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163, 217, and 304 mg/dl. There were large, consistent,

Reduction in First and
Total Ischemic Events
With Icosapent Ethyl
Across Baseline
Triglyceride Tertiles

statistically signiﬁcant reductions with icosapent
ethyl in the primary endpoint for ﬁrst (Figure 1A) and
total events (Figure 1B) across all tertiles. Elevated
risk occurs at lower triglyceride levels than previously
appreciated. While placebo event rates were highest
in the upper tertile, where a numerically larger relative risk reduction was suggested, cross-tertile interaction p values were nonsigniﬁcant.
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Baseline triglycerides ranged from 81 to 1,401 mg/dl.

In conclusion, icosapent ethyl 4 g/day signiﬁ-

Median triglycerides across ascending tertiles were
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F I G U R E 1 Effect of Icosapent Ethyl on First and Total Ischemic Events by Baseline Triglyceride Tertiles

A
TIME TO FIRST EVENT – Primary Composite
Endpoint/Subgroup

Icosapent Ethyl

Placebo

HR (95% CI)

P-Value

n/N (%)

n/N (%)

705/4089 (17.2)

901/4090 (22.0)

0.75 (0.68–0.83)

< 0.0001

≥81 to ≤190 mg/dl

233/1378 (16.9)

291/1381 (21.1)

0.79 (0.66–0.94)

0.0069

>190 to ≤250 mg/dl

246/1370 (18.0)

283/1326 (21.3)

0.80 (0.68–0.95)

0.0121

>250 to ≤1401 mg/dl

226/1338 (16.9)

327/1382 (23.7)

0.68 (0.57–0.80)

< 0.0001

Primary Composite Endpoint (ITT)
Baseline Triglycerides by Tertiles*

0.2

0.6

1.0

Icosapent Ethyl
Better

1.4 1.8

*P (interaction) = 0.33

Placebo
Better

B
TOTAL EVENTS – Primary Composite
Endpoint/Subgroup

Icosapent Ethyl

Placebo

RR (95% CI)

P-Value

Rate per 1000
Patient Years

Rate per 1000
Patient Years

61.1

88.8

0.70 (0.62–0.78)

< 0.0001

≥81 to ≤190 mg/dl

56.4

74.5

0.74 (0.61–0.90)

0.0025

>190 to ≤250 mg/dl

63.2

86.8

0.77 (0.63–0.95)

0.0120

>250 to ≤1401 mg/dl

64.4

107.4

0.60 (0.50–0.73)

< 0.0001

Primary Composite Endpoint (ITT)
Baseline Triglycerides by Tertiles*

0.2

0.6
Icosapent Ethyl
Better

1.0

1.4 1.8

*P (interaction) = 0.17

Placebo
Better

The primary composite endpoint event consists of cardiovascular death, nonfatal myocardial infarction, nonfatal stroke, coronary revascularization, or hospitalization
for unstable angina. First events (A) and subsequent (total) events (B) are depicted across tertiles of baseline triglycerides. CI ¼ conﬁdence interval; HR ¼ hazard ratio;
ITT ¼ intent to treat; RR ¼ rate ratio.
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