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Dyslipidemia Guideline ESC-EAS Guidelines(2011)

@ European Heart journal (2011) 32, 1769-1818 ESC/EAS GUIDELINES

doi10.1093/eurheartjehr158

ESC/EAS Guidelines for the management

2004

1988 1993 2001 ATP Il 20t 2013 2014 f dyslipid i
ESC-EAS ACC/AHA NICE o ys Ipl aemias
ATP1 ATPI ATP Update Guidelines Guidelines Guideline:
ulf S .. .
(NCEP ATP) The Task Force for the management of dyslipidaemias of the

European Society of Cardiology (ESC) and the European
Atherosclerosis Society (EAS)

Developed with the special contribution of: European Association for Cardiovascular
i ilitationt

ESC/EASD 2007, ADA/AHA/ACC 2007, JBS2 2005, CCS Prevention & Rehabilitation

2012, JAS 2012, IAS 2013, ADA 20142

ESCEAS Guidelines(2011) ESCEAS Guidelines(2011)

* Lifestyle modifications
* Drugs for Hyperlipidermia
* Statins: treatment of first choice
* Other drug combinations
* Drugs for hyperTG
* Fibrates, Nicotinic acid, n-3 fatty acids
* Statins and combinations

* Total cardiovascular risk estimation
* Risk group
* SCORE system

* Risk levels & treatment goals
* Very high risk

A .
High risk . * Drugs for Low HDL-C
* Moderate risk * Nicotinic acid
* Low risk * no clear direct evidence that raising HDL-C really results in CVD prevention
« Different clinical settings
.
Treaftment ta rgEts * DM, Metabolic syndrome, Renal disease, Stroke?

* 1t LDL-C * improve adherence to lifestyle changes and compliance with drug

therapy

« Alternative: apo B, non-HDL-C
« do not provide targets: HDL-C, TG
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Intensity of Satin Therapy

Daily dose lowers LDL-C,
on average,
by approximately =50%

Atorvastatin (40)-80 mg
Rosuvastatin 20 (40) mg

Daily dose lowers LDL-C,
on average,

by approximately 30% to
<50%

Atorvastatin 10 (20 ) mg
Rosuvastatin (5) 10 mg
Simvastatin 20-40 mg
Pravastatin 40 (80 ) mg

Daily dose lowers LDL-C,
on average, by <30%

Simvastatin 10 mg
Pravastatin 10-20 mg
Lovastatin 20 mg
Fluvastatin 20-40 mg

Recommendations for 4 groups

[ Heart-healthy lifestyle habits are the foundation of ASCVD prevention. ]

Primary Prevention
(No diabetes, LDL-C 70 to 1s9m5{dL, and not
receiving satin therapy)

Lovastatin 40 mg

Fluvastatin XL 80 mg

Pitavastatin 1 mg

Fluvastatin 40 mg BID

Pitavastatin 2-4 mg

Estimate 10-y ASCVD risk every 4-6y
Age <75y, ‘wsing Pooled Cohort Equations*
s High-intensicy
= (Moderatc-intensity statin
incensity satin) <s%10y | Age<d0or>75y 27.5% 10y 5% to <7.5% 10-y
N | ASCVD nd LDL-C ASCVD risk ASCVD risk
Age>75y OR risk: <190 mg/dL: ) |(Moderate- or high- (Moderate-
YES. AL intensitysatin) | | intensity sarin)
Definitions of High- and Rl
foderate-Incensicy Statin Moderate-ineensicy seatin
“Therapy* (See Table 2) Tndivi
iy Inselecred individuals,
High Modcrate R 1 Y be considered to inform
2190 mg/dL. deci king!
Dailydose || Daily dose )
Towers fowers .
LDL-Chy | LDL-Cby 'No |
~250% [ ~30%-<50% U5 Moderate-intensity statin Clinician-Paienc Discussion Encourage
= Prior to iitiating satin therapy, discuss: adherence o
Regularly moni 1. Potentialfor ASCVD risk-reduction bencfits lifestyle
adherace o feayleand o LPIC Esimated 104 ASCYD. | 1| 2 Posendl o advrseclfcs and dru-duginercions || it s
70189 mg/dL 27.5% healthy lifestyl atappropriate
drug therapy with lipid e [ e 3. Hearchealchy lifeseyle G
e e ny I peiiiseilieca . Mansgementofther ik factors Tt
Figurc4) 5. Patient preferences ik b
(Sedied) "N | 6. Ifdecision is unclear, consider primary LDL-C 2160 mg/dL, Moo
family histoy of premature ASCVD, lifetime ASCVD risk, adherence’
o y— abnormal CAC scrore or ABL, or hs-CRP 22 mg/L (Se Figure )

Primary tion
(No diabetes, LDL-C 70 to 189 mg/dL.,
and not receiving stain therapy
Estimate 10-y ASCVD risk every 46y
using Pooled Cohore Equarons (et Figoe 14)

EAS ECvs AHA/ACC

] EAS/ESC AHA/ACC

Secondary
prevention

Statin intolerance

in secondary
prevention

Target LDL-C < 70 mg/dL, or at least
50% reduction. If target cannot be
reached with statin, drug combination
may be considered.

Reduce statin dose, consider
combination therapy.

Primary prevention Target LDL-C < 100 mg/dL. If target

LDL > 190 mg/dL

cannot be reached maximal reduction
of LDL-C, using appropriate drug.
combinations in tolerated doses.

Primary prevention  Diabetes with other risk factors or

in diabetes

organ damage: Target 70 mg/dL, or at
least 50% reduction. Uncomplicated
diabetes: Target LDL < 100 mg/dL.

Primary prevention SCORE = 5% risk of fatal CVD: Target

High risk

<100 mg/dL.

High-intensity statin. If 50% reduction is
not reached drug combination may be
considered.

Moderate or low dose statin, consider
combination therapy.

High-intensity statin therapy, aimed at
achieving at least 50% reduction of LDL-C.
If 50% reduction cannot be achieved,
consider additional therapy.

Diabetes with high risk:

High-intensity statin therapy. Diabetes
with low risk: Moderate-intensity statin
therapy.

Total risk for CVD event >7.5%: Moderate-
to high-intensity statin therapy. Risk 5-
7.5% risk of CVD event: moderate-
intensity statin therapy.

NICE Guideline(2014)

* Update and replaces NICE guideline on lipid
modification 2006

N I C E National Institute for
Health and Care Excellence

Lipid modification: cardiovascular
risk assessment and the modification
of blood lipids for the primary and
secondary prevention of
cardiovascular disease

Issued: July 2014 last modified: September 2014

NICE clinical guideline 181
guidance.nice.org.ukicg181

NICE Guideline(2014)

* Identifying and assessing CVD risk

* Full formal risk assessment 10-yr risk of CVD

10%

* QRISK2 risk assessment tool [new 2014]

Primary prevention,
Type 2 DM
Do not use type 1 DM

eGFR = 60ml/min/1.73 m2 and not albuminuria

1933-2010, GB

Age, Sex, Total-C, HDL-C, systolic BP, DM, Smoking, race, FHx. Of
early CVD, CKD, Af, RA, BMI, Socioeconomic state

NICE Guideline(2014)

* Primary prevention
* QRISK2 10-yr CVD risk
* atorvastatin 20 mg
* Type | DM
* Not assess CVD risk, atorvastatin 20 mg
* Type |l DM
* UKPDS 10-yr CVD risk
* atorvastatin 80 mg -> If needed, decrease
* CKD
* Without CVD, QRISK2 10-yr CVD risk :atorvastatin 20 mg
* With CVD: atorvastatin 20 mg start,  40% reduction in non-HDL-C
-> increase statin(if eGFR> 30 mL/min/1.73 m2)
* Secondary prevention
* atorvastatin 80 mg start
* Do not delay treatment to manage modifiable risk factors

Korean Society for Health Promotion and Disease Prevention 39
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NICE Guideline(2014)

* Follow-up
*  40% reduction in non-HDL-C
* 3mo: Total cholesterol, HDL-C, non-HDL-C check
* medicines adherence and lifestyle modification
* monitoring for adverse effects
 Other drugs, foods, supplements
* unexplained muscle pain (+) -> CK
* Fibrates for preventing CVD
* Do not routinely offer
* Also Nicotinic acid, Bile Acid, Omega-3 fatty acid
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« fibrate, nicotinic acid, omega-3 fatty acid

* 200~500 mg/dL
* Statin
e 1stLDL chol
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Relative LDL-lowering Eficacy(FDA)

Atorva Fluva Pitava Lova Prava Rosuva Vytorin Simva %? LDL-
----- 40 mg 1mg 20mg 20mg — — 10 mg 30%
10mg 80mg 2mg 40o0r80mg 40mg - e 20mg 38%
20mg — 4mg 80 mg 80 mg 5mg 10/10 mg 40 mg 41%
40mg - e 10 mg 10/20 mg 80mg a47%
80mg - e 20mg  10/40mg = - 55%
---------- 40mg  10/80 mg - 63%

Atorva=Atorvastatin; Fluva=Fluvastatin; Pitava=Pitavastatin; Lova=Lovastatin;
Prava=Pravastatin; Rosuva=Rosuvastatin; Simva=Simvastatin.

http://www.fda.gov/Drugs/DrugSafety/ucm256581.htm
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Relative LDL-lowering data (KOREA) Satin
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