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Statin Therapy  

• Among lipid-lowering drugs, statins are the cornerstone of 
therapy, in addition to healthy lifestyle interventions  

• The intensity of statin therapy is divided into 3 categories: 
high-intensity, moderate-intensity, and low-intensity  



Secondary Prevention in Patients With Clinical ASCVD  



Very High-Risk* of Future ASCVD Events  
Major ASCVD Events   

•Recent ACS (within the past 12 mo)   
•History of MI (other than recent ACS event listed above)   
•History of ischemic stroke   
•Symptomatic peripheral arterial disease (history of claudication with ABI 
<0.85, or previous revascularization or amputation   

High-Risk Conditions   
•Age ≥65 y   
•Heterozygous familial hypercholesterolemia   
•History of prior coronary artery bypass surgery or percutaneous coronary 
intervention outside of the major ASCVD event(s)   
•Diabetes mellitus   
•Hypertension   
•CKD (eGFR 15-59 mL/min/1.73 m2)   
•Current smoking   
•Persistently elevated LDL-C (LDL-C ≥100 mg/dL [≥2.6 mmol/L]) despite 
maximally tolerated statin therapy and ezetimibe   
•History of congestive HF   



Severe Hypercholesterolemia (LDL-C ≥190 mg/dL 



Severe Hypercholesterolemia (LDL-C ≥190 mg/dL 



Diabetes Mellitus in Adults  



Diabetes Mellitus in Adults  
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Risk-Enhancing Factors for Clinician–
Patient Risk Discussion  

 

• Family history of premature ASCVD (males, age <55 y; females, age <65 y)  
 

• Primary hypercholesterolemia (LDL-C, 160–189 mg/dL [4.1–4.8 mmol/L); 
non–HDL-C 190–219 mg/dL [4.9– 5.6 mmol/L])*  
 

• Metabolic syndrome (increased waist circumference, elevated 
triglycerides [>175 mg/dL], elevated blood pressure, elevated glucose, and 
low HDL-C [<40 mg/dL in men; <50 in women mg/dL] are factors; tally of 3 
makes the diagnosis)  
 

• Chronic kidney disease (eGFR 15–59 mL/min/1.73 m2 with or without 
albuminuria; not treated with dialysis or kidney transplantation)  
 

• Chronic inflammatory conditions such as psoriasis, RA, or HIV/AIDS  
 



Risk-Enhancing Factors for Clinician–
Patient Risk Discussion  

 

• History of premature menopause (before age 40 y) and history of pregnancy-
associated conditions that increase later ASCVD risk such as preeclampsia  
 

• High-risk race/ethnicities (e.g., South Asian ancestry)  
 

• Lipid/biomarkers: Associated with increased ASCVD risk  
 
– Persistently* elevated, primary hypertriglyceridemia (≥175 mg/dL);  
– If measured:  

• Elevated high-sensitivity C-reactive protein (≥2.0 mg/L)  
• Elevated Lp(a): A relative indication for its measurement is family history 

of premature ASCVD. An Lp(a) ≥50  
 
• Elevated apoB ≥130 mg/dL: A relative indication for its measurement would be 

triglyceride ≥200 mg/dL. A level ≥130 mg/dL corresponds to an LDL-C >160 mg/dL 
and constitutes a risk-enhancing factor  
 

• ABI <0.9  
 



Checklist for Clinician–Patient Shared Decision-Making 
for Initiating Therapy  



Checklist for Clinician–Patient Shared Decision-Making 
for Initiating Therapy  



Top 10 Messages to Reduce Risk of Atherosclerotic CVD through 
Cholesterol Management is as follows: 

• In all individuals, emphasize a heart-healthy lifestyle across the life course. 
• In patients with clinical ASCVD, reduce low-density lipoprotein cholesterol 

(LDL-C) with high intensity statin therapy or maximally tolerated statin 
therapy. 

• In very high-risk ASCVD, use a LDL-C threshold of 70 mg/dL (1.8 mmol/L) 
to consider addition of nonstatins to statin therapy. Very high-risk includes 
a history of multiple major ASCVD events or 1 major ASCVD event and 
multiple high-risk conditions 

• In patients with severe primary hypercholesterolemia (LDL-C level ≥190 
mg/dL [≥4.9 mmol/L]), without calculating 10-year ASCVD risk, begin high-
intensity statin therapy without calculating 10- year ASCVD risk. 

• In patients 40 to 75 years of age with diabetes mellitus and LDL-C ≥70 
mg/dL (≥1.8 mmol/L), start moderate-intensity statin therapy without 
calculating 10-year ASCVD risk 
 



Top 10 Messages to Reduce Risk of Atherosclerotic CVD through 
Cholesterol Management is as follows: 

• In adults 40 to 75 years of age evaluated for primary ASCVD prevention, 
have a clinician–patient risk discussion before starting statin therapy. 

• In adults 40 to 75 years of age without diabetes mellitus and with LDL-C 
levels ≥70 mg/dL (≥1.8 mmol/L), at a 10-year ASCVD risk of ≥7.5%, start a 
moderate-intensity statin if a discussion of treatment options favors statin 
therapy 

• In adults 40 to 75 years of age without diabetes mellitus and 10-year risk 
of 7.5% to 19.9% (intermediate risk), risk-enhancing factors favor initiation 
of statin therapy 

• In adults 40 to 75 years of age without diabetes mellitus and with LDL-C 
levels ≥70 mg/dL to 189 mg/dL (≥1.8–4.9 mmol/L), at a 10-year ASCVD risk 
of ≥7.5% to 19.9%, if a decision about statin therapy is uncertain, consider 
measuring CAC. 

• Assess adherence and percentage response to LDL-C–lowering 
medications and lifestyle changes with repeat lipid measurement 4 to 12 
weeks after statin initiation or dose adjustment, repeated every 3 to 12 
months as needed. 
 


