Prevalence, Co-Morbidities and Treatment of Clinically-Defined Severe Familial Hyperlipidemias
in Patients with Early CHD in a Local ACC NCDR®CathPCl Registry

Danni Fu, Rimmy Garg, Hafiz M. Imran, Herbert D. Aronow, Karen E. Aspry
Brown University, Alpert Medical School, and Lifespan Cardiovascular Institute, Providence, Ri

BACKGROUND TABLE 1. BASELINE CHARACTERISTICS
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Familial hypercholesterolemia (FH) and familial combined hyperlipidemia Al m 2 0 f N | N < O Yr REFERENT FH GROUP FCH GROUP P-Value
(FCH) are associated with early CHD events but are underdiagnosed and Ost OA OT young pat ents dge < > N=465 (81.44%) N=45(7.88%)  N=61(10.70%)
undertreated. We performed targeted screening to determine the prevalence . N C D R ® C t h PCI . t Age (Yrs), Mean £ 5D 44.7£5.2 13.826.2 44.73%5.38 0.59
e L . . ’ IN OUr a regiStr Sex (Male) ,N (%) 354 (76.1) 33 (73.3) 44 (72.13) 0.77
CO-IjT]OFbI.dItIes, and o(;Jtcomes of cl!nlcally defined FH and FCH in young g y Race (White), N (%) 413 (88.8) 40 (88.8) 57 (93.44) FIER
patients in our NCDR® CathPCl Registry who had undergone recent PCI. met CI | nical Crite ria fOr Hypertension, N (%) 278 (59.7) 29 (64.4) 43 (70.49) 0.23
METHODS Diabetes, N (%) 139 (29.9)* 9 (20.0) 35 (57.38)* *<0.01
. : L A . Smoking, N (%) 249 (53.5) 25 (55.5) 35 (57.38) 0.80
®
We q}Jerled.the NCDR® CathPCI Registry at 2 hospitals in Rhode Island to Fa mi I |a| Hype rcholeste rolem 1a Prior M1, N (%) 83 (17.9) 12 (26.6) 20 (32.79) <0.01
identify patients < 50 years who underwent PCl between 2015-2017, and Heart Failure, N (%) 36 (7.7) 2 (4.4) 7 (11.48) 0.39
extracted details of their index events. We cross-referenced this list with our oge . ° o . Prior PCI, N (%) 78 (16.7) 9 (20.0) 18 (28.51) 0.04
EHR to extract the highest total cholesterol (TC) level since 2000, follow-up or Fa 111 I Id I Com b ! nEd Hype rl l p I d emid Prior CABG, N (%) 7 (1.5) 2 (4.4) 3 (4.92) 0.12
labs ,and family history. Those without lipid labs (n=13) were excluded. FH PAD, N (%) 25 (5.4) 2 (4.4) 6 (9.84) 0.34
was defined by criteria from the AHA [LDL-C > 190mg/dl at age > 21 Yrs]; Total Cholesterol 188.7 + 37.2 305.2 + 44.: 304.87 + 117.67 :0.01
Dutch Lipid Clinic Network [Possible, Probable or Definite FH based on clinical 1/4 to 1/3rd h a d H'_)L'Cho_les‘teml 38.3110.3 44.2113.3 36.30 £ 8.68 <0.01
) ) , . ¢ k [LDL-C by decade of Triglycerides 179.9 £ 153.5 133.6 £42.5 700.65 £ 749.42 <0.01
factors + LDL-C +/- DNA testing]; and MEDPED framewor Y . LDL-Cholesterol 119.3+33.2  2356+386  172.18+30.70  <0.01
ife]. FCH was presumed if TC was >240, triglycerides (TG) 225 and non-HDL-C Y URR{=Ig=lo = prior M| g&:Z Non-HDL-Cholesterol 150.4+36.4 260.9 +40.1  268.57+119.74  <0.01
2190mg/d| Results were COmpared USing 1-Way ANOVA for continuous and FH Admission Lipid Med 159 (34.8)* 19 (42.2) 33 (54.1)* *<0.01
chi—square test for categorical variables, with p<0.05 for significance. _
TABLE 2. STUDY OUTCOMES
RESULTS - :
Table 1: A 1 ationt )3 410509 | PuT— Missed :1f-44%t REFERENT FH GROUP FCHGROUP  P-Value
able 1: Among patients ages 23.4 to 50.9 years, prevalence of clinica .« o eferen CAD Event Type, n (%) NE
was 7.9% and of FCH was 10.7%. In the FH group, mean TC was 305.2 = 44.5 Oppo rtu n |t|e5 Group STEMI 191 (41.1) 15 (33.3) 17 (27.87)
mg/dl, LDL-C 235.6 + 38.6 mg/dl, and TG 133.6 == 42.5 mg/dl, and in the FCH . NSTEMI 170 (36.6) 13 (28.9) 26 (42.62)
group mean TC was 304.9 =+ 117.6 mg/d|, LDL-C 172.2 * 30.7 mg/dl, and TG for preve Nntion UA | 77 (16.5) 13 (28.9) 16 (26.23)
700.7 = 749.4 mg/dl, all higher (p<0.01) vs. the referent (Table). FCH subjects (S)ttahb'e SRR ii 82; izgg; (2):(3);28)
had more DM (57.4% vs. 29.9% in the referent), prior Mls (32.8% vs. 17.9% in were Ia rge ers ' '
the referent), and admission lipid med use (54.1% vs. 34.8% in the referent), Catheterization, n (%) 0.40
p<0.01 for all. FH patients had non-significantly higher rates of prior Ml and Erlr'gzrf:’"t ;gz :Z;'zi ;: gi’i’; ;2 g;;z;
lipid med use vs. referent. Smoking prevalence was >50% in all groups. Table 1 Elective 48 (10.3:) 7 (15.é) 8 (13.i1)
2: “85% underwent emergent or urgent PCl. Burden of disease (# vessels or These data Su p pOrt ta rgeted screeni ng 4 Lesions, n (%) N
stents) did not differ between groups. Among those with available F/U lipids, - - 1 ' 310 (66.6) 29 (64.4) 40 (65.57) '
an LDL of <70mg/dl at >1 Yr was found in 18% with FH, and 40% with FCH. fO r F H ahn d FCH In yO u ng patle nts 2 116 (24.9) 11 (24.4) 13 (21.31)
. - 3 27 (5.4) 5(11.1) 6 (9.84)
VALUE PROPOSITION undergoing early PCl, and population y 12 (25) 0(0) 2 (3.28)
FH and FCH raise the risk of early and recurrent CHD events but detection and # Stents, n (%) 0.48
treatment are suboptimal. Targeted screening during early Ml and PCl appears hea Ith Ma nagement d p p rod Ch eS tO 0 21 (4.52) 0 (0) 0 (0)
to be of high yield and is low in cost. This strategy, coupled with better care . d . f .I 1 290 (62.3) 26 (57.7) 36 (59.02)
management models, could improve FH and FCH detection, family screening, Im prOVG seconaad ry preve ntlon, amil y 2 ;g5é2:-5) 141(ill-1) (1579(287487)
primary and secondary prevention, and health and economic outcomes. . f r r. mar r nt. n d z 14 :3'03 (5)20). ) 1 :1.64;
CONCLUSION screenti ng O p iIma y p eve 10 ) an 5 3 (0.65) 0 (0) 1 (1.64)
Ly : : : - 6 2 (0.43) 0(0) 0 (0)
Prevaler.1ce of F:—I and FCH is high |n. patlerc;ts undergoing early PCl, anciljgcajps N hea Ith d nd economic OUtCOmeS Hospital Death, n (%) 8 (1.72) 0(0) 1(1.64) 0.67
prevention are large. Better screening and care management are needed to LDL-C<70at 1 Yr N/A 18% 40%

DISCLOSURE: Dr. Aspry is a Site P.l. for trials by Amgen, Novartis, Esperion, and AKCEA.

improve health and economic outcomes in this high-risk patient population.




