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Case # 1 

• 63 y/o male comes to your clinic to establish care 

• Has not seen a doctor in 15 years 

• Does not take meds /Active smoker  

• Works at one of our theme parks (walks) 

• Father died of MI at 55 

• Has no symptoms 

• Vitals – 148/90, 70, 18 

• Labs TC 150, Trig 94, LDL 94, HDL 34 



Question: Next step? 

 

1. Suggest a DASH diet 

2. Recommend smoking cessation 

3. Recommend regular physical exercise 

4. Perform risk assessment using a CV risk assessment tool 

5. All of the above  

 



Risk assessment 



4 Statin Benefit Groups 

• Clinical ASCVD*  

• LDL-C ≥190 mg/dL, Age ≥21 years 

• Primary prevention – Diabetes: Age 40-75 years, LDL-C 70-189 
mg/dL 

• Primary prevention - No Diabetes: ≥7.5%‡ 10-year ASCVD risk, 
Age 40-75 years, LDL-C 70-189 mg/dL  

*Atherosclerotic cardiovascular disease 
†Requires risk discussion between clinician and patient before statin initiation 
‡Statin therapy may be considered if risk decision is uncertain after  use of  ASCVD risk 
calculator 



Primary Prevention Global Risk Assessment  

• To estimate 10-year ASCVD* risk 

• New Pooled Cohort Risk Equations 

• White and black men and women 

• More accurately identifies higher risk individuals for 

statin therapy 

• Focuses statin therapy on those most likely to 

benefit  

• You may wish to avoid initiating statin therapy 

in high-risk groups found not to benefit (higher 

grades of heart failure and hemodialysis) 

*10-year ASVD: Risk of first nonfatal myocardial infarction, coronary heart disease 

death, nonfatal or fatal stroke 



Individuals Not in a Statin Benefit Group 

• In those for whom a risk decision is uncertain, these 

factors may inform clinical decision making:  

• Family history of premature ASCVD 

• Elevated lifetime risk of ASCVD 

• LDL-C ≥160 mg/dL 

• hs-CRP ≥2.0 mg/L 

• CAC score ≥300 Agaston units 

• ABI <0.9 
 

• Statin use still requires discussion between clinician 

and patient 







                                    AACE 



Case # 2 

 

• 56 y/o African – American gentleman comes to the clinic for lab 
results. Based on AHA /ACC risk calculator his 10 year risk for CV 
events is 9.6%. Before you start a statin medication which labs are 
recommended 



Question: 

 

1. Repeat fasting lipid panel 

2. LFT 

3. CPK  

4. LFT and CPK  

5. All of the above  



Testing  













Case # 3 

• 64 y/o gentleman had an NSTEMI 3 weeks prior to office visit. He had 
a STENT to LAD He is currently doing well with no symptoms. Your 
Lipid profile done in office 2 months prior to his event shows an LDL 
of 146. His current medications include 

     ASA 81 mg, Plavix 75 mg, Atorvastatin 40 mg, Lisinopril 20 mg  



Question: In addressing his Lipids …  

 

1. Check his Lipid panel in 2 months and adjust Statin dose as 
tolerated and needed 

2. Increase Atorvastatin to 80 mg  

3. Keep the same dose of Atorvastatin since he is doing well on 
current dose  

4. Add Ezetimibe  

 



Treatment targets 



Summary of  Statin Initiation Recommendations to 

Reduce ASCVD Risk (Revised Figure) 



Summary of  Statin Initiation Recommendations to 

Reduce ASCVD Risk (Revised Figure) 









Management 















Intensity of  Statin Therapy 

*Individual responses to statin therapy varied in the RCTs and should be expected to vary in clinical practice. 

There might be a biologic basis for a less-than-average response.  

†Evidence from 1 RCT only: down-titration if unable to tolerate atorvastatin 80 mg in IDEAL (Pedersen et al). 

‡Although simvastatin 80 mg was evaluated in RCTs, initiation of simvastatin 80 mg or titration to 80 mg is 

not recommended by the FDA due to the increased risk of myopathy, including rhabdomyolysis. 



Monitoring 



Case # 4  

• A 53 y/o gentleman is establishing care with you since he has moved 
to Orlando recently. His PMH includes dyslipidemia. He is on 40 mg of 
Simvastatin and he reports that his cholesterol is doing very good on 
current dose. His BP in the clinic today is 140/90 mm Hg. He reports 
that his BP has been trending high over last 2 years. His recent work 
physical also revealed a BP of 156/92 mm Hg. You want to start him 
on a BP medication 



Question: Which of the following BP 
medications is preferred?  

 

1. Amlodipine 

2. Lisinopril  

3. Chlorthalidone  

4. Lisinopril or Chlorthalidone  

5. Diltiazem  

 



Statin Therapy: Monitoring Response-Adherence 

*Fasting lipid panel 

preferred. In a nonfasting 

individual, a nonfasting 

non–HDL-C ≥220 mg/dL 

may indicate genetic 

hypercholesterolemia 

that requires further 

evaluation or a 

secondary etiology. If 

nonfasting triglycerides 

are ≥500 mg/dL, a 

fasting lipid panel is 

required. 

†In those already on a 

statin, in whom baseline 

LDL-C is unknown, an 

LDL-C <100 mg/dL was 

observed in most 

individuals receiving 

high-intensity statin 

therapy in RCTs.  



Monitoring Response-Adherence (cont.) 

‡See guideline text 
   











Statin intolerance  
• Age >80 years, Female sex, Low BMI 

   African American men 

• Vigorous activity 

• Family history of statin intolerance /Myopathy 

• Osteoarthritis 

• Fibromyalgia 

• Musculoskeletal deformities 

• Excess alcohol  

• Major surgery, trauma, infection 

 

 

 

 





Simvastatin  

• Patients taking Amiodarone, Verapamil or Diltiazem  

   The dose of Simvastatin should not exceed 10 mg/day  

 

• Patients taking Amlodipine or Ranolazine 

   The dose of Simvastatin should not exceed 20 mg/day 



Statin- Important points 

• Hepatic metabolism – Pravastatin, Rosuvastatin, Pitavastatin 

• Mild elevation in LFT – no indication of worsening 
Diabetes Mellitus (NNT -225 pts over 4 years)- dose /potency related 

Proteinuria (Rosuvastatin) – Tubular reabsorption 

Dementia  

Hepatic steatosis 

Cancer 

Venous thromboembolism 

PCOS 



Non statin 

medications 



Ezetimibe  
 





Primary Endpoint — ITT 

Simva — 34.7%  

2742 events  

EZ/Simva — 32.7%  

2572 events  

HR 0.936 CI (0.887, 0.988) 

p=0.016  

Cardiovascular death, MI, documented unstable angina requiring rehospitalization, coronary 

revascularization (≥30 days), or stroke 

7-year event rates 

NNT= 50 

Cannon CP, Blazing MA, Giugliano RP, et. al. N Engl J Med 2015; Epub before print.  



PCSK9 -Inhibitors 
 

 

• Evolucumab (Repatha) 

• Alirocumab (Praluent) 

• Bococizumab  

 



An Academic Research Organization of  

Brigham and Women’s Hospital and Harvard Medical School 

Trial Design 

Evolocumab SC  
140 mg Q2W or 420 mg QM 

Placebo SC 
Q2W or QM 

 

 

 

LDL-C ≥70 mg/dL or 

non-HDL-C ≥100 mg/dL 

 

 

 

 

Follow-up Q 12 weeks 

 

Screening, Lipid Stabilization, and Placebo Run-in 
 

High or moderate intensity statin therapy (± ezetimibe) 

27,564 high-risk, stable patients with established CV disease (prior MI, prior stroke, or 

symptomatic PAD) 

RANDOMIZED 

DOUBLE BLIND 

Sabatine MS et al. Am Heart J 2016;173:94-101 



An Academic Research Organization of 

Brigham and Women’s Hospital and Harvard Medical School
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An Academic Research Organization of 

Brigham and Women’s Hospital and Harvard Medical School
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2017 Update 



Key points  

• Clinical ASCVD – LDL goal 50% reduction and LDL < 70 

• Reasonable to add either Ezetimibe or PCSK9 inhibitor  

           <25%  vs. >25% 



FDA approval  

 

• Alirocumab -  HeFH, Clinical ASCVD 

• Evolocumab - HeFH, Clinical ASCVD, HoFH 
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