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In most cases, the information available from 
previous datasets regarding the characteristics, 
management and outcomes of patients with, or at 
high risk of, atherothrombosis was limited to a:
– single geographic locale (e.g. North America, 

Europe)
– single subtype of patients (e.g. post myocardial 

infarction [MI], stroke)
– in-patients or individuals in primary care

Rationale
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The REACH Registry has recruited outpatients who have 
had, or are at high risk of having, symptoms of 
atherothrombosis
The REACH Registry studies a contemporary stable 
patient population from various regions of the world in 
order to: 
– describe the characteristics and management of these 

patients: total population and subgroups
– assess the long-term risk of atherothrombotic events: total 

population and subgroup 
– assess the amount of “cross-risk” between subgroups
– compare outcomes within different subject profiles 
– define predictors of risk for subsequent atherothrombotic

events
Follow-up planned at 12 and 21 months, extended to 
three and four years

The REACH Registry

Please note that the results presented are interim data findings



Inclusion criteria

Must include:

Signed, 
written, 

informed 
consent

Patients: age
≥45 years

• Documented CVD:
ischemic stroke or TIA

• Documented CAD:
angina, MI, angioplasty/
stent/bypass

• Documented historical
or current intermittent
claudication associated
with ABI <0.9

• Male ≥65 years
or female ≥70 years

• Current smoking
>15 cigarettes/day

• Type I or Type II
diabetes

• Hypercholesterolemia
• Diabetic nephropathy
• Hypertension
• ABI <0.9 in either

leg at rest
• ACAS ≥70%
• Presence of at least

one carotid plaque

At least
of four
criteria1

At least
atherothrombotic
risk factors3

ABI, ankle brachial index; ACAS, asymptomatic carotid stenosis; CAD, coronary artery diease; CVD, cerebrovascular
disease; MI, myocardial infarction



The REACH Registry at two years

*up to 15 patients/site (up to 20 in the US)
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>65,000 patients from 5,587 sites* in 44 countries
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~40% of patients with CVD have 
polyvascular disease

CVD, cerebrovascular disease; TIA, transient ischemic disease
References: Bhatt DL. JAMA 2006; Röther et al., Cerebrovasc Disease 2008

Risk factors
only = 18.3%

8.4%

1.6%

1.2%

Total population (%)

CAD: 59.3%

CVD: 16.6%

PAD: 12.2%

• Patients with CVD = 
27.8% of the REACH 
Registry population

• Of the total CVD 
population:

– 71% had a stroke

– 51% had a TIA

– 20% had both

Please note that the results presented are interim data findings
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MACE: One- and two-year event 
rates in the CVD population (2)

CV, cardiovascular; CVD, cerebrovascular disease; MACE, major adverse cardiovascular events; MI, myocardial 
infarction; TIA, transient ischemic attack
Note: Rates adjusted for age and gender
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CVD, cerebrovascular disease; TIA, transient ischemic attack

Geographical variation of CVD, 
stroke and TIA rates (two years)
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The risk of major secondary ischemic events, 
including CV death, is very high in individuals with 
previous stroke and/or TIA
Improved ischemic risk reduction management of 
CVD patients is required to prevent both morbid 
events and associated hospitalizations

Summary
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References: Bhatt D et al. JAMA. 2006; Ph. Gabriel Steg, Preliminary results, 1/2006
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