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ÇA 60-year-old man with a history of chronic kidney 
disease, type 2 diabetes mellitus, and long-standing 
hypertension presents for a follow-up visit. 

ÇHis blood pressure is 135/ 80 mmHg and he denies any 
chest pain or shortness of breath and has no exercise 
intolerance. 

ÇTotal cholesterol 160 mg/dL, triglycerides 190 mg/dL, 
HDL-C 45 mg/dL, and LDL-C 75 mg/dL. and HbA1c is 
7.1%. 

ÇHe is currently on atorvastatin 10 mg daily, carvedilol25 
mg twice a day, enalapril40 mg daily, and aspirin 81 mg 
daily. 

ÇShould he receive a higher dose of atorvastatin?
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άRISK-BASEDέ THERAPY

ÅIn European guidelines risk estimation is based upon 
Systemic Coronary Risk Estimation (SCORE) 
ÅIn US guidelines it is based upon Framingham, which 

was used for developing a new risk pooled cohort risk 
calculator :The new Pooled Cohort Equations (PCE) . 
ÅIn contrast to the Framingham Risk Score (FRS) used in 

adult treatment panel й (ATP й), the PCE use separate 
equations based on sex and race. 
ÅStroke is now included with coronary events in an 

ASCVD endpoint, whereas the ATP й FRS only 
predicted coronary events. 
ÅAlong with the ASCVD endpoint, a new cut-point of 

7.5% is featured to guide statin decision making. 

Four Statin Benefit Groups

Clinical ASCVD LDL-C level җ 190 mg/dL

Diabetes aged 40-75 years 
with LDL-C 70-189 mg/dL

Estimated 10-year risk of 
!{/±5 ƻƪ җ тΦр҈Τ

45-75 years of age;

And with LDL 70-189 mg/dL

4 Statinbenefit 
groups

Clinical ASCVD defined as acute coronary syndrome, history of MI, 
stable or unstable angina, coronary or arterial revascularization, 
stroke, transient ischemic attacks, or peripheral artery disease
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2013 ACC/AHA Guidelines 

Advantage Of Fixed Dose Strategy
άPrescribe And Forgetέ Or The 
άFire And Forgetέ Approach 

ÅThe fixed-dose strategy promotes the 
appropriate use of high-intensity statin 
therapy and avoids overutilization of non-
statin drugs 
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Limitations Of Risk Estimation Systems

ÅAlthough most risk estimation systems perform 
rather similarly, it has been clearly shown that the 
differences in populations do play a significant role.

ÅThe reduction in the primary prevention threshold 
from 20% to 7.5%, according to the recent US 
guidelines, would result in a significantly greater 
number of patients treated with statins or with 
higher doses of statins, so that this would be 
unaffordablebut would also lead to a greater 
number of adverse effectsdue to statin therapy.  

ÅUS guidelines do not advise the use of LDL-C monitoring 
for measuring the therapeutic EFFICACYof lipid-lowering 
treatment and patient COMPLIANCE

ïMight have important implications for very high-risk 
patients because they might be left undertreated. 

ïMight also increase non-adherence. 
Already nearly a decade ago it was clearly demonstrated that adherence 
to statinsis worse in patients treated on a άfire and forgetέ basis than in 
patients treated to a target cholesterol  concentration, and that such a 
prescribing strategy is associated with worse cardiovascular outcomes .

Limitations Of άPrescribe And Forgetέ Or The 
άFire And Forgetέ Approach
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άTarget-Basedέ Therapy

ÅUS guidelines states that άtreating to target is no longer 
recommendedέ. 

ÅThey instead encouraged physicians to prescribe low-, 
moderate-, or high-intensity statin treatment depending upon 
the patientΩs baseline risk. 

ÅThey were explaining this by the fact that none of the RCTs 
were so designed.

ÅYet they decide upon the use of statinsin primary prevention 
using a mixed pool risk calculator, despite the fact that none of 
the RCTs were designed based upon this calculator data.

ÅAlthough some important and widely prescribed doseshave 
not been tested in RCTS, they are recommended.
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ÇThe patient has three important cardiovascular risk factors: 

diabetes, chronic kidney disease, and hypertension. 

ÇBy all guidelines, he will be categorized as either high 

risk or in a statin-benefit group. 

ÇThe most aggressive LDL-C goal is <70 mg/dLand non-

HDL-C goal is <100 mg/dL. 

ÇWith an LDL-C of 75 mg/dLand non-HDL of 125 mg/dL, 

the patientõs on-treatment lipids are probably not optimal 

and this should be discussed with the patient. 

ÇAfter clinician-patient discussion, the patient elected to 

work even harder on lifestyle modification and increase 

atorvastatinto 40 mg/d.

in Egypt, Control levels among DyslipidemiaTreated Patients is considered the 
worst compared to Other Countries Conducted CEPHEUS Trial
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72.4% of CEPHEUS  Population 

Conclusion

ÅRisk based therapy is a prescribe and forget 
strategy that disregards individual targets

ÅTarget  based therapy allows for titration and 
combination till reaching target

ÅTarget Based Therapy and Risk Based Therapy 
are complementary.

ÅThere are still challenges and many barriers to 
implement the guidelines.
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