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What 1 s the 0Corcare Quality

The Corcare Quality and Education Platform(CQEP),
Is a Canadian not-for-profit corporation
Providing quality of care research and medical education
for community care providers

to advance the secondary prevention of cardiovascular disease.
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Our Vision

To share the most recent advances in

Secondary Prevention of Cardiovascular Disease

That YOU can use in the care of our patients

Starting today
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Overall Learning Objectives

During this conference, participants will analyze and interpret the:

¢ Canadian Guidelines related to the secondary prevention of cardiovascular
disease

g Opi Il Il arsd6 of secondary prevention ceé
function, ASCVD and renovascular disease

¢ Important role of primary care in the early identification of patients who
benefit from early secondary prevention including Heart failure, ASCVD and
amyloidosis
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Agenda

Session 1 Topics
30 min 8:10 88:40 The ABCDEFs of Secondary Prevention Dr. Shaun Goodman
5 mins 8:40 - 8:45 The Canadian Cardiovascular Society (CCS) Secondary Dr. Shaun Goodman

Prevention Pathway:
A New Resource to Support PostAcute Coronary Syndrome

(ACS) Care
30 mins |8:45 - 9:15 Case presentations: Dr. Jacob Crawshaw (pre-recorded)
A Barriers to Implementation & Perspectives of People with Dr. JD Schwalm (pre-recorded)
Lived Experience Dr. Palki Bhatt (pre -recorded)
A Development of the CCS Secondary Prevention Pathway. Dr. Claudia Bucci (pre-recorded)
A Phase 1: At Discharge Dr. Noah Ivers
A Phase 2: Early After Discharge
A Phase 3: LongerTerm Follow-Up
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Agenda

Chair: Dr. Shaun Goodman

Session 1 Topics

10 mins 9:15 - 9:25 Q&A Drs. Ivers and Goodman

25 mins 9:25 - 9:50 Cardiac Rehabilitation in our community Dr. Joseph Ricci

30 mins 9:50 - 10:20 Li pids: whatds new f o|DrRobertHegele

20 mins 10:20 610:40 Panel Discussion Drs. Ricci, Goodman, Hegele and Ivers

10:40 610:45 BREAK
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Agenda

Chair: Dr. Shaun Goodman

Session 2 Topics

30 mins 10:45011:15 Diabetes Update Dr. Taryn Becker
30 mins 11:15011:45 Hypertension Dr. Andrew Steele
30 mins 11:45612:15 Cardiac Care Amyloid: detection starts in Dr. Joseph Ricci

community practice

30 mins 12:15- 12:45 Heart Failure with Non -Reduced Ejection fraction: Dr. Paul Galiwango
2025 CCS guidelines

30 mins 12:45 012:57 Panel Discussion Drs. Becker, Galiwango, Ricci, Steele

12:57-13:00 Closing Remarks Dr. Joseph Ricci
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The ABCDEFs of
Secondary Prevention

Dr. Shaun Goodman



D S McHARLS From Acute to Chronic
Coronary Syndromes of
=8  ASCVD: The ABCDEFs of

Secondary Prevention
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ABCDEFs In Secondary Prevention
of Coronary Artery Disease

A nti -thrombotic (antiplatelet[s] * anticoagulant) therapy and

A CE inhibitor (or Angiotensin Receptor Blocker)

B eta-blocker and Blood Pressure -lowering

Cholesterol -modifying therapy

Diet, Diabetes -controlivascular protection, and Donoét smoke
Exercise

Follow -up

Adapted from Cohen Lancet 2001;357:972-73
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NonST Elevation ACS patients with ECG Suspected acute MI (Elfangeor LBBB)
changest cardiac marker elevation within 24 h of symptom onset
CV Death/MI/Stroke Death/MI/Stroke

S
RR 0.80 (0.72-0.90) ==
p<0.001

Major Bleeding:
2.7% vs. 3.7%, p=0.03

' = Placebo (n=6303)
l Clopidogred (n=6254
0 3 6 9 12 0 7 14 21 28

Months Days
N Engl J Med 2001;345:494-502 Lancet 2005;366:1607-21
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Moderatdo-high risk ACS patients (except
ACS patients undergoing PCI those receivinfjbrinolysi9

CV Death/MI/Stroke CV Death/MI/Stroke

All-cause\Martality:
5.9%vs. 4.5%

HRO/78 (o.
0.84 (0.77-0.92)

Non-CABG PLATQ Bléeeding:
3.8% vs. 4.5%, p=0.026

mmm Clopidogre(n=9291
== Ticagrelo(n=9333)

mmm Clopidogre(n=6795
I Prasugre{n:68

0 3 6 9 12 15 0 3 6 9 12
Months Months
Wiviott et al N Engl J Med Wallentin etal N Engl J Med
2007;357:2001-15 2009;361:1045-57



Mortality Benefit of Prolonged
Dual Antiplatelet Therapy

Patients with Prior Myocardial Infarction

All-Cause
Trial Subgroup  CV Mortality Mortality
CHARISMA MI (n=4,441) 0.82 (0.57.18)0.84 (0.62.13)
TRA2P TIMI 50 MI (n=17,779) 0.84 (0.6&.05)0.92 (0.78.09)
DAPF MI (n=3,576) 0.67 (0.31.44)0.87 (0.50.50)
PEGASUS TH84# 60 mg BID (n=14,10233 (0.68.01) 0.89 (0.74.04)
TOTAL 0.81 (0.69.95) 0.89 (0.80.99)

P=0.010 P=0.037

1Bhatt et al Am Coll Cardi@007:49:1982 °Scirica et alLlancet2012;380:13424;
3Yeh et al Am Coll Cardi@015;65:22121;*Bonaca et &Nl Engl J Me?015;372:1749'800



9 zzs--feaic @ ACC
High Bleeding Risk (HBR)

Risk Factors

Older age Stroke,
(= 75 years) ICH, bAVM

- :

Active Bleeding

cancer diathesis

of

Liver Previous
disease [ Bl  bleeding or
transfusion

Planned surgery
receiving DAPT,
recent trauma or

surgery

Renal
disease

Low platelet NSAIDs,
count steroids

Anemia

Bainey, Marquis -Gravel et al Can J Cardiol 2024;40:214-33



S 2023 Focused Update of the Guidelines for the Use of Antiplatelet The

o SOciety
- RECOMMENDATION

CAICQACCI 2. We suggest using short DAPT for 1-3 months rather
than 6-12 months in patients at HBR who undergo
PCI for ACS or elective PCI with maintenance SAPT
thereafter, in patients who do not have any ischemic
or bleeding events in the first month (Fig. 4; Weak
Recommendation; Moderate-Quality Evidence).

Values and preferences:

e We value a shared decision-making approach weigh-
ing the risks of bleeding vs ischemic events when
considering a short DAP'T duration and transitioning
to a SAPT strategy in HBR patients.

Practical tips: e After PCI, interventional cardiologists should provide

: . , . s clearrecommendations (Fie. 4) to the treatine phvsicians
e [n patients at HBR, atter 1-3 months of DAPT, ( o ) 5Py

current practice emphasizes consideration of SAPT ) ' n _
with a P2Y, inhibitor over ASA monotherapy (ASA- tion of the selected DAPT strategies (recognizing this can
. . ‘ . . ;

free strategy: Fig. 4). be dynamic throughout the patient’'s APT treatment).

Bainey, Marquis -Gravel etal Can J Cardiol 2024;40:214-33

rc.gardjng DAPT duragon to favour an efhicient adnp~




Primary Outcome and Components
28,275 patients with CAD or PAD (incli@edywithoutAF/indication for OAC

6
All-cause: Death: ~
- 4.1% vs. 3.4% . ASA + Placebo (n=9,126)
HR 0.82 (0.71-0.96): p=0.01 [l AsA + Riva 2.5 mg BID (n=9,152)
4 —
HR(0.78) (016196
% 3 H9) p=(®f(;02 ) HRT0:86 (017100
HR (0358)(010476) p=0114
28 Major Bleeding: 2L p<0(001 119
1.9% vs. 3.1% 1.7 1.6
B HR 1.70 (1.40-2.05) o
0 — L
CV Death/Stroke/MI CV Death Stroke Ml

Eikelboom etal N Engl J Med 2017;377:1319-30



Aefragile balance between effic

Risk versus benefit

Bleeding

Keaney N Engl J Med 2015;372:1854 -6




ABCDEFs In Secondary Prevention
of Coronary Artery Disease

A nti -thrombotic (antiplatelet[s] * anticoagulant) therapy and

A CE inhibitor (or Angiotensin Receptor Blocker)

B eta-blocker and Blood Pressure -lowering

Cholesterol -modifying therapy

Diet, Diabetes -controlivascular protection, and Donoét smoke
Exercise

Follow -up

Adapted from Cohen Lancet 2001;357:972-73



Renin -Angiotensin -Aldosterone
System Inhibition in Ml

Early and short -term benefits (including mortality)
of ACEI (e.g., rampiril , lisinopril) in all MI patients
No role for routine use in unselected MI patients of

mineralocorticoid receptor antagonist (MRA)
(spironolactone [CLEAR SYNERGY])

Consider use In selected MI patients with
HFrEF: MRA (eplerenone [EPHESUS])

HF£rEF: Angiotensin -Neprilysin Inhibitor (ARNI)
iInstead of ramipril (sacubitril  -valsartan [PARADISE -Ml])
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Beta-Blockers Post -Myocardial Infarction

longterm betdlocker therapy after Ml
reduces mortality by209%43

metaanalysis in the era of reperfusion
strategies and secondary prevention
therapies suggests that bdimckers

do not significantly reduce mortality

several contemporary trials pdk

Death, taxes... | | |
beta-blockers. comparingbeth | oc k er | N |

Are they all still inevitable? days (or continuation) vs. no keta
An estimated 30 million adults in America take the drugs. But should they? bI OC ke r-

Mounting evidence shows beta-blockers are not quite ali that anymore.

INorwegian Multicenter Study Grougngl J Meii981; 304:804; “Hjalmarson et dlancet
1981;2:823;3JAMA1982;247:17€4;“Bangalore et #dm J Me@014;127:9388




Beta-blocker vs. No Beta -blocker after MI:

Meta-a n a |

Y S|

S

f or L VE

n=17,801; mean age 62 y&1% women, 46% STEMI, >94% PCI
Metoprolol 47%, Bisoprolol 46%, Carvedilol 5%

LVEFO5 0 %
@DANBLOCK nN=2.277 (84.1%)

B E TA M I Study
BEta-Blocker Treatment after
Acute Myocardial Infarction

CAPITAL-RCT

n=2,441 (85.3%)

n=7,459 (88.5%)

N=657 (84.1%)

2SIV Y IE  n=4,967 (100%)
Kristensen et alortheBet&8l oc k e r

All -cause death, new MI, or HF

Death4%vs.4%
HR 1.04 (0.81921)
reMi4%vs.5%
HR 0.89 (0.71703)
HF:1%vs.1%
HR 0.87 (0.6419)

Cumulative Incidence (%)

No. at Risk
Beta-blocker

No beta-
blocker

10+

o
|

8.3

Hazard ratio, 0.97 31

(95% Cl, 0.87-1.07)
P=0.54

No beta-blocker

Beta-blocker

Median follewp 3.6
(2.34-6) years

8831
8970

1 1 1 1

1 2 3 4
Years of Follow-up

8272 7037 5253

8382 7098 5286

3642
3641

Tri al i st s ONEdg J Med0B5¢DOla 10.1056INE3Vtoal ]



Beta-blocker vs. No Beta -blocker after Ml
Meta-anal ysi s f od9%LVETH

n=1,885; mean age 63 Wa)% women, 68% STEMI, mean LVEF 45%, >95% PCI
Metoprolol 49%, Bisoprolol 44%, Carvedilol 5%

LVEFO 4-49% All -cause death, new M, or HF
@DANBLOCK n:430 (159%) 15+ :ﬁéj:;j;ﬁziserfg]:ﬂup 14.4

HR 0-75 (95% CI 0-58-0-97)

Death6%vs.8%
p=0-031

B ETAM I HR 0.78 (0.8511)
Study reMi4%vs.5% |

' BEta-Blocker Treatment after n:422 (147%) HR 0.77 (O-H)]_B)

Acute Myocardial Infarction .
HF:3%vs.4%

10.7

=
=
l

L
I

HR 0.71 (0.4414)

Cumulative inciderce
of primary endpoint (%)

REB@OT n=979 (11.5%) Median followp 3.5
(2.34-5) years.
CAPITAL-RCT n=54 (15.9%) o7 T T é I

Number of patients (censored)
B-blocker group 991 (0) 915(32) 756(166) G560(348) 380 (519)

REDUCE'AMI n:O (O%) Mo B-blocker group 894 (0) 821(20) 697(118) G5§28(269) 367 (411)
Rossello et dlancet2025;406:1128/
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Continuing vs. Discontinuing
* ABYSS S

% Beta-bl ocker for LVETF

Prior acut e #®lyrs,d®b Inoocnktenrs wi3dt | ILVEF 040 %

HF O2 yrs, persistent angina/ischemi a

n=3,698; meanage 64wsl 8 % wo me n, 6 3% S TEBI%~23kE, 296% P

bisoprolol 72%, acebutolol 11%, atenolol 9%, nebivolol 6%, metoprolol 1%, carvedilc
Interruptlouf betablocker therapy:

Death, MI, Stroke or CV Hospitalizatigy ibpahienbried guakity. of dif
30— Median follewp 3 (2-4) year no |mprovemen atiphi) red qua WE@ e

% D s s 1 1064 AEEBociated with "l"il?l‘f]neli‘réﬁl i current
S 25+ B70 (Fa7e L, 19, -] no. of patiepis with event (%) _ | Prespecified margin of noninferiority
! - o P%Ep& pwgoronargl% gf c%mﬁtlons Ieadmg to 28105
% 15— interruption [h@spltallzatlon and corgmary L edures 0.1(12to14)
§ 101 20T Ae@imonths: incréase Wi**restltgltll? ~10 béats/mir
: 17.2-

Sprak 18 (L0) 19(1.0) -0.1 (H0.7t0 0.6)
0 - F't' S | I-Epnallzamn orcardlovascmreasorg]rig (189) 307 (168) —— 23 (0.1 t043)
00 05 10 15 20 25 30 35 40 Asubgroup analysis of patients With hypgrtension: |

. Years since Randomization
No. at Risk | - endpointnterruption 25#.€ontintation22ad] HR
— ption 1846 1756 1624 1412 1237 1031 818 653 436 Interruption Better Continuation Better
— Continuation 1852 1772 1648 1449 1239 1033 836 679 426 1 18 (1 0_1 36) p O 03 P
n u u 3 b

Silvain et al, for the ACTION Study Groimgl J Med025; 391:12-86
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"Take them until further testing shows
they really aren't effective.”




ABCDEFs In Secondary Prevention
of Coronary Artery Disease

A nti -thrombotic (antiplatelet[s] * anticoagulant) therapy and

A CE inhibitor (or Angiotensin Receptor Blocker)

Beta-blocker and Blood Pressure -lowering

Cholesterol -modifying therapy

Diet, Diabetes -controlivascular protection, and Donoét smoke
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Adapted from Cohen Lancet 2001;357:972-73



Guideline for the Diagnosis and
Treatment of Hypertension

RCTs of intensive BP control have proven benefit in reducing major CV events a
cause death, including forBP <13©/4 30 and BP <120 v s.

low dose combination therapy (ideally as a spiljleombination) recommended as
Initial treatment, including drugs from 2 of the following 3 complementary classes
medications:

ACEinhibitors or ARBSs, thiazide/thiazlike diuretics, longcting dinydropyridine
calcium channel blockers (Strong recommendation, mccertamty evidence)

magni tude of CV ri sk r educt-blackers;alsop e c
more likely to be discontinued because of adverse effects; not recommended as
line therapy for hypertension unless specific clinical indication present (e-Ml, post
HF)

IWhelton et al Hypertension 2024:81:2329-39; 2Verdecchia et al Hypertension
2025;82:2067 -71; Goupil etal CMAJ 2025;197:E549-64



Guideline for the Prevention, Detection,

Evaluation and Management of Hypertensi

recommended goal systolic BP <130 mm Hg, with encouragement to
achieve a BP <120 mm Hg to reduce the risk of major CVD evenrts ar
cause mortality in high risk patients, including those with DM

adverse events significantly more likely in the intensive SBP target gr
but the absolute risks (and numbers needed to harm [NNH]) wére low
Hypotension (NNH 508), syncope (NNH 1701), injurious falls (NNH 2941)

electrolyte abnormalities (NNH 3222), and acute kidney injury* or acute re
faillure (NNH 1657)

*creatinine increase

IWhelton et al Hypertension 2024;81:2329-39; ?Verdecchia et al Hypertension 2025;82:82:2067-71;
3Goupil et al CMAJ 2025;197:E549-64; Jones et al Hypertension 2025;152:e114 -e218



Hypertension: Not Just Drug Therapy
Dietary Modifications

Reduce intake of sodium
Goal is <1500 mg/day but aim for at least a 1000 mg/day reduction
5-6 mm Hg systolic BP reduction

Increase intake of potassium

from fruits (e.g., banarayacad®, vegetables (e.g., spinach, tomato),
nuts, seeds, beamotsupplements

Goal Is 356000 mg/day
4-5 mm Hg systolic BP reduction

Increase intake of fiber rich foods
Whelton et al Hypertension 2024;81:2329-39



Hypertension: Not Just Drug Therapy
Lifestyle Modifications

Diet rich in fruits, vegetables, whole grains, with reduced content of
saturated faZ 11 mm Hg systolic BP reduction

Increased physical activity

Aerobic exercis2 -8 mm Hg reduction in systolic BP
90150 min/week65%75% hear rate reserve

|l sometric resistanceZ 5 mm Hg r ¢

4 x 2 min (hand grip), 1 min rest between exercised40% thaximum voluntary
contraction, 3 sessiongk for &10wks

L4

Dynamic resistanceZ 4 mm Hg r ed.L
90150 min/week, B0% 1 rep maximum, 6 exercises, 3 sets/exercise, 10 repetitions/set

Whelton et al Hypertension 2024;81:2329-39



ABCDEFs In Secondary Prevention
of Coronary Artery Disease

A nti -thrombotic (antiplatelet[s] * anticoagulant) therapy and

A CE inhibitor (or Angiotensin Receptor Blocker)

B eta-blocker and Blood Pressure -lowering

Cholesterol -modifying therapy

Diet, Diabetes -controlivascular protection, and Donoét smoke
Exercise

Follow -up

Adapted from Cohen Lancet 2001;357:972-73



2021 CCS Guidelines for the Management of Dyslipl

Patients with Atherosclerotic Cardiovascular Disease (ASCVD)
Receiving maximally tolerated statin dose.

Secondary prevention patients
; shown to derive the largest bene
If LDL-C is >1.8 mmol/L or from
if ApoB >0.70 g/L™ or . . :
if non-HDL-C >2.4 mmol/L intensification of statin therapy
with the addition of a PCSK9
inhibitor:
Recent (hospi#a2wkg acute

LDL-C 1.8-2.2 mmol/L or LDL-& =22 mmolL or SR UG AT
ApoB 0.70-0.80 g/L or ApoB >0.80 g/L or Clinically evident ASCVD and a

non-HDL-C 2.4-2.9 mmol/L non-HDL-C >2.9 mmol/L or DM/metabolic syndrome
high PCSK9i benefit patient polyvasculaisease

symptomatic PAD
recurrent Mi
J Ml in the past 2 years

previous CABG surgery
LDLCO 2. 6HeRHMoO |
L a) O60 mg/ dL

Consider Consider
ezetimibe + PCSK9 inhibitor PCSK9 inhibitor + ezetimibe

Pearson et al Can J Cardiol 2021:37:1129-50



Post-Acute Coronary Syndrome (ACS):

Secondary Prevention Pathway

Canadian
Cardiovascular
» Society

The CCS Secondary Prevention Pathway presents evidence-based guideline recommendations to support a patient’s journey from discharge
to outpatient follow-up after ACS.The pathway indicates when care goals should be implemented and the most responsible clinician.

Links are provided to helpful resources.

Objective 2. Conduct necessary medical investigations to identify risk factors and optimize management

Foundational Practice

Goals

| Week to | Month

At Discharge After Discharge
Screen for, or assess current * Ensure discharge standards
management of, diabetes with complete
HbA | ¢ mesource sy

Assess/reassess recent LDL-C,
HDL-C, triglycerides, non-HDL-C,
and total cholestero|® Resuces
Assess Lp(a) if not yet done™
Assess blood pressure®

* Discharging physician, or cardiologist/internist at follow-up (also includes nurse practitioner working with a specialist)
# Primary care clinician (PCC) (family physician or nurse practitioner) or alternative clinician.

For patients without a PCC: Pathway care planning, interventions, and follow-up should be provided by an atternative clinician such as a cardiologist/internist OR hospital-based

—dlinic (nurse practitioner, pharmacist or physician-led clinic), OR cardiac rehabilitation program. Regional resources and center-specific practices wil determine the approach.

=1 Month After
Discharge

If patient has diabetes, follow
Diabetes Canada monitoring
guidelines meouwe s

Repeat lipid panel (fasting to
assess triglycerides) at | month
and then (non-fasting) every

I month if lipid lowering

therapy intensification is required
to achieve recommended
thresholds® mesuce s

Most Responsible Clinician

Discharging
clinician”
PCC”
Pharmacist
Dietitian

Nurse

* Assess HbAlc at 3 months

I,

Bhatt et alCan XLardiol2025;41:264448 ¢ Supplementary Appendix

Canadian Société
Cardiovascular cardiovasculaire
@

w Society du Canada



2021 CCS Guidelines for the Management of Dyslipl

Patients with Atherosclerotic Cardiovascular Disease (ASCVD)
Receiving maximally tolerated statin dose.

RECOMMENDATION

We recommend the use of
Icosapent ethyl to lower the risk of
CV events in patients with ASCVD,
or with diabetes
factors, who have an elevated
fasting triglyceride level of 1.5-5.6
mmol/L despite treatment with
maximally tolerated statin therapy.
Strong Recommendation;
High-Quality Evidence

Pearson et al Can J Cardiol 2021:37:1129-50



ABCDEFs In Secondary Prevention
of Coronary Artery Disease

A nti -thrombotic (antiplatelet[s] * anticoagulant) therapy and

A CE inhibitor (or Angiotensin Receptor Blocker)

Beta-blocker and Blood Pressure -lowering

Cholesterol -modifying therapy

Diet, Diabetes -controlivascular protection, and Donoét smoke
Exercise

Follow -up

Adapted from Cohen Lancet 2001;357:972-73
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A CE inhibitor (or Angiotensin Receptor Blocker)

B eta-blocker and Blood Pressure -lowering

Cholesterol -modifying therapy
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Sodium -Glucose Cotransporter -2 Inhibitors and
Major Adverse Cardiovascular Outcomes (MACE)*

Patients (n=78,607; 11 trials ) with Type 2 Diabetes at high risk for ASCVD (54%), HF (26%), or CKD (20%);
mean age 62-72 years, 34% women with T2D (80%), HF (36%), eGFR<60 ml/min (37%): canagliflozin,
empagliflozin, dapagliflozin, ertugliflozin vs. placebo with 2

SGLT2 Placebo

inhibitor
no. [ tatal no. (%)

RTT=T] '
CANVAS Program
DECLARE-TIMI 58
VERTIS-CV
Group estimate (FE; p-heterogeneity=0.32)
DAPA-HF
EMPEROR-Reduced
EMPEROR-Preserved
DELIVER
Group estimate (FE; p-heterogeneity=0.68)
CREDENCE
DAPA-CKD
EMPA-KIDNEY
Group estimate (FE; p-heterogeneity=0.39)
Overall (FE; p-heterogeneity=0.65)
Overall (RE; p-heterogeneity=0.62, I-squared=0%)
p for treatment effect < 0.0001

490/4687(10.5)
585/5795(10.1)
756/8582(8.8)
735/5699(13.4)

289/2373(12.2)
319/2997(10.6)

367/3131(11.7)

217/2202(9.9)
132/2152(6.1)
138/3304 (4.2)

*MACE=CV Death, MlI, or stroke

282/2333(12.1)
4264347 (9.8)
B03/8578(9.4)
368/2747(13.4)

332/2371(14)
233/1867(12.5)
331/2991(11.1)
390/3132(12.5)

269/2199(12.2)
143/2152(6.6)
143/3305(4.3)

SGLT2 Placebo
imhibitor

no. per 1000 patient years

37.4 43.9
26.9 3.5
22.6 24.2
40.0 40.3

0.75 1.00 125 150 1.752.00
Hazard Ratio (95%Cl)

Fawors  Favors
SGLT2 inhibitor  placebo

-4 year follow -up

Hazard Ratio
(95% CI)

0.86(0.74-0.99)
0.86(0.75-0.97)
0.93(0.84-1.03)
0.99(0.88-1.12)

CV Death: HR 0.86 (€0&12);
p<0.0001
HF death: HR 0.68 (01462)
Sudden cardiac death:
HR 0.86 (0.4895)

0.87(0.77-0.98)
0.91(0.87-0.96)
0.91(0.87-0.96)

Patel et al (Cherney), SGLT2| Jslieédysis Cardi®enal Trialists Consortiubnrculatior2024;49:1 78801



Cardiovascular Effects and Tolerabillity
of GLP -1 Receptor Agonists

n=99,599 (21 trialsith established CV disease (e.g., history of HF or prior CV events), those at hig

(e.g., diabetes, obesity, or chronic kidney disease), or IGitR18as lixisenatideliraglutide, exenatide,
semaglutideefpeglenatidedulaglutide, albiglutide, tirzepatide) vs. placebo/controls; mearufmRodvyrs

Endpoint Incidence Rate Ratio (95% ClI
All-causedeath 0.88(0.84-0.92)
CV death 0.87(0.81-0.92)
MACE 0.87(0.83-0.91)
SAEs 0.91(0.87-0.96)
Myocardialinfarction 0.85(0.78-0.94)

HF hospitalization 0.85(0.75-0.97)

Infections 0.90(0.85-0.9K)

CancicrtantDacaldcs A mracrCulbaranim -

Diabeticstatus Obesestatus HF status CKD status Typeof GLP-1RA

Gallietal J Am Coll Cardiol 2025:86:1805-19







2ELECT GLP1ra Benefit in Obesity/Overweight and AS(

Age 045 vyr s2andBABCVD (Prior Mikstokenor symptomatic PAD [claudication with /
peripheral artery revascularization, or amputation due to atherosclerotic digtema]PpM

701 events (8.0%)

Hazard ratio 0.80 (0.72 to 0.90), p<0.001

00]

All-cause Mortality:
4.3%s.5.2% Placebo (n=8801)

CV Death,

HR 0.81 (0.71.93) 569 events (6.5%)

6
S
4

Semaglutide (n=8803)
2.4 mg SC once weekly

)
4
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)
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©
)
©
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mary Endpoint:

N

Age 62 years,
28% female

BMI 33 kg/m ?,

71% 030 Kg/ m
Prior Ml 76%

Prior HF 24%

cardioprotective effects of semaglutide independent of baseline adiposity and we
estimated 33% of MACE benefit mediated through waist circumference reduc
Y suggests some mechanisms for benefit beyond adiposity/weight loss reduc

Deanfielat alLancet2025:406:2258




ABCDEFs In Secondary Prevention
of Coronary Artery Disease

A nti -thrombotic (antiplatelet[s] * anticoagulant) therapy and

A CE inhibitor (or Angiotensin Receptor Blocker)

/ nti-inflammatory therapy

B eta-blocker and Blood Pressure -lowering

Cholesterol -modifying therapy

Diet, Diabetes -control/vascular protection, and Donét smoke
Exercise

Follow -up
Adapted from Cohen Lancet 2001;357:972-73



