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Gesamtcholesterin 5,18 mmol/L (200 mg/dL), LDL-C bei 3,68
mmol/L (142 mg/dL), HDL-C bei 1,17 mmol/L (45 mg/dL).

Reduzierte intestinale Cholesterinresorption: Der Mann nahm nur etwa 18 % des zugefiihrten Cholesterins
tatsachlich auf —im Vergleich zu 46-55 % bei gesunden Vergleichspersonen unter cholesterinreicher bzw. -armer
Diat.

Gesteigerte Gallensauresynthese: Die Umwandlung von Cholesterin zu Gallensauren war bei dem Mann
gegenlber den Vergleichspersonen nahezu verdoppelt. Er synthetisierte taglich rund 1.513 umol Gallensauren,
die Vergleichsprobanden bei cholesterinarmer Ernahrung 766 umol pro Tag und bei cholesterinreicher
Ernahrung 812 umol pro Tag.

Kern F Jr N EnglJ Med. 1991 Mar 28;324(13):896-9.
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= lschaemic heart disease - 17%
= |schaemic heart disease - 17%

= Stroke - B%
= Stroke - 12%

= Other CVD - 13%

-~ Stomach cancer - 1%
™~ Colo-rectal cancer - 2%
=~ Lung cancer - 6%

—Other CVD - 17%

Stomach cancer - 1%
= Colo-rectal cancer - 2%

™ Breast cancer - 0.03%
™ Lung cancer - 2%

Todesursachen in L —_ - Other cancer - 13%
E uro p a - Other cancer - 10%

- Respiratory disease - 6%

- Respiratory disease - 8%

—Injuries and poisoning - 3%
= Alzheimer's/dementia - 5%

= Injuries and poisoning - 8%

- Alzheimer's/dementia - 2%

= All other causes - 21% = All other causes - 20%

Female Male
4.8 million 4.9 million

Timmis-&-et-al-EyurHeart:.-2022-Feb-04-=-PMID:-35016208.9
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OCT- Plaguebogen/Fibrose Kappe

Shear = x
stress Shear
¢, stress¥ -

X Calcium
Necrotic core

Adriaenssens, T. et al. J Am Coll Cardiol. 2021;78(12):1275-1287.
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Ischemia-Studie

A Primary Composite Outcome

B Death from Cardiovascular Causes or Myocardial Infarction
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Maron DJ N Engl J Med. 2020 Apr 9;382(15):1395-1407.
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Stellenwert der LDL-Senkung/
individuelles Ziel-LDL

* Eine entscheidende Rolle spielt hierbei die individuelle Senkung des
LDL-Cholesterins. Je nach Kollektiv Beginn und Ziel-LDL in Abhangigkeit
von:

 SCORE 2, SCORE 2-Diabetes , SCORE 2 -DM

* zusatzl. RF: Stress, Bewegungsmangel, Adipositas, Familienanamn. etc.
* vorhandene ASCVD

* GFR, Proteinurie

* Mikrovaskulopathie (bei DM, Endorganschaden)
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Proportion with coronary heart disease death
or non-fatal myocardial infarction (%)

—(CCTA
——Standard care

p=0-043

Number at risk

CCTA 2073
Standard care 2073

T T T T T T . T
1 2 3 4 5 6 7 8 9 10

Follow-up (years)

2050 2023 2008 1993 1974 1951 1930 1905 1668 993
2032 2002 1987 1967 1947 1932 1909 1880 1647 976

Williams MC et al. Lancet. 2025 Jan 25;405(10475):329-337

Proportion using preventive medication (%)

Coronar-CT reduziert Infarkte

100, W CCTA

/
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[ Standard care

p=019 p<0-0001 p<0-0001 p<0-0001 p<0-0001 p=0-0004 p<0-0001 p<0-0001 p=0-0012 p=0-0011

0_

CT-Gruppe mit weniger Infarkten als ohne CT wegen besserer Pravention bei hamodynamisch nicht relevanter
KHK, Revaskularisation in beiden Gruppen gleich (initial stabile AP und V.a. KHK)
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Primarpravention bei vermeintlich Gesunden:

SCORE 2* = Systematic Coronary Risk Evaluation
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Figure 2 Risk regions based on standardised cardiovascular disease mortality rates. Countries were grouped into four risk regions accordin s
their most recently reported WHO age- and sex-standardized overall CVD mortality rates per 100,000 population (ICD chapters 9, 100-199). o w B |

four groupings were: low risk (<100 CVD deaths per 100,000), moderate risk (100 to <150 CVD deaths per 100,000), high risk (150 to <300 ¢ o R
deaths per 100,000), and very high risk (>300 CVD deaths per 100,000). Figure 3 SCORE2 charts for estimation of CVD risk in four European risk regions.

SCORE2 working group et al. Eur Heart J. 2021 Jul 1;42(25):2439-2454. * ab einem Alter von 40 Jahren
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Non-HDL :

CHOLges. minus HDL-Chol.

30.09.2025

Visseren FLJ et al. Eur Heart J. 2021 Sep 7;42(34):3227-3337.

Systolic blood pressure (mm Hg)
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SCORE2-OP

270 years
: i ; } <7.5%
10-year risk of CV events in older persons in e
210 < o
populations at moderate CVD risk 515%
| Women | | Men |
Non-smoking Smoking Age Non-smoking Smoking
- i
- i
- i
N s s
3.0- 4.0- 5.0- 6.0- 3.0— 4.0- 5.0— 6.0- 3.0- 4.0- 5.0- 6.0- 3.0- 4.0- 50- 6.0-
39 49 59 69 39 49 59 69 39 49 59 6.9 39 49 59 6.9

Non-HDL cholesterol (mmol/L) 1;0 z(l;o leo
mg/dL
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Diabetes mellitus

Accord-Studie Studiendesign
B Death from Any Cause .o 1
b » Uber 10000 Patienten
< 0 * Intensivierte Therapie: HbAlc <6%
5  Standardtherapie: HbAlc 7,0-7,9%
E 104 Intensive therapy
g | i thera, -> wir sind mittlerweile von einer
Behandlung des HbA1c zu einer suffizienten
I Organprotektion Ubergegangen.
Years
No. at Risk
Intensive therapy 5128 4972 4803 3250 1748 523 506
Standard 1hﬁ'rapy 5123 4971 4700 3180 1642 499 480

Genuth S. et. al. J Clin Endocrinol Metab. 2012 Jan;97(1):41-8.
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Diabetes ohne ASCVD und

Endorganschaden—> SCORE 2 Diabetes*

-
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SCORE2-Diabetes
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10% to <20% 5% to <10%

! !

Very high risk High risk

|

<5%

!

Low risk

@ESCc—

* 10-Jahres-Risiko fiir CVD in Abh. vom SCORE 2 + Hbalc, Alter bei Diagnose DM und der GFR (40- 69

Jahre)

30.09.2025
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Box 1 Risk modifiers for consideration
beyond the risk estimation based on the YM— Ziel-
SCORE2 and SCORE2-OP algorithms

Demographic/clinical conditions

Primar

* Family history of premature CVD (men: <55 years; women:

o <60 years) *all
R|S|kopr(_ High-risk ethnicity (e.g. Southern Asian) Ziel-LDL

Geringes Risiko * Stress symptoms and psychosocial stressors
* Social deprivation

Mittleres Risiko- Obesity
* Physical inactivity
* Chronic immune-mediated/inflammatory disorders
* Major psychiatric disorders
* History of premature menopause
* Pre-eclampsia or other hypertensive disorders of pregnancy
* Human immunodeficiency virus infection
* Obstructive sleep apnoea syndrome

> mg/dl

Biomarkers

* Persistently elevated hs-CRP (>2 mg/L)

Mach F et al. Eur Heart J. 2020 Jan 1;41(

Mach F et al. Eur Heart J. 2025 Aug 29:e * EIEVEltEd Lp(a) [>50 mgidL (}105 nmom‘)]

Kardiometabolische Pravention mit besonderem Blick auf
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Risikoeinteiling

People with any of the following:

* Documented ASCVD, either clinical or unequivocal on imaging. Documented ASCVD includes previous ACS (Ml or unstable angina),
chronic coronary syndromes, coronary revascularization (PCl, CABG, and other arterial revascularization procedures), stroke and TIA, and
peripheral arterial disease. Unequivocally documented 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 or on carotid or femoral ultrasound or markedly elevated CAC score
by CT®

+ 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 mL/min/1.73 m?)

* A calculated SCORE2 or SCORE2-OP >20% for 10 year risk of fatal or non-fatal CVD

* FH with ASCVD or with another major risk factor

People with any of the following:

+ Markedly elevated single risk factors, in particula 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 30-59 mL/min/1.73 m?)

*+ A calculated SCORE2 or SCORE2-OP >10% and <20% for 10 year risk of fatal or non-fatal CVD

Moderate People with any of the following:

risk * Young patients (T1DM <35 years; T2DM <50 years) with DM duration <10 years, without other risk factors
+ Calculated SCORE2 or SCORE2-OP >2% and <10% for 10 year risk of fatal or non-fatal CvVD

Low risk + Calculated SCORE2 or SCORE2-OP <2% for 10 year risk of fatal or non-fatal CVD

Mach F et al. Eur Heart J. 2025 Aug 29:ehaf190. doi: 10.1093/eurheartj/ehaf190. Epub ahead of print. PMID: 40878289.

Kardiometabolische Pravention mit besonderem Blick auf
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Age-Standardized Rate of Death
from Any Cause (per 100 person-yr)

1 0.76

1.08

Niereninsuffizienz:
ein unabhangiger CV-Risikofaktor

11.36

HH
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14.14 40—

——

35+
30+
25+
20+
154
104

Events (per 100 person-yr)

2.11
1

3.65

11.29

21.80

36.60

HH

0 Iul
=60

| T T
45-59 30-44 15-29

Age-Standardized Rate of Cardiovascular

|
<15

Estimated GFR (ml/min/1.73 m?)

No. of Events 25 803

11,569

7802 4408

Go AS et al. N Engl J Med. 2004 Sep 23;351(13):1296-305.

30.09.2025

1842 No. of Events 73,108

I
=60

| | |
45-59 30-44 15-29

[
<15

Estimated GFR (ml/min/1.73 m?)

Kardiometabolische Pravention mit besonderem Blick auf
Lipidmanagement und Hypertonie

34,690

18,580

3809

3824

19



UACR als fruher Marker fur CKD

} CKD = eGFR <60 ml/min/1.73 m2 for and ‘%‘ CKD = albuminuria
® >3 months! OR F | UACR >30 mg/g for >3 months?
q Risk of CV death by eGFR*? el Risk of CV death by UACR*?
3.0 3.0
o o
AN I
5 20- i
S 7 3
S 1.5 Reference # 159 Reference
=} ' =)
R N R e e GRCLEEELE L 10t
0.8 7 0.8 7
O é//l/ I I I I I 04//{ I I I I 1
015 30 45 60 75 90 105 025 5 10 30 300 1000
eGFR (ml/min/1.73 m?) UACR (mg/g)

Adapted from Matsushita K, et al. 2015
*Adjusted for age, sex, race or ethnic origin, smoking, SBP, antihypertensive drugs, diabetes, total and HDL cholesterol concentrations, and albuminuria (UACR or dipstick) or eGFR, as appropriate; dots represent

statistical significance (p<0.05); all axes are log scales except for the eGFR axis
CKD=Chronic kidney disease; CV=Cardiovascular; eGFR=estimated glomerular filtration rate; HR=hazard ratio; SBP=systolic blood pressure; T2D=type-2-diabetes; UACR =Urine albumin-to-creatinine ratio

B
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GFR categories (ml/min/1.73 m?)

Description and range

KDIGO-Klassifikation

Albuminuria categories
Description and range

A1 A2 A3
CKD is classified based on: Normal to mildly Moderately Severely
« Cause (C) increased increased increased
* GFR (G
. Albumim.(lria}: (A) <30 mg/g 30-299 mg/g =300 mg/g
<3 mg/mmol 3—29 mg/mmol =30 mg/mmol
G1 Normal or high Tr$at Trgat
Treat T
G2 Mildly decreased r$a rgat
Mildly to Treat
G3a moderately decreased 45-59 -
Moderately to
Low risk (if no other markers of kidney disease, no CKD) High risk
]
Moderately increased risk .. Very high risk

Kardiometabolische Pravention mit besonderem Blick auf
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CKD: Ziel-LDL in Abh. von GFR und UACR ohne
DM

Al (AKR: <30 mg/g) | A2 (AKR30-300mg/g)
G1>90 ml/min Score 2 Score 2

G2 60— 90 ml/min
G3a 45-59 ml/min
G3b 30-44 ml/min
G4 15-29 ml/min
G5 <15 ml/min

Nach Visseren FLJ et al. . Eur Heart J. 2021 Sep 7;42(34):3227-3337 und  Mach F et al. Eur Heart J. 2020 Jan 1;41(1):111-188.

rot = hohes Risiko (Ziel-LDL < 70 mg/dl); hellrot = sehr hohes Risiko (Ziel-LDL < 55 mg/dl)

A3 (AKR300-3000 mg/g)

Score 2 Score 2

Kardiometabolische Pravention mit besonderem Blick auf
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Ziel LDL bei CKD +in Abh. v. der UACR und der GFR bei DM

A1l (AKR: <30 A2 (30-300mg/g) | A3 (300-3000 Endorgansch.
mg/g) mg/g)
G1 >90 ml/min Score 2-DM Score 2-DM
G260-90 ml/min | Score 2-DM Score 2-DM

G3a 45-59 ml/min

G3b 30-44 mil/min

G4 15-29 ml/min

G5 <15 ml/min

Nach Visseren FLJ et al. . Eur Heart J. 2021 Sep 7;42(34):3227-3337 und  Mach F et al. Eur Heart J. 2020 Jan 1;41(1):111-188.

rot = hohes Risiko (Ziel-LDL < 70 mg/dl); hellrot = sehr hohes Risiko (Ziel-LDL < 55 mg/dl)

Kardiometabolische Pravention mit besonderem Blick auf
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Average LDL-C reduction (%)

LDL- senkende Therapie
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Mach F et al. Eur Heart J. 2025 Aug 29:ehaf190. doi: 10.1093/eurheartj/ehaf190. Epub ahead of print. PMID: 40878289.
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st eine Statinmyopathie haufig?

P < 0.001

. , B8 25.0%- P=0173
9% der Patientinnen unter Statintherapie klagen tber
Muskelschmerzen

Bei 90% dieser Patientlnnen sind diese Schmerzen nicht
Statin-assoziiert

Cholesterol Treatment Trialists' Collaboration; Lancet. 2022 Sep 10;400(10355):832-845

Days From Starting Tablets
— Statin — Placebo

Howard, J.P. et al. J Am Coll Cardiol. 2021;78(12):1210-1222.
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Bempedoinsaure-Clear-Studie
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S 7 £ 5 Bempedoic acid
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7:_; Bempedoic acid M Placebo s
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v

'ﬁ 104 No. at Risk

f Placebo 6978 6828 6883 6536 6368 6193 5321 2649 1279 554 62

% 159 Bempedoic 6992 6859 6745 6604 6457 6298 5453 2724 1317 591 80

= acid

20+ -19.4% _
oy -20.6% Nissen SE et al. N Engl J Med. 2023 Apr 13;388(15):1353-1364.
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PCSK 9-Inhibitoren (Evolocuman, Alirocumab)

bzw. siRNA (Inclisiran)

3oy

zirkulierendes
PCSK9

J

LDL-Rezeptor

Recycling
von LDL-R

Clathrin umhtilites
Vesikel

endoplasmatisches
Retikulum

Synthese/
Export

Golgi
Apparat
Quelle: Wi R R 0o
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PCSK S-Inhibitoren: siRNA (Inclisiran)

Asialoglykoprotein- Inclisiran
Rezeptor bindet an
Rezeptor

Inclisiran
gehtins

Leberzelle Zytoplasma
tiber @ ,_/

=
R
o @, Kei
Q, / / @ S)%r':ﬁese

von PCSK9-
Protein

@ Inclisiran
bindet

an RISC

Y v

<& A

/ PCSK9-
mMRNA @ mRNA wird

— . abgebaut

y
PCSKOMRNA — AN

Quelle: www.cmpus.sanofi

@ Inclisiran-

Leitstrang
bindet an

Zellkern
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PCSK 9-Fourier (Evolocumab)
Verabreichung alle 2-4 Wochen s. c.

100+

A Primary Efficacy End Point(CV-TOd, MlI, Insult, Hosp.,Revasc.)

Placebo 1007 16_ d 146
O\, g —F——— 2 £ = ] Hazard ratio, 0.85 (95% Cl, 0.79-0.92)
) I‘\* : 20 149 p<0.001
l‘l __ 80- 12- 10.7
s " & Placeb 126
‘u . . — —
¥ .|| Primdrer Endpunkt um 15% gesenkt g 707 10 acebo
3 ‘| S 60 8- 91 Evolocumab
g sod| 2 6.0
8 \ [w] 6
2 ' = 50
g 40 ‘I‘ Evolocumab { @ 4 53
8 5 ~. R . = 40-
©
20 E 30 27
a 0 T T T T T 1
10 20 0 6 12 18 24 30 36
04— T T T T T T T T T T T T T 1 _ﬁ
04 12 24 36 48 60 72 84 9% 108 120 132 144 15 168 10 —
/N N\ -
No. at Risk 0- J J I I I |
Placebo 13,779 13251 13,151 12,954 12,596 12311 10,812 6926 3352 790 0 6 12 18 24 30 36
Evolocumab 13,784 13288 13,144 12,964 12,645 12,359 10,902 6958 3323 768
Months
Absolute difference (mg/dl) 54 58 57 56 55 54 52 53 50
Percentage difference 57 61 61 59 58 57 55 56 54 .
Pvaluet ° <0.001 <0.001 <0.001  <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 No. at Risk
A Placebo 13,780 13,278 12,825 11,871 7610 3690 686
Giugliano RP et al. Lancet. 2017 Oct 28;390(10106):1962-1971. ’ ' ' '
g ( ) Evolocumab 13,784 13,351 12,939 12,070 7771 3746 689
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Evolocumab Reduced 3-Point MACE by 20% vs Placebo

N5 9.9
10 — Hazard ratio, 0.80 (95% Cl, 0.73—0.88)
o P<0.001 Placebo

CV Death, MlI, or Stroke (%)

0T : T T T T T 1

0 6 12 18 24 30 36
No. at Risk Months
Placebo 13,780 13,449 13,142 12,288 7,944 3,893 731
Evolocumab 13,784 13,501 13,241 12,456 8,094 3,935 724



FOURIER
Year 1

FOURIER
Year 2+

OLE
Year 1-3

Evolocumab-Langzeitdaten

Primary Endpoint

HR (95% CI)

—e+— 0.93 (0.82-1.06)
i 0.82 (0.69-0.99)
—— 0.85 (0.75-0.97)
—— 0.71 (0.60-0.86)
—— 0.77 (0.64-0.93)
= 0.63 (0.48-0.83)
0.4 0.67 1.0 1.5 2.5

Initial Evolocumab Initial Placebo

Better Better

Key Secondary Endpoint
HR (95% CI)

—eo1+— 0.92 (0.78-1.09)
— . 0.71 (0.55-0.91)

—e— 0.81 (0.69-0.95)

—_— 0.65 (0.51-0.82)
S — 0.72 (0.57-0.91)
- 0.62 (0.43-0.89)
0.4 0.67 1.0 1.5 2.5
Initial Evolocumab Initial Placebo
Better Better

® Patients Without Multivessel Disease B Patients With Multivessel Disease

McClintick DJ, et al. J Am Coll Cardiol. 2024;83(6):652-664.

30.09.2025
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Evolucomab: MACE mit und ohne PAVK

£ i ™ O ol 76% | NoPAD
= | e e 1.4% ARR
a8 % 0000 T g T e 62% J  NNT72
I I A e e e No PAD
A I I N=23,922
% | 000 g T e
et HR 0.81
S L 95% Cl (0.73 - 0.90)
2% e P<0.001
o p-interaction = 0.41

Days from 0%
Randomization 0 90 180 270 360 450 540 630 720 810 900

Bonaca MP et al. Circulation. 2018 Jan 23;137(4):338-350.
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Evolocumab: Lipidbogen/Fibrose Kappe

Lipid Arc
206°

~ Lipid Arc
N 138°

Nicholls SJ et al. JACC Cardiovasc Imaging. 2022 Jul;15(7):1308-1321



PCSK-9-Inhibitoren

PACMAN Population Intervention Control Outcome Time
AMI
el 300 patients IVUS-NIRS IVUS-NIRS Change in PAV from 52 weeks
ocT ocT baseline to week 52
Intervention for
STEMI Rosuvastatin 20mg Rosuvatatin 20mg -2.133% (95%ClI -2.53%-
NSTEMI 1.733%) vs.
Alirocumab 150mg Placebo 0.92% (95%C! -1.28% -
Atherosclerosis biweekly biweekly -0.56%))
20%>50% in the between group
proximal part of 2 non- 148 patients 152 patients difference -1.12%
IRAS (95%CI -1.78%- -0.65%)
p<0.001.
Non-obstructive plaque Modification of plaque to reduce recurrent Translation to improved
&= Long Term follow up
clinical outcomes

v ischaemic events

Real L. ?\,.
world W B @
needs Q\\ ) /

5 10 15yrs

. IVUS, NIRS, OCT

JAMA. Published online April 3, 2022. doi:10.1001/jama.2022.5215

30.09.2075 Kard|ometab.ol.|sche Pravention mit besonde.rem Blick auf
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PCSK-9-Inhibitoren/Plaguemorphologie

* Primarer Endpunkt: Veranderung des Plaguevolumens nach 52
Wochen

 Abnanahme mittleres Plaguvolumen um 2,3% (Placebo 0,92%)
e Zunahme der Dicke der fibrosen Kappe (Plaquestabilisierung)

* Signifikante Abnhame des Lipidgehaltes in der Plauque
—2Somit deutliche Verbesserung des morphologischen Bildes



Gepoolte retrospektive
Analyse aus ORION 9-

I%|i1r'1weise auf Reduktion 7 7 4 7

- Visit 1 Visit 2 Visit 3 Visit 4 Visit 5 Visit 6 Visit 7 Visit 8 Visit 9
des kombinierten Day1 Day30 Day90  Day 150 Day 270 Day 330 Day 450 Day 510  Day 540
Endpunktes e e O >

@
( 4 | Circulating PCSK9
Kaplan-Meier curves showing the cumulative event rate for MACE
.' Iver
Cumulative probability % of MACE collected as AEs LDL-C ¢ by

Transcription *} Translation 12% 4 ) )
og ran

DNA mRNA ¢ Target protein 10% 4 P-value: 0.013 Placebo
8% Cox HR (95% Cl) = 0.75 (060-094) Inclisiran Day 540 1.38 mmol/L

= S
PN ® o

Day 90 1.37 mmol/L

Endpunktdaten aus prospektiv = »

randomisierten Doppelblindstudien Inclisiran (siRNA) o Number of patients at risk
1819 1798 1745 1708 1670 1637 1622 1578 39 0

fehlen siRNAs prevent protein 1833 1812 1782 1754 1726 1694 1678 1652 50 0

production by degrading

unique target mRNA 0 70 140 210 280 350 420 490 560 630

Time (Days)

Ray KK et. al. Eur Heart J. 2023 Jan 7;44(2):129-138.
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Oraler PCSK 9 Inhibitor

AZDO0780 Dose

1mg 3 mg 10 mg 30 mg

0
<
£a
ox -20 4
29
83
28
B
I8 -40
S E
g 2 -35.3
= (-43.6t0-26.9)  -37.9
(-46.3 to -29.5)
-45.2
-60 - (-53.5t0 -36.9)

-50.7
(-59.0 to -42.4)

Difference in Least-Square Means (95% Cl)

Koren MJ, et al. JACC. 2025;m(m):H-N.

Kardiometabolische Pravention mit besonderem Blick auf
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Key Points

» AlLAZD0O780 doses
demonstrated statistically
significant reductions in
LDL-C vs placebo (P < 0.001)

+ AZDO780 was well tolerated
at all doses
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Empfehlungen zum Einsatz von PCSK 9-|.

Diabetes mellitus
Lipid-lowering treatment in patients with diabetes

Statins are recommended as the first-choice LDL-C-lowering treatment in patients with diabetes and above-target LDL-C levels.
Administration of statins is defined based on the CV risk profile of the patients and the recommended LDL-C (or non-HDL-C) target levels.

APCSK inhibitor is recommended in patients at very high CV risk, with persistently high LDL-Clevels above target despite treatment W|th
a maximum tolerated statin dose, in combination with ezetimibe, or in patients with statin intolerance.

If the target LDL-C is not reached with statins, combination therapy with ezetimibe is recommended.

|| ICLUUII |5 al \IIN\/ IHIHTHUILJIL 19

516,517

recommended. .
added to ezetimibe may be considered.>?*=2%>2¢

Mach F et al. Eur Heart J. 2020 Jan 1;41(1):111-188. Visseren FLJ et al. Eur Heart J. 2021 Sep 7;42(34):3227-3337. Marx N et al. Eur Heart J. 2023 Aug 25:ehad192.
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Niereninsuffizienz

The use of statins or statin/ezetimibe combina-

tion is recommended in patients with non-dialy-
D) 214.222,495.496

sis-dependent stage 3—5 CK

More evidence is needed for PCSK9 inhibitors in specific populations, including patients with severe CKD and on dialysis.
Mach F et al. Eur Heart J. 2020 Jan 1;41(1):111-188.

Kardiometabolische Pravention mit besonderem Blick auf
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Myokardinfarkt-maoglichst frih in Zielbereich

Timing of reaching and duration of staying at non-HDL-C target

w 46 518 patients with Ml and 7407 MACE (all-cause mortality, MI, or stroke)

Median non-HDL-C (mmol/L) Timing
|
|
Never —
Early ] :
Late LG
Early and sustained —a— :
|
10- Target :
| | |
0.60 0.80 1.00
00 — T T I
Ml 2 months 1 year MACE, adjusted HR (95% ClI), p for trend <0.001
® Never  e®FEarly elate ® Early and sustained

Schubert J et al. Eur Heart J. 2024 Oct 14;45(39).

Kardiometabolische Pravention mit besonderem Blick auf
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PCSK 9- strike early, strike strong- M|

4 Punkt MACE Gesamtmortalitat
LDL~C at first lipid control == <23 mgidL == 23-43 mg/dL ~+~ 43-61 mg/dL == > 61 mg/dL LDL-C at first lipid control =~ <23 mgidL =~ 23-43mg/dL ~~ 43-61mg/dL =~ > 61 mgidL
Log-rank Log-rank
p=0.0019 p=0.017

e
S
f

“

Proportion cumulative incidence
Proportion cumulative incidence

=
o
n

g2

00 0.0

0 ) 12 18 24 30 36 .
Time (Months) Time (Months)

Gargiulo P. et al. Eur J Prev Cardiol. 2024 Nov 11;31(15):1806-1816.

Kardiometabolische Pravention mit besonderem Blick auf

.09.202
30.09.2025 Lipidmanagement und Hypertonie

41



Classllb

Class lla

Class |

Class |12

Class llb

__________ 1
|

{SCO RE2/5CORE2-OP <2%

Treatment goal | + SCORE2/SCORE2-OP 2% and <10% |
for LDL-C | « Young patients (TIDM <35 years;
T2DM <50 years) with DM duration |
v <10years without other risk factors |
<3.0 mmol/L Low
(<116 mg/dL) risk

& =50% reduction ™~
from baseline \\\‘

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

<1.4 mmol/L
(<55 mg/dL)

<1.0 mmol/L Mach F et al. Eur Heart J. 2025 Aug 29:ehaf190. doi:

(<40 mg/dL)

10.1093/eurheartj/ehaf190. Epub ahead of print. PMID: 40878289.

|. SCORE2/SCORE2-OP =10% and <20%

I « Markedly elevated single risk factors, in particular

| TC>8 mmol/L (310 mg/dL) or LDL-C >4.9 mmol/L (190 mg/dL)
or BP =180/110 mmHg

|+ FH without other major risk factors

|+ Moderate CKD (eGFR 30-59 mL/min/1.73 m2)

|+ DM w/o target organ damage, with DM duration =10 years

L or other additional risk factor

| « ASCVD (clinical/imaging)
: « SCORE2/SCORE2-0OP =20%
|

|« DM & target organ damage: =3 major risk factors; |
or early onset of T1DM of long duration (>20 years) |

[R— — s s e s s s s s s s s s e = = =)

|- Patients with ASCVD who experience
| recurrent vascular events while taking
| maximally tolerated statin-based therapy |

l.patients with polyvascular (e.g. coronary |

ll and peripheral) arterial disease I

—— — — — — — i — — — — —— — ]

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

CVRisk

@ESC Ceas



Tirolers¢Tageszeifung

TirolerwTageszeilung

Gesundheit

Blutfettstoff als Gefahr: ,,Lp(a) muss bei jedem

gemessen werden"

g—

4%

P e -
/C_,:;* “': _;"
N :

'J : -
= =%
- L4

L 3
.

30.09.2025

Non-HDL = CHOLges-HDL

Non-HDL =
(LP(a)+VLDL+LDL+IDL+Chylomikrone
n)-HDL
iWomen # Men
Non-smoking Smoking Non-smoking Smoking

Non-HDL cholesterol

9 9 .9 9 % 9 .9 9 9 9 .9 9 9 9 .9 9
',P,"J Il’S)}'« &-Qf) bglo '59:5 -whc,?f) b-wb mmol/L N Q} Q,‘: ° & Q}* Q,‘: Q(b

I S U L S S
150 200 250 150 200 250 mg/dL

Lipidmanagement und Hypertonie

150 200 250 150 200 250
9900 0000 9090 0000

Lp(a): einmal im Leben bestimmen
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Lp (a)

Hazard ratio (95% CI) Percentage of individuals®
- 30%
404 M
- 25%
Lifetime risk for major
3.0 H .
cardiovascular events 5001
~ (0]
2.5 - \
2.0 - 15%
1.5 1 - 10%
= 5%
1.0 4
~0

- I
nmol/L 0 20 50 100 150 200 250 300 350 400
mg/dL 0 10 24 48 71 95 119 138 161 184

Lipoprotein (a)
Mach F et al. Eur Heart J. 2025 Aug 29:ehaf190. doi: 10.1093/eurheartj/ehaf190. Epub ahead of print. PMID: 40878289.
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Lp (a)—Vorhofﬂimmnern

o(a) W
?'}A " \
“@ ¢ '/ //

& " f - 9
&

-,-’,_ -

S’
Lp(a) 250 versus <50 mg/dL

¥

For every 10 mg/dL increase in
Lp(a)

v

1% increase in AF risk
(aHR = 1.01, 95%CI: 1.005 to 1.02)

2
s

(o

i
|
|
|
|
|
|
|
|
[
|
|
|
' '
| ' P for overal < 0.001
|
[
|
|
!
|
|
|
|
|
|
|
|

11% increase in AF risk PG
(aHR = 1.11, 95%CIl: 1.05 to 1.18)
| [ ] 3"
A [ L'/'\\.\/\f\_“\b,f—'vx.'l\b,/' e I;‘/ rd |"/“-, . : ;3 2

Awad K et al., Eur J Prev Cardiol. 2025 Feb 7:zwaf063. doi: 10.1093
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Lp(a)-Risiko

kein erhohtes Risiko

715 nmol/L (30-50 mg/dL) | moderat erhohtes Risiko

125-430 nmol/L (50-180 mg/dL) deutlich erhohtes Risiko

>430 nmol/L (>180 mg/dL) sehr stark erhdhtes Risiko

Quelle: cholesterinallianz.at

Kardiometabolische Pravention mit besonderem Blick auf
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Ausblick Lp(a)-Plasma-Levels-Pelacarsen

C Patients with Lipoprotein(a) Level <50 mg/dl (125 nmol/liter) at PAT

100+ 98
90
81
80
n
577 62 65
® 601
o
“ 504
E 40+
g 301 23
204
104 6
o
P N N N N N
& b:x\ b:t\ '\7‘\ ‘;t\ c{x\
& & < <& <& %
3 &
- S - &

Tsimikas S et al. N Engl J Med. 2020 Jan 16;382(3):244-255.

Pelecarsen-Antisense-
Oligonucleotid 2 Hemmung der
MmRNA von Lp(a)

Je nach Dosierung und
Verabreichungsintervall senkt
Pelecarsen Lp(a) in bis zu 98% der Falle
unter 50 mg/dl im Vergleich zu Placebo

Senkung von bis zu 80%

Endpunktdaten 2026 erwartet
(HORIZON)

Kardiometabolische Pravention mit besonderem Blick auf
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Warum Non-HDL?

* Alle Lipoproteine berlicksichtigt: VLDL, Lp (a), IDL, LDL,Chylomikronen

* NON-HDL = CHOLges — HDL

* Friedewal-Formel:LDL = CHOLges — HDL — ("R!/)
——>> Hohe TRI-> falsch niedriges LDL

Score 2 ist unabhangig von den Triglyceriden, Fibrat erst wenn TRI >500
mg/dl (Pankreas) oder um Ausgangs-LDL zu bestimmen




Triaglyceride
Copenhagen City Heart Study and Copenhagen General Population Study
Myocardial infarction Ischemic (=coronary) heart disease

N=96,394 (Events=3,287) N=93,410 (Events=7,183)
Median follow-up 6 years Median follow-up 6 years

Hazard ratio for myocardial infarction
L#¥%]
—p—
Hazard ratio for ischemic heart disease
[#¥]
@
——

1 2 3 4 5§ 6 7 mmolL 1 2 3 4 5 6 7 mmolL
88 176 264 352 440 528 616 mg/dL 88 176 264 352 440 528 616 mg/dL
Nonfasting triglycerides Nonfasting triglycerides
Nordestgaard BG, Varbo A. Lancet. 2014 Aug 16;384(9943):626-635.
Kardiometabolische Pravention mit besonderem Blick auf
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lcosapent ethyl (=Omega 3 Fettsaure)—=21lb

lcosapent Ethyl Placebo

End Point (N=4089) (N=4090) Hazard Ratio (95% Cl) P Value

no. of patients with event (%)

Drirmmars mrAamanacita INE 17 N ani M7 Mm — I N78 M e2_N 22N ~N NN1
Recommendations Class®
High-dose icosapent ethyl (2 X 2 g/day) should be considered in combination with a statin in high-risk or very high-risk patients with I

a
elevated triglyceride levels (fasting triglyceride level 135—499 mg/dL or 1.52-5.63 mmol/L) to reduce the risk of cardiovascular events.®'"!
Volanesorsen (300 mg/week) should be considered in patients with severe hypertriglyceridaemia (>750 mg/dL or >8.5 mmol/L) due to I

a
familial chylomicronaemia syndrome, to lower triglyceride levels and reduce the risk of pancreatitis.>'"”

Death from any cause, nonfatal myocardial 549 (13.4) 690 (16.9) —— 0.77 (0.69-0.86) <0.001

infarction, or nonfatal stroke

Death from any cause 274 (6.7) 310 (7.6) —— 0.87 (0.74-1.02) —

[ I T T 1
0.4 0.6 0.3 1.0 1.2 1.4
e -
Icosapent Ethyl Placebo
Better Better

Bhatt DL et.al, N Engl J Med. 2019 Jan 3;380(1):11-22.
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Olezarsen- noch keine MACE-Daten

B Triglyceride Levels through 12 Months

350+
= 300-
o8
£ 201
Q
>
3
S 200-
=
@
S 150
0 I
E | Olezarsen, 50 mg
c  100- ! f I T f I | : (N=58) | I
R 1 " ¥ 1 = :
3 ) : ) " ol 80mg !

] ezarsen, mg
= 50 (N=57)
0
Baseline Day Day Day Day Day Month Day Day Day Month
28 56 84 112 140 6 196 252 308 12

Bergmark BA et al. N EnglJ Med. 2024 Apr 7. doi: 10.1056/NEJM0a2402309.
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Blutdruck: Sprint-Studie

B Death from Any Cause

1.0- 0.104 Hazard ratio with intensive treatment,
0.73 (95% Cl, 0.60—0.90)
0.08 -
0.8+
= 0.06
pa Standard treatment
I 06_ 0-04_
)
=
k= i 0.02- Intensive treatment
s 0.4
5 0.00- . . . . .
0.2 0 1 2 3 4 5
_ﬁf_—_
0.0 I T T T
0 1 2 3 4
Years
No. at Risk
Standard treatment 4683 4528 4383 2998 789
Intensive treatment 4678 4516 4390 3016 807

Wright JT Jr et al. N Engl J Med. 2017 Dec 21;377(25):2506.
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Non-elevated
blood pressure

Office BP

SBP <120 mmHg
and
DBP <70 mmHg

HBPM

SBP <120 mmHg
and
DBP <70 mmHg

ABPM

Elevated
blood pressure

Office BP

SBP 120—-139 mmHg
or
DBP 70-89 mmHg

HBPM

SBP 120—-134 mmHg
or
DBP 70-84 mmHg

ABPM

Hypertension

Office BP

SBP =140 mmHg
or
DBP =290 mmHg

HBPM

SBP =135 mmHg
or
DBP =85 mmHg

ABPM

Daytime SBP <120 mmHg Daytime SBP 120—134 mmHg Daytime SBP =135 mmHg
and or or
Daytime DBP <70 mmHg Daytime DBP 70-84 mmHg Daytime DBP =85 mmHg

Cardiovascular risk is
sufficiently high to merit
BP pharmacological
treatment initiation

Risk stratify to identify
individuals with high
cardiovascular risk for BP
pharmacological treatment

Insufficient evidence confirming
the efficacy and safety of BP
pharmacological treatment

McEvoy Jwet.al. Eur HeartJ. 2024 Oct 7;45(38):3912-4018.



Elevated Blood Preassure + Kardiovaskuldre RF: Ziel-RR: immer 120-129/70-85
MMHG

' N
Established clinical Atherosclerotic cardiovascular disease?
cardiovascular disease Heart failure
Moderate or severe eGFR <60 mL/min/1.73 m2or
CKD albuminuria =30 mg/g (=3 mg/mmol)
Other forms of hypertension- CardiacP
mediated organ damage Vascular?
Diabetes ) .
mellitus Type | and type 2 diabetes mellitus
Familial ] . .
. Probable or definite familial hypercholesterolaemia
hypercholesterolaesmia

\ @ESC—

McEvoy Jwet.al. Eur HeartJ. 2024 Oct 7;45(38):3912-4018.
Kardiometabolische Pravention mit besonderem Blick auf
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Elevated Blood Preassure + SCORE 2/OP/DM (<60 a ohne Endorganschaden) 5-10% +

Modified Risk Faktors: Ziel-RR: 120-129/70-85 mmHg

Risk modifiers

Sex-specific modifiers Shared modifiers
(Class lla) (Class lla)
Gestational diabetes High-risk ethnicity

Family history of
premature onset ASCVD

Gestational hypertension

Pre-eclampsia Le Socio-economic deprivation

. Auto-immune inflammatory
Pre-term delivery

"8TOV-ZT6E:(8E)SP L 190 ¥20T ‘T 1MeaH Jn3 “|e'1am[ AOATIN

diseases
One or more stillbirth Severe mental illness
Recurrent miscarriage HIV

Kardiometabolische Pravention mit besonderem Blick auf
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Elevated Blood Preassure ohne kardiovaskuléare RF +/- Modified
Risc Factors: Ziel-RR: 120-129/70-85 mmHg in Abh. von SCORES

* SCOR 2/SCORE 20P/SCORE 2 DM (<60 a ohne Organschaden) >10%
— sofort medikamentose Th. wenn SBP 130-139 mmHg
* SCOR 2/SCORE 20P/SCORE 2 DM (<60 a ohne Organschaden) 5-10%

- medikamentodse Therapie nach 3 Monaten Lebensstilmodifikation, wenn
RR > 130/80 mmHG

Ohne Modified Risc Faktors:SCOR 2/SCORE 20P /SCORE 2 DM(<60 a ohne
Organschaden) <10% —> Therapie erst wenn RR > 140/90 mmHG

Ohne Modified Risc Faktors:SCOR 2/SCORE 20P /SCORE 2 DM(<60 a ohne
Organschaden) >10% -2 medikamentose Th. wenn SBP 130-139 mmHg

Gilt nur far Selbstmessung zu Hause, fur alle gilt: wenn Elevated Blood
Preassure vor medikamentoser Therapie Lebensstielmodifikation fur 3
Monate.




*Exercise cawdon when considering Fatient with el ol
T T ] office SBF | 20— 1 3% mmiHg or
g persens D8P 70-89 mmHg

* Moderace-ta-severe frailcy I
& Sympromatic ortdwoscanc
Tﬂ}mn Patient with
o 285 pears T2084 {only)
& and ®
{Class 1) =il years old

T T

@ @

Calculate
SCORE?- Diabetes
{Claszs 1) {Class |12}

- I@-year predicted CVD risk - =107
[ t

e 58— <10%

+

Consider shared risk modifiers
{Claz= lla)

!

Ay of the following:
= High-risk ethnicity
= Family history of premature
onset ASCYD
Socio-economic deprivation
Avto-immune diseases
Severe mental illness
HI

@

LI

hi

?

Consider sex-specific risk mo-difiers
{Class lla)

l

Ay of the following:
Gestational diabetes
[ i 1 r
Pre-sclampsia
Pre-term delivery
Oine or more still births

Recwrrent miscarriage
T

®

l (Chass llby 5
: l
Any of the following mesting
abnormal criteria:

(€]

CAC score

-q-e-- * Carotid or fermoral plagus '-;4_";"
Aeassess rislkBP * High-zensitivity cardiac tropanin
one year hter *» MNT-praBMP
[Class Ma) * Pulse wave velocity [Class I}

((@ESC —
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Screening sekundare
Hypertonie: Bei
Patientlnnen <40 a
bei dehnen die voll
ausdosierte
Dreifachtherapie
keine
zufriedenstellneden
RR-Werte liefert

30.09.2025

é N

Start mit Zwei-
fach-Kombi (darunter
etwa 60 % kontrol-
liert)

Bei fehlender Kon-
trolle Dosis hoch-
titrieren bew. eskalie-
ren auf Dreifach
Kombi (darunter etwa
90 % kontrolliert)

Therapieresistente

Hypertonie ist selten
(etwa 5 %) — Adhs-

renz iiberpriifen!

Medikamentengabe
1= tiglich morgens
und Single-Pill bevor-
zugen

z I

- vy

Beta-Blocker kinnen
in jedem Thera-
pieschritt als Mono-
therapie bzw.
Kombinationsthera-
pie bei entsprechen-
der Indikation
eingesetzt werden

" J

Standardtherapie

Bei den meisten
Patienten

2-Fach-Kombi
FASi + CCB/Thiazid

f ﬂ

3-Fach-Kombi
: [ RASi + CCB + Thiazid ]

Blutdrucksperialist, Adharenz?
ABPME? Sel. HT?

f 4-Fach-Kombi
CKD 1-3:
RASi + CCB + Thiazid +
: MRA/BB/AB/zentrales
Antihypertensivum
CKD ND 4-5:

RASi + CCB + Chlor-
thalidon/Diuretika
+BB/AB/zentrales

\ Antihypertensivam
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Weber T Hohenstein-Scheibenecker K et al. Austrian Journal of Hypertension 2023; 27 (2), 20-28
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Immer nach dem ,Single-Pill-Prinzip“
vorgehen: START-Studie

12333 B Multi Pill ] B . .
o am o Bsngerit o Kgrdiovaskulare Ereignisse
58 1 . um 20% reduziert
2 € ' 5.239 p=0031 ! .
53 °° 1. oo » Sterblichkeit um 13%
$8 s — reduziert
< 2000 — ?53

1.000 —

VAL/AML CAN/AML RAM/AML VAL/AML/HCTZ

Schmieder RE et al. Hypertension. 2023 May;80(5):1127-1135.
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Pre-treatment
symptomatic
orthostatic

hypotension and/or
Target SBP as low as agec_:>_lSS );:ears
reasonably achievable \kass i)
referably <140
SBP target range i(fpl 201 29YmmH) -
120-129 mmHg g o~ -~
Class | target not tolerated Clinically significant
(sl or in these settings: moderate-to-severe
frailty at any age

and/or limited
predicted lifespan
(<3 years)
(Class llb)

SBP 120 mmHg
is the optimal
point in this
range if tolerated

= 3

Non-elevated SBP
(<120 mmHg)

"8TOV-CT6E:(8E)SY L 190 ¥20T [ MedH Un3 “|e1amf AoAJIN

Elevated SBP
(120—139 mmHg)

- =, 0000 & TSR W e e e e e e o e e e

Assess for symptoms !
. . )
or signs of hypotension

o)
3
)
ke
09
)
>
)
<
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/usammentassung

Eine evidenzbasierte Behandlung des RR und der Hyperlipidamie ist nur durch eine suffiziente
Risikostratifizierung moglich

Hierzu sollten die Scores und Checklisten verwendet werden

Hauptziel der Lipidtherapie ist die Verhinderung von Plaquerupturen durch medikamentose
Plaquestabilisierung, bzw. Gberhaupt die Verhinderung, dass sie sich bilden.

Lp(a): behandeln wir indirekt bei erhohten Scores (erhohtes Lp(a) 2 Non-HDL—> hdhere Scores
Triglyceride: errechnetes LDL falsch niedrig, behandeln mit Icosapent-Ethyl

RR: Unterscheidung Normotension, Hypertension und ,,erhéhter Blutdruck”

Erhohter Blutdruck: 3 Monate Lebensstilmodifikation, dann individuelle Risikostratifizierung
Immer Kombipraparate mit Wirkstoffen mit erwiesenem CV-Benefit verabreichen

Wir behandeln primar Risiko mit dem Ziel der Organprotektion und nicht rein Zahlen



ESC

Und wo kann man

das alles Pocket Guidelines App -
nachlesen? Clinical Decision Support
System
Clinical Practice

Guidelines Committee
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http://www.escardio.org/guidelines

07:45
< App Store

< Up to 10 year risk calculators

— —
oorg oorg
oot ool
oot oot

SCORE2 SCORE2-0OP

ESC-Scores =

SCORE2-

APP

22 @ =
SMART ASCVD

risk score
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Box 1 Risk modifiers for consideration
beyond the risk estimation based on the
SCORE2 and SCORE2-OP algorithms

Demographic/clinical conditions

Family history of premature CVD (men: <55 years; women:
<60 years)

High-risk ethnicity (e.g. Southern Asian)

Stress symptoms and psychosocial stressors

Social deprivation

Obesity

Physical inactivity

Chronic immune-mediated/inflammatory disorders

Major psychiatric disorders

History of premature menopause

Pre-eclampsia or other hypertensive disorders of pregnancy
Human immunodeficiency virus infection

Obstructive sleep apnoea syndrome

Biomarkers

Persistently elevated hs-CRP (>2 mg/L)
Elevated Lp(a) [>50 mg/dL (>105 nmol/L)].

Kardiometabolische Pravention mit besonderem Blick auf
Lipidmanagement und Hypertonie
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Classllb

Class lla

Class |

Class |12

Class llb

__________ 1
|

{SCO RE2/5CORE2-OP <2%

Treatment goal | + SCORE2/SCORE2-OP 2% and <10% |
for LDL-C | « Young patients (TIDM <35 years;
T2DM <50 years) with DM duration |
v <10years without other risk factors |
<3.0 mmol/L Low
(<116 mg/dL) risk

& =50% reduction ™~
from baseline \\\‘

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

<1.4 mmol/L
(<55 mg/dL)

<1.0 mmol/L Mach F et al. Eur Heart J. 2025 Aug 29:ehaf190. doi:

(<40 mg/dL)

10.1093/eurheartj/ehaf190. Epub ahead of print. PMID: 40878289.

|. SCORE2/SCORE2-OP =10% and <20%

I « Markedly elevated single risk factors, in particular

| TC>8 mmol/L (310 mg/dL) or LDL-C >4.9 mmol/L (190 mg/dL)
or BP =180/110 mmHg

|+ FH without other major risk factors

|+ Moderate CKD (eGFR 30-59 mL/min/1.73 m2)

|+ DM w/o target organ damage, with DM duration =10 years

L or other additional risk factor

| « ASCVD (clinical/imaging)
: « SCORE2/SCORE2-0OP =20%
|

|« DM & target organ damage: =3 major risk factors; |
or early onset of T1DM of long duration (>20 years) |

[R— — s s e s s s s s s s s s e = = =)

|- Patients with ASCVD who experience
| recurrent vascular events while taking
| maximally tolerated statin-based therapy |

l.patients with polyvascular (e.g. coronary |

ll and peripheral) arterial disease I

—— — — — — — i — — — — —— — ]

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

CVRisk

@ESC Ceas



Non-elevated
blood pressure

Office BP

SBP <120 mmHg
and
DBP <70 mmHg

HBPM

SBP <120 mmHg
and
DBP <70 mmHg

ABPM

Elevated
blood pressure

Office BP

SBP 120—-139 mmHg
or
DBP 70-89 mmHg

HBPM

SBP 120—-134 mmHg
or
DBP 70-84 mmHg

ABPM

Hypertension

Office BP

SBP =140 mmHg
or
DBP =290 mmHg

HBPM

SBP =135 mmHg
or
DBP =85 mmHg

ABPM

Daytime SBP <120 mmHg Daytime SBP 120—134 mmHg Daytime SBP =135 mmHg
and or or
Daytime DBP <70 mmHg Daytime DBP 70-84 mmHg Daytime DBP =85 mmHg

Cardiovascular risk is
sufficiently high to merit
BP pharmacological
treatment initiation

Risk stratify to identify
individuals with high
cardiovascular risk for BP
pharmacological treatment

Insufficient evidence confirming
the efficacy and safety of BP
pharmacological treatment



*Exercise cawdon when considering Fatient with el ol
T T ] office SBF | 20— 1 3% mmiHg or
g persens D8P 70-89 mmHg

* Moderace-ta-severe frailcy I
& Sympromatic ortdwoscanc
Tﬂ}mn Patient with
o 285 pears T2084 {only)
& and ®
{Class 1) =il years old

T T

@ @

Calculate
SCORE?- Diabetes
{Claszs 1) {Class |12}

- I@-year predicted CVD risk - =107
[ t

e 58— <10%

+

Consider shared risk modifiers
{Claz= lla)

!

Ay of the following:
= High-risk ethnicity
= Family history of premature
onset ASCYD
Socio-economic deprivation
Avto-immune diseases
Severe mental illness
HI

@

LI

hi

?

Consider sex-specific risk mo-difiers
{Class lla)

l

Ay of the following:
Gestational diabetes
[ i 1 r
Pre-sclampsia
Pre-term delivery
Oine or more still births

Recwrrent miscarriage
T

®

l (Chass llby 5
: l
Any of the following mesting
abnormal criteria:

(€]

CAC score

-q-e-- * Carotid or fermoral plagus '-;4_";"
Aeassess rislkBP * High-zensitivity cardiac tropanin
one year hter *» MNT-praBMP
[Class Ma) * Pulse wave velocity [Class I}

((@ESC —
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The light at the end of the tunnel &

!

-30,09:2025



	Folie 1: Kardiometabolische Prävention mit besonderem Blick auf Lipidmanagement und Hypertonie
	Folie 2: Disclosures
	Folie 3: Gliederung
	Folie 4
	Folie 5
	Folie 6: Machen wir alles richtig?
	Folie 7: Todesursachen in Europa
	Folie 8: OCT- Plaquebogen/Fibröse Kappe
	Folie 9: Ischemia-Studie
	Folie 10: Stellenwert der LDL-Senkung/ individuelles Ziel-LDL
	Folie 11: Coronar-CT reduziert Infarkte 
	Folie 12: Primärprävention bei vermeintlich Gesunden: SCORE 2* = Systematic Coronary Risk Evaluation
	Folie 13
	Folie 14: Diabetes mellitus
	Folie 15
	Folie 16: Diabetes ohne ASCVD und Endorganschäden SCORE 2 Diabetes*
	Folie 17: Primärprävention ohne CKD und DM– Ziel-LDL
	Folie 18: Risikoeinteiling
	Folie 19: Niereninsuffizienz:  ein unabhängiger CV-Risikofaktor
	Folie 20: UACR als früher Marker für CKD
	Folie 21: KDIGO-Klassifikation
	Folie 22: CKD: Ziel-LDL in Abh. von GFR und UACR ohne DM
	Folie 23: Ziel LDL bei CKD +in Abh. v. der UACR und der GFR bei DM
	Folie 24: LDL- senkende Therapie
	Folie 25: Ist eine Statinmyopathie häufig?
	Folie 26: Bempedoinsäure-Clear-Studie
	Folie 27: PCSK 9-Inhibitoren (Evolocuman, Alirocumab) bzw. siRNA (Inclisiran)
	Folie 28: PCSK 9-Inhibitoren: siRNA (Inclisiran)
	Folie 29: PCSK 9-Fourier (Evolocumab) Verabreichung alle 2-4 Wochen s. c.
	Folie 30: Evolocumab Reduced 3-Point MACE by 20% vs Placebo
	Folie 31: Evolocumab-Langzeitdaten
	Folie 32: Evolucomab: MACE mit und ohne PAVK
	Folie 33: Evolocumab: Lipidbogen/Fibröse Kappe
	Folie 34: PCSK-9-Inhibitoren
	Folie 35: PCSK-9-Inhibitoren/Plaquemorphologie
	Folie 36: Gepoolte retrospektive Analyse aus ORION 9-11. Hinweise auf Reduktion des kombinierten Endpunktes
	Folie 37: Oraler PCSK 9 Inhibitor
	Folie 38: Empfehlungen zum Einsatz von PCSK 9-I.
	Folie 39: Niereninsuffizienz
	Folie 40: Myokardinfarkt-möglichst früh in Zielbereich
	Folie 41: PCSK 9- strike early, strike strong- MI
	Folie 42
	Folie 43
	Folie 44: Lp (a)
	Folie 45: Lp (a)-Vorhofflimmnern
	Folie 46: Lp(a)-Risiko
	Folie 47: Ausblick Lp(a)-Plasma-Levels-Pelacarsen
	Folie 48: Warum Non-HDL?
	Folie 49: Triaglyceride
	Folie 50: Icosapent ethyl (=Omega 3 Fettsäure)IIb
	Folie 51: Olezarsen- noch keine MACE-Daten
	Folie 52: Blutdruck: Sprint-Studie
	Folie 53
	Folie 54: Elevated Blood Preassure + Kardiovaskuläre RF: Ziel-RR: immer 120-129/70-85 mmHG
	Folie 55: Elevated Blood Preassure + SCORE 2/OP/DM(<60 a ohne Endorganschäden) 5-10% + Modified Risk Faktors: Ziel-RR: 120-129/70-85 mmHg
	Folie 56: Elevated Blood Preassure ohne kardiovaskuläre RF +/- Modified Risc Factors: Ziel-RR: 120-129/70-85 mmHg in Abh. von SCORES
	Folie 57
	Folie 58
	Folie 59: Immer nach dem „Single-Pill-Prinzip“ vorgehen: START-Studie
	Folie 60
	Folie 61: Zusammenfassung
	Folie 62: Und wo kann man das alles nachlesen?
	Folie 63: ESC-Scores APP
	Folie 64
	Folie 65
	Folie 66
	Folie 67
	Folie 68

