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Figure 1. Causes of death in the European Union in males and
females under the age of 75 years.



Cas clinigues: prise en charge identique?

PF, un cadre d’entreprise ,
60 ans, fumeur et sedentaire,
consulte pour bilan de sante.

Il pese 90 Kg pour 1m70,
circonference abdomen 98 cm.

Il a une héréedité CV +.

Sa PA mesuree de fagon repétée
s’éleve a 156/98 mmHg,
confirmeée a I’automesure

Glycémie normale, LDL chol
160 mg/dl a 2 reprises a 3 mois
d’intervalle.

JD, une enseignante, 40 ans,
non fumeuse et sportive,
consulte pour bilan de sante.

Elle pese 60 Kg pour 1m70,
circonférence abdomen 68 cm.

Elle n’a pas d’heredité CV +.
Sa PA mesuree de facon repétee

s’éleve a 156/98 mmHg,
confirmée a I’automesure

Glycémie normale, LDL chol
160 mg/dl a 2 reprises a 3 mois
d’intervalle.



Estimation du risque CV

Recommendation for how to estimate cardiovascular risk

Recommendation

Total CV risk estimation, using a risk
estimation system such as SCORE, is
recommended for adults >40 years
of age, unless they are automatically
categorised as being at high-risk or
very high-risk based on documented
CVD, DM (>40 years of age), kidney
disease or highly elevated single risk
factor (Table 5).

Ref"

Class® | Level®

[1,25

CV = cardiovascular; DM = diabetes mellitus; SCORE = Systematic Coronary

Risk Estimation,

2016 European Guidelines on cardiovascular
disease prevention in clinical practice



Risque d’événement CV fatal a 10 ans
SCORE belge

FEMME HOMME
Non-fumeuse Fumeuse Age Non-fumeur Fumeur

SCORE
— BELGIUM
© 2004 ESC
15 % et plus
10%-14%
5%-9%
3%-4%
1 1 2%

L 1%
<1%

Risque & 10 ans de MCV
fatales dans des
populations a risque
moyen de maladies
cardiovasculaires

Adapté d'apres De Backer
et coll. Eur Heart J.
2003;24. 1601-1610

<175 =178 =235 2375 <175 2175 =225 =375 <175 =175 =¥5 =375 1T 2175 278 =I5
Cholasterol total (mgldl) 5


Présentateur
Commentaires de présentation
Reference
De Backer et al.  European guidelines on cardiovascular disease prevention in clinical practice.  Third joint task force of european and other societies on cardiovascular disease prevention in clinical practice.  Eur Heart J. 2003;24: 1601-1610



TasLEav [II. CoMMENT NUANCER LE RISQUE CARDIOVASCULAIRE (CV) A

PARTIR DU TAUX DE CHOLESTEROL HDL, DES ANTECEDENTS FAMILIAUX DE
MALADIES CV PRECOCES ET DE LA PRESENCE DE DIABETE.

Facteur de risque Femme Homme

HDL-C
Environ 30 mg/dl x 1.8 x 1.3
Environ 38 mg/dl x 1.5 x 1,1
Environ 46 mg/dl x 1.2 x 1
Environ 54 mg/dl x 1 x 0,9
Environ 62 mg/dl x 0.8 x 0.8
Environ 70 mg/dl x 0.7 x 0,7

Antécedents familiaux de maladies

CV précoces (hommes avant 55 ans,

femmes avant 61 ans) x 1.7 x 2,0

Dhabéte x3

Sedentante

Précanté sociale

Obeésité abdominale

Taux plasmatiques elevés de TG (> 150 mg/dl),
apolipoprotéine B (> 120 mg/dl), CRP élevée

(= 3-10 mg/), fibrinogéne éleve (> 320 mg/dl),
lipoprotéme (a) eleveée (> 30 mg/dl), hyperhomo-
cystéinemie (15 uwmolT) (*)

Taux plasmatigue bas d apolipoprotéine A

(= 120 mg/dl)

Signe préclimque d’athérosclérose (exemple :
plague(s) ou epaississement du complexe imtima
media détecte a |"échographie carotidienne)

Considerer le nsgue
comme plus élevé
(toutefols, sans préci-
510N guantitative )

Rev Med Liége 2012; 67

D3 1B27



Prevention of HTA and CV diseases (kokubo Y)
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Figure. Schema of the progression from lifestyle changes to the
incidence of hypertension and cardiovascular disease (CVD).
CHD indicates coronary heart disease.



Mortalité: Pression artérielle & Cholestérol élevés
sont dans le top 3 des facteurs de risque

déces attribuables (en milliers)

consommation faible de fruits & legumes

pollution de I’air (combustibles solides)

Injections contaminées dans les services de santé
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1 patient sur 2 avec une pression arterielle
elevée presente aussi des valeurs de
cholesterol élevees N = 17,065

Prevalence (%)
70 _
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Northern  Southern North Middle Asia Total
Europe Europe America East

% patients hypertendus avec des valeurs de cholestérol élevées

Thoenes M et al. Cardiol Res Pract. 2012;2012:925046.



Blood Pressure and Cholesterol Control in Hypertensive
Hypercholesterolemic Patients
National Health and Nutrition Examination Surveys 1988-2010

A LDL and non-HDL-C control to ATPIIl goals and BP
to <140/<90 in hypercholesterolemic hypertensives
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Une pression artérielle élevée associée a un
cholestérol élevé augmente fortement le risque CV

N=316.099
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Effects of individual risk factors on the incidence of
cardiovascular events in the treated hypertensive patients of
the Hypertension Optimal Treatment Study

Alberto Zanchetti®, Lennart Hansson®, Bjorn Dahlof®, Dag Elmfeldt?,

Sverre Kjeldsen®, Rainer Kolloch!, Pierre Larochelle?, Gordon T. Mclnnes",
Jean-Michel Mallion', Luis Ruilopej and Hans Wedel*, on behalf of the HOT

S'[udy Grou p* Joumnal of Hypertension 2001, 19:1148—1 158
. Ag4

157 RR:1.56 280 1.75 158 243 213 207

30 RR152 201 1.64 138 196 1.71 1.83

Cria7-182  1.71-238 1.35-1.99 1.15-1.65 156-246 1.36-2.15 154-2.19 CHAT-207 216364 120237 121209 17538 154-288 155-2.70
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idence (per 1000 patient years) of major cardiovescular events in patiens with or without additionl risk factors in the Hypertansion Optimal ~ Incidence (per 1000 patient years) of card ovascular mortalty in patients with o without additional isk factars in the Hypertenson Optimal
s atment (HOT) Study. RR. relative risk: (1, 95% confidence interval, adjusted for all other risk factors except the one compared. Treatment (HOT) Study. R, relativerisk; (1, 85% confidence interval, adjusted for all other nsk factors except the one compared.

Mortalité CV
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Cardiovascular events avoided per 1000

Systolic blood pressure reduction (mm Hg)
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Figure 3. Cardiovascular disease (CVD)
events avoided by baseline risk and
magnitude of systolic blood pressure
lowering. Reprinted from Sundstrém

et al' with permission of the publisher.
Copyright © 2014, Elsevier, Inc.
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Lancet 2012: 380: 581-90
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Statines et patients hypertendus: Etude ALLHAT

Antihypertensive and Lipid-Lowering Treatment to prevent
rleart Attack Trial

10 355 pts HTA (parmi les 33 357 pts d’ALLHAT)
> 55 ans ( moyenne: 66 ans)

Avec au moins 1 autre FRCV

LDL-C 1,20a 1,89 g/l et TG < 3,50 g/l
Pravastatine: 40 mg/j

Suivis 4,8 ans

JAMA 2002; 288: 2998-3007



Etude ALLHAT-LLT

La pravastatine ne réduit pas la mortalité toute
cause ni les evenements CV (infarctus non fatal et
déces coronariens) chez les hypertendus > 55 ans
dont I'HTA est bien controlée et le taux de LDL-C
modéerement élevé

Mais:

- 70% seulement des patients Pravastatine
recevaient encore le medicament a la fin de I’étude
et 30% des patients placebo recevaient une statine.

- 50% de femmes

JAMA 2002; 288: 2998-3007



Anglo-Scandinavian ©

ascoOr 13

Cardiac Outcomes Trial

Prévention des accidents cardiovasculaires par une stratégie
antihypertensive a base d’amlodipine, associant périndopril si
nécessaire, versus un traitement par atenolol associant du
bendrofluméthiazide si nécessaire dans I'’étude Anglo-Scandinavian
Cardiac Outcomes Trial-Blood Pressure Lowering Arm (ASCOT-BPLA)
et par statine Atorvastatine vs placebo (ASCOT-LLA) : un essai
multicentrique randomisé et controle.

Dahlof, Peter S Sever, Neil R Poulter, Hans Wedel, D Gareth Beevers, Mark Caulfield,
Rory Collins, Sverre E Kjeldsen, Arni Kristinsson, Gordon T Mclnnes, Jesper Mehlsen, Markku
Nieminen, Eoin O"Brien, Jan Ostergren, pour les investigateurs ASCOT *

ascot/m




Profil des facteurs de risque CV des patients ASCOT

Tous les patients inclus dans ASCOT sont hypertendus et présentent au
moins 3 facteurs de risque CV additionnels

Hypertension 100

Age = 55 ans

Sexe masculin
Microalbuminurie/proteinurie
Fumeur

Ant. familial de maladie coronaire
CT plasmatique:HDL-C = 6
Diabete de type 2

Anomalies a 'ECG

HVG

Ant. d’événement cérébrovasc.
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ASCOT
Caractéristiques de base

Atorvastatine

Caractéristiques 10 me Placebo
(n=5168) (n=5137)
Age* (années) 63.1+8.5 63.2 + 8.6
Homme (%) 81.1 81.3
Caucasien (%) 94 6 94.7
PAS* (mm Hg) 164.2 + 17.7 164.2 + 18.0
PAD* (mm Hg) 95.0 + 10.3 95.0 + 10.3
CT* (mg/dl) 212 + 31 212 +31
LDL-C* (mg/dl) 133 + 27 133 + 27
TG* (mg/dl) 150 + 80 142 + 80
HDL-C* (mg/dl) 50 + 27 50 £ 27 Anglo-Scandinavian
Nbre de facteurs de 37+0.9 37+009 aSCOt
risque CV* Cardiac Outcomes Trial

. o
Moyenne + Deviation Standard Sever PS et al. Lancet. 2003:361:1149-58


Présentateur
Commentaires de présentation
This slide shows the baseline characteristics of patients enrolled in the lipid-lowering arm of ASCOT. Baseline BP and lipid values were nearly identical in the two groups.

Sever PS, Dahlof B, Poulter NR, et al. Prevention of coronary and stroke events with atorvastatin in hypertensive patients who have average or lower-than-average cholesterol concentrations, in the Anglo-Scandinavian Cardiac Outcomes Trial--Lipid Lowering Arm (ASCOT-LLA): a multicentre randomised controlled trial. Lancet. 2003;361:1149-1158.




ASCOT
Parametres lipidiques dans le groupe

Atorvastatine
250
H A la base
200 M Apres 3 ans
— 150
S
(@)
S
100
50
0
CT LDL-C Anglo-Scandinaviant
Pas de différence sur le HDL-C du fait des taux de base élevés : 50 mg/dI Cardiac Outcomes Trial

Sever PS et al. Lancet. 2003;361:1149-58


Présentateur
Commentaires de présentation
At 1 year of follow-up, the atorvastatin group’s total cholesterol and calculated LDL-C levels were around 50 mg/dl and 46 mg/dl lower, respectively, than the placebo group’s (24% and 35% relative reduction, respectively).  At close-out of the LLA, these differences were 39 mg/dl, 19% and 29% relative reduction, respectively.
At 1 year of follow-up, triglyceride levels in the atorvastatin group were 0.3 mmol/L lower than in the placebo group (17% relative reduction).  At the study close-out, the relative reduction was 14%.
Changes in plasma HDL-C concentrations were minimal in the 2 groups.

Sever PS, Dahlof B, Poulter NR, et al. Prevention of coronary and stroke events with atorvastatin in hypertensive patients who have average or lower-than-average cholesterol concentrations, in the Anglo-Scandinavian Cardiac Outcomes Trial--Lipid Lowering Arm (ASCOT-LLA): a multicentre randomised controlled trial. Lancet. 2003;361:1149-1158.



Primary End Point: Nonfatal Ml
and Fatal CHD

—— Atorvastatin 10 mg Number of events 100
Placebo Number of events 154
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Présentateur
Commentaires de présentation
The primary end point of nonfatal MI (including silent MI) and fatal CHD was significantly lower by 36% (hazard ratio 0.64, CI 0.5 – 0.83, p=0.005) in the atorvastatin group compared with the placebo group.


Anglo-Scandinavian

Statine + traitement antihypertenseur et Ml g§COL-LLA

Cartdiac Outcomes Trial
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Etudes ASCOT et ALLHAT-LLT

e L'etude ASCOT-LLT adéemontré lI'intérét de
I’atorvastatine chez des hypertendus a haut

risque vasculaire (> 3 autres signes de
risque CV en plus de HTA)

 Cependant chez des patients hypertendus
arisque moins eleve, I'etude ALLHAT-LLT
n'a pas démontré de bénéfice de la
pravastatine



N ENGL ] MED 374;21 MNEJM.ORG MAY 25, 2016

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Blood-Pressure and Cholesterol Lowering
in Persons without Cardiovascular Disease



Population dans HOPE 3

12700 patients, 66 ans d’age moyen, suivi de 5,6 ans
46% de Femmes,
IMC 27 kg/m?, 87% W/H ratio high
Pas de complication CV
Relativement faible risque CV: 2 FR (47%)
3 FR: (24%)
PA moyenne 138/81 mmHg
Cholestérol LDL moyen 128 mg/dl

Soumis a soit Placebo soit Candésartan 16/HCTZ
12,5 mg et/ou rosuvastatine 10 mg/j



A Systolic Blood Pressure
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B LDL Cholesterol
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Statine + traitement antihypertenseur
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luftects of blood pressure lm-vrrinz{ on outcome

incidence m hypertension: 3
cifferent lev {‘,lh of cardiovascular risk
meta-analyses of randomized trials

Costas Thomopoulos®, Gianfranco Parati®™€, and Alberto Zanchetti®®

). Effects in pd’[l(‘ll’[% at
overview and

Joumal of Hypertension 2014, 32:2306-2314

Abzolute
Qutcome  Difference risk reduction NNT
cv Trials  risk  SBP/DBP Standardized Pvalue 1000 pts/Syears  Syears P-value
Outcome rick () (%in5y)  (mmHg) RR (3% CI) for trend (a5% CI) (95% CI) for trend
High {1 4723 + 0.62 T(-10,3)  M7(%,357)  <0.001
Very High 1 135 11555«  —e— -2 (-67,-36) 19(15, 28)
Very VeryHigh 8 097 -18.0/-82 ! - 34 (47, -20) (21,50)
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Cas clinigues

PF, cadre d’entreprise, 60 ans,
fumeur et sedentaire consulte
pour bilan de santé.

Il pese 90 Kg pour 1m70,
circonférence abdomen 98 cm.

Il a une hérédité CV +.

Sa PA mesuree de facon repétée
s’éleve a 156/98 mmHg,
confirmée a I’automesure

Glycémie normale, LDL chol
160 mg/dl a 2 reprises a 3 mois
d’intervalle

Prise en charge?
Meédicament antiHT et statine

JD, enseignante, 40 ans, non
fumeuse et sportive, consulte pou
bilan de santé.

Elle pese 60 Kg pour 1m70,
circonférence abdomen 68 cm.

Elle n’a pas d’hereditée CV +.
Sa PA mesuree de facon repétee

s’éleve a 156/98 mmHg,
confirmée a I’automesure

Glycémie normale, LDL chol
160 mg/dl a 2 reprises a 3 mois
d’intervalle

Prise en charge?
Regles H-D avec suivi



ROle protecteur des antihypertenseurs
en prevention primaire

Recommendations

Prompt initiation of drug treatment is recommended in individuals with grade 2 and 3 hypertension with
any level of CV risk, a few weeks after or simultaneously with initiation of lifestyle changes.

Lowering BP with drugs is also recommended when total CV risk is high because of OD, diabetes,
| CVD or CKD, even when hypertension is in the grade 1 range.

Initiation of antihypertensive drug treatment should also be considered in grade 1 hypertensive patients
at low to moderate risk, when BP is within this range at several repeated visits or elevated by ambulatory
BP criteria, and remains within this range despite a reasonable period of time with lifestyle measures.

In elderly hypertensive patients drug treatment is recommended when SBP is 2160 mmHg.

Antihypertensive drug treatment may also be considered in the elderly (at least when younger than 80
years) when SBP is in the 140-159 mmHg range, provided that antihypertensive treatment is well tolerated.

ESH/ESC Guidelines for the management of arterial hypertension. Mancia et al, J Hypertens 2013;31:1281



Que disent les recommandations pour la
prescription de statines ? @

EUROFEAN
SOCIETY OF
CARDIOLOGY®

2013 ESH/ESC Guidelines for the management
of arterial hypertension

Recommendations Class® Level® Ref.¢

It is recommended to use statin therapy

in hypertensive patients at moderate to
high CV risk, targeting a low-density

lipoprotein cholesterol value <3.0
mmol/L (115 mg/dL).

When overt CHD is present, it is
recommended to administer statin
therapy to achieve low-density
lipoprotein cholesterol levels <1.8
mmol/L (70 mg/dL).

ESH/ESC Guidelines for the management of arterial hypertension. Mancia et al, J Hypertens 2013;31:1281



[able 10 Treatment targets and goals for
ardiovascular disease prevention

Lipids
LDL-Cis

No exposure to tobaceo in any form.

Healthy diet low in saturated fat with a focus on whole
grain products, vegetables, fruit and fish.

15-5 h moderately vigorous physical activity per week or

3060 min most days.

BMI 20-25 kg/m”, waist circumference <54 cm (men) and

<80 cm (women).

<|40/50 mmHg*

HbAl e <7% (<53 mmol/mol).

Si diabete et/ou IRC,

risque majore

primary

Yery high-riskc LOL-C <1.8 mmollL
(T0 mgldlL) or a reduction of at least S0% if the baseline”
is berween |.8 and 3.5 mmol/L (70 and 135 mgfdL).

High-risk: LDL-C <1.6 mmollL (100 mg/dL)  or I
a reduction of at least 50% if the baseling® is between 2.6
and 5.2 mmollL {100 and 200 mg/dL).

Low to moderate nsk: LDL-C <3.0 mmol/L
(115 mgfdL).

Non-HDL-C secondary targets are <16, 3.4 and
3.8 mmollL (100, 130 and 145 mg/dL) for very high-,
high- and moderate-risk subjects, respactively.

HDL-C: no target, but >1.0 mmoal/L (40 mg/dL) in men and I
1.2 mmol/L (48 mg/dL) in women indicates lower risk.

TG:no target but <1.7 mmollL {150 mg/dL) indicates
lower risk and higher levels indicate a need to look for
other risk factors.

2016 ESC/EAS Guidelines for the Management

of Dyslipidaemias

European Heart Journal (2016) 37, 2999-3058



Different Time Trends of Caloric and Fat Intake Between
Statin Users and Nonusers Among US Adults

JAMA Intern Med. 2014;174(7):1038-1045. doi:101001jamainternmed 20141527

GIUttony in the Time Df Statins? Published anline April 24, 2014,

CONCLUSIONS AND RELEVANCE Caloric and fat intake have increased among statin users over
time, which was not true for nonusers. The increase in BMI was faster for statin users than for
nonusers. Efforts aimed at dietary control among statin users may be becoming less

intensive. The importance of dietary composition may need to be reemphasized for statin
LSers.
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Korean Journal of Family Medicine

+ Ogincl Aice
Comparing the Trend of Physical Activity ] bt
and Caloric Intake between Lipid- . }\Li
Lowering Drug Users and Nonusers - }
among Adults with Dyslipidemia: ] s
Korean National Health and Nutrition M
Examination Surveys (2010-2013) o s o e o g

education, mariatal stafus, body mass index, and diagnosis of diabates. F for trend
were using peneral linear mods! in complex sample anakyss.

Conclusion: Physical activity significantly decreased among lipid-lowering drug users between 2010 and 2013,
which was not observed among non-users. The importance of physical activity may need to be re-emphasized for
lipid-lowering drug users.



Conclusions: approche intégree
HTA et dyslipidémie

Intégrer ces FR dans une vision globale du risque
Calcul de ce risque indispensable

Importance de I’éducation du patient souvent
asymptomatique

Toujours stimuler I’approche hygiéno-dietétique puis
(ou en méme temps si nécessaire) introduire les
médicaments antiHTA et statine

Simplifier le traitement des que bien tolére

Suivi au long cours indispensable avec des RDV
réguliers, stimuler I’automesure de PA et réaliser des
controles biologiques!



Merci pour votre attention




TABLEAU V. CHOIX DES STATINES OU COMBINAISON AVEC UN AUTRE HYPO-
LIPIDEMIANT POUR REDUIRE LE CHOLESTEROL LDL. TG : TRIGLYCERIDES

Traitement par statine ou combinaison | réduction du LDL-C,
possible avec une statine

* Pravastatine 20 mg *

* Fluvastatine 40 mg * -25%
» Atorvastatine 10 mg *
* Simvastatine 20 mg * -35%
* Rosuvastatine 10 mg * - 45%
Doublement de la dose de statine - 4 34 6% supplémentaire
Combinaison (réduction supplémentaire)
* avec ezétimibe -18425%
» avec fibrate -0a10% (+ | TG)
» avec chélateur de type résine - 104 20% (+ 1 TG)
* avec niacine -15425% (+ | TG et
1 HDL-C)

* Les doses présentées sont les doses minimales disponibles en Belgique.

Rev Med Liége 2012; 67 : 3 : 118-127



Table 5 Intervention strategies as a function of total cardiovascular risk and low-density lipoprotein cholesterol level

Total CV risk LDL-C levels
(SCORE) <70 mgldL Tto<I00mgdl | 100to<ISSmgdl | 155 to<190 mgldL 2190 mgldL
% |.8 to <1.6 mmol/L 1.6 to <4.0 mmol/L 4.0 to <4.9 mmol/L
<|
Class* /Level®
z| to <5
Class* /Level®
=5 to <10, . . .
or hich-risl and concomitant drug  and concomitant drug  and concomitant drug
intervention inter rention intervention
s
. . 1 Lifestyle int . Lifestyle int r Lifestvie inf " Lifestyle ini "

Elﬂz hericl {I dar d e and concomitant drug  and concomitant drug  and concomitant drug  and concomitant drug
L intervention intervention intervention intervention
Class* /Level® llz/A

2016 ESC/EAS Guidelines for the Management
of Dyslipidaemias Furopean Heart Journal (2016) 37, 2999-3058



Effet de la diminution de la pression artérielle et
du cholestérol sur la morbidité cardiovasculaire

(@)
S 3
—i—_||
| |
[
[

Incidence CV events (%)

Samuelsson O et al, JAMA1987



Table |2 Impact of specific lifestyle changes on lipid levels

Magnitude of the effect  Level of evidence

Lifestyle interventions to reduce TC and LDL-C levels

Reduce dietary trans fat +++ A
Reduce dietary saturated fat +++ A
Increase diatary fibre ++ A
Use functional foods enriched with phytosterols ++ A
Use red yeast rice supplements ++ A
Reduce excessive body weight ++ A
Reduce dietary cholesterol + B
Increase habitual physical activity + B
Use soy protein products +- B

2016 ESC/EAS Guidelines for the Management
of Dyslipidaemias European Heart Journal (2016) 37, 2999-30!



ROle protecteur des statines (prévention primaire)

E All-cause mortality

Statins Control . .
Patients With Events,  Patients With Events, Favors | Favors US PrE‘VE‘"tWE‘ SE I'VICES TﬂSk FEI rce
Study Follow-up,y  No./Total (%) No./Total (%) Risk Ratio (95% CI) Statin Control B
ACAPS, 18 1994 3 1/460(0.22) 8/459 (1.7) 0.12(0.02-099) 0.2
AFCAPS/TexCAPS, 191998 § 80/3304 (2.4) 77/3301(23) 1.04 (0.76-1.41) . 9.5
ASCOT-LLA, 20 2003 3 185/5168 (3.6) 212/5137 (4.1) 0.87 (0.71-1.05) - 243
ASPEN, 2! 2006 4 44/959 (4.6) 41/946 (4.3) 1.06 (0.70-1.60) — 53
Beishuizen etal, 232004 2 3/103(2.9) 4/79(5.1) 0.58 (0.13-2.50) ' 04
Bone et al,24 2007 1 0/485(0) 0/119(0) Not estimable
CARDS, 26 2004 4 61/1428 (4.3) 82/1410(5.8) 0.73(0.53-1.01) —- 8.7
HOPE-3,142016 6 334/6361(5.3) 357/6344 (5.6) 0.93 (0.81-1.08) ] 30.2
HYRIM,28 2005 4 4/283(1.4) 5/285 (1.8) 0.81(0.22-2.97) : 0.5
JUPITER, 292008 2 198/8901 (2.2) 247/8901 (2.8) 0.80 (0.67-0.96) =1 26.7
KAPS,30 1995 3 4214(1.9) 3212 (1.4) 1.32(0.30-5.83) _ 04
MEGA,3! 2006 5 55/3866 (1.4) 79/3966 (2.0) 0.71 (0.51-1.00) . 78 .
METEOR,322007 2 1/700(0.14) 0/281 (0) 121(0.05295) < > 01 R I Sq ue
Prevend-IT, 3 2004 4 13/433(3.0) 12/431(2.8) 1.08 (0.50-2.34) —— 15
WOSCOPS, 35 1995 5 106/3302 (3.2) 135/3293 (4.1) 0.78 (0.61-1.01) - 14.6 O 86
Total (95% CI) 1089/35967 (3.0) __ 1262/35164(3.6) _ 0.86(0.80-0.93) 3 1000 | .
Heterogeneity: r?={],0(];)(123=11.0?,(P=,60);I?=U% | — T ...i —T—TTT
Test for overall effect: 7 = 3.63 (P<.003) 0.1 10 10
Risk Ratio (95% C1)
Adults aged 40-75 y with no history of Adults aged 40-75 y with no historyof | Adults 76 y and older with no history of CVD
Population CVD, 21 CVD risk factors, and calculated CVD, 21 CVD risk factors, and calculated
10-y CVD event risk 210% 10-y CVD event risk of 7.5%-10%
_ Initiate use of low- to moderate-dose Discuss with patient and selectively offer || No recommendation.
Recommendation || ctainc use of low- to moderate-dose statins.
Grade: B Grade: C Grade: | (insufficient evidence)

Chou et al., JAMA. 2016;316(19):2008-2024
Bibbins-Domingo et al., JAMA. 2016;316(19):1997-2007
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