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Kaplan—Meier Rates of the Primary and Secondary End Points

& e i— . S R . -
A Primary End Point B Secondary End Point
Hazard ratio, 1.00 {95% Cl, 0.89-1.12) 2-yr Kaplan-Meier rate:
_ 141 P<0.001 for noninferiority _ 149 sacagliptin, 12.8% Saxagliptin
3 124 P=099 for superiority & 124 Placebo, 12.4%
E =
'S 2-yr Kaplan-Meier rate; Saxagliptin ‘S d
104 E'p 10
& Saxagliptin, 7.3% e
T = Placebo
£ g Placebo, 7.2% B g
£
3 6 -E 6+
g g
2 4 8 * Hazard ratio, 1.02 (95% CI, 0.94-1.11)
g, Placebo :4_1 . P<0.001 for noninferiority
i P=0.66 for superiority
u I 1 I I 1 u | ] I I 1
0 180 360 540 720 900 0 180 360 540 720 900
Days Days
No. at Risk No. at Risk
Placebo 8212 7983 7761 7267 4855 251 Placebo 8212 7843 7502 6926 4602 213
Saxagliptin 8280 2071 7836 7313 4920 247 Saxagliptin 8280 7880 7539 6963 4660 317

~——

A. The primary end point — cbeae4yHo Cb40oBa CMbPT, MUOKaPAEH NHMAPKT, NCXEMUYEH MO3BYEH UHCYNT

B. The secondary end point — cbpaedHo-cbaoBa CMBbPT, MUMOKapAeH MHAAPKT, UICXEMUYEH MHCYNT, XOCNUTanM3auumn
3a HecTabunHa cTeHoKapaus, KOpoHapHa peBackynapusauns, cCbpaedHa HeJoCTaTbyHOCT.

Scirica B. M et. Al. Saxagliptin and Cardiovascular Outcomes in

Patients with Type 2 Diabetes Mellitus. NEJM, 2 Sep 2013
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Probabllity Density
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Disgnostic Test Value 1-Specificity

Circulation. 2007; 115: 654-657



Global Registry of Acute

Global Registry of Acute Coronary Events

( At Admission (in-hospital/to 6 months) ] At Discharge (to 6 months) (At Admission (in-hospital/to 6 months) ] At Discharge (to 6 months)

Age | 80-89 v _|Cardiac arrest at admission

Age 4049 v | Cardiac arrest at admission

VIST-segment deviation _|ST-segment deviation
HR  70-89 v

- V| Elevated cardiac enzymes/markers R 170-89 v

= | Elevated cardiac enzymes/markers

SBP 1120-139 v

| Probability of ~ Death  Death or MI SBP 140-159 v

| Probability of ~ Death  Death or MI

0 i 0 Q
Creat, 141176 v In-hospital ~~ 13%  25% Ceat. 10 v Ivhospitel ~ 02% %

To6months — 29% 40%

— Tobmonths ~ 0.8% 1%
CHF 1 (no CHF) v

CHF T (no CHF) v

US Units Reset Display Score

US Units Reset Display Score



TIMI Risk Score Calculator

Age 2 65 years?

> 3 Risk Factors for CAD?

Known CAD (stenosis 2 50%)?

ASAUse in Past 7d?

Severe angina (2 2 episodes win 24 hrs)?
ST changes 2 0.dmm?

+ Cardiac Marker?

Score: 5 points

What does this score mean?

26% risk &t 14 days of: all-cause mortality, new or recurrent MI. or
severe recurrent ischemia requiring urgent revascularization.

Yes (+1)
Yes (+1)
[ Yes (+4)
O Yes (+1)
Yes (+1)
Yes (+1)

..........

..........

Age 2 65 years?

2 3 Risk Factors for CAD?

Known GAD (stenosis 2 50%)?

ASA Use in Past 7d?

Severe angina (2 2 episodes wiin 24 hrs)?
ST changes =0 5mm?

+ Cardiac Marker?

Score: 2 points

What does this score mean?

6% risk at 14 days of: all-cause mortality, new or recurrent MI, or
Severe recurrent ischemia requiring urgent revascularization.

B

[ Yes (+1)
Yes (+)

.........

[ Yes (+)
Yes (+1)
O Yes (+1)
[ Yes (+)




CRUSADE BLEEDING SCORE

- Baseline Hematocrit
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Prior Vascular Disease

Baseline Hematocrit © | 34-369 Prior Vascular Disease

GFR: Cockeroft-Gault

Diabetes Mellitus

Calculats GIR

GER: Cockeroft-Gault ! Diabetes Mellitus

00 v Heart rate on admission

Signs of CHF on admission

Heart rate on admission Sigus of CHF on admission

Systolic blood pressure

Sstolic blood pressure

" §
o1 admission

x

101120 ¥ o admission

(lear Selections

CRUSADE
Bleeding Score

{1

High Risk

Risk of In-Hospital
Major Bleeding !

[14%

CRUSADE
Bleeding Score

19

Very Low Risk

121-180 ¥
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Risk of In-Hospital
Major Bleeding *
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= >3CADRisk Factors |

~ ".Prior Stenosis.>50.%

= ST deviation

= >2 Anginal
events <24 hours

= ASAin last 7 days

Elev Cardiac
ers (CK-MB' or

onin)

Population (%):

D/MI/Urg Revasc (%)

N
il |

X2 trend P<.001

40.9

19.9
13.2

4.7

= N W H
(= o o o o
| ! ! | !

Antman EM, et al. JAMA. 2000;284:835-442.

s

n B
4 5

Number of Risk Factors

4.3 173 320 293 13.0 3.4

@m The JAMA Network



All-Cause Mortality

Urgent Revascularization

14.3
12.2
o5 I
3 4 5

&7

Myocardial Infarction

5.0

3.7
2.1 l
[

3

4 5

All-Cause Mortality or Nonfatal Ml

5
29 29

a7
, 1 B |
0N 3

No. of Risk Factors

JAMA. 2000;284(7):835-842. doi:10.1001/jama.284.7.835




[TpegmnkTopm Ha OONTIHMYHA CMBPTHOCT B

Risk Factor Odds Ratio 95% ClI
SBP, ) 1.27-1.45
per 20-mm Hg Decrease

Initial Serum Creatinine, ‘ 1.15-1.35
per 1-mg/dL Increase

Heart Rate, ' 1.16-1.48
per 30-Beats/min Increase

Initial Cardiac Enzyme ' 1.32-2.00
Level Elevation

Age, ' 1.55-1.85
per 10-Year Increase

Killip Class, | 1.81-2.29
per Increase in Class

ST-Segment Deviation ' 1.90-3.00

Cardiac Arrest at : 2.80-6.72
Hospital Arrival

Arch Intern Med. 2003;163(19):2345-2353. doi:10.1001/archinte.163.19.2345 Ej}\l] The JAMA Networ



Proportion of patients
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0.12
0.11
0.10
0.09
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ESC Guidelines for the management of acute
coronary syndromes in patients presenting
without persistent ST-segment elevation

Table 5 Mortality in hospital and at 6 moenths®” in low,

intermediate, and high risk categories in registry
populations, according to the GRACE risk score

GRACE SCORE
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) ESC Guidelines for the management of acute
coronary syndromes in patients presenting
without persistent ST-segment elevation

Recommendations for diagnosis and risk stratification

Recommendations

In patients with a suspected MSTE-ACS, diagnosis and short-term ischaemi oftleeding risk stratification should be based
on 3 combination of clinical history, symptoms, physical findings, ECG (repeated or continuous 5T monitoring), and
biomarkers.

ALS patients should be admitted preferably 1o dedicated chest pain unins o corooaoy cace wmits.

| mm—

It is recommended to use established risk soores for prognosis and bleeding (eg GRACE, CRUSADE)
\

A |'24ead ECG should be obtained within |0 min afer first medical contact and immediately read by an experienced
physician. This should be repeated in the @se of recurrence of symptoms, and after 6—% and 24 h, and before hospital

discharge.
Additional ECG leads (V. V_.V.-V,} are recommanded when routine leads are inconclusive.

Blood has wo be drawn promptly for troponin (cerdiac troponinT or [} measurement.The result should be available
within &0 min. The test should be repeated &% h after initial assessment if the first measurement is not conclusive.
Repeat testing after |2-24 his advised if the dinical condition is stll suggestive of ACS

A rapid rule-out protocol (0 and 3 h)is recommended when highly sensitive tropaonin tests are available (see Figure 5).

An echocardiogram is recommended for all patients to evaluate regional and global 1Y function and to mule in or rule
out differential diagnoses.

Coronary angiography is indicated in patients in whom the extent of CAD or the culprit lesion has to be determined
(see Section 5.4)

Coronary CT angiography should be considered as an alternative to invasive angiography to exclude ACS when there
is 2 low to intermediate likelihood of CAD and when troponin and ECG are inconclusive.

In patients without recurrence of pain, normal BCG finding s, nejgative troponins tests, and a low risk score,a non-
invasive stress test for indudble ischaemia is recommended before dedding on an invasive strategy.

Ref<

l6, 18,27,
30, 58 58,
57

20,21,23

374

35,54, 55
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Reoo mirme ndatons for invasive evaluation and
revasculariration

Recommendations Class= Lewel B Ref*<

An v asive strategy | wathin

T2 h after first presentaton) is

indicated in patents with: I

+ atleast one high-risk
oricenicn | Tahle Tl

* MEOUNMTENT 5T PLoIms.

148

Urgent coronary ang ography
(<2 h} is recommended in
patients at very high ischaamic
risk (refractory angina, with

associated heart Gillure, - |45 2
lile-threatening wentricular
arrhythmias, or hasmodynamic
in st ak iy}

Wiﬂ! strategy
=24 h}is recommended in

patients with a GRACE scome | } 212,215

| 43 or with at keast one

high-risk oriterion.
e —

Mon-imasve dooumentanon
of indugible iscdhasmia is
rl!-.':-f:mmen_ded in lowe-nsk I - 54,55, | 48
patents without reCurment
symptom s before deciding for
invasine evaluation.
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Original papers
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Risk prediction in patients presenting with suspected
cardiac pain: the GRACE and TIMI risk scores versus
clinical evaluation

G. RAMSAY, M. PODOGRODZKA, C. McCLURE and K.A.A. FOX

From Cardiovascular Research, Division of Medical and Radiological Sciences,
University of Edinburgh, Edinburgh, UK
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ROC curve ' RO curve

Sensitivity

>
=
=
=
7]
c
[
n

Source of the curve Source of the curve
GRACE score GRACE score
— TIMI ; — TIMI
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Reference line Reference line

I 1 |
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GRACE Risk Scores and In-Hospital Mortality

GRACE Risk Scores and 6-Month Mortality

------ Surviving patients

Deceased patients

“ﬁ.

T T T T T T T T T T
T2 B4 96 108 120 132 144 156 163 180 192 204 216 228 240 252 264 276 285 300

GRACE Score

Surviving and Deceased Patients

TIMI Scores and In-Hospital Mortality

______ Surviving patients

Deceased patients

TIMI Score
Surviving and Deceased Patients

______ Surviving patiants

——  Doceased pationts

3"5 4‘5 5‘5 5‘5 I'IS Bls 9‘5 1;5 1;5 1‘25 1‘35 1;5 I;S llsi 1“!'5 1‘85 1;5 2;5 2;5
GRACE Score
Surviving and Deceased Patients

TIMI Scores and 6-Month Mortality

Surviving patients

a

TIMI Score

Surviving and Deceased Patients

PLoS ONE. 2009;4: e7947
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