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Welcome & Agenda

£H

Context: NHS LTP, CVD PCN DES

west midlands

Aims of project: Detect, Protect, Perfect

Primary Prevention: CVD risk assessment & management

Secondary Prevention: CVD risk reduction & management
Familial Hypercholesterolaemia: Detection & management

National Guidance for Lipid Management: Outlining management in primary
and secondary care

Clinical case studies: A practical guide to lipid management and the
identification & management of FH (application of CG181 and CG71
recommendations)

Priority setting: Next steps & development of local networks

Coventry and
Warwickshire
Training Hub



Learning objectives: ﬁ'

At the end of this workshop, attendees will be able to: |

west midLands

» Demonstrate an understanding of the priorities outlined in the NHS Long
Term Plan with regards to the identification of people who may at risk of a
cardiovascular event because of their lipid profile.

« Demonstrate an understanding of the different risk stratification
tools/resources that can be used to identify people who are at risk of a
cardiovascular event and in whom lipid lowering therapy should be initiated
(e.g. QRISK2/3, JBS-3, NHS Health Checks, UCLPartners Proactive Care
Frameworks).

« Understand how to undertake searches to identify people with possible
familial hypercholesterolaemia and how they should be managed.

« Analyse clinical and patient information for people with
hypercholesterolaemia and understand how to apply this to their
management (pharmacological and non-pharmacological).

H. Coventry and
‘ Warwickshire

Training Hub



west midlands

National drivers:
The NHS Long Term
Plan

ofttD PCN DES
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27% of all CVD deaths are due to Mls/strokﬁf

(1 death every 3 minutes) west midlands
> 100,000 hospital admissions are due
O 7 4 mj"ion to Mis/strokes

1 admission every 5 min
Q people are living with heart and ( admission eve Yy 5 UtES)

circulatory diseases in the UK

Stroke is the 4t biggest killer in the
UK

(36,000 deaths/year
Health care costs related to CVD are estimated

to be £9 billion/year

Cardiovascular Disease is PREVENTABLE

D' Coventry and

\T"’QFWLC ‘;Sh“’e https://www.bhf.org.uk/what-we-do/our-research/heart-statistics (accessed 11/10/2020)
raining Hul
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| % Public Health England

Health Matters

10 year cardiovascular disease ambitions for England

Atrial fibrillation (AF)

0/

85%

of the expected number of people
with AF are detected by 2029

90%

of patients with AF who are already known
to be at high risk of a stroke to be
adequately anticoagulated by 2029

High blood pressure

O/
80%
of the expected number of

people with high blood
pressure are diagnosed by 2029

80%

of the total number of peopie already diagnosed
with high blood pressure are treated to target
as per NICE guidelines by 2020

High cholesterol

-

L)

75%

of people aged 40 to 74 have received a
formal validated CVD risk assesament and

cholesterol reading recorded on a primary care
data system in the last five years by 2029

L)
45 %
of people aged 40 to 74 identified as having a

20% or greater 10-year risk of developing CVD
In primary care are treated with statins by 2029

25%

of people with Familial Hypercholesterolaemia
(FH) are diagnosed and treated optimally
according to the NICE FH Guideline by 2024

The ambitions are underpinned by the need to do more to reduce health inequalities
Reduce the gap significantly in amenable CVD deaths between the most and least deprived areas by 2029

ublications/health-matters-preventin

-cardiovascular-disease/health-matters-preventin

-cardiovascular-disease <accessed 12/09/2021>
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| 4% Public Health England Health Matters

Current detection and management of
High Cholesterol and Familial Hypercholesterolaemia (FH)

HOLESTEROL

High Cholesterol
Now

@ @

Familial Hypercholesterolaemia (FH)

Now
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PCN DES 23/24 & lIF 23/24

west midlands

DES Requirement:

« Offer statin treatment to patients with a QRISK2&3 score >= 10%, where clinically
appropriate and in line with NICE guideline CG181

* ldentify patients at high risk of Familial Hypercholesterolaemia (as defined in NICE
guideline CG71, section 1.1), and make referrals for further assessment where clinically
indicated. This should include systematic searches of primary care records to identify
those aged 30+ with Chol > 9mmol/L or with Chol > 7.5mmol/L aged less than 30

IIF Indicator:
« Removed

% &VOVEF]tLY ﬁ!‘d https://www.england.nhs.uk/wp-content/uploads/2023/03/PRN00157-ncdes-cvd-prevention-and-diagnosis-supplementary-guidance.pdf < accessed 19.04.2023>
| arwickshire

Training Hub
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Cholesterol related QOF clinical f"

indicators

Cholesterol control and lipid management (CHOL) m Threshol
ds

Ongoing management

CHOLO001. Percentage of patients on the QOF Coronary Heart Disease, Peripheral 14 70-95%
Arterial Disease, Stroke/TIA or Chronic Kidney Disease Register who are currently

prescribed a statin, or where a statin is declined or clinically unsuitable, another lipid-

lowering therapy.

CHOLO002. Percentage of patients on the QOF Coronary Heart Disease, Peripheral 16 20-35%
Arterial Disease, or Stroke/TIA Register, who have a recording of non-HDL cholesterol

in the preceding 12 months that is lower than 2.5 mmol/L, or where non-HDL

cholesterol is not recorded a recording of LDL cholesterol in the preceding 12 months

that is lower than 1.8 mmol/L.

_o' &%";ﬁ:é%ﬁng https://www.england.nhs.uk/wp-content/uploads/2023/03/PRN00289-quality-and-outcomes-framework-guidance-for-2023-24.pdf <accessed 19.04.2023s11
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Clinical Context

e

west midlands
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Hypercholesterolaemia: incidence and
prevalence ,_
est midlands

 Significantly increases the risk of atherosclerotic cardiovascular
disease (heart disease and stroke).

« It remains a key modifiable risk factor for CVD, yet despite advances
in risk

stratification and the availability of cost-effective treatment, identification and

management remains sub-optimal.

« FH is a common inherited disorder associated with elevated LDLC,
affecting approx. 1 in 250 people. Left untreated it can lead to premature
CHD.

A>». Coventry and

u ' Warwickshire
- Training Hub

13



Hypercholesterolaemia increases CVD
burden 3

west midlands

In the UK
~25-28% of CVD
death is due to For every
elevated 1 mmol/L reduction
cholesterol*

in LDL-C thereis a

23%

REDUCTION IN

Interventions that lower
LDL-C can significantly reduce
the incidence of coronary heart
disease and other major
vascular events in a wide
range individuals?

High cholesterol is
- the second most

significant medical
risk factor after
blood pressure?

MAIJOR VASCULAR

EVENTS?

CVD, cardiovascular disease; LDL-C low density lipoprotein cholesterol

D‘ Coventry and

\Tf\larwiflgshire (1) . Wilkins E. et al. (2017). European Cardiovascular Disease Statistics 2017. (2). Silverman MG et al. JAMA. 2016;316:1289-97.
ramning



Pathophysiology &
Clinical
Consequences
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Profile

Apolipoprotein A Apolipoprotein B west midlands

Pathophysiology: Lipid and Lipoprotein ﬁ

0.950 |- Q’
= 1.006 | IDL C
=
3 Chylomicron
g 1.020 - LDL remnants . 1|
3 LDL-C exposure drives atherosclerotic

_____ ., Pro-atherogenic lipoproteinscardiovascular disease (ASCVD)

1.060 |~ ' | £ r-r

raool Mot g1 _ @ _____

ool P Anti-atherogenic lipoprotein

5 10 20 40 60 80 44 1000
Diameter (nm) .

" Wannickenire Tabas | et al. Girculation. 2007;116:1832-1844; ’
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Pathophysiology: Atherosclerotic Cardiovascular Disease
(Asﬁéﬂﬁonship between LDLC

and Acute * Cardiac vessels — MI
h | . | t —E * Brain vessels - stroke lands
atherosclerotic plaque even * Peripheral vessels — critical limb ischaemia ) * " "
fo mRAtIONatty acid Vulnerable Obstructive atherosclerotic
cell streaks Plaque plaque Rupture Thrombus disease

Increasing
i . : i i endothelial
FRO First decade’ Third decade! Fourth decade’ dysfunction
I I I | | | ]
LDL-C reduces Increasing foam N Hi_gh concentration of . L.eswn enlarges, Pro-coagu_lant pathw.ays
eNOS activity? cell formation? lipid-filled macrophages, thin arterial lumen narrows, may dominate, leading
fibrous cap, necrotic core3 blood flow hampered*  to occlusive blood clot!
LDL and macrophages within the
3 Foam cell
vessel wall form foam cells .3
necrosis
eNOS, endothelial nitric oxide synthase; LDL-C, low-density lipoprotein-cholesterol; Ml, myocardial infarction.
>, Coventry and 1. stary, et al. Circulation. 1995:92:1355-1374; 2. Davignon, et al. Circulation. 2004:109(23 Suppl 1):1127-1132;
Warwickshire i 17
- 3. Glass and Witztum. Cell. 2001;104:503-516; 4. Libby. Nature. 2002;420:868-874. Adapted from Amgen slide deck
Training Hub



Clinical consequence of persistently elevated atherogenic
lipoproteins: ASCVD

Disease progression is heavily influenced by exposure to LDLC :
west midlands
(Lpla)) HesLmInes
andh presence of risk f¢  Vulnerable Obstructive atherosclerotic
cell streaks Plaque plaque Rupture Thrombus disease
Increasing
endothelial
dysfunction

Risk factors

4 N/ i R
Non-modifiable Modifiable
, Smoking
Increasing age Hypertension
Male sex Dyslipidaemias
Positive family history Diabetes mellitus
Ethnic origin Obesity and metabolic syndrome

: High calorie, high fat diet
. c t d E lish VD
W Goventy and -\ stablished C U\ Physical inactivity J 18
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Pathophysiology: Atherosclerotic Cardiovascular Disease

(A_ﬁﬁivlmering therapy (LLT) is the cornerstone of management

west midlands

Foam Fatty acid Vulnerable Obstructive atherosclerotic
cell streaks Plaque plaque Rupture Thrombus disease

Increasing
endothelial
| | | ‘ | ‘ | I dysfunction

Primary Prevention
(Lifestyle + LLT)

Secondary Prevention
(Lifestyle + LLT)

Prevent ASCVD Prevent recurrent adverse cardiac events

5>, \c’:vove".'t'i(y ﬁ."g 1. Stary, et al. Circulation. 1995;92:1355-1374; 2. Davignon, et al. Circulation. 2004;109(23 Suppl 1):11127-1132; . 19
“ ArwicKSTITE 3. Glass and Witztum. Cell. 2001;104:503-516; 4. Libby. Nature. 2002;420:868-874. Adapted from Amgen slide deck



Lipid lowering therapies: reduction in LDLC

and

Figure 4. Association Between Achieved Low-Density Lipoprotein Cholesterol (LDL-C) and Major Coronary

Event Rates From 24 Trials of Established Interventions That Lower LDL-C Predominantly Through
Upregulation of LDL Receptor Expression

West midiands
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Primary & Secondary Preventio
Lower LDL-C levels are associate
with lower rates of major adverse
CV events (MACE)

Coventry and
Warwickshire
Training Hub

&

Silverman MG et al. JAMA. 2016;316(12):1289-1297. doi:10.1001/jama.2016.13985
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Full Lipid Profile

Total Cholesterol includes pro-atherogenic (LDL-C, IDL-C, VLDL-Cg::;

anti-atherogenic fractions (HDL-C) Westigiaianes
- [LDL-C used to confirm lipid abnormalities and assess response to

treatment]

HDL-Cholesterol anti-atherogenic fraction
- [HDL-C essential for risk assessment]

Non-HDL-Cholesterol pro -atherogenic fraction only
- [non-HDL-C essential to assess response to treatment]

Triglycerides not directly atherogenic, but considered a risk modifier

(metabolic syndrome)
coventyanee - [Fasting TG (<4.5mmol/L) required for calculation of LDL-C]

‘ Warwickshire

Training Hub
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Calculated Lipid Variables ﬁ'

Non-HDL Cholesterol = Total Cholesterol - HDL-C ik mata

* Non fasting samples can be taken |

- Total atherogenic lipoproteins, alternative to LDL-C and can be used
when TG are likely to be elevated and patient is non-fasting

- NICE CG181 — allows for assessment of response to treatment

LDL-C = TC - (HDL-C + TG/2.2)*
*(TG/2.2) = (TG x 0.45) = estimated VLDL-C

« LDL-C most atherogenic lipoprotein [calculated using Friedewald
equation]
« Fasting sample recommended
- TG < 4.5mmol/l for calculation of LDL-C
S coveniry ndG required for diagnosis of Familial Hypercholesterolaemia

€ https://www.nice.org.uk/guidance/cg181

22
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CVD R """ % welcome to the QRISK®2-20.9()17
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"-'kl‘. use, il the posicode fleld Is left Blank the score will be calculated using mn overage
deprived ancas uml over-calimaled For puticats from alflucet seas, All medical
T lors accept no responsibility for clinical use or misase of theso score.

of QRISKZ. Bh) 2008356147583,

https://www.nice.org.uk/guidance/cg181; https://www.qgrisk.org/2017/ <accessed 16/10/2021>
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CVD Risk Assessment: QRISK®3-2018 A

CIhini<isk "

[ ]

Tri= covcutey What is the difference between QRISK®3 and QRISK®2? ’
Rosat a n S

About you

oo (20 QRISK®3 includes more factors than QRISK®2 to help enable doctors to identify those at most risk of heart disease and stroke.

Sex: These are
Ethnicity:
UK pos
Postcos Chronic kidney disease, which now includes stage 3 CKD
Clinical in Migraine
Smoking 1 Corticosteroids

Diabetes

Angina or

Chronic Kk

Adtrial fibo)

On blood

Do you hay

Rheumatg

Systomic

Severe my

(this iInclude
larate/sovera deproession )

On atyplcal antipsychotic medication™ | |

Are you on regular steroid tablets?

A diagnosis of or treatment for erectile disfunction?

Leave biank if unknowr? l

o~ _asnawms o an [ 1

ut | want to carry on using QRISK®2...

Systemic lupus erythematosus (SLE)

atypical antipsychotics

severe mental illness

erectile dysfunction

a measure of systolic blood pressure variability

Although QRISK®2 is fine to use in a transition parim:i QRISK®3 is better. For several conditions QRISK®2 will underestimate people's risk.

‘[*Mtahrtu‘a'):‘r**-'*' ] | | ’
(Ceicuiate ek ] : '

6 {ioventty and  hitps://qrisk.org/three/ <accessed 16/10/2021>
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CVD Risk Assessment: QRISK®3-2018

About you -
Age (25-84): |64 |
Sex: - Male Female
Ethnicity: | White or not stated v |
UK postcode: leave blank if unknown
| Postcode: | I

Clinical information

Smoking status: | non-smoker ~ |
Diabetes status: | none

Angina or heart attack in a 1st degree relative < 607 [ )
Chronic kidney disease (stage 3, 4 or 5)?7 | |

Atrial fibrillation? ()

On blood pressure treatment?

Do you have migraines?

Rheumatoid arthritis? [ )

Systemic lupus erythematosus (SLE)? | )

Severe mental lliness?
(this Includeos schizophrenia, bipolar disorder and
rate/severe dopression)

On atypical antipsychotic medication? | )

Are you on regular steroid tablets? |

A diagnosis of or treatment for erectile disfunction? [ )
Leave blank If unknown

Cholesterol/HDL ratio:

Systolic blood pressure (mmHg): | |
Standard deviation of at least two most

recent systolic blood pressure readings | |
(mmHg):

Body mass index

Helght (cm): |

Weight (kg): |

| Calculate risk |

&

{ioventty and  hitps://qrisk.org/three/ <accessed 16/10/2021>

Training Hub

« Assess an individuals risk of

west mi-d!ands

experiencing a heart attack or stroke

over the next 10 years

« Based on presence and identification
of modifiable & non-modifiable CVD

risk factors
- Low risk < 10%
- Moderate risk 10-20%
- High risk > 20%
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CVD Risk Assessment: Q-RISK 3-2018

r—About you
Age (25-84) |52 |
Sex: ®Male O Female
Ethnicity. Yyivile Or nok Fubed w |
= UK posicode: leave blank i unknown
[ Postooda: ] ‘

Clinical information

Smioking status: | mon-smaker |
Diabates status: | nona

Angina or heart attack in a 151 degree relative < 807 [
Chronic kidney disease (stage 3, 4 or 5)7

Atrial fibrllation? |

On blood pressure treatment? )

Do you have migrainas? [

Rhoeumatoid arthritis? [
Syslemic lupus erythematesus (SLE)?

Savera mental liness?

(b includes schifophnenia, bipolar diseriar
OGO EIVENG GOpreREIon)

On atypical antipsychotic medication? )

Are you on regular steroéd lablets? |

A diagnosis of or treatmaent for erectile disfunction? [

r— Leave blank if unknown
Cholesterol/HDL ratic: | ]
Sysiolic blood pressure (mmbg):| 148 |
Standard deviation of at least two most
recant sysiodic blood pressure readings | |
(mmHg):

Body mass index i

Height (om) 185 |

Weight (kg): (68 |

| Calculate risk |

Your results

Your nisk of having 8 heart attack or stroke within the next 10 years Is:

In other words, in & crowd of 100 people with the same risk factors as you, & ane fikely to have a haart attack or stroke within the nexd 10 years.

Your score has been calculated using estimated dala, as some information was left blank.

Your body mass index was calculated as 24,98 kg/m®,

How doss your 10-year score compana?

]

W ]
e
2 G PG
e
e M M M M M )

R e
R A SR R
QR R 3

1

B
Ntatatatateti

Your scon

Your 10-year QRISK™A scom 6.1%
The score of a healthy person with the same age, sex, and ethnicity”  4.5%
Relative gk 13
Your QRISK®3 Heallhy Heart Age”™™ 56

* This e P oo ol @ Pty poron of your g, see end sisnic

rarties of 4.0, i nkabie iywisic Sioced e of 175, @ DAR of
i e e e e T T

FE

Warwickshire  https:/qgrisk.org/three/ <accessed 16/10/2021>
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Training Hub
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Mz

27


https://qrisk.org/three/

£H

|

CVD Risk Assessment: QRISK®3-2018

— About you -
Age (25-84)  [52 |
Saa: # Mabe ' Female
Ethnicity: Wihil or nol stated + |
UK posicode: leave blank § unknown—
e
Glinicat information
Smoking status: | non-smaker ¥l

Diabetes status: | ype 2| €
Angina or heart attack in a mmmW
Chronic kidney disease (stage 3, 4 or 5Y7_
Adrial fibsillation? [~
On bood preasuns troeatmant? | Qe
Do you have migraines? ||
Rheumatoid arthritis?
Syslemic upus eryihematosus (SLEY? [
Severa mental iliness? =
i inchahis schizophnenia, bipolas dissror s 1
F s ol
On atypical antipsychotic medication? [
Aro you on regular storokd tablots? [
A dingnosis of or reatrment for erectile disfunction? [
— Leave blank if unknown
ChalesterolHDL ratio: | |
Sysiclic blood pressurs (mmbg):| 148
Standard deviation of at least wo most -
recont sysiolic blood pressure readings |
{mmHgk =
= Body mass Index

Height (em): 188 |

Weight (kg): |88 |

¢

Coventry and
Warwickshire
Training Hub

Your results

Your risk of having a hearl attack or stroke within the next 10 years @s:

14.9%

In ather words, in 8 crowd of 100 peopla with the sa ctors as you, 15 are likely to hava a heart atiack or stroke within the next 10 years.

e ]
et Yt Setaletel

Your score has bean calculated using estimated data, as some information was left blank,

Your body mass index was calculated as 24,98 kg/m?. Does this person warrant
any intervention?

How does your 10-year score compare?

— Yoar SCore
Your 10-year QRISK®3 scome 14.9%
The acore of & healthy parson with tha same age, sex, and ethnicity”  4.5%
Relntive risk™ 33
B2

Your QRISK™3 Healthy Heart Age

= Tha e m..-_-;i-ﬂﬂ?w-"“-_ﬂ-ﬁ;;ﬂ; s ] BTV (A, B T () e O Pl e i e
O of 4 D 8 VISR NyBRAT Be] (e of VI e DR ol

= Vo rewies rai 1 your sak dhvced by P ey parons res

= i CREEECT bty ] Age i T age el which & Faaig pars of yr s ed aSeciTy b po 55 yeer CELERCE]
o

https://grisk.org/three/ <accessed 16/10/2021>
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CVD Risk Assessment: JBS-3

HOME

¢

JBS3

Joint British Societies for the prevention of cardiovascular disease

WHO WE ARE FETIME RISK

- > - - —_—
P e
Your heart age is about e o
43 —~——— "’;‘L'i’;::
Coventry and

Warwickshire  http://www.jbs3risk.com <accessed 17/10/2021>

Training Hub

JBS3 REPORT

RISK CALCULATO

CONTACT US

Welcome to the website for the Joint British Societies recommendations on the
prevention of Cardiovascular Disease (JBS3). On this site you can access the
JBS3 Risk Calculator and downlocad the JBS3 report, with its recommendations.

The proposals published in the JBS3 report are consensus recommendations,
and are a collabormative effort from the British cardiovascular societies who deal
with cardiovascular disease prevention. The report was written for GPs and
practitioners to help guide their work with patients, in preventing CVD.

The JBSS3 risk calculator is a tool to help communicate the risk of CVD and the
benefits of interventions, whether they are lfestyle or phamacological. Although
the JBS3 risk calculator is openly available on this website, it has been designed
for use by Doctors and Practitioners with their patients.

On average, expect
10 survive 1o age 78
WiHnoWE & hearn anack or stroke

> > TS N T ¢
=
-ras >
Yowr risk of a hearn attack or stroke o:-—:". -
in the next 10 years is = =
o, ——E, Cmav— o3
1.5% —
=
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JBS-3 — Concept of Heart Age

Mr MD . 51 yearsold « Weight — 102kg

west midlands

« Currently unemployed — but did * Height 5’10”
work as a taxi driver « BMI - 32
- Tc 6.2
SHx - BP 174/98
« Alcohol 5-6 pints/day
« Smokes 20/day What are Mr MD’s RF for CHD??

« Sedentary lifestyle

What is Mr MD’s heart age??
FHXx
« Nil significant

PMHXx

« Diabetes

Hypertension
Hypercholesterolaemia

4>, Coventry and
' Warwickshire 30
o Training Hub



Risk Factors

Modifiable

« Smoking

« Hypertension

« Dyslipidaemia

* Diabetes Mellitus

« QObesity/metabolic
syndrome

« High calorie, high fat diet

« Physical inactivity

A>», Coventry and
' Warwickshire
. Training Hub

Non-modifiable

* Increasing age

« Male sex

« Family history

« Ethnic origin

« Established CVD

west midlands

31



Risk Factors

&

Modifiable

« Smoking

* Hypertension

« Dyslipidaemia

* Diabetes Mellitus

« QObesity/metabolic
syndrome

« High calorie, high fat diet

« Physical inactivity

Coventry and
Warwickshire
Training Hub

Non-modifiable

* Increasing age
 Male sex

« Family history

« Ethnic origin

« Established CVD

.

west midlands

32



|

D' Coventry and

JBS-3 Heart Age

'w:) JBS3 Cardiovascular Risk Assessment

Profile Heart Age Healthy Years Outlook

Profile

e P p—

Date of Birtn: [7_[=[5 [ [1981]5]

Sender: () male ) female

Ethnic group l White or not stated | Sl |
= 020 |2
Height {rm): 178 |2 Weight (kg): | 1920 = gmi: az.2
5 1o {mydr) 18511 {2500
Townsend guintile (3 if unknown): [ 3: Average l - |

| have never suffered from Cardiovascular Disease [+

| have read the [ terms and conditions J vl

Do you smoke? [ | smoke 20+ /day J 1—]

Total Cholestaerol: |S*4 | E | Y
mmolfl | =
HoL Crotesterot: [12 2] e

MNonHDL Cholestercl: 5.2

Systolic Blood Pressure: | 174 E mm Hg

Hawve you received blood pressure treatment?

Do you suffer from diabetes?

Do wvou hawve a chronic kidney disease?

¢
=1
Does a close relative under 60 suffer from CvD? [
[l
Hawe you suffered atrial fibrillation? ]

[l

Do you hawve rheumatcid arthritis?

| save || Load |

Warwickshire  http://www.jbs3risk.com <accessed 17/10/2021>

Training Hub
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Mr MD - Heart Age = 85 years e

(:) JBS3 Cardiovascular Risk Assessment

Profiie ) Heart Age

BN e b me e
] = et
et [ i

Cutlook

Healthy Years

Interventions

Future smoking category
| 20+/day [~
Systolic Blood Pressure

174 | — [17a =
Total Cholesterol

HDL Cholesterol

iz |—[z |

NMonHDL Cholesterol: 5.2
BMI: 32.2

[ Reset ]

D' Coventry and

‘ Warwickshire  http://www.jbs3risk.com <accessed 17/10/2021> 34
Training Hub


http://www.jbs3risk.com/

Reduced life expectancy

C) JBS3 Cardiovascular Risk Assessment

FProfile Heart Age __Healthy Years Dutlook

=)

rmors

On average, expect
to survive to age 65
without a heart attack or stroke

55 &0 85 7O 75 80 B85S 50 a5 100

Your risk of a heart attack or stroke
in the next 10 years is

=D e

i)
"

D Coventry and
“ Warwick{shire http://www.jbs3risk.com <accessed 17/10/2021>
Training Hub

e,

Interventions

Future smoking category
| 20+/day [~]
Systolic Blood Pressure

174 — | 174 |—|:
Total Cholesterol
64 | —~[ea =

HDL Cholesterol

2 |—[z

MonHDL Cholesterol: 5.2
BMN: 32.2

 Reset
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Modification of risk factors: smoking

C) JBS3 Cardiovascular Risk Assessment
Healthy Years Outlook

| =

Profile Heart Age

Your heart age is about

76

D‘ Coventry and

Warwickshire  http://www.jbs3risk.com <accessed 17/10/2021>
Training Hub

compared to a person of the same age,

gender

and ethnicity with optimal risk factors

Interventions

Future smoking category
|1 quit =)
Systolic Blood Pressure

174 | — [17a |5

Total Cholesterol
64 | —[ea [
HDL Cholesterol

NonHDL Cholesterol: 5.2
BMI: 32.2

| Reset |
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Modification of risk factors: ¥ BP

C) JBS3 Cardiovascular Risk Assessment

Profile : Heart Age Healthy Years Outleok

e | = I =

Your heart age is about

of

compared to a person of the same age, gender

and ethnicity with optimal risk factors

4>, Coventry and
“ Warwick{shire http://www.jbs3risk.com <accessed 17/10/2021>

Training Hub

Interventions

Future smoking category

| 1 quit |~
Systolic Blood Pressure

__17a_|—[190 |3

Total Cholesterol
es|—[oa =

HDL Cholesterol )
12 |—=[12

NonHDL Cholesterol: 5.2
BMI: 32.2

Reset

37


http://www.jbs3risk.com/

Modification of risk factors: WTC (non-HDL- .

(:) JBS3 Cardiovascular Risk Assessment

Profile  HeartAge  Healthy Years Outlook

C=

I‘I'II:‘.'II‘\G
Interventions
N — age s ahoHt ::r;uur: smoking category | -i

52 Systolic Blood Pressure _
Aar ' 174 J - |‘|4-ﬂ |+|

Total Cholesterol
L8a ]—[s0 [

compared to a person of the sar
¢

1d ethnicity with optimal risk far

HDL Cholesterol
2] —

MNonHDL Cholesterol: 2.8
BnI: 32.2

| Reset

Coventry and
" Warwmkishlre http://www.jbs3risk.com <accessed 17/10/2021>

Training Hub
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Improved life expectancy AN

(_/ JBS3 Cardiovascular Risk Assessment

Profile Heart Age Healthy Years Cutlook

| = e = =

Interventions
On average, expect
to survive to age 76
without a heart attack or stroke Future smoking category
gaining 11 years through interventions |1 quit =)
P E i Systolic Blood Pressure
3 | J [ 174 ] —|140 =
55 80 &5 T T B8O 85 S0 a5 100
expected life without a heart attack or stroke Total Cholesteral
| 6.4 J — |4.U |:I
Your risk of a heart attack or stroke HD'-E““'ES‘B"‘” =
- - — | 1.2 ==
in the next 10 years is
(9] MNonHDL Cholesterol: 2.8
4 - 2 /(J BMI: 32.2
assuming you don't die of anything else IE]

D' Coventry and

Warwickshire  http://www.jbs3risk.com <accessed 17/10/2021>
Training Hub
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QRISK®2-2017 or QRISK®3-2018 or JBS3??

QRISK®2 2017 QRISK®3-2018 JBS-3 west midlands

NICE CG181 * 10 year risk Lifetime risk

10 year risk - Additional risk factors to  Identification of those at

« Validated for use in the identify those most at risk risk when overt disease is
NHS * Underestimate risk in not present

* Underestimate risk in younger people & females

younger people & females

Not appropriate for use in:
* established CVD,
* T1DM, CKD, FH - individuals are at a high risk of CVD

Lifestyle advice and behaviourial modifications to reduce CVD risk
- exercise, healthy eating, smoking cessation, alcohol
Optimise management of co-morbidities e.g. diabetes, hypertension
% Coventry and

Warwickshire
Training Hub
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NICE CG181: Lipid modification for primary ﬁg

revention :
ey priorities for implementation west midlands

« When a decision is made to prescribe a statin use a statin of high intensity and low
acquisition cost
[1.3.2]

- Offer atorvastatin 20 mg for the primary prevention of CVD to people who have a 10%
or greater 10-year risk of developing CVD.

- Estimate the level of risk using the QRISK2 assessment tool.

[1.3.18]

« Measure total cholesterol, HDL cholesterol and non-HDL cholesterol in all people who
have been started on high-intensity statin treatment (both primary and secondary
prevention, including atorvastatin 20 mg for primary prevention) at 3 months of
treatment and aim for a greater than 40% reduction in non-HDL cholesterol.

[1.3.28]

4>, Coventry and
‘3' ‘T’?'.'ﬁ]ﬁ,“?-.’hi‘é’*“'fe https://www.nice.org.uk/guidance/cg181 4l



https://www.nice.org.uk/guidance/cg181

NICE CG181: High intensity statin treatment

Approximate reduction in LDL-C

Statin dose mg/day 5 10 20 40
Fluvastatin 21% 27%
Pravastatin 20% 24% 29%
Simvastatin 27%

Atorvastatin 43° 3¢
Rosuvastatin Y 8° e

[ | Low intensity statins will produce an LDL-C reduction of 20-30%

1 Medium intensity statins will produce an LDL-C reduction of 31-40%
1 High intensity statins will produce an LDL-C reduction above 40%«

Il Simvastatin 80mg is not recommended due to risk of muscle toxicity

&

https://www.nice.org.uk/quidance/cg181

Coventry and

-

west midlands

Warwickshire  nitps://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/Lipid-Management-Pathway-NEW.pdf <accessed 17/10/2021>
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https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/Lipid-Management-Pathway-NEW.pdf
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https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/Lipid-Management-Pathway-NEW.pdf

Summary of National Guidance for Lipid Management for R e

Primary and Secondary Prevention of CVD OLLaBoRATIVE

INITIAL CONSIDERATIONS:
* Measure non-fasting full pid profite (total cholesterol, HDL-C, non-HDL-C, triglycerides) and HbA 1¢ as part of an initial baseline assessment. e Consider secondary of hy oo, ia and manage as needed.
: P tents as detalled on 2. Measuwre EML o identify and Jude pecple with cor widrug i ions e If non-fasting |nglyeond. above 4. Smmol/l see page 2.

-
PRIMARY PREVENTION SEVERE HYPERLIPIDAEMIA SECONDARY PREVENTION
Conssador statins the ngry 108 Roails Wi G0 N0 ystabhimhod CVD bt BT C7 SemnobL. andios LU -C £ L. wat? 1. thes weiade "D '
Dosw. Uisa GIUSK fisk assossimont | 0 (500 POgo 2 A Drnod L analor non - HDL-C v - ArOke TUA, o By WO e o
0 SerumolL, @ persanad and'on family et s e XNy Sy Odrone v Mgt maeTige

Identty ard addrons all modifiabie rmk fncton - smoking, diet. oboaity, slcobwal intake
Plvyscal achmly, OO prassur e and HDA 1o

Y (posstin Doteeozypous FH)
Type 1 diabetas, o thay Nave one K D0 1ot Lo OFESK 16k 055055t 1ol
& QRISK o more of the Sollowing SECONDARY PREVENTION
0% * Over 40 yoors "

ovor next Ih wtonsity static
10 yours ' * Had s for >10 yeors ¥ > = Atorvastatin 80mg dalty

‘ * Have estabiahod nophropativy DIAGNOSIS AND REFERRAL : Y S

|2 Hove ofher CVD sisk factors J 3 Tako fasting HRood for repeot s wtv . p

profMe 1o mossare LOL-C. - .

2 +

Idontify and sddress o modifinbile risk factons - smokag, Bel, obesity. Ncohol atake

Use the Simon Broome or Dutch

DI So0l activity, DIGOD prossane and HoATC = Moasurs full dpt profilo agam after 3 montihis (non-fasting )
= HOON INEONSity ST IFoatsant SHousd achsove Froducton of Non HDL -C > 40% from Dasolne. i ot achweved
— after 3 morths
(‘nﬂ\lﬂlw ndmbf'llll lmk !m:lnf\ n"v!n'\l Iﬂqﬂh" w-m onu.u OO (ln-nlod kw NIV . of @mcuss treatmont adharence. timng of dose. diot and Sfostyle Mmoensinos
Bovere monlal Sross, 1okng modicmes hat Couse dyshpdaammin, Sy stonuc nilammalony disoe e 1T Slartand Ory ks Py m““"‘.‘ O
N T I T DarRon e oot B0 Do ol Pegis risd (Dersed o
(6.9 BLE), Ergiained tasing Glycatnmin, Fcen Change in rak facion) WO COMOMIKIes. Ik SCore oF Chinical ANt - e Page 2 ASAIone Fsk Fectorns ), conme Sareaing

10 BOMG IOvarstater. FOr Now 10 Kroose ¥) Poopie wilh CKD 500 Soec Fabent Fopaladions’ (Dege 2)
“ i non-HDL -C Baselane valso 5 not avafable®, consider target non-HDL -C = 2 Smmoll (appeosasmatoly

PRIMARY PREVENTION oquivalent 10 LDL.C < 1 L) 05 1o <l by Josnt Bvitish Soosmbios (MBS3)
11 STy e PCHIINO NN 15 MG OFf MIBDDECOHNNLe OBor 3 latin s BCRNONG 13 N civrentlly coverad by NICE CGIET MCE wit consider s as pavt of e guedelnoe
Atorvestiatin 200mg daky pdate with pubication civrently expectod September 2023
* I patents On & Tigh-nbonsily S1ae Bave sikie ofects, Offer 6 Jower Gosa o an allernalive stalin
. - TREATMENT RGETS (500 page 2 ‘Extont of Nows wirh " L)
= Moasure Tull ipsd profoe o aflor 3 MOontis (Non 1asing ) o TA of FH N FH -~
* High ntensty slatin eatrment shoukd acteve reduchon of non-HDL-C > 40% rom baseline. it ’-: 'm"mﬂ“‘ < P '. - “= I mosimuny lolerated dose of SIBTIN does Hot Control Non HOL-CALDL-C well ofer 3
not """"":’ '::' “"::"“- S : o e a Mvon conslorn the - OIS Dasod on with the
SOUSS WOOMTMIN AANGIonce, g of 3ose, tel and oty o " =
< Mot baghar tiak (Dased On comortedilns, nak Scom of chrionl judgement — o poage 2 povn:n—lu n:.-’" our ; o —
AMONGE FASK Foctors ) oonssdor INCroasing the dose overy 223 monthes up 10 o maximaem g ‘“‘"’““? omo - Injectable therspies
doam of Morvastobn BOmg daity Aan 1o achiove of loast o S0% dally (NICE TA3SS5) Mo HOL-C > 2 SirwmoliL
. . ~ 3 Reoasseus aflor Suoe Agr Tanling DAood Larst o |
For how 1o iNcrease in pecplo with CKD seo ‘Specal Pationt Popebons’ (page 2) roduction of LOL-C (or mon-fashing ange ) |
- - - - On-MIOL -C) froer Dasodoe. months. M non- ML -C moaswre LOL -C to assess
for H remans > 2 Semmolt ROy
« H PANONTS ON 0 MOH- KONy SLATHY NAVe 5100 offets, OTOT O IoWer JOSe Of BN MROMATIve S106n further trestment andior I 32080 NOlrBace s Continmmed. conmadon ‘mm"“"’" < Inelisiran - # fasting LOL.C |
(00 poge 2 Extant of hpkd ko O Wil apros’) consideration of PCBKII therapy IF . 10mg oy Asmens :M'“" ""z:f" it = 2 GmmolL. denpite
* I maximum lolerated dose of salin does not achikeve 1on-HDL-C » 40% of Bavel « Bhery aes assessed (o ba ol very high 19300050 oflor 3 months (TAJ8S) Mw""""""“w’"““v e AT toserated sped
v aftor 3 < »dang 2 10mg daty (NICE TAZNS) risk of & coronay avent®* - E o ackd 180 mo Sawareing therspry (YAZSY)
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Primary Prevention: Key Learning Points g:&

west rniAdlands

Estimate the level of risk using the QRISK assessment tool.

> 10% 10-year risk - offer atorvastatin 20 mg od

Offer lifestyle advice to supplement pharmacological management with
HIST

Repeat full lipid profile at 3 months of treatment and aim for a greater
than 40% reduction in non-HDL cholesterol.
- But, the lower the better!

4>, Coventry and
u ' Warwickshire
b Training Hub
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Secondary Prevention

Coventry and

west midlands



NICE CG181: Lipid modification for secondary

veettionfor implementation |
« Start statin treatment in people with CVD with atorvastatin 80 mg. Wast midiands

« Use a lower dose of atorvastatin if any of the following apply:
- potential drug interactions
- high risk of adverse effects
- patient preference

[1.3.20]

« Measure total cholesterol, HDL cholesterol and non-HDL cholesterol in all people who
have been started on high-intensity s ary and secondary
‘ prevention, including atorvastatin 20|mg for primary prevention) gt 3 months of
[1

treatment and aim for a greater than L cholesterol.
1

¥

Does your local hospital request a full lipid profile and are these results available to y
&> Coventry and How often is full lipid profile repeated 3/12 post-discharge?

" Warwickshire " https://www.nice.org.uk/guidance/cg181 46
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Cholesterol related QOF clinical
indicators

Cholesterol control and lipid management (CHOL) m Threshol
ds

Ongoing management

CHOLO001. Percentage of patients on the QOF Coronary Heart Disease, Peripheral 14 70-95%
Arterial Disease, Stroke/TIA or Chronic Kidney Disease Register who are currently

prescribed a statin, or where a statin is declined or clinically unsuitable, another lipid-

lowering therapy.

CHOLO002. Percentage of patients on the QOF Coronary Heart Disease, Peripheral 16 20-35%
Arterial Disease, or Stroke/TIA Register, who have a recording of non-HDL cholesterol

in the preceding 12 months that is lower than 2.5 mmol/L, or where non-HDL

cholesterol is not recorded a recording of LDL cholesterol in the preceding 12 months

that is lower than 1.8 mmol/L.

NICE CG181 - currently put for consultation - ? Alignment with QOF?

_o' \?V%\r’nevr:tt:%ﬁng https://www.england.nhs.uk/wp-content/uploads/2023/03/PRN00289-quality-and-outcomes-framework-guidance-for-2023-24.pdf <accessed 19.04.2023:57
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Andrew - 51 year old accountant

 Usually fit and well, no past medical history of note, non-
smoker
« 2020 — at a dancing class, experienced chest pain, not
relieved by rest, ambulance crew — ECG showed anterior ST
elevation MI, transferred to nearest heart attack centre
- PPCl to LAD

- Commenced on usual secondary prevention medication
regime
- Aspirin 75mg od + Teegreter=S8m gl LRIT
- Bisoprolol 1.25mg od + Ramipril 2.5mg od
D oy s AtOrVastatin 80mg od
‘ Warwmkshwe S/l_ GTN

west midlands
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- Baseline full lipid profile  3/12 full lipid profile

Non fasting sample Non fasting sample .
Total cholesterol = 5.7mmol/L Total cholesterol = 5.0mmol/L west midlands
HDL cholesterol = 1.2mmol/L HDL cholesterol = 1.2mmol/L |
Non-HDL cholesterol = Non-HDL cholesterol =

4.5mmol/L 3.8mmol/L

Triglycerides = 1.1mmol/L Triglycerides = 1.1mmol/L

. Baseline full lipid profile
Cardiovascular disease: risk ,
including lipid modification

1 3/12 full lipid profile

Clinical guidaline

eanciloing.ocsalsianiaancaea i 1 non-HDL C < 2.5mmol/L
(= LDL-C <1.8mmol/L)
&>, Coventry and (or > 40% reduction from baseline)

| ' Warwickshire

Training Hub



Summary of National Guidance for Lipid Management for

Primary and Secondary Prevention of CVD

CCELERATED

CCESS
OLLABORATIVE

INITIAL CONSIDERATIONS:

 Measure non-fasting full lipid profite (total cholesterol, HDL-C, non-HDL-C, triglycerndes) and HbA 1c as part of an initial baseline assessment.

* Consider secondary of hy o |

and manage as needed.

* Ensure appropriate baseline and follow up tests as detalled on page 2. Measure EML. o identify and jude pecple with cor w/drug ir ions e If non-fasting |nglyeond. above 4 Smmel/l see page 2.
-
PRIMARY PREVENTION SEVERE HYPERLIPIDAEMIA SECONDARY PREVENTION
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PRIMARY PREVENTION

11 WISy OB VNN 15 MIICIG OF WIIDEODS o
Atorvestiatin 200mg daky

» OBor alatin

= Moasure Tull ipsd profoe o aflor 3 MOontis (Non 1asing )
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SECONDARY PREVENTION
h vlonisity sbabir
Atorvastatin 80mg daily
Y 1Y Bhe ton o

schve " P

= Moasure full 3ot probile agaimn after 3 maonths (non-fasting)
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NICE CG181: HIST + Ezetimibe

|| Low intensity stating will produce an LDL-C reduction of 20-30%
I Medium intensity statins will produce an LDL-C reduction of 31-40%
I High intensity statins will produce an LDL-C reduction above 40%
I simvastatin 80mg is not recommended due to risk of muscle toxicity

https://www.nice.org.uk/quidance/cg181

D‘ Coventry and

Approximate reduction in LDL-C
Statin dose mg/day 5 10 20 40
Fluvastatin 21% 27%
Pravastatin 20% 24%
Simvastatin 27%
Atorvastatin
Rosuvastatin
Atorvastatin + Ezetimibe 10mg

-

west midlands

Ezetimibe when combined with any statin is
likely to give greater reduction in non-HDL-
C/LDL-C than doubling the dose of the statin.

HIST - pleiotropic benefits

Plaque stabilisation
Plaque regression

Warwickshire  nitps://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/Lipid-Management-Pathway-NEW.pdf <accessed 17/10/2021>
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55055 obgibality

* Seo ovortoat for infonmation o

SUPOON SO0 O rsatn Ik

" Inchuaan and POCSKO shoukd

NOE Do POOSCnitad] CONCUNT Oty

Injectable therapies**
LM non HDL C > 2 ServmolL
Asvongo Tasling BAood last o
moasiwe LDL C 80 assoss
| o iiiry

I statinn nlolorance m confrmed, comedor

< Inclisiran - o fastng LDL <
= 2 Gmmodl. danpato
i Losorated hpsd
owuning tharapy (TAZSY)
o
= PCSKI - weo overiont for
LOLC rweshodds. (TAMS)

« BEzetimibe 10mg monotharngry Axsens
FOSDONSs afor X morths (TAJAS)

« Ezetimibe 10mg/bempedoic ackd 180 my
combination whaen azetenibea alomne does ot
control non-HMDL - C suMcsntty (INICE TAGG4)

b 4
i non HOL.C r > 2.6
other ipid lowering theraples consider
Injectable therapies - arrango o Tanling Blood St
ondd assoss oligty crtlona (TAJBOIE, TATID)

v o ™

M oligbaity cnitena ot met
conssdat ezetimibe 10mg
dally (if nol previausty
" COnSiorad)

[[Additional CV risk reduction conaiderations - chack fanting Hghycendes vels and consider sommpent
I Oyl S0 1Ny oondes Sechion Overnost

Atorvastatin 80mg OD
+
Ezetimibe 10mg OD

west midlands

3/12

Non-HDL-C = 3.4mmol/L

LDL-C = 2.8mmol/L

How to manage those not at target with

Bempedoic acid/ezet@@gdmibe? thelisiran eligibility criteria

Maximum tolerated statin
LDL-C > 2.6mmol/L

eligibility criteria
If HIST is contra-indicated/not
tolerated

&

Coventry and
Warwickshire

https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/Lipid-Management-Pathway-NEW.pdf <accessed 17/10/2021>

PCSKOi Eligibility Criteria
(established CVD)

High risk = LDL-C > 4.0mmol/L
Very High Risk = LDL-C
>3.5mmol/L
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Secondary Prevention: Key Learning Points

- People with established cardiovascular disease should be treated with high
intensity statin therapy (usually atorvastatin 80mg od) eatn
 Not “fire and forget” — 3/12 full lipid profile is important
-non HDLC > 2.5mmol/L (LDLC >1.8mmol/L) at risk of recurrent events
- opportunity to optimise lipid lowering therapy
- lower LDL-C is better
- reinforce lifestyle advice

dLands

 For people who still don’t attain secondary prevention target (LDL-C < 1.8mmol/L)
- Ezetemibe
- PCSKOi (but thresholds for treatment are high)
- Bempedoic acid +/- ezetimibe (if unable to tolerate max dose HIST)
- Inclisiran
- Icosapent ethyl

A>», Coventry and
' Warwickshire
. Training Hub
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Familial
Hypercholesterolaemia

Coventry and

Training Hub

west midlands



Incidence and prevalence of FH

west mfdlands
* FH is a common inherited disorder associated with elevated LDLC,
affecting approx. 1 in 250 people.

- autosomal dominant disorder
- genetic mutations in LDLR, APOB, PCSK9 or APOE genes

- If left untreated it can lead to premature CHD.

* |t is estimated that approx. 80% of people with HeFH remain
undiagnhosed.

* Primary care is an ideal setting to identify people with possible FH

A>». Coventry and
- ' Warwickshire
w Training Hub
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| 4% Public Health England Health Matters

Current detection and management of
High Cholesterol and Familial Hypercholesterolaemia (FH)

HOLESTEROL

High Cholesterol
Now

@ @

Familial Hypercholesterolaemia (FH)

Now
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CDRC tool to support case finding
(EMIS & SystmOne) [cdrc.nhs.uk] -

west midlands
Age < 30 Age > 30 Wit | MCE NETWOR
Exclude secondary causes of

dyslipidaemia

Totad Cholesieral > 7.5 Total Cholestenol > 9.0

Use Simon Broome

N ~\ Criteria or
s o mmmmmml>  Duich Lipid Clinic

Network criteria to make
clinical diagnosis
Referral to the West Midlands
Familial
Hypercholesterolaemia
- ” Service*
\ Y J (Genetic confirmation followed

by cascade testing for family

Resuits abowe inchuded iT Triglycerides < 2.3
members

* westmidlands.fhnurses@nhs.net

Mon-HDL C > 6.0 MNon-HOL C > T .5

D' Coventry and  https:/www.nice.org.uk/guidance/cg71 <accessed 17/10/2021>

\T!VarWLftshire https://cdrc.nhs.uk/resources/fh/lipids-familial-hypercholesterolaemia-fh-and-pcsk9i-guide-for-emis/ <accessed 17/10/2021>
ramning
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FH Diagnostic Criteria

Simon Broome Criteria

SIMON BROOME DIAGNOS

CRITERIA FOR FAMILIAL HYPERCHOLESTEROLEMIA

Point Criteria
Total cholesterol levels > 290mg/dL (7.5 mmol/L) or LDL-C > 190 mg/dL
\ (4.9 mmol/L) m aduits
Total cholesterol levels > 260 mg/dL (6.7 mmol/L) or LDL-C > 155 mg/dL
| (4.0 mmol/L)
B Tendon xanthomas in the patient or tendon xanthomas in a first or second
degroe relative |
3 | DNA-based evidence of an LDL-receptor mutation, familial defective |
| apo B-100, or & PCSK9 mutation
4 | Family history of myocardial infarction bafore age 50 years in a second
degrée relative or belore age 60 years in a first degree relative
| Family history of elevated total cholesterol > 290 mg/dL (7.5 mmol/L) in an
s adult first or second-degree relative
Family history of elevated totacl cholesterol > 260 mg/dL (6.7 mmol/L) ina
| child, brother. or sister 6 years or younger
Definite familial hypercholesterolemia =142 or 3
Possible familial hypercholesterogemia = 144 or 5

v metvs ot feme o v Den s oeiteroe

L Mumohens L2 Gefre
of of enateraiin

Both are available on-line via MDCalc

Dutch Lipid Clinic Network Criteria

WMFHS for DNA testin®
(application of Welsh Score:
improved diagnostic yield &
improved targeting of genetic
testing)

£H

Coventry and
" Warwickshire
Training Hub
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Climical History
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Pationl wilh pramaturne”™ cerebral or pociphers] sasoular dissano 1
PFrysical Examination
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Secondary causes of dyslipidaemia o

Table 3: Drugs and disease conditions that may dary dyslipid
Drugs and diseases that increase LDL-C levels Drugs and diseases that increase TG levels

Drugs Diseases Drugs Diseases
Amiodarone Hypothyroidism Beta-blockers (especially Diabetes mellitus
Thiazide diuretics CKD nonbeta 1-selective) Metabolic syndrome
Glucocorticoids Nephrotic syndrome Thiazide diuretics Hypothyroidism
Thiazolidinediones Obstructive airway disease Glucocorticoids CKD
Fibrates (in severe Human immunodeficiency Rosiglitazone Nephrotic syndrome
hypertriglyceridemaia) virus infection Bile acid sequestrants Human immunodeficiency
Long chain omega-3 fatty acids Autoimmune disorders Oral estrogens virus infection -
(in severe hypertriglyceridemia) Pregnancy Tamoxifen, raloxifene Autoimmune disorders
Anabolic steroids Polycystic ovary disease Retinoids Pregnancy
Some progestins Immunosuppressive Polycystic ovary disease
Danazol drugs (cyclosporine, sirolimus)
Isotretinoin Cyclophosphamide
Immunosuppressive Interferons
drugs (cyclosporine) Atypical antipsychotic

drugs (fluperlapine. clozapine,

olanzapine)

Protease inhibitors
L-asparaginase

CKD=Chronic kidney disease, LDL-C=Low-density lipoprotein cholesterol, TG=Triglycerides

4>, Coventry and . . - . . . .
Q \Tf\larw:jzlgshlre https://www.jcpconline.org/viewimage.asp?img=JClinPrevCardiol_2016_5_2 51_186492_t5.jpg <accessed 19/10/2021>
ramning
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Clinical Signs

Tendon xanthomata

west midlands

Xanthelasma

4>, Coventry and
“ Warwickshire
Training Hub



Peter — 44yr old paramedic

« NSTEMI 08/07/2019
- PClto LAD
* Premature FHx — father M| at age of 48yrs
- Commenced on secondary prevention treatment
 (atorvastatin 80mg od)

- Baseline full lipid profile (non-fasting)
- Total cholesterol = 8.1mmol/L
- HDL cholesterol = 1.1mmol/L
- Non-HDL cholesterol = 6.7mmol/L
- Triglycerides = 1.3mmol/L

west midlands
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Summary of National Guidance for Lipid Management for

Primary and Secondary Prevention of CVD

LERATED

ANCC S
COLLABORATIVE

INITIAL CONSIDERATIONS:

e Ensure appropriate baseline and follow up tests as detalled on page 2. Measure BMI

PRIMARY PREVENTION

Conwder stale Mempry for sdults who 8o not have exlatiished CVD bul fad it he calegonias
below. Use QRIGK nek ausessment 100l whare approprate (soe page 7. Primary Prevention Risk
Assessment’

o Measure non-fasting full lipid profile (Total cholesterol, HDL-C. non-HDL-C, triglycendes) and MbA1c as part of an initial baseline assessment
« identify and exclude people with contraindications/drug interactions e If non-fasting triglyceride above 4 SmmolL see page 2

SEVERE HYPERLIPIDAEMIA
M TC>7. Smmoll. and'or LOL-C
>4 Smmost. andior non-HDIL.

o Consider secondary c of hyperip

and Qe a5 r

SECONDARY PREVENTION

), o e

Age nad Type 1 diabetos. # they have one
& QRISK of more of the following years
=10% over * Over 40 yoars LA T3y L
next "° * Hsd dinbetes for >10 years "“"°'.__ consider
* Have establahed nephr opativy fraiity & Ife
* Have other CVD sk factons expeciancy

- + +

Identify ar addross all modifiabile rsk factons - smoking, diet, obesity, slcobol intake.
physical activity, DICOG pressure and HOATC

1

Consicer adamional risk factors. If present. j1ogether with QRISK soore (reated for HIV,
severs mantal dness, taking Tt cause dy , Wy y disceder
(0g SLE) wr Tasting gy recent Qe N risk factomn)

PRIMARY PREVENTION

I lifestyle MoAMcation in InefMective or Manproprints offer statin troatment
Atorvestatio 20mg OD

* Moasure full Ipid profide again after 3 months (non-fasting)
* Migh intensity statn treatment shoulkd actseve reduction of non-HOL-C = 40% from banedne If not
achieved after 3 monmhs.
- discuss reatment sdbarence, timing of doae, diet and eatyle
= If at higher risk (Dased On CoOmMoridtion, nak score o chrical - mee page 2 "Adaibiona
Risk Factovs) consicer incraasing the dose every 2-3 months up to & maximum dose of
atorvastatn 80mg OO0
= For how 8o Increase n peopie with CKD see S,

Pationt Po (page 2)

« M patients on a high-iMensity statin have side offects. offer 8 lower dose OF an altermnative statin
(see page 2 “Statin intonsity Tatie)
* i maximum iclerted dose of statin does Nol achieve Non-HDL-C reduction > 40% of basekne value
after 3 manths conslder addng Pretimde 10mg OD (NICE TAISS)
* M recommendedt statin trestment is or not
See AAC Statin Inolerance AQontnm for advice regarsng Wu effects (Clok hete)

Alm fo achiove af loast a 50% reduction
of LOL-C (ov non-fasting non-HDL-C)
from boseine.

& for

of PCSKII therapy IF
« Ihey are asseased 10 De ol very hgh
overt™

- Bmoking. diet. obesity, alcohol intake.
nnwc-l activity, blood presswe and HbATe

SECONDARY PREVENTION

= Moasure Tull hpsd profile again afler 3 Months (NoN-fasting )
* HIQh ntensity statin treatment should achieve reduction of Non-HDL-C > 40% from baseline. if not
actieved after 3 months
© GEcuss treatment adherence, tming of dose. deet and ifestyle moasures
< If started On less han atorvastatin BOmg and the person s jJudged 10 De M gher Nk (Dased on
comarbidiios, rak score or cinical judgement — see page 2 "Addtional Risk Factors’), consider
Increasing 10 S0mg Arorvastatn. For how 10 increase in people with CKD see “Spocial Pationt
Poputetions’ (pege Z)
« if non-HDL-C baselne value is not avadable*, conssder target non-HDL-C < 2 Smmoll.
(ppraamnmately equivale 10 LDL-C < 1. 8mmolL ) as recommended by Jorl Batah Societes (JBS3)
s SOeaio is Not coverad by NWCE CG 181

« If pasionts on a high-ntensty statin have sikie effects, offer & lower dose o an altemative statn

(soe page 2 “Stati intensity Tabie’)

= If maximum olerated dose of atatin does Not achieve NoN-HOL-C reduction » 40% of baseline value
and'or nonHDL.C < 2 afer 3 o aading Ezetmibe 10mg OD (NICE TAZES)

« If recor statin 5 contrandicated or not jolerated

« See AMC Statn Intolerance Algonthm $or advice regarding adverse effects (click nere)

~ Ezotumbe 10mg monothecady may be Consierad. Assass response aflter 3 monihs

-~ Ezetmbe i ackd 100 mg combination may be considerad when szetmite alone
Coes Mot CoNrol non-HDL-C/LDL-C well enough. (NICE TAGOE)

- Ex 10emg mary be aflor 3
+

If non-HDL-C reduction « 40% of "w Spid lowering
(INCILGINg peopie With IMolerances and cor SUONS) referral 1o specialist lipxad
(= o 20 local armangemeants

" non-HDL -G = 4.0memoll. d-on- maume lohtd'd Ioodlowoﬁnq therapy (nchuding poopl‘ with
ntolerances and contrandications ). arrange o fasting blood test for LDL-C measwremant and if
‘Spocial

eriteria (see page 2 i Sevvices’) are met. refer for Confinmaton and
mnd-on of PCESKDI (NICE TA 303, 304) acoording 10 local arrangemants

Coventry and
Warwickshire

¢

https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/Lipid-Management-Pathway-NEW.pdf <accessed 17/10/2021>
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————

SEVERE HYPERLIPIDAEMA
M YC»7 Sonmolil. and/or LDL-C

- F ™

Baseline full lipid profile

Non fasting sample

DIAGNOSIS AND REFERRAL
Toake fasting BAood for repeat Npsd
profile to measue LDL-C.

Use the Simon Broome or Dutch
Lipid Clinio Network (DLCN) aritena
1o make o clinical dlagnosis of FH.

or if TC»9.Omemoll
LDA-C >0 Smmol,
MOO-HOL-C >7 SmmolL. o
Fasting trighycerides » 10mmollL
(regardioss of tamily history ) (page 2)

+

TRUATMENT TARGETS IN FH

Alm 10 achiove at least o 50% reduction
of LOL-C (ov non-fasting non-HWOL-C)
from boseine.
< der sp forral for further

andlor ation
of PCSKUI therapy IF
- ey are asscssod 10 De a1 very hgh
ik of & coranary event™”
« OR therapy is Not tolerated
~ O LDL-C remains »Smmolil.

(primary pravention)
« OR LDL-C remains >3 SmmolL
(socondary provenbon)

Coventry and

P Total cholesterol = 8.1mmol/L
HDL cholesterol = 1.1mmol/L
Non-HDL cholesterol = 6.7mmol/L
Triglycerides = 1.3mmol/L
Fasting LDL cholesterol = 5.8mmol/L

v

Referral to local lipidologist

Commenced on ezetimibe 10mg od

A\ 4

Referral to local regional FH service
Genetic confirmation of HeFH
(LDLR mutation)

Fasting LDL cholesterol = 4.0mmol/L

A\ 4

Commenced on evolocumab 140mg every 2/52

West midiands

Current full lipid profile
Fasting sample

Total cholesterol = 4.4mmol/L
HDL cholesterol = 1.4mmol/L

Non-HDL cholesterol =
3.0mmol/L

Triglycerides = 1.1mmol/L
LDL cholesterol = 2.3mmol/L

' Warwickshire  pttps://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/Lipid-Management-Pathway-NEW.pdf <accessed 17/10/2021>
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Familial Hypercholesterolaemia: Key Learning g::&
-E@Iiﬂt,%mmon S

- Underdiagnosed and undertreated west midlands

* Risk assessment tools should not be used in people with FH
- underestimate risk

 High clinical suspicion if TC> 7.5mmol/l and premature cardiovascular event +/-
positive family history
- Referral to regional FH service
- Process: 1. clinical diagnosis, 2. genetic diagnosis, 3. initiation of LLT

- Aggressive lipid management to reduce likelihood of index/recurrent adverse
cardiovascular event(s)

D, Coventry and
" Warwickshire
Training Hub
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Useful Resources
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Heart UK: Tackling Cholesterol Together

lackling

a7

HEART UK has partnered with the NHS Accelerated
Access Collaborative (AAC) and the Academic Health
Science (AHSN) Network to provide a comprehensive

ClqﬂtSttrol and varied education programme for healthcare

professionals.

logether

._‘l

November 2021

s
Y

January 2011

Statin Hesitancy

Post CV-Event Management Novel Therapies

Sign up to our HCP e-news to be the Sign up to our HCP e-news to be the
first to hear when we schedule new first to hear when we schedule new
webinars 0 webinars

ﬁ &%ﬁ?&‘gﬁﬂg https://www.heartuk.org.uk/tackling-cholesterol-together/home <accessed 17/10/2021>

Training Hub

Sign up to our HCP e-news to be the
first to hear when we schedule new
webinars 0
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Proactive Care Framework: Lipid Management & FH ﬁ

UCLPartners

-

west mi-dllands

klain website

Proactive care frameworks /

CVD resources

UCLPartners

UCLPartners Proactive Care
Framework:

Lipid Management including
Familial Hypercholesterolaemia

D' Coventry and

Warwickshire https://uclpartners.com/proactive-care/cvd-resources/ <accessed 17/10/2021> 67
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Healthcare
assistants/other
appropriately trained
staff

Stratification

Prescribing clinician

y Prevention (no pre-ex g CVD) UCLPartners
Gather information: E.g. up to date bloods, BP, weight, smoking status, run QRISK score.®
Self-management; Education (cholesterol, CVD risk), BP monitors (what to buy, how to use),
signpost to shared decision making resources.

Behaviour change: Brief interventions and signposting e.g. smoking, weight, diet, exercise, alcohaol.

Priority One Priority Two Priority Three Priority Four
One of: *  QRISK 15-19% *  QRISK 10-14% On statin for
*  QRISK 220% primary prevention
= CEKD AND AND but not high
= Type 1 Diabetes intensity

AND
* Mot on statin

Mot on statin

Mot on statin

Elptlmlse lipid modification therapy and CVD risk reduction
Review QRISK score, lipid results and LFTs,
Initiate or optimise statin to high intensity — eg atorvastatin 20mg.
Titrate therapy against reduction in LDLc/non-HDLe (statin>ezetimibe).
Optimise BP and other comorbidities.
Use intolerance pathway and shared decision-making tools to support adherence,
Arrange follow-up bloods and review if needed.

MR WM E

*QRISK 3 score is recommended to assess CV risk for patients with Severe Mental lliness, Rheumatoid Arthritis , Systemic Lupus Erythematosus, those taking antipsychotics or oral stercids

A>». Coventry and

' Warwickshire

Training Hub

https://uclpartners.com/proactive-care/cvd-resources/ <accessed 17/10/2021>
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Healthcare
assistants/other
appropriately trained
staff

Stratification

UCLPartners

Gather informatione.g. Up to date bloods, BR, weight, smoking status.

Self-management e.g. Education (cholesterol, CVD risk), BP monitors (what to buy, how to use),

signpost to shared decision making resources.

Behaviour changee.g.  Brief interventions and signposting e.g. smoking, welght, diet, exercise, alcohal.

Priority One
Mot on statin therapy

Priority Two (A)
On suboptimal
intensity statin®

Priority Two (B)
On suboptimal
statin dose**

Priority Three — routine follow up
Sub-optimal non-HDL {>=2.5mmaol/l)
levels despite maximal statin
therapy

Optimise lipid modification therapy and CVD risk reduction

1. Review CVD risk factors, lipid results and liver function tests.
2. Initiate or optimise statin to high intensity — e.g. atorvastatin 80mg.
Prescribing clinician 3. Titrate therapy against reduction in LDLc/non-HDLc (statin>ezetimibe>PCSK9i).
4. Optimise BP and other comorbidities.
5. Useintolerance pathway and shared decision-making tools to support adherence.
6. Arrange follow-up bloods and review if needed.
* E.p simvastatin
=* E.g atorvastatin 40mg
D Coventry and )
N ' Warwicks;hire https://uclpartners.com/proactive-care/cvd-resources/ <accessed 17/10/2021>
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Key take home messages
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Primary prevention:
- Undertake CVD risk assessment
- Offer Atorvastatin 20mg od (+ lifestyle advice)

west midlands

Secondary prevention:
- Offer Atorvastatin 80mg od (+/- ezetimibe + lifestyle advice)
- 3/12 full lipid profile
- intensification with inclisiran or bempedoic acid/ezetimibe
- aim for non-HDL < 2.5mmol/I (or LDL-C < 1.8mmol/L)
- the lower the LDL-C the better!

Familial Hypercholesterolaemia:
- Underdiagnosed (prevalence 1 in 250)
- Undertreated — commence treatment with HIST

% Coventry and Detection & management — can be undertaken in primary c:
1 \Tf!g]‘r[?glit:ljléshire 71



Thank you for
listening

West Midlands Academic Health Science Network

Office 12, Ground Floor, Institute of Translational Medicine
Heritage Building (Queen Elizabeth Hospital), Mindelsohn Way
Edgbaston, Birmingham, B15 2TH

+44 (0) 121 371 8061 wmahsn.org W @wmahsn 72 west m [ d..la.nds,’



