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PRACTICE GUIDELINES

2010 ACCF/AHA Guideline for Assessment
of Cardiovascular Risk in Asymptomatic Adults

A Report of the American College of Cardiology Foundation/American Heart Association
Task Force on Practice Guidelines

Developed 1n Collaboration With the American Society of Echocardiography, American Soctety of Nuclear Cardiology,
Society of Atherosclerosis Imaging and Prevention, Society for Cardiovascular Angiography and Interventions,
Society of Cardiovascular Computed Tomography, and Socsety for Cardiovascular Magnetic Resonance



European Heart Journal (2011) 32, 1769-1818 ESC/EAS GUIDELINES
doi:10.1093/eurheartj/ehr158

ESC/EAS Guidelines for the management
of dyslipidaemias

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
Prevention & Rehabilitation®




Deaths Due to CVD vs Other
Diseases in Europe?
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CVD-=cardiovascular disease; CHD=coronary heart disease.

1. Allender S et al. European Cardiovascular Disease Statistics, 2008. ehnheart.org/files/statistics_ 202008 20web-161229A.pdf.
Accessed 11 June 2009.



Atherosclerosis begins since childhood
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Tuzcu EM, et al. Circulation. 2001;103:2705-2710.



The first evidence of CHD is often
sudden death or Ml

Men 62% (552/895 men)

Women 45% (305/674 women)
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Murabito JM, et al. Circulation. 1993;88:2548-2555.



The majority of lesions causing Ml are
asymptomatic non significant lesions

Coronary stenosis severity prior to Ml
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The discovery of
statins by Akira Enclo
and colleagues In
1976 opened the door
to a new erain
preventive cardiology.

Endo A, Kuroda M, Tanzawa K.
Competitive inhibition of 3-
hydroxy-3-methylglutaryl
coenzyme A reductase by ML-
236A and ML-236B fungal
metabolites, having
hypocholesterolemic activity.
FEBS Lett 1976;72:323-326

Akira Endo, Ph.D.




Theefirst patient (the yramédis tapex) t |

. In August 1977, Akira Yamamoto from
Osaka University Hospital inquired about
using compactin in the treatment of a
homozygous patient with severe familial
hypercholesterolemia.

. This patient was an 18 -year old woman with
a serum cholesterol of 1,000 mg per
deciliter.

_ Yamamoto started treating her with
compactin in February 1978, and her serum
cholesterol temporarily dropped to ~700

mg per deciliter



Scandinavian Simvastatin Survival Study
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Reprinted from The Lancet, Vol. 344, Scandinavian Simvastatin Survival Study
Group, 1383 -1389, copyright 1994, with permission from Elsevier.



4S Study: Provided Hard Evidence for the Use
of Simvastatin 20-40mg in CHD Patients
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Simvastatin Reduced the Risk of Major Coronary
Events: Subgroup Analyses from the Scandinavian
Simvastatin Survival Study
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Heart Protection Study:
Patient Inclusion Criteria

Increased 5-year risk of CHD death
because of

E Diabetes mellitus or treated
hypertension

20’556 pstients

E Cerebrovascular or peripheral
vascular disease

E Ml or other CHD
Age 401 80 years

Tne Rzal-Worid Malcre
of ihe HPS

Men and women

Total cholesterol 2135 mg/dl

Statin not considered clearly
indicated or contraindicated by
patientsdo primary

Adapted from Heart Protection Study Collaborative Group Lancet 2002;360:7-22;



Simvastatin: Major Vascular Events by Year
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Heart Protection Study Collaborative Group. Lancet 2002;360:71 22.



Unique Benefit with Simvastatin from HPS
Entirely Independent of Baseline LDL
Risk ratio and 95% CI
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Heart Protection Study Collaborative Group. Lancet 2002;360:71 22.



LDLC Levels in 136,905 Patients Hospitalized With CAD: 2000- 2006
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Sachdeva et al, Am Heart J 2009;157:111-7.e2.




CASE presentation

AA 58- year - old male who presents for a routine F/U
evaluation for his  H7TN for which he takes lisinopril /
hydrochlorothiazide (HCTZ). His BP on medication is
130/80 mm Hg.

ABMI of 29, the patient is overweight; he also has central
adiposity with a waist circumfierence of 102 cm.

Acardiac exam and peripheral pulses: normal.

A+ve family history :father died of a Ml at age 54 years.

AHe is a smoker and he gets irregular exercise.

AResting ECG: left axis deviation, otherwise normal



FSG: 105 mg/dL

Creatinine: 1.1 mg/dL

eGFR: 69 mL/min/1.73
m2

microalbuminuria:
<30 mg/24 h

TC: 193 mg/dL

TG: 210 mqg/dL

HDL-C: 35 mg/dL

LDL-C: 127 mg/dL

Non-HDL-C:
158mg/dL



How would you manage®?

AWould you give a statin? If yes..
Which statin? What is the LDL
target?

AWould you target the TG and give
fibrates?

AWould you target the HDL and give
nicotinic acid?



