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Top 10 Take-Home Messages to Reduce Risk of Atherosclerotic
Cardiovascular Disease Through Cholesterol Management

1. In all individuals, emphasize a heart-healthy lifestyle across the life course.

2. In patients with clinical ASCVD, reduce low-density lipoprotein cholesterol (LDL-C) with highintensity statin therapy or maximally
tolerated statin therapy.

3. 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.

4. In patients with severe primary hypercholesterolemia (LDL-C level 2190 mg/dL [24.9 mmol/L]), without calculating 10-year
ASCVD risk, begin high-intensity statin therapy without calculating 10-year ASCVD risk.

5. In patients 40 to 75 years of age with diabetes mellitus and LDL-C 270 mg/dL (21.8 mmol/L), start moderate-intensity statin
therapy without calculating 10-year ASCVD risk.

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

7. In adults 40 to 75 years of age without diabetes mellitus and with LDL-C levels 270 mg/dL (21.8 mmol/L), at a 10-year ASCVD risk
of 27.5%, start a moderate-intensity statin if a discussion of treatment options favors statin therapy.

8. 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 (see No. 7).

9. In adults 40 to 75 years of age without diabetes mellitus and with LDL-C levels 270 mg/dL- 189 mg/dL (=1.8-4.9 mmol/L), at a 10-
year ASCVD risk of 27.5% to 19.9%, if a decision about statin therapy is uncertain, consider measuring CAC.

10. 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.
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Primary Prevention

Primary Prevention:

Assess ASCVD Risk in Each Age Group
Emphasize Adherence to Healthy Lifestyle
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10-year ASCVD rish percent Age>75y
Degins risk discussion ) Clinical assessment, Risk discussion

IASCVD Risk Enhancers:

« Family history of premature ASCVD <5%

*  Persistently elevated LDL-C 2160 mg/ *“Low Risk"
dl {24.1 mmol/L)

*  Chronic kikdney disease

5% - <7.5% 27.5% - <20%
“Borderfine Risk” “Intermediate Risk” "mch Risk"”

« Matabolic syndrome

* Conditions specific to women (e.g.,
preeclamgsia, premature menopause)

* Inflammatory diseases |especially
rheumatoid arthritis, psoriasis, HIV)

«  Ethnicity (e.g., South Asian ancestry)

Upid/Blomarkers:
*  Persistently elevated triglycerides
(2175 mg/dl, [22.0 mmol/L))

In sedected individuals if measured:
hs-CRP 22.0 mg/L

Lpda) bevels >50 mg/dL or »125 nmol/L
apoB 2130 mg/dL

Ankle-brachial index (ABI) <0.8

CAC = zero (lowers risk; consider no statin, unless diabetes, family history of

If risk decision is uncertain:
Consider measuring CAC in selected adults:

premature CHD, or cigarette smoking are present)
CAC = 1.99 favors statin (especially after age 55)
CAC = 100+ and/or 275th percentlle, inltiate statin therapy
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Secondary Prevention in Patients With Clinical ASCVD
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\ 7 N 7 therapy and LDL-C >70 mg/dL (21.8 mmol/L), or
non-HDL-C >100 mg/dL (22.6 mmol/L), adding
PCSK9- is reasonable
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Cost-Effectiveness Analysis for PCSK9 Inhibitors

Incremental Cost-Effectiveness Ratio ($/QALY)
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