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CT εισαγωγής 

 
Μεγάλο έμφρακτο με πιεστικά φαινόμενα στην  
κατανομή της ΔΕ μέσης εγκεφαλικής 48h μετά  
  

 
 

68χρονος ασθενής με ιστορικό κολπικής μαρμαρυγής & ΑΥ εισάγεται με ΑΡ ημιπληγία από 2ώρου, 
κεφαλαλγία, ΑΠ 210/110 mmHg.  
Επείγουσα CT χωρίς σημεία αιμορραγίας, πρώϊμα σημεία ισχαιμικού εμφράκτου στην κατανομή της 
ΔΕ μέσης εγκεφαλικής αρτηρίας 



Εργαστηριακός Έλεγχος 

• Ολ. Χοληστερόλη: 245 mg/dl 

• LDL: 147 mg/dl 

• Τριγλυκερίδια: 260 mg/dl 

• HDL: 46 mg/dl 

• Λοιπός βιοχημικός έλεγχος :κφ 

• Κάπνισμα: όχι 

• ΒΜΙ: 33 (παχύσαρκος) 

• ΑΠ: 150/85 mmHg 

 

 

 

 

 

• Age: 68 

•  Gender: male  

• Total Cholesterol: 245 mg/dL  

• HDL Cholesterol: 47 mg/dL  

• Smoker: No  

• SBP: 150 mm/Hg  

• On medication for HBP:  Yes  

• Risk Score* 23% 

Means 23 of 100 people with this 

level of risk will have an attack in 

the next 10 years. 



Διαστρωμάτωση Καρδιαγγειακού κινδύνου 

• Χαμηλός, μέτριος, υψηλός και πολύ υψηλός επιπρόσθετος καρδιαγγειακός 

κίνδυνος (ΕΚΚ) 

• Απόλυτος 10ετής κίνδυνος για καρδιαγγειακό νόσημα (ΚΚ) 

 

Κατά Framingham <15%, 15 έως 20%, 20 έως 30% και > 30% αντίστοιχα  

 

Κατά SCORE <4%, 4 έως 5%, 5 έως 8% και > 8% αντίστοιχα 





Αντιμετώπιση έπειτα από ΑΕΕ 

1)  Αρτηριακή υπέρταση 

2)  Υπερλιπιδαιμία 

3)  Σακχαρώδης Διαβήτης 

4)  Αντιαιμοπεταλιακή-αντιθρομβωτική αγωγή 

5)  Επαναγγείωση 

6)  Κάπνισμα 

7)  Παχυσαρκία 

8)  Κατάχρηση αλκοόλης 

9)  Λοιποί παράγοντες 



Κίνδυνος εμφάνισης ΑΕΕ  
(σε επίπεδο πρωτογενούς ή δευτερογενούς πρόληψης) 

ανάλογα με την ύπαρξη ενός εκ των παρακάτω μεμονωμένων ΠΚ 

• ΑΥ                                         49 % 

• Χοληστερόλη                   20 % 

• Κάπνισμα                         12 % 

• ΚΜ                                9.4 % 

• Λήψη Αλκοόλ                 4.7 % 





Stroke risk by usual total cholesterol 
Prospective observational studies collaboration 

450,000 people, 45 prospective cohorts, 13,000 strokes 

Adjusted for age,  sex,  DBP,  history of CHD and ethnicity 1995 Dec 23-30;346(8991-8992):1647-53 



Proportional stroke risk, by age and usual total cholesterol 



Προβλήματα 

•  Most observational studies not representative of         

    whole population at risk for stroke 

 

•  No studies have assessed relationship between 
cholesterol and stroke in high risk cohort 

 

•  Only mortality recorded but not the incidence of stroke 
in the majority of studies 

 

•  Not available type of stroke, so possible positive relation 
in ischemic strokes and negative in haemorrhagic 

 



• Cohorts primarily selected to study CHD 

 

• Included middle aged people at risk of MI 

 

• Higher risk of fatal MI before stroke 

 

• Aggressive risk factor management? 

 

Προβλήματα 



Association between cholesterol and ischemic stroke 
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Approximate mean usual cholesterol concentration (mmol/L) 

Asia Pacific Cohort Studies Collaboration, Int J Epidemiol 2003;32(4):563-72 



Lipid-lowering trials and stroke prevention 



Δευτερογενής πρόληψη ΣΝ & ΑΕΕ 

        4-S          CARE        LIPID  

T.C >6.8 mmol/L T.C<6.0mmol/L T.C4- 6.8mmol/L 

Simva 10-40mg      Prava 40 mg      Prava 40 mg 

CHD            34% CHD              24% CHD                       24%         

Stroke        30% 
                 
           p=0.02 

Stroke           31% 
 
         p=0.03 

Ischemic stroke     19% 
                 
           p=0.05 

Mainly TIAs 



PROSPER: Baseline demographics 

Variable Placebo  
n = 2913 

Pravastatin 
n = 2891 

Age (yrs) 75.3 75.4 

Male (%) 48.3 48.3 

Smoker (%) 27.6 26.0 

Diabetes (%) 11.0 10.5 

Hypertension (%) 61.6 62.2 

Vascular dis* (%) 43.2 45.2 

*  AP, IC, CVA, TIA, MI, PAD 



PROSPER: Results  

Endpoint HR p 

1o  (fatal CHD/NF AMI or 
fatal/NF stroke) 

0.85 (0.74-0.97) 0.014 

Fatal CHD/NF AMI 0.81 (0.69-0.94) 0.006 

Fatal/NF stroke 1.03 (0.81-1.31) 0.81 

Cancer diagnoses 1.25 (1.04-1.51) 0.02 



Heart Protection study 
SIMVASTATIN: STROKE INCIDENCE 

(10269) (10267) 
SIMVASTATIN    PLACEBO Rate ratio & 95% CI 

STATIN better PLACEBO better 

Type 

290 409 Ischaemic 
51 53 Haemorrhagic 

103 134 Unknown 

Severity 

96 119 Fatal 
42 51 Severe 

107 155 Moderate 
138 189 Mild 

61 71 Unknown 

(4.3%) (5.7%) 
25% SE 5 
reduction 

444 585 

(2P<0.00001) 

ALL STROKES 

0.4 0.6 0.8 1.0 1.2 1.4 





ASCOT LLA  

Placebo 

Atenolol  bendrofluazide Amlodipine  perindopril 

Atorvastatin 10mg 

19257 
hypertensive 

patients 

10305 patients 
TC ≤ 6.5 mmol/L 

(250 mg/dL) 



Secondary End Point: Fatal and Nonfatal Stroke 

27% reduction 

HR = 0.73 (0.56-0.96) p=0.0236 

Atorvastatin 10 mg Number of events   89 
Placebo Number of events 121 
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Sever PS, Dahlöf B, Poulter N, Wedel H, et al, for the ASCOT Investigators. Lancet. 2003;361:1149-58 



Stroke benefits associated with atorvastatin in ASCOT-LLA 

         Stroke type Number of strokes            
Atorva        Placebo 

Hazard ratios (95%CI) 
 

Fatal & non-fatal 89 121 0.73 (0.56-0.96) 

Fatal 15 22 0.68 (0.35-1.31) 

Non-fatal 78 100 0.77 (0.58-1.04) 

Ischaemic 74 95 0.77 (0.57-1.05) 

Haemorrhagic 13 20 0.65 (0.32-1. 30) 

↓ 23-35% 



* N (% randomised) 

21 (1.5%) 

24 (1.7%) 

51 (3.6%) 

83 (5.8%) 

Atorva* 

48% (11-69) 39 (2.8%) Stroke 

31% (-16-59) 34 (2.4%) Coronary 
revascularisation 

36% (9-55) 77 (5.5%) Acute coronary 
events 

37% (17-52) 
P=0.001 

127 (9.0%) Primary endpoint 

Hazard Ratio   Risk Reduction 
   (95%CI) 

Placebo* Event 

.2 .4 .6 .8 1 1.2 
Favours Atorvastatin       Favours Placebo 

CARDS :  Lipid lowering diabetes 

 
Adapted from Colhoun H et al. Lancet 2004; 364 (9435): 685-696 
 



n=3,086  
randomised 

24-96 hours after 
admission 

16 weeks 

Follow-up at weeks 2, 6 and 16 

 MIRACL   Study design  

Schwartz GG et al. JAMA 2001; 285 (13): 1711-1718 
 

Hospitalisation 
for unstable 

angina or  
non-Q-wave MI Atorvastatin 

80 mg 

Placebo 



Secondary endpoints 

Placebo  
(n=1,548) 

n (%) 

Atorvastatin 
(n=1,538) 

n (%) 
RR (95% CI)* 

Stroke 

Fatal and non-fatal 24 (1.6) 12 (0.8) 0.50 (0.26-0.99) 

Non-fatal 22 (1.4) 9 (0.6) 0.41 (0.20-0.87) 

Coronary revascularisation 250 (16.1) 254 (16.5) 1.02 (0.87-1.20) 

Percutaneous coronary 
intervention 143 (9.2) 150 (9.8) 1.06 (0.85-1.32) 

Surgical 110 (7.1) 106 (6.9) 0.97 (0.75-1.25) 

Worsening angina 106 (6.8) 91 (5.9) 0.86 (0.66-1.13) 

New or worsening CHF 43 (2.8) 40 (2.6) 0.94 (0.62-1.43) 

Any outcome 344 (22.2) 344 (22.4) 1.01 (0.88-1.15) 

* Based on Cox Mantel-Haenszel analysis 
Adapted from Schwartz GG et al. JAMA 2001; 285 (13): 1711-1718 
 



Intensive vs Moderate Statin 
Therapy: Meta-Analysis 

Cannon CP et al. J Am Coll Cardiol 2006; 48 (3): 438-445  



Risk of stroke – individual trials & 
pooled analysis 

Adapted from Cannon CP et al. J Am Coll Cardiol 2006; 48(3): 43 445  
 

PROVE IT-TIMI 22 +16% 17/2063 
(0.8) 

20/2099 
(1.0) 

A-to-Z -21% 35/2232 
(1.6) 

28/2265 
(1.2) 

TNT -25% 155/5006 
(3.1) 

117/4995 
(2.3) 

IDEAL -13% 174/4449 
(3.9) 

151/4439 
(3.4) 

Total -18% 381/13750 
(2.8) 

316/13798 
(2.3) 

Odds 
Reduction 

Std Dose High Dose 

Event Rates 
No./Total (%) 

High-dose statin 
better 

High-dose statin 
worse 

Odds Ratio (95% CI) 

.45 1 2.2 

[OR, 0.82 
95% CI, 0.71-0.96 
P=0.012] 

Significant 
18% relative 
risk reduction 
in stroke 



PROVE-IT,TIMI 2 Benefits of intensive lipid-
lowering on individual endpoints at 2 years 

28%   2.2%     3.2% 

30%    1.1%     1.4% 

13%   6.6%     7.4% 

18%   8.3%        10.0% 

RRR        Atorva 80 Prava 40 
2 Year Event Rates 

0.5 0.75 1.0 1.25 1.5 
Atorvastatin  
80 mg Better 

Pravastatin  
40 mg Better 

14%  16.3%     18.8% 

29%   3.8%     5.1% 

-9%   1.0%     1.0% 

CHD death 

MI 

Death or MI 

Revascularisation 

Recurrent UA 

Stroke 

All-cause mortality 

Adapted from Cannon CP et al. NEJM 2004; 350:1495-1504 
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 0 1 2 3 4 5 6 
    Time (years) 

0 

0.01 

0.02 

0.04 

0.03 
25% RRR 
HR = 0.75 (95%CI 0.59, 0.96) 
P=0.02 

Adapted from LaRosa JC et al. N Eng J Med 2005; 352: 1425-1435 

 

Atorvastatin 10 mg 
Atorvastatin 80 mg 

25% 
Relative  
Risk 
Reduction  



Μετα-ανάλυση 2004 



Amarenco 

http://www.sciencedirect.com/science?_ob=MiamiCaptionURL&_method=retrieve&_udi=B6X3F-4W373HS-D&_image=B6X3F-4W373HS-D-5&_ba=&_user=217827&_coverDate=05/31/2009&_rdoc=1&_fmt=full&_orig=search&_cdi=7297&_pii=S1474442209700584&view=c&_isHiQual=Y&_acct=C000011279&_version=1&_urlVersion=0&_userid=217827&md5=de8a061df149b08376e3ad2be3b5a82f�


Relationship between ORs for stroke events and corresponding LDL-C reduction 

Amarenco P et al. Stroke 2004 



Amarenco et al. Lancet Neurology, 2004 



J Am Coll Cardiol. 2010 ;55(3):198-211. 

Among cholesterol-lowering 

treatments, statins are the 

most effective at decreasing 

the risk of total stroke, but 

their benefit is proportional to 

the percent reduction of total 

CHO & LDL.  

 

No lipid-lowering intervention 

was associated with a 

reduction of fatal stroke. 









•Cholesterol IS a risk factor for ischemic stroke. 

 

•Lipid-lowering with statins reduces  incidence of ischemic stroke by on average 20 – 
25%. 

 

•Benefit related to magnitude of cholesterol reduction and achieved cholesterol levels. 

 

•Benefits of blood pressure reduction and lipid lowering additive or synergistic?   From  
trial evidence at least 60% reduction in incidence. 
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