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We would like to acknowledge that we are gathered today on the
traditional territories of the Musqueam, Squamish and Tsleil-Waututh
peoples.
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[. Review the CCS dyslipidemia screening recommendations across the lifespan
2. Review CCS guideline-based statin indicated conditions

3. Discuss lipid management considerations beyond LDL



CASE PRESENTATION

Investigations

Mr. Risk
] Test Value
« 54M previously healthy, referred for m o1
chest pain oIt 184
* No known cardiovascular risk factors. Cr 108
No medications. GFR 67
 Family history unknown (patient HbAlc s
Cholesterol 5.34
adopted)
LDL 3.71
HDL 1.29
 BP 122/71mmHg, otherwise normal Non-HDL 4.05
cardiovascular exam Triglycerides 0.74

Framingham Risk Score 9% (low risk) 5



CCS Dyslipidemia Guidelines 2021
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TERMINOLOGY

Atherosclerotic cardiovascular disease (ASCVD)

« All forms of atherosclerotic disease — acute coronary syndromes,
coronary artery disease on imaging, prior revascularization,
stroke/TIA, carotid stenosis, peripheral artery disease, abdominal
aneurysmal disease

Primary prevention

« Efforts aimed at preventing or delaying the onset of ASCVD

Secondary prevention

« Efforts to treat known ASCVD




Table 1. Who to screen for dyslipidemia in adults at risk

WHO TO SCREEN

Who to screen

Men 40 years of age or older; women 40 years of age or older (or
postmenopausal)
® Consider earlier in ethnic groups at increased risk such as South Asian or
indigenous individuals
All patients with any of the following conditions, regardless of age
® (linical evidence of atherosclerosis
® Abdominal aortic aneurysm
® Diabetes mellitus

® Arterial hypertension

® Current cigarette smoking

® Stigmata of dyslipidemia (corneal arcus, xanthelasma, xanthoma)
® Family history of premature CVD”*

® Family history of dyslipidemia

® CKD (eGFR < 60 mL/min/1.73 m” or ACR > 3 mg/mmol)
® Obesity (BMI > 30)

e [nflammatory diseases (RA, SLE, PsA, AS, IBD)

® HIV infection

® Erectile dysfunction

* COPD

® History of hypertensive disorder of pregnancy 9




RISK FACTORS
ApoB/ApoAl

Diabetes*

[
Current smoking* L]
]
L

Hypertension

Abdominal Obesity L]

Exercise -
Diet -

0.25 0.5 1 2 4 8

10

INTERHEART 2004; Wan et. Al. 2022



LOWER IS BETTER...LOWEST IS BEST?

Estimated Proportion With Coronary Heart

30+

254

20+

se Death or Myocardial Infarction Over 5y

Primary prevention trials (n=8)
@ Control group 26
OlIntervention group

Secondary prevention trials (n=16)
Control group
Intervention group

34
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For every 1mmol/L
reduction in LDL, we
can reduce CV event
rate by ~20-22%

T .945 T .4|5
3.0 4.0 5.0
Achieved LDL-C Level, mmol/L

' Silverman MG et al. JAMA.
2016. "



HOW TO SCREEN

Table 2. How to screen for dyslipidemia in adults at risk

How to screen

For all
® History and physical examination |
® Standard lipid profile™: TC, LDL-C, HDL-C, non-HDL-C," TG
® PG or Alc
® .GFR
® [ipoprotein(a)—once in patient’s lifetime, with initial screening
Optional
® ApoB
® Urine ACR (if eGFR <60 mL/min/1.73 m~, hypertension, or
diabetes)

12



HOW TO SCREEN

Table 2. How to screen for dyslipidemia in adults at risk

How to screen

For all
® History and physical examination |
® Standard lipid profile™: TC, LDL-C, HDL-C, non-HDL-C," TG
® PG or Alc
® -FR
® Lipoprotein(a)—once in patient’s lifetime, with initial screening
Optional
® ApoB
® Urine ACR (if eGFR <60 mL/min/1.73 m~, hypertension, or
diabetes)
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A NOTE ABOUT TRIGLYCERIDES...

If triglycerides 2 1.5 mmol/L

« LDL calculation is inaccurate
* Preferable to follow non-HDL or ApoB

To fast or not to fast...

* Non-fasting lipids can be used for most adults for screening

 If interested in triglyceride counts, should be a fasting panel (e.g. in
patients with a TG>4.5mmol/L historically)

14



CV RISK ASSESSMENTS

Framingham Risk Score
« Estimation of 10-year
cardiovascular risk

Vascular age, Lifetime ASCVD
Risk estimator

CardioRisk Calculator ™

Simple Framingham Risk Score

@3 Dyslipidemia Risk Calculator

Criteria for Diagnosing Familial Hypercholesterolemia

Imputed LDL-C Calculator

Cholesterol Drug Dosage Chart

% LDL-C Reduction Calculator

Diagnosis of apoB Dyslipoproteinemias

ﬁfﬂﬂ Alternate LDL-C Calculator (for high TG)

15



FRAMINGHAM RISK

Some caveats and limitations

* Framingham risk score predicts 10-year risk
« The description of the original score may not be applicable to all

populations

« Based on study in Framingham, Massachusetts *
 QOriginal population was 100% European ancestry Wﬂ

* Young patients were under-represented a

16



OTHER CLINICAL RISK STRATIFICATION TOOLS

AHA ASCVD Risk Estimator (ie. Pooled cohort equation)
https://tools.acc.org/ascvd-risk-estimator-plus/#!/calculate/estimate/

SCORE2 and SCORE2-OP

https://www.escardio.org/Education/Practice-Tools/CVD-prevention-
toolbox/SCORE-Risk-Charts

17



AN EXCERPT FROM THE EUROPEANS

10-year CVD risk (%)

25
. . . . 225 —
Table 5 Cardiovascular disease risk categories based on 2
SCORE2 and SCORE2-OP in apparently healthy people
according to age 175
15 —
<50years 50-69 =>70years® 12.5
years 10
Low-to-moderate CVD <2.5% <5% <7.5% 75
risk: risk factor treatment gen- 54 B
erally not recommended 25 S
High CVD risk: risk factor ~ 2.5to <7.5% 5to <10% 7.5to <15% , I I , , , ,
treatment should be 30 40 50 60 70 80 90
considered — <so| s |0 ——
Very high CVD risk: risk fac- >7.5% >10% >15% Age groups (years)
tor treatment genera[[}r CVD risk thresholds (%)
recommended® @ \Very high CVD risk

High CVD risk

Low-to-moderate CVD risk
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Low-Risk"
FRS <10%

High-Risk’
FRS >20%

Intermediate-Risk"
FRS 10-19.9% and

LOL-C =3.5 mmol/L or
Mon-HDL-C 24.2 mmcl/L or
ApoB =1.05 g/L or

Men =50 yrs and women 260 yrs with one
additional risk factor: low HDL-C, IFG, high

waist circumference, smoker, or HTN or

Statin therapy not recommended for
most low-risk individuals; exceptions
include: (a) LDL-C 25.0 mmel/L

{er ApoB =1.45 g/L or non-HDL-C

2 5.8 mmol/L) — see Figure 2; or (b) FRS
is 5%-9.9% with LDL-C =3.5 mmol/L
{or non-HDL-C 24.2 mmel/L or ApoB
21.05 g/L). particularly with other CV
risk medifiers (eg, FHx, Lp(a) =250 mg/dL
[or 2100 nmol/L] or CAC =0 AU) as the
proportional benefit from statin therapy
may be similar to other treated groups.

t

Health Behaviour Modifications:

* Smoking cessation

* Diet: It is recommended all individuals
adopt a healthy dietary pattern.

= Exercise: It is recommended adults
accumulate at least 150 mins/week of

moderate-vigorous intensity aerobic
physical activity.

Monitor

* response to statin Rx

* response to add-on lipid-lowering Rx
* health behaviour changes

with presence of other risk modifiers:
hsCRP =2.0 mg/L, CAC =0 AU, family

history of premature CAD, Lp(a)
250 mg/dL (100 nmol/L)

Discuss health behaviour modifications J

INITIATE STATIN TREATMENT

If LDL-C >2.0 mmol/L or ApoB >0.8 gL or
non-HDL-C >2.6 mmoel/L on maximally tolerated statin dose

YES YES

Discuss add-on therapy with patient:
Evaluate reduction in CVD risk vs. cost/access and side effects

ADD-ON

Ezetimibe as first-line
(BAS as alternative)?

19



Intermediate-Risk’

FRS 10-19.9% and

LDL-C =3.5 mmol/L or
Non-HDL-C =4.2 mmol/L or
ApoB =1.05 g/L or

Men 250 yrs and women 260 yrs with one
additional risk factor: low HDL-C, IFG, high
waist circumference, smoker, or HTN or

with presence of other risk modifiers:
hsCRP 22.0 mg/L, CAC >0 AU, family
history of premature CAD, Lp(a)
=250 mg/dL (100 nmol/L)

Calcium scoring

k“'* f

Calcium
in LAD
and D1

Family History

20



CORONARY ARTERY CALCIUM

 Low dose CT used to individualize cardiac risk stratification

* Non-contrasted study

» Assess and quantitates the calcified atherosclerotic disease in
coronary arteries

« Main utility and indication is for use in asymptomatic patients for
risk stratification and decision making

* There is no defined role for serial calcium scoring individuals
already treated with statins

 CAC = 0 is associated with an extremely favorable risk profile

21



CT CORONARY ANGIOGRAM

« ECG-gated contrasted study to assess coronary anatomy

« Assesses both the calcified and noncalcified portions of CAD, and
In some instances, flow

« Main utility is to assess coronary anatomy in symptomatic
patients

 When used in asymptomatic patients, has not been shown to add
Incremental value in prognosis

22
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2. Review CCS guideline-based statin indicated conditions



LDL =5.0 mmol/L
(or ApoB 21.45 ¢g/L or

non-HDL-C 25.8 mmol/L)
(familial hypercholesterolemia or

genetic dyslipidemia)

* Microvascular disease

Chronic Kidney Disease

» Age >50y and eGFR <60 mL/min/1.73 m? .
or ACR >3 mg/mmol 4

STATIN INDICATED CONDITIONS

Most patients with diabetes: Atherosclerotic Cardiovascular
* Age >40y Disease (ASCVD):
* Age 230y & DM x215y duration « Myocardial infarction (Ml), acute

coronary syndromes (ACS)

Stable angina, documented coronary
artery disease using angiography
Stroke, TIA, documented carotid disease

Peripheral arterial disease, claudication,
and/or ABI <0.9

Abdominal aortic aneurysm (AAA) --
abdominal aorta >3.0 cm or previous
aneurysm surgery

Review/Discuss health behavioural modifications (refer to Figure |) }

24



HETEROZYGOUS FH

*LDL-C z 5.0 mmol/L (= 40 yr)
LDL-C 2 4.5 mmol/L (18-39 yr); 2 4.0 mmol/L (<18 yr)

FH Scraaning
Criters

“DMNA Mutation
OR
Tendon :anthﬂm A%

LOL-C E E- 5 mmalil

Major Criteria

T*=gegree relative with high LDL-C
oR

Minor Criteria

Proband or 1*-degree relative with ASCVD (=55 yr men,; <65 yr
WOMmEn)

o

F'l'ﬂ-h'ahlt FH Severe Hypercholesteralemia

25



HETEROZYGOUS FH

A. Simon Broome Registry

Criteria
1. A plasma measurement of either:
Total cholesterol = 7.5 mmol/L (adult patient) or > 6.7 mmol/L (child
aged < 16 years)
Low-density lipoprotein cholesterol > 4.9 mmol/L (adult patient) or
> 4.0 mmol/L (child aged < 16 years)
2. Tendon xanthomas in the patient or any of the patient’s first- or second-
degree relatives
3. DNA-based evidence in the patient of mutation in LDLR or other FH-
related gene
4, Family history of myocardial infarction before the age of:
50 Years, in any first- or second-degree relative
00 Years, in any first-degree relative
5. Family history of plasma total cholesterol > 7.5 mmol/L in any first- or
second-degree relative

B. Dutch Lipid Clinic Network

Points

Criteria

Diagnnsis

1

First-degree relative with premature

cardiovascular disease or LDL-C
> 95th percentile, or personal
history of premature peripheral or
cerebrovascular disease, or LDL-C
between 4.01 and 4.89 mmol/L
(155 and 189 mg/dL)

First-degree relative with tendinous

xanthoma or corneal arcus, or First-
degree relative child (< 18 years)
with LDL-C > 95th percentile, or
personal history of coronary artery
disease

LDL-C between 4.91 and 6.44 mmol/L

(190 and 249 mg/dL)

Presence of corneal arcus in patient

younger than 45 years of age

LDL-C between 6.46 and 8.51 mmol/L

(250 and 329 mg/dL)

Presence of a tendon xanthoma
LDL-C > 8.53 mmol/L (330 mg/dL),

or functional mutation in the LDLR
gene

Definite FH (= 8 points)

Probable FH (6-7 points)

Possible FH (3-5 points)

26



HETEROZYGOUS FH

Epidemiology and prognosis

* Very common monogenic condition with autosomal dominance

1 in 250-500 affected depending on population

Frequently underdiagnosed and undertreated

Untreated FH has a 20-fld increased lifetime risk coronary disease
Untreated men ~50% risk of fatal or nonfatal coronary event by age
50

Untreated women ~30% risk of by age 60

27



INITIATE STATIN TREATMENT

If LDL-C 22.5 mmol/L If LDL-C 22.0 mmol/L or If LDL-C =1.8 mmol/L or
(or <50% reduction) or ApoB >0.80 g/L or ApoB =0.70 g/L or
ApoB =20.85 g/L or non-HDL-C >2.6 mmol/L on non-HDL-C >2.4 mmol/L on
non-HDL-C >3.2 mmol/L maximally tolerated statin dose maximally tolerated statin doset
YES YES YES
Discuss add-on therapy with patient: Discuss intensification of
Evaluate reduction in CVD risk vs. cost/access and side effects therapy with patient

ADD-ON ADD-ON INTENSIFICATION

Ezetimibe first-line
(BAS" as alternative — [

Ezetimibe or

PCSK9 inhibitor

add-on to other drugs) Refer to Figure 3 j

Monitor
* response to statin Rx * response to add-on lipid-lowering Rx * healthy behaviour modifications 08




Treatment Average LDL-C reduction

Moderate intensity statin ~30%

High intensity statin ~ 50%

High intensity statin + ~ 65%
ezetimibe

PCSK9 inhibitor ~60%

PCKS9 inhibitor + high intensity ~75%

statin
PCKS9 inhibitor + high intensity ~ 85%

statin + ezetimibe

2019 ESC Guidelines for the Management of dyslipidemias

29
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Objectives

3. Discuss lipid management considerations beyond LDL



LIPOPROTEIN (A)

31

https://b100method.com/blogs/heart-health-tips/hey-what-s-your-lpa-why-you-should-know-about-lipoprotein-a



LIPOPROTEIN (A)

Genetics
* Predominantly (>90%) genetically determined by variability in LPA

Ethnicity
* Impacted by ethnicity
« Chinese < White Caucasian < South Asian < Black

32



LIPOPROTEIN (A)

Measurement units

« Usually reported as either mg/dL (or mg/L) or nmol/L

mg/dL mg/L nmol/L Risk equivalent
30 300 75
50 500 125 Diabetes
100 1000 250

180 1800 450 HeFH

33



Lifetime Risk of ASCVD (%)

0.40

0.30 -

0.20

0.10 4

0.00

Lifetime risk for major cardiovascular events with
increasing higher Lp(a) concentrations

Lpla) 150 mg/dL (350 nmal/L)

Lp{a) 100 mg/dL (230 rmaol/L)

Lp(a) 75 mg/dL {175 nrmol/L)

Lp{a) 50 mg/dL (115 nmol/L)

Lpia) 30 mg/dL (70 nmalfL)

1 I LI 1 1
40 50 60 70 80
Age (years)
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2022 EAS Cons:nsus on Lp(a)

EAS

HR (95% CI)
4.0+

Causal continuous
304 association between
254 Lp(a) and ASCVD

2.0

Lp(a) should be measured
at least once in adults

T

1.04&

Interpretation of Lp(a)
concentration in the context of
absolute global CVD risk

02050 100 150 200 250 300 350 400
Lp(a) (nmoliL)
Nuw risk factor for

' aortic .~lve stenosis

Very low Lp(a) may
associate with type 2

Intensified risk factor
management by lifestyle
modification and medications

diabetes

Specific Lp(a)-lowering

therapies in phase I/l trials

EAS Lipoprotein (a) consensus statement. EHJ (2022) 43, 3925-46. %



RISK OF ASCVD EVENTS (%)

70

60

50

40

30

20

10

Lp(a) plasma concentrations

150 mg/dL (350 nmal/L)
100 mg/dL (230 nmol/L)
75mg/dL (175 nmol/L)
50 mg/dL {115 nmol/L)
30 mg/dL (70 nmol/L)
7 mg/dL (16 nmol/L)

10 i5 20 25

BASELINE RISK OF ASCVD EVENTS (%)

EAS Lipoprotein (a) consensus statement. EHJ (2022) 43, 3925-46.
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Primary Prevention

Secondary
Prevention

Total CV Untreated Lp(a) concentrations

risk (SCORE) % <10 mg/dL 10 to <30 mg/dL 30 to <50 mg/dL 50 to <75 mg/dL 75 to <100 mg/dL 2100 mg/dL
< 25 nmol/L 25 to <75 nmol/L 75to <125 nmol/L  125to <188 nmol/L 188 to <250 nmol/L 2250 nmol/L
Lifestyle inter-
<1 vention, consider
drug intervention
low-risk (e.g. LDL-C, BP,
glucose)
Lifestyle inter- Lifestyle inter-
vention, consider vention, consider
Eldtu =, O drug intervention drug intervention
moderate-risk (e.g. LDL-C, BP, (e.g. LDL-C, BP,
glucose) glucose)
Lifestyle inter-
A :!rug im:'e::::;:
high- risk (e.g. LDL-C, BP,
glucose)
210, or at Lifestyle inter-
very-high risk :"‘n':f"' m""‘m;
due to arisk (e.g. LDL-C, BP
condition glucose)
Lifestyle inter-
vention, consider
Very-high-risk drug intervention
(e.g. LDL-C, BP,
Elucose)

37

EAS Lipoprotein (a) consensus statement. EHJ (2022) 43, 3925-46.



Intensification of LDL-C reduction needed to reduce the global cardiovascular risk to a similar extent
as the risk attributable to elevated Lp(a) depending on age at which LDL-C reduction is initiated

A Lp(a)

Intensification of LDL-C reduction (nmol/L) needed

Lp(a) HR for MCVE due to to mitigate the increased risk caused by Lp(a)
Lp(a) nmol/L compared to | ; d

et percentile  increased Lp(a) Beginage  Beginage  Beginage  Begin age

30y 40y 50y 60y
320 300 99 2.56 1.2 mmol/L 1.4 mmol/L 1.7 mmol/Lt 2.3 mmol/L
270 250 97.5 2.19 1.0 mmol/L 1.2 mmol/L 1.5 mmol/L 1.9 mmol/L
220 200 93.5 1.87 0.8 mmol/L 0.9 mmol/L 1.2 mmol/L 1.5 mmol/L
170 150 90 1.60 0.6 mmol/L 0.7mmol/t 0.9 mmol/t 1.1 mmol/L
120 100 82.5 1.37 0.4 mmol/L 0.5mmol/Lt 0.6 mmol/L 0.8 mmol/L
70 50 75 1.17 0.2 mmol/L 0.2mmol/t 0.3 mmol/L 0.4 mmol/L

20 ref. 50 ref. ref. ref. ref. ref.

EAS Lipoprotein (a) consensus statement. EHJ (2022) 43, 3925-46.
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WHAT COMES NEXT?

Pelacarsen
* Antisense oligonucleotide
* Dosed once a month

Olpasiran
« Small interfering RNA
* Dose every 3 months

39



P E LACARS E N Lipoprotein(a) Reduction in Persons with Cardiovascular Disease.

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

A Change from Baseline to PAT in Lipoprotein(a) Level

o 20
bh
c
E
S 04 -—-- - ——-- ——-- ——-- --
g
U -20-
a -6
S -40-
=
@ o -35
S P=0.003 e 53
A _g0- P<0.001  P<0.001
“é 72 5h
L - P<0001  p0.001
%00 \‘\\b \‘\\l- \‘\\l- \‘\\l- \‘\\l-
o X & 2 b& A
N & Ry A Q ‘6‘0
& & < < < %
D ®© A S i
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OLPASIRAN

Small Interfering RNA to
Reduce Lipoprotein(a) in
Cardiovascular Disease. N Engl J
Med. 2022 Nov
17;387(20):1855-1864.

B Placebo-Adjusted Change in Lipoprotein(a) Concentration
Wk36 W Wk48

B s e e e o -
8  -20-
=
&
a E —40—
23
2
.E & -60-
3. 8
Q0
<s 705 —585
8Y -80-
8
T -85.9
-100- 3 -96.1
e ~101.1 -100.9 -100.5
-120
10 mg, 75 mg, 225 mg, 225 mg,
Every 12 Wk Every 12 Wk Every 12 Wk Every 24 Wk

41



WHAT COMES NEXT?

Pelacarsen
* Antisense oligonucleotide
* Dosed once a month

Olpasiran
« Small interfering RNA
* Dose every 3 months

CV Outcomes trials

OCEAN (a) Outcomes trial
« Estimated completion 2026

Lp(a) HORIZON Trial
« Enroliment complete, results
this year

| —
ﬂiilbih
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TRIGLYCERIDES AND VASCULAR DISEASE

Hazard ratio (95% Cls) for all-cause mortality

All-cause mortality
N=0BL1E (events=14547)
Median follow-up & years

Non-fasting triglycerides (mmaol/L)

Hazard ratio (95% Cls) for ischaemic stroke

Ischaemic stroke Ischaemic stroke
N=07 442 (events=2004) N=173712 (events=2534)
Median follow-up & years Median follow-up 8 years
= i
s
44 & 47
3 b 4 % 3
2
9 w
L
24 + & 27 /
+ <
o
§ ¢
0 1 | I | | I 1 0 | I | | I |
1 2 3 4 5 6 ! 1 P, 3 4 5 G

Non-fasting trighycerides (mmol/L ) Mainly fasting triglycerides (mmal/l)

Nordestgaard BG, et Al. Lancet. 2014.

43



TRIGLYCERIDES AND VASCULAR DISEASE

Cumulative Percentage of Patients

with Primary Outcome

AIM-HIGH. NEJM 2011.

50-
40- | 25.6% TG
30-
20 Niacin plus statin
P=0.79 by log-rank test
10- Placebo plus statin
0+ T | T |
0 1 2 3 4

PROMINENT. NEJM 2022. UBC
o
20+
Hazard ratio, 1.03 (95% Cl, 0.91-1.15)
P=0.67
15- Pemafibrate
| 26.2% TG R
S Placebo
10— o
5- P -
7
,-fj’#
0+ T - I 1 |
0 1 2 3
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TRIGLYCERIDES AND VASCULAR DISEASE

Triglycerides and risk

* High TG has been relegated to being considered more of a risk marker

than a direct causal risk factor
« Patients with an elevated TG are felt to be at greater risk, but lowering
TG in isolation probably does not translate to improved outcomes

Practical points

TG >10mmol/L deserves different considerations as patient is at risk

for pancreatitis
« If TG > 1.5mmol/L, calculated LDL value is not valid
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ICOSAPENT ETHYL

e NEW ENGLAND
JOURNAL of MEDICINE

ESTABLISHED IN 1812 JANUARY 3, 2019 VOL. 380 NO.1

Cardiovascular Risk Reduction with Icosapent Ethyl
for Hypertriglyceridemia

Deepak L. Bhatt, M.D., M.P.H., P. Gabriel Steg, M.D., Michael Miller, M.D., Eliot A. Brinton, M.D.,
Terry A. Jacobson, M.D., Steven B. Ketchum, Ph.D., Ralph T. Doyle, Jr., B.A., Rebecca A. Juliano, Ph.D.,
Lixia Jiao, Ph.D., Craig Granowitz, M.D., Ph.D., Jean-Claude Tardif, M.D., and Christie M. Ballantyne, M.D.,
for the REDUCE-IT Investigators*
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ICOSAPENT ETHYL

« REDUCE-IT (NEJM 2019)
« 8179 patients with CVD or DM + risk factors (age, soking,
HTN, CKD etc.) with fasting TG 1.52-5.63 mmol/L
« Randomized to IPE vs. placebo

« 70.7% enrolled were secondary prevention
o 29.3% primary prevention

* Primary endpoint: CV death*, MI*, nonfatal stroke*, coronary
revasc®, hospitalization for UA*

« Secondary endpoint: CV death, Ml, stroke
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A Primary End Point

Patients with an Event (%)

No. at Risk

Placebo
Icosapent ethyl

100
90+
30
70
60—
50+

404

4090
4089

304
Hazard ratio, 0.75 (5% Cl, 0.68-0.83) -
P<0.001 ".--*'
Placebo _.**"
20 L.
‘,.*"' Icosapent eth
10-
0

3743
3787

Years since Randomization

3327 2807 2347 1358
3431 2951 2503 1430

B Key Secondary End Point

Patients with an Event (%)

No. at Risk
Placebo
Icosapent ethyl

~20% 4

nNTG

100+ 30—
Hazard ratio, 0.74 (95% ClI, 0.65-0.83)

50+ P<0.001

804 i
20 Placebo_,- ©
704 .ot

60—
50+

40

30+
20+

0 1 2 3 4 5

Years since Randomization

4090 3837 3500 3002 2542 1487
4089 3861 3565 3115 2681 1562
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. PHARMACARE SPECIAL AUTHORITY REQUEST
BRITISH Ministry of
COLUMBIA | Health ICOSAPENT ETHYL

HLTH 5825 2024/01/31

For up-to-date criteria and forms, please check: www.gov.bc.c armacarespecialauthori - -
If you have received this fax in error, please write

Fax requests to 1-800-609-3884 (toll free) OR mail requests to: PharmaCare, Box 9652 5tn Prov Govt, Victoria, BC VBW 9P4 MISDIRECTED across the front of the form and fax
This facsimile is doctor-patient privileged and contains confidential information intended only for PharmaCare. Any other distribution, tol-free to 1-800-609-4884, then destroy the pages
copying or dischosure is strictly prohibited. received in error.

If FharmaCare approves this Special Authority request, approval is granted solely for the purpose of covering presoription costs.
PharmaCare approval does not indicate that the requested medication is, or is mot, suitable for any specific patient or condition.

Forms with information missing will be returned for completion. If no prescriber fax or mailing address is provided, PharmaCare will be unable to return a response.
SECTION 1 - PRESCRIBER INFORMATION SECTION 2 - PATIENT INFORMATION
MName and Mailing Address Patient (Family) Mame

Patient (Given) Mameis)

College ID {use OMLY College ID number) Phone Mumber (include area code) Date of Birth (YYYY / MM / DD) Date of Application [YYYY / MM / DD)
Prescriber’s Fax Mumber Personal Health Mumber (PHN)
CRITICALFOR A CRITICAL FOR >
TIMELY RESPONSE - PROCESSING
SECTION 3 - MEDICATION COVERAGE ICOSAPENT ETHYL: 9901-0418

lcosapent ethyl 1g capsule (up to 4g daily)

SECTION 4 - CRITERIA FOR INITIAL COVERAGE: INDEFINITE

Approval subject to ALL of the criteria below being met (mark boxes and complete blanks as applicable):

A. [ patient is 45 years of age or greater.
B. [ Fatient has established cardiovascular disease requiring secondary prevention.

€. [l patient is currently receiving maximally tolerated statin therapy for a minimum of 4 weeks, targeted to achieve a low-density lipoprotein cholesterol (LDL-C)
lower than 1.8 mmol/L for secondary prevention.

D. [ Fatient has a fasting triglyceride between 1.70 mmoliL and 5.59 mmal/L measured within the 3-month period immediately preceding treatment initiation with
icosapent ethyl.

Trighpceride ____ mmel/L Lab Date (YYYY/MM/DD)

E. '_) Fatient has a LDL-C between 1.01mmal/L and 2.5% mmol/L measured within the 3-maonth period immediately preceding treatment initiation with icosapent ethyl.

WL mmoll  Lab Date (YYYY/MM/DD)
OR

() Patient's LDL-C cannot be calculated due to high fasting trighyceride.
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CASE RESOLUTION

Mr. Risk
» EXercise stress test performed
« ST elevation and chest pain reproduced on ETT
« Admitted to hospital
* Found to have severe proximal LAD lesion, treated with a stent

« Subsequent LP (a) testing: 838mg/L (210 nmol/L)
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Questions?
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