prevent cardiovascular events: results of 8.7 years of
follow-up of Heart Outcomes Evaluation Prevention
(HOPE)-3 study participants

12 705 participants at intermediate CV risk after 5.6 years.

Cardiovascular risk factors — na, (%)

Elevated waist-to-hip ratio 5540 (87.1) 5204 (86.5)
Recent or current smoking 1747 [27.4) 1784 (28.1)
Lo HOL cholesteral lawsl 2344 (36.8) 2244 (35.4)
impaired fasting glucose or impaired glocose tolerance &9 [12.7) 507 {127
Early diabetes mellitus 374 (5.9) 35T (3.8}

Family hissary of premature coronary heart disease 1675 (26.3) 1660 (Z6.3)
Early renal dysfunction 163 2.7) 181 (25}

Hypertension 2403 (37.8) 2211 (38.0)

KASIaesTIn provides sdditional bereii alter sudy drags doppad

0%

= b Saudy Prisroe (odloes ug
5 hveans R0 years
B, [95% C1) 075 00.64-091) | HI {959 €13 898 8.64-0.99] |
_E P08 il
g =
i 2
b Ko iv gslain
2
n | a i L | 5 ] [ 8 &
Yeass
.7 yormrm Falboer mp L 079 (959 71, DUBS b (0 901) p=0uB0ES
Nivel medio del colesterol LDL fue 127,8 mg/dL.
MM'am ‘ N Engl | Med 2016; 374:2021-2031



Tabla 11 Indicaciones de tratamiento hipolipemiante segln riesgo cardiovascular y concentracién de cLDL
Riesgo vascular Colesterol LDL
55-70 mg/dL < 70 mg/dL 70-115 mg/dL 116-190 mg/dL > 190 mg/dL
Bajo o moderado Recomendaciones Recomendaciones Modificacion de Riesgo alto por
de habitos de de habitos de habitos de vida y definicion
vida. No precisa vida. No precisa alimentos Modificacion de
tratamiento tratamiento funcionales. habitos de vida y
alimentos
‘tratamiento funcionales.
‘hipolipemiante Iniciar tratamiento
hipolipemiante de
alta intensidad
Objetivo cLDL. Objetivo cLDL
<115 mg/dL <70 mg/dL
| 0.8
130-%. | Placebo =
_ - :‘-.E‘ B i Placebo
= ! 8 2 o
3 120 > 3
£ ] 8 9 _ 064\
s & £ 3
] Vs
£ 100 g g B0
[=] ° i o,
'E 90 §.- 03 Rosuvastatin ::: 0.4+
9 Rosuvastatin 5 ] Rosuvastatin
80+ 2 074 % 034
0 T T T T T T 0.0 T T T T LI = 0.0 T T T T T T
0 1 3 56 0 1 3 5.6 ¢ 1 3 5.6
(end of (end of {end of
Year trial) Year trial) Year trial)
No. at Risk
Placebo 495 495 495 495 508 508 508 508 507 507 507 507
Rosuvastatin 480 480 480 480 488 488 488 488 483 483 483 483
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U-Prevent* CALCULATORS MANUAL ABOUT CONTACT

U-Prevent: You are in control

Watch a video or jump right in

0 O

P Clinician video

. Get more insights by calculating individual cardiovascular risk and the

f preventive treatment.

SCORE2 and SCORE2-OP are integrated in U-Prevent menu

Dear visitor,

We have updated the U-Prevent site with a new calculator overview that integrates the recently published, SCORE2 and
the SCOREZ-OP calculators. Using the updated calculators have been advised by the European Society of Cardiology
(ESC) on 30.08.2021. The new guidelines are available via the European Society of Cardiology website and in the
European Heart Journal. Please refer to your local medical guidelines when using these or other guidelines.

The U-Prevent team.

® This website makes use of cookies Agreed
from YouTube and other sources. These parties may place
omputer. If it to this can indicate X No, | prefer not
b




Prediction of individualized lifetime benefit
from cholesterol lowering, blood pressure
lowering, antithrombotic therapy, and smoking
cessation in apparently healthy people

The LIFE-CVD model can estimate therapy-benefit from CVD risk-modification in apparently healthy people

33

Apparently healthy g

!

No previous cardiovascular disease or type 2 diabetes

LIFE-CVD model

mellitus

U-Prevent* CALCULATORS

European Heart Journal (2020) 41, 1190-1199

ne secr Mz

D
5o
&



e ralcn -—m:

S2lzct a calzulatar

o N COmSET O S i

TS T By A

Complejo Asistencial
Universitario de Leon



Personal Risk Profile @

[E| SCORE2

A fr-. 5

Risk regions
W Low risk
Maderate risk

[ High risk
W Very bigh risk

Current smoking i

- blood pressure

mmol/L mg/dL
Total cholesteral gyl

HDL=chaolesteral @ 75 mag/dL




SCOREZ2

Personal Risk Profile @

Risk of geagraphic region Lo* Systolic blood pressure 120 mmHg
Gender M* Total cholesterol 240 mg/dL

Age 56 years HDL-cholesterol 75 mg/dL

Current smoking - LDL-cholesteral 111 mg/dL

Adjust intake
10-years risk

Current 10-year risk of myocardial infarction, stroke Future treatment o

or cardiovascular death

LDL-cholesterol

No treatment target e
|

0 5 10 15 20 25
Percentage Systolic blood pressure
0/ O 00/ No treatment target >
3.1% U770 &
Current risk @ Reduction with treatment @

Antithrombotic treatment
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Estandares SEA 2022 para el control global del riesgo
cardiovascular
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“ Se considera ECVA o equivalente _
- Mediante angiografia o TAC coronario (enfermedad multivaso con obstruccién > 50% de dos arterias epicardicas) _
- Mediante ecografia carotidea o femoral (estenosis > 50%).

Con LOD', EVS' u atros
factores moduladeres
del riesgo’
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- LDL-Col - Paciente "X" =79 mg/dl

- PASO 2 - LDL-Col < 70 mg/dl ???

- Riesgo residual ??7?

RCV muy alto RCV alto

DL<55 LDL <70
mg/di mg/di
LDL-C Vaory-high risk in primary or pravention:
A therapeutic regimen thar achieves = LDL-C reduction from basetna® and an LDL-C goal of <1.4 mmoblL (<55 mgfdL).
Mo current statin use this is lkely 1o

Current LOL-lowering treatment: an in
High rigk; A therapeutic regiman that

inves =50% LOL-C reduction from baseline® and an LDL-C goal of <18 mmaiil

{<70 mgidL).
< 85 mg/dl < 100 mg/dl
Non-HDL-C e/ g/
<65 mg!dl <380 mgfdl
ApoB
Triglycerides M goal, but <1.7 mmal/L (<150 mgldl) indicates lawer risk and higher levels indicate 3 need ta look for ather risk factars.
R mansrado Acvibeio For patients with ASCVD who experience a second vascular event
St e i within 2 years (not necessarily of the same type as the first event) while
<3 el taking maximally tolerated statin therapy, an LDL-C goal of <10 mmol/L
<l (<40 mg/dL} may be considered. $

Col NO HDL : Paciente “X” = 165 mg/d|I

Apo B
Lp(a).



I_p ( a ) LDL particle with an Apo(a) y A p O B

Lipid analyses for CVD risk estimation

Lp(a) measurement should be considered at least once in each adult person’s lifetime to identify those with very high inherited Lp(a) levels >180 mg/dL
(>430 nmol/L) who may have a lifetime risk of ASCVD equivalent to the risk associated with heterozygous familial hypercholesterolaemia.

Table 6 Physical and chemical characteristics of human plasma lipoproteins

Density Diameter TGs (%) Cholesteryl PLs(%) Cholesterol (%) Apolipoproteins

EL e B e
(g/mL) (nm) esters (%) Major Others
Chylomicrons <095 80-100 90-95 2=4 2-6 1 ApoB-48  ApoA-l, Al — -..-:E...I =
VLDL 095-1.006  30-80 5065 8-14 12-16  4-7 ApoB-100  ApoAd, C-I e e e e e
IDL 1006-1019 25-30 25-40  20-35 16-24  7-11 ApoB-100  ApoC-l, C- e
LDL 1.019-1.063 20-25 4-6 34-35 2-26  6-15 ApoB-100 = - —— .|-:. e
HDL 1063-1210 8-13 7 10-20 55 5 ApoA-l  ApoAdl, C-l S— .
Lp(a) 1.006-1.125 25-30 4-8 35-46 17-24  6-9 Apo(a)  ApoB100 Jc: :
2019
Lipidanalyses for CVD riskeséimation o

concentrations are very highly correlated
(ASCVD risk)

- SiTG > 400 mg/dl = Col no HDL y ApoB

. )
@ E S C European Heart Journal (2019) 00, 1-78

! Compleo Asisianchl European Society doi:10.1093/eurheartj/ehz455
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2021 ESC Guidelines on cardiovascular disease
prevention in clinical practice

e CLASIFICACION | o AL ‘
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- Modificadores de Riesgo / Reclasificacion
* Lp(a)
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Lp(a) measurement should be considered at least once in each adult person’s lifetime to identify those with very high
inherited Lp(a) levels >180 mg/dL (>430 nmol/L) who may have a lifetime risk of ASCVD equivalent to the risk associated la (o}

with heterozygous familial hypercholesterolaemia.

Lp(a) should be considered in selected patients with a family history of premature CVD, and for reclassification in people
who are borderline between moderate and high-risk.
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2021 ESC Guidelines on cardiovascular disease
prevention in clinical practice

0 orresponding non-high-density lipoprotein
chulesteml and apullpuprutem B levels for commonly used
low-density lipoprotein cholesterol goals

2.6 mmol/L (100 mg/dL) 3.4 mmol/L (131 mg/dL) 100 mg/dL -
. S
1.8 mmol/L (70 mg/dL) 2.6 mmol/L (100 mg/dL) 80 mg/dL Q
1.4 mmol/L (55 mg/dL) 2.2 mmol/L (85 mg/dL) 65 mg/dL o
HDL-C = high-density lipoprotein cholesterol; LDL-C = low-density lipoprotein
cholesterol. e =
B b £ o
=" =
n< e e e SR e
- e - == —=d -r:| [ B R
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2021 ESC Guidelines on cardiovascular disease

prevention in clinical practice

Simpke division ol the plessma TG bp i
cioss ol give 2 wery acourate eslimale o
VLD -C. "

EEESE -an ke nzzcured directly, bur o mos studes ard maqw lzke-
rzbaiss, LO-C is caolated using the Friscewzld formdz:

o inmrmazll: LCL-C = vonal chalesarel — HDLAC — (045 < trigh-
CEFCEs)

e« nmgcl LEL-C = tom. drolesters] — HELAC — L2 = trgly-
carides;

The closltion = oy wzl € wenien T concarbstior o Inzkacar-

ides is <5 nodl (~400 navd ). and pes predse wher LDL-C s
wery ko [<7 3 mmias L 26 mgvdLy]. 'n patieres vtk low LD_-Z e
es andior hypetrighoe - daeiz (<800 mgidl], akarnative fernlae
are wadzble® =" o LDL-C car oelnezsured civecty,
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The non-HEL-C value i calculated by subtracting HDL-C from total
cholesterol. Mon-HOL-C, unlie LDL-C, coes not require the teighy-
caride concentration to be <25 mmol/l (400 mgidl). it also a5 an
adwznzage in That it is accurane in @ non-fasting setting, and may be
more accurate in patients witt DM There is evidence for a role
of non-HDL-C 25 a treatrent targer as it capaures the information
regarding all apoipoorotein-B-containing |i|:H:|-|:|r-|:|1'_|2':"5.E-E Wi'e sugpest
it 23 2 reasorabie alzernative reatment goal for all patients, particarly
far these with hypertrighcenidasmia or DM How mor-HDL-C levels
correspond to cormmenly used LOL-C poals is shown in Table 10.
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Apalipoproten B provides 2 direct estimate of the total concentra-
don of atrercgenic lipid particles, particulzry n patents with ole-
wated wriglyceride:. Howsver, on averzge the information conferred
by apolipoprotein B is simiar to that of caleufated LDL-C™™
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" La ApoB se recomienda como una alternativa ideal al cLDL, particularmente en personas con niveles altos de TG, DM, obesidad,
sindrome metabolico o niveles muy bajos de cLDL. Se puede usar, si esta disponible, como la medida principal para la deteccion, el
diagnostico y el tratamiento, y puede preferirse a los de C-no-HDL en estos grupos de pacientes, si bien su baja disponibilidad en nuestro
medio, hace que el C-no-HDL sea la opcion mas operativa.
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Propartional Raduction In Rtk of CHD
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Discordance Between Standard )
Equations for Determination of
LDL Cholesterol in Patients
With Atherosclerosis

El siguiente articulo compara la estimacion de los valores de LDL-c usando diferentes métodos, como son las ecuaciones de
Friedewald, Sampson y Martin/Hopkins. A continuacion, se exponen estas ecuaciones:

e Ecuacion de Friedewald: LDL-c = CT — HDL-c — (TG/5).

« Ecuacion de Sampson: LDL-c = CT/0,948 — HDL-¢/0,971 — [TG/0,56 + (TG x no HDL-¢)/2,140 — (TG%/16,100) — 9,44].

e Ecuacion de Martin/Hopkins: integra un factor individualizado en el denominador, para tener en cuenta la heterogeneidad
de la relacién de TG y VLDL-c.

- 146.106 pacientes con enfermedad ateroesclerdtica.
- Base de datos electrdnica de pacientes de Estados Unidos con enfermedad cardiovascular.
ateroesclerdtica y niveles de TG < 400 mg/dl.

- 2 categorias:

Concordantes si los niveles de LDL-c < 70 mg/dl entre las comparaciones en parejas de las distintas
ecuaciones utilizadas.

Discordantes ...

- Para toda la cohorte, los pacientes con discordancia en las cifras de LDL-c presentaban mas D. mellitus e
hipercolesterolemia familiar, en puntos de corte mas bajos para el LDL-c
y en aquellos pacientes con niveles altos de triglicéridos ( > 150 mg/dl).

JACC VOL.. 79, NO. &6, 2022
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Discordance Between Standard
Equations for Determination of
LDL Cholesterol in Patients
wWith Atherosclerosis
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Discordance Between Standard
Equations for Determination of
LDL Cholesterol in Patients
With Atherosclerosis

AHA/ACC

2018 Guidelines on
Treatment of Blood Cholesterol
Update

Guias de 2018 de la AHA/ACC se recomendaba el uso de la ecuacion
de Martin/Hopkins (Recomendacion lla, nivel de evidencia C) en
pacientes con niveles de LDL-c <70 mg/d| para aumentar la precisidon
con respecto a la ecuacion de Friedewald.
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Remnant Cholesterol, Not LDL

Cholesterol, Is Associated With Incident

Cardiovascular Disease

6901 pacientes, MACE 263.
Cohorte PREDIMED
4.8 anos.

FIGURE 1 Spectrum of Lipeproteins Indieating the Remnant TG-Rich Lipoproteins
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Cholesterol -Apo
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C = Total Chol ol - HOL-C - LDL-C

o all ot nat faund in high-density lipaprotain (HOLY and low-density lipoprotein (LDL) (6.,

chalesteral casried within very-low-dersity lipapratein [VLDL] and intermediate-density ipopeotein [IDLTE a5 well & in chylamicran rem-

nants in the nohfasting state: Remnant cholestered contributes o, but differs from non-HOL cholesteral, which s the sum of chabesteral
+ i B i

ins, including lipoproteindzl, Box in upper right shows a “generic lipeprotein.”
16 = triglycerides.
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CENTRAL ILLUSTRATION Remnant Cholesterol Metabolism and Cardiovascular Risk Derived
From Low and High Remnant- And Low-Density Lipoprotein-Cholesterol at Baseline in the
PREDIMED Cohort
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Remnant Cholesterol, Not LDL
Cholesterol, Is Associated With Incident

Cardiovascular Disease
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Apolipoprotein B and Non-HDL
Cholesterol Better Reflect Residual Risk
Than LDL Cholesterol Iin

Statin-Treated Patients

K2

FIGURE 2 Multivariable-Adjusted Hazard Ratios of All-Cause Mortality and Myocardial Infarction By Discordant Versus Concordant
Categories of Apolipoprotein B, LDL Cholesterol, and Non-HDL Cholesterol in Statin-Treated Patients

All-Cause Mortality :::r 92mg/dl
mg

Values According to Median  Individuals Events Event Rate Non-HDL Cholesteral 3.1 mmol / | (120 mg / dl)

LDL Cholesterol 2.3 mmol / 1(89 mg / dl)
LDL Per 1,000 Hazard Ratio
apoB Cholesterol Person Years (95% CI)
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Apolipoproteim B anmnd Nonm-HD L

Cholesterol Better Reflect Residual Risk

Thanmn LDL Cholesterol in
Statin—- Treated Patients
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Apolipoproteimn B and Nonmn—-HDL LD |
Cholesterol Better Reflect Residual Risk

Than LDL Cholesterol in

Statin—-Treated Patients

CENTRAL ILLUSTRATION: Multiveriable-Adjusted Risk of All-Causa
Martality and Myocardial Infarction in 13,0M5 Statin-Treabed Patients From the
Copeshagen Genersl Population Study
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ol,'but not LDL cholesterol, are
iatec _ ar Dlscordance analysis demonstrates that
apoB is a more accurate marker of all-cause mortality risk in statin- treated patients than LDL cholesterol or non-HDL
cholesterol, and apoB in addition is a more accurate marker of risk of myocardial infarction than LDL cholesterol.

(J Am Coll Cardiol 2021;77:1439-50) ® 2021 by the American College of Cardiology Foundation.
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Lipoproteina (a)

Lipoprateinia) is
comprised of an LDL-like
particie with B8 second
protein, aalled
apalipoproteinda), or
apafa), called around It,
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Estandares SEA 2022 para el control global del riesgo @

R il

° Expanol de
cardiovascular s
[ e ]
_-'fd_ i
Paciente de riesgo cardiovascular bajo-moderado
‘ | % Celegzed
| il cLDL entre 115 y 190 mg/dL
v -
Paricss: Bramremes O S0 S
e S s s s s e e
fuera necesaria. La prescripcion de farmacos para disminuir
el colesterol no esta universalmente indicada y debera con-
ﬁ ,ﬂ 3 siderarse de forma individualizada si un paciente presenta
[ T Tt L dos de los siguientes factores: edad (hombres > 45 anos;
¥ mujeres > 50 anos); IMC > 30 kg/m?; tabaquismo; HTA; ante-
| FSECR RN T cedentes familiares de ECVA precoz; dislipemia aterogénica;
Cched sl M. 04 r SM; o Lp(a) > 50 mg/dL.
Diagnéstico Definicion SiLp (a) > 50 mg/dl = “Considerar tratamiento”
por alto riesgo de evento isquémico (Cl a los 30-40 afios).
Hiberlipohrdteinemia (a) Lp(a) = 50 mg/ dL.
D suna e -Gsacy: ’,'l'mw} Clinica e Investigacion en Arteriosclerosis Xxx (XXXX) XXX—XXX
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Lipoproteina (a)

Las elevaciones de Lp(a) se asocian a efectos proaterogénicos de su fraccion similar al LDL — apo(B).

(1) Aterogénesis acelerada. presenceof oxpLin Lp(a) particles.
(2) Estado proinflamatorio.

(3) Empeoramiento de la EA calcificada.

(4) Estado protrombético.
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Apo-A and Lp(a) are different e

Apo-A constituent of HDL. Lp(a) constituent of LDL.
This "A" is written in capital This "a" is written in small
letters. letters.

It is anti-atherogenic. Highly atherogenic
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Large observational studies and meta-analyses

10— - “ = =
I ) “continuous and independent”
| 25-40% of FH and ACS patenis have LF{a) = 30
|
| SMPs r=10A55RT) and TR0
e associate with high [Lolal] small
| particles and high CV risk
=
> |
S |
g - I
:
- I
= |
1S I
I inhibitors and antizenss oligenudectide antisense
[ARCES-Apala)-LRX) reduce genetically elevated LPja)
|
LB -
x 0 1o i
Lp{a) mgtdi

Fig. 1. The relationship between plasma concentrations of Lpla) and relative nisk of CvD.
Approximate values summarnsed from the studies cited in this paper. Text in arrows
indicates factors for elevating [1P a)] and promising therapeutic strategies o redece [Lp
(a)] The grey shaded area shows the approximare distribution of [Lpfa)] in the
papulation. Abbrewviations: ACS, acute coronary syndromes: OV, cardiovascular: FH,
familial hypercholesterolaemia; Lpa), Lipoproteinia); PCSKS Proprolein converlase

subtilisin/kexin type 9; SNP, single nucleotide polymorphism]
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cgg&u;'ﬂmﬂe -‘ Sacyl "Lm“m B. Cybulska et al. / Progress in Cardiovascular Diseases 63 (2020) 219-227



O'Donghue Interventional: FOURIER -established ASCVD 25,096 doubling of median baseline Lp  @/associated with increased risk independently of

MI, et al. (statin, ezetimibe, evolocumab) {(a) (37 mg/dL) LDL-C level

2019° @ reduction of Lp(a) level on evolocumab therapy
associated with decreased risk independently of
LDL-C lowering

Bittner VA,  Interventional: ODYSSEY OUTCOMES - after ACS 18,924 quartiles: <6.7 mg/dL, 6.7 to @ higher baseline Lp(a) quartile associated with

et al. (statin, ezetimibe, alirocumab) <21.2 mg/dL, 21.2 to increased risk independently of LDL-C level

2020* =59.6 mg/dL, =59.6 mg/dL @ reduction of Lp(a) levels on alirocumab therapy
associated with decreased risk independently of
LDL-C lowering

!i-lu"u de %‘ Sacyl ”Lm% | B. Cybulska et al. / Progress in Cardiovascular Diseases 63 (2020) 219-227
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Resndual Lipid Risk

s B e -

- CAD event risk reduction of 22%:

.. lowering LDL-C level by 38.7 mg/dL (approximately 1.0 mmol/L).

.. Lp(a) level would need to be lowered by 65.7 mg/dL.
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JAMA Cardiology | Original Investigation

Association of LPA Variants With Risk of Coronary Disease
and the Implications for Lipoprotein(a)-Lowering Therapies

A Mendelian Randomization Analysis
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Systematic Coronary Risk Estimation 2 and Systematic Coronary Risk Estimation

2-Older Persons — SCORE 2 / SCORE OP (> 70 afios)

.. Risk charts for fatal and non-fatal (myocardial infarction, stroke) cardiovascular disease.
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2021 ESC Guidelines on cardiovascular disease
prevention in clinical practice



RCV muy alto RCV alto

LDL < 55 LDL< 70
mg/dl mg/dl
prevention:

LDL .c Very-high risk in primary or seco
A therapeutic regimen that achieves >5§% LDL-C reduction from baseline® and an LDL-C goal of <1.4 mmol/L (<55 mg/dL).
ire high-intensity LDL-lowering therapy.

No current statin use: this is likely to re
sed treatment intensity is required.
jeves >50% LDL-C reduction from baseline® and an LDL-C goal of <1.8 mmol/L

Current LDL-lowering treatment: an in
High risk: A therapeutic regimen that

(<70 mg/dL).
< 85 mg/dI < 100 mg/d|
Mon-HDL-C &/ &/
ApoB
Triglycerides No goal, but <1.7 mmol/L (<150 mg/dL) indicates lower risk and higher levels indicate a need to look for other risk factors.
= L
= o= 3k el Recommendations Class Level
== s For patients with ASCVD who experience a second vascular event
= N : within 2 years (not necessarily of the same type as the first event) while
taking maximally tolerated statin therapy, an LDL-C goal of <1.0 mmol/L
[ nds sacyi comusmss | (<40 mg/dL) may be considered.



‘Residual Lipid Risk

Objetivos tratamiento:
LDL-Col

Col NO-HDL

Apo B

Si Lp (a) > 50 mg/dl = “Considerar tratamiento”.
por alto riesgo de evento isquémico (Cl a los 30-40 afios).

Si Lp (a) > 50 mg/dl —> Tratamiento ???

Objetivo primario o secundario ???. 2> Lp (a) <50 mg/dL.
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