
Question 1. If a patient has total cholesterol over 7 and LDL over 5, and I suspect familial hyperlipidaemia, do you 
start statin straightaway even if QRISK is below 10?

Answer 1.  Risk is relative. Everybody gets a QRISK3 score above 10 with age. I would rule out a secondary cause for 
hyperlipidaemia. There is increasing evidence that early intervention may be beneficial. Cost of the statins are 
very cheap. I’d discuss it and offer it to the patient. If suspected FH then refer.

Question 2. Should you change to a different statin if the first one is not tolerated?
Answer 2. Only if it is a high potency statin. Clearly, lowering the dose can also be used. Now we have the alternative of 

bempedoic acid this is also an option in primary prevention.

Question 3. If I was a secondary prevention patient and I had read the Technology Appraisal, I would ask if I could 
progress from 80mg atorvastatin straight to inclisiran and bypass bempedoic acid, ezetimibe. How 
would you see our conversation progressing?

Answer 3.  In clinical freedom these are all options.

Question 4. Some patients experience an increase in Hb1Ac on atorvastatin – what is your opinion on this? Is this a 
well-documented-class effect?

Answer 4. Yes they do, but the overall benefit is 1,000 fold bigger. Interestingly, none of the other drugs seem to cause 
this in the large trials.

Question 5. There have been a few discussions about whether or not to deprescribe statins in older people  
(with TC<5). What’s the panel’s view? How do we define ‘older people’?

Answer 5. Traditionally ‘older people’ are patients over 85. If it is secondary prevention there is a good case for 
continuing the medication. If it’s primary prevention then I think it’s fair to consider continuing the drug in 
collaboration with a patient.

Question 6. What is the NNT & NNH for all the new alternatives in comparison to statins?
Answer 6. Fascinating thing is so far we have seen no harm with inclisiran. We also saw no harm from the monoclonal 

antibodies against PCSK9. The number needed to treat depends on the group you treat. In patients with 
established cardiovascular disease, in Fourier, we reduced the event rate over 3 yrs by 52 events per 1,000 
patients. https://jamanetwork.com/journals/jamacardiology/fullarticle/2733138

Watch the webinar in full and hear other questions that were discussed and answered:  
https://pccsuk.org/2020/en/page/071221-on-demand-webinar
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Question 7. Would you leave them on 80mg atorvastatin long term?
Answer 7. Yes, if they were tolerating 80mg atorvastatin and if the lipid threshold didn’t meet the necessary targets I 

would discuss the addition of other lipid lowering therapy.

Question 8. I find it confusing which lipid parameter I’m treating eg TC  >6, tg normal and LDL normal?
Answer 8. Many biochemistry labs will tell you total cholesterol is normal when it is actually raised. Initially your target 

should be a reduction in non-HDL of 40% or more though with injectable lipid lowering therapy you will need 
to know the LDL level. See the just published NHS AAC - Summary of National Guidance for Lipid Management 
for Primary and Secondary Prevention of CVD 

Question 9. NICE in their wisdom has added the caveat that bempedoic acid/ezetimibe can be used only if, 
amongst other conditions, “ezetimibe alone does not control low-density lipoprotein cholesterol well 
enough”. Knowing that ezetimibe alone will not produce anywhere near a 40% reduction in LDL-C, how 
would you respond to this? Will your response be the same for both primary prevention and secondary 
prevention of CVD?

Answer 9. Yes.

Question 10. Should all Lipid tests be done in Fasting State?
Answer 10. It’s not practical to do them all fasting. As long as the triglycerides are below 4.5mmol/L you can calculate LDL. 

If there is a borderline decision then bring the patient back for a fasting sample.

These questions have been answered by Dr Derek Connolly, PCCS Observer Council Member, Consultant 
Interventional Cardiologist and Director of Research & Development, Birmingham City Hospital and  

Dr Jim Moore, PCCS President, GP, GPSI Cardiology, Gloucestershire.

19:00 Webinar opening Professor Ahmet Fuat

19:05 The basics of lipid management Professor Ahmet Fuat

19:20 Beyond statins Dr Derek Connolly 

19:32 Patient case study Dr Jim Moore

19:44 Navigating patient pathways and guidance Dr Jim Moore 

19:50 Q&A/panel discussion Dr Jim Moore, Dr Derek Connolly and 
Professor Ahmet Fuat

20:00 Meeting Close
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