CARDIOVASCULAR WORKSHOP – AIREDALE VTS
LIPID MANAGEMENT BOOKLET
Where is the data currently used on the main computer systems (EMIS / SYSTEM ONE) to determine CHD risk derived from ? What are the drawbacks from using this data ?


Which groups of patients should have their lipids checked ?

Janet is 56. She smokes about 10 cigarettes a day. She is not overweight (her BMI is 21kg/m2). She has no family history of CVD at a young age. Her blood pressure on repeated readings is around 152/85mmHg. A random plasma glucose test does not indicate diabetes or impaired glucose tolerance. You take a blood sample to obtain a differential lipid profile. Her total cholesterol was measured as 5.9mmol/L and her HDL was 0.9mmol/L. Her CHD risk is 25%.

You decide to start this patient on a statin. Can you list the following

What lipid target would you aim for Janet and which dose of statin would you start? What would the target be if Janet had previously had an MI?
Before starting the statin you check Janet’s LBP. Janet has a chronically raised ALT of 90 which is twice normal (this is due to fatty liver found on a previous us scan). How does this influence the initiation of the statin?

[image: image1]When should LFTs be checked with regards to statin treatment?
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Janet starts to taking the statin but after 3 months complains of intolerable aching muscles. How would you manage this ? 
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In secondary prevention if you did not achieve your target with your first choice statin at dose x mg what would you do next.

Paul is 38 year patient who was diagnosed with diabetes 6 months previously. His Hba1c was 6.8 despite attempts at diet control and he has just been started on metformin. His BP is 110/68 and his BMI is 32. Cholesterol is 4.8. He smokes 6 weeks per week. His Mum died in her 70’s of renal complications of diabetes following 5 years of dialysis.
How would you manage his blood lipids 


His diabetes has been under good control for 12 months with a Hba1c 6.0 but at his diabetic blood check he triglyceride level persists at 3.2 – what should you do ?


At what cholesterol level would you be suspicious of familial hypercholesterolaemia ?


NICE recommends that the Framingham 1991 10-year risk equations (as used in the JBS2 risk calculator) should be used to assess CVD risk.





The JBS2 risk calculator (which is based on the Framingham equations) tends to be less accurate for certain population groups, e.g. women, ethnic minority groups, social deprivation. Framingham data is based on a large cohort study in the US in the 1970s. The cohort was predominantly working, white, middle class and male.





This is an innovative new cardiovascular disease risk calculator, based on the QRESEARCH database of anonymised UK primary care patients. In 2003 the database was established jointly by University of Nottingham and EMIS GP computing company, and now contains over 10 million patients (over 550 practices) spread throughout the UK, with encrypted records being updated daily. Using this data, a cohort of 1.28 million patients without evidence of diabetes mellitus or cardiovascular disease (CVD) was identified, and followed up for >5 years looking for the first development of CVD as an endpoint.





BENEFITS: reduce risk of heart attack and a stroke by 25%. Therefore(for CHD risk 20% over 10yrs) in 100 patients over 10 years – 5 events preventable.





RISKS: common >1%: muscle aches (13%), headache / nausea / tummy pain. 


Rare: muscle side effects and liver side effects(usually reversible). Any unexplained muscle tenderness, weakness or pain – stop immediately





HOW TO TAKE / ANY INTERACTIONS: at night. Do not take with grapefruit. Caution with drugs e.g erythromycin antibiotic





ANY WEBSITES TO HELP DISCUSSION: � HYPERLINK "http://www.patient.co.uk" ��www.patient.co.uk� or see appendix














MYALGIA: 3% RCTs and 10-13% in cohort studies.


MYOPATHY: 1.2 / 10 000. Tends to come on early


RHABDOMYOLYSIS: 0.44 / 10 000





Muscle aches/raised CK are more likely to be due to non-statin causes than statin causes (eg. trauma, exercise, infections, CO poisoning, hypothyroidism, drug misuse).





On stopping statins the myalgia takes an average of 2.3 months (range 1 week to 4 months) to get better.





Check CK: If this is significantly elevated (>5x upper limit of normal) or if myopathy is suspected, treatment should be stopped 





Once myalgia settles consider restarting same statin at a lower dose or an alternative statin e.g pravastatin. 





No specific target for Janet.





Statin: Simvastatin 40mg





Target in secondary prevetion:  Cholesterol <4 mmol/L and LDL <2 mmol/L





People with raised transaminases (up to 3x the upper limit of normal) can be considered for statins.








Before treatment


3 months and then 12 months after treatment has been started





STEP ONE: Consider increasing to Simvastatin 80mg or consider Atorvastatin 40mg


STEP TWO: Consider changing to Atorvastatin 80mg





STEP THREE: Consider adding Ezetimibe











When thinking about CV risk in diabetics, consider high CV risk unless all of the following apply:


Normal BMI


Normotensive (<140/80, not on antihypertensives)


No microalbuminuria


Non-smoker


Not a high risk lipid profile


No personal or family history of CV disease.


Only individuals who are normal for each and every one of these factors may be considered LOW RISK.





Total cholesterol > 7.5 and LDL > 4.9





See Simon Broome criteria - Appendix





The JBS2 Guidelines recommend that all adults from 40 years onwards who have no history of CVD or diabetes, and who are not already on treatment for blood pressure or lipids, should be considered for an opportunistic comprehensive CVD risk assessment in primary care.





Aged <40y with a first degree relative with dyslipidaemia or premature CVD (<60y).





And of course those patients in the following groups: diabetics / CHD / stroke and TIA / peripheral vascular disease.





NICE recommends for patients >74. Those over 74 may be at high CV risk, especially if they smoke or have high BP, but most data on CV risk, including the Framingham data, include very few people >74y, and most risk calculators stop at 74y. NICE recommends balancing comorbidities, benefits and risks and treating older people according to clinical judgement, not a calculated risk.








If high serum TGs (NICE do not define this:  although they do imply that they consider levels over 4.5 to be high.)


· Look for secondary causes of high TGs (eg. poor glycaemic control) and treat appropriately





secondary causes of raised TG include:


high alcohol intake, renal disease, drugs (retinoids, cyclosporin, some beta blockers, oestrogens, corticosteroids, protease inhibitors), bulaemia, pregnancy and, rarely, immunoglobulin excess





·If TGs remain >4.5, offer fibrate.





If fibrate ineffective, trial of omega-3 fish oils.








