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Disease burden by risk factor, Morocco, 2019

healthy life.

Disease burden is measured as Disability-Adjusted Life Years (DALYs). One DALY is the equivalent of losing one
year in good health because of either premature mortality or disability. One DALY represents one lost year of
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Number of deaths by cause, Morocco, 2019
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1986

The Lancet - Saturday 25 October 1986

SERUM CHOLESTEROL, BLOOD PRESSURE,

AND MORTALITY: IMPLICATIONS FROM A
COHORT OF 361 662 MEN
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361 662 hommes
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and heart disease. Several prospective cohort studies have
provided informarion.on this risk relation,® but none has had
sufficient power to determine its exact pattern.

Ve analysed the 6-year morality daw for the 361 662
men screened as part of the Multple Risk Factor
Intervention Trial (MRFIT). This group is thirty times
larger than the randomised MRFIT study group and
seventy times larger than the Framingham cobort. Its large
size allows us to examine the precise pattern of risk relation
between serum cholesterol and CHD, and to compare it
with the pattern observed for blood pressure. The findings
have important implications for clinical and public health
policy directed at these two risk factors.

Materials and Methods

analysis of 6-year mmaluty in 361 662 men aged !S—i.
Above the 20th percentile for serum cholesterol (> 181
mg/dl, >468 mmol/l), coronary heart discase (CHD)
mortality increased progressively; the relative risk was large
(38) in the men with cholesterol levels above the 85th
percentile 53 mgdl > 654 mmol/T). When men below
the 20th chol 3 d as the baseline risk
gmup half of all CHD deaths were associated with raised
half of th deaths
um in men with cholesterol levels above the 85th
percentile. For both CHD and ol mortality, serum
cholesterol was similar to diastolic blood pressure in the
shape of the risk curve and in the size of the high-risk group.
This new evidence supports the pl)l:cv of a moderate fal
intake for the general intensi
those at high risk. There is a striking analogy between serum
cholesterol and blood pressure in the epidemiological basis
for idemtifying a large segment of the population (10-15%)
for intensive treatment.

T have been reported in detail elsewhere ** MRFIT
was a multicentre stdy of the effect of coronary risk factor
reduction in middie-aged men at high risk of coronary artery
discase. To select the MRFTT participants, 361 662 men aged
35-57 were 2-year per in 1973, The
screening records included bisthdate, social security number, and
smoking status, blood pressure, and serum cholesterol. Three
measurements of systolic and diastolic blood pressure were made
with 8 mercury sphygmomanometer, the particapant being seated;
the average of the second and third reacings was recorde. Serum

der the
supervision of the MRFIT Central I.lhrwunq in San Francisco
and the Lipid Standardization Laboratory of the Centers for
Disease Control in Atlanta.

In 1982, the vital status of each member of this cohort was
determined by matching last name and social security number
against Social Security Administration moruality files. Death
centificates. were then obtained from staie health 5, and
cause of death was coded by a nosologist according 1o the 9th
revision of the International Classification of Diseases (ICD 9).
“The CHD death category inc ose with 1CD 9 codes 410 o
414. Death centificates were obtained for 94% of the decedents.
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Fig 3—Age-adjusted 6-year CHD and total mortality per 1000 men
screened for MRFIT according to serum cholesterol.
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Table 4 Recommendations for lipid profiling in order
to assess total CV risk

Condition

Lipid profiling is indicated in subjects with:
Type 2 diabetes mellitus

Established CVD
Hypertension

Smoking

BMI =30 kg/m? or waist circumference
>94 cm (90 cm") for men, >80 cm for
women

Family history of premature CVD

Chronic inflammatory disease

Chronic kidney disease

Family history of familial dyslipidaemia

Lipid profiling may be considered in men >40
and women >50 years of age

*Class of recommendation.

®Level of evidence.

“For Asian males.

BMI = body mass ind: CV = card 1 COVD = cardiovascular disease.




16/05/2024

CT, LDL, HDL, TG ? ApoB?
Lp (a)
Non-HDL Cholesterol ?
Table 6 Physical and chemical characteristics of human plasma lipoproteins
Density Diameter TGs(%) Cholesteryl PLs(%) Cholesterol (%) Apolipoproteins
(g/mL) (nm) esters (%) aior _ Others
Chylomicrons ~ <0.95 80-100 90-95 2-4 2-6 1 ApoA-|, A-ll, A-IV, A-V
VLDL 0.95-1.006  30-80 50-65 8-14 12-16 4-7 ApoA-|, C-Il, C-lll, E, A-V
IDL 1.006-1.019 25-30 25-40 20-35 16-24 7-1 ApoC-ll, CHIl, E
LDL 1.019-1.063 20-25 4-6 34-35 22-26 6-15 %
HDL 1.063-1210 8-13 7. 10-20 55 5 ApoA-| ApoA-ll, C-lll, E, M E
Lp(a) 1.006-1.125 25-30 4-8 35-46 17-24 6-9 Apo(a) ApoB-100 °
Apo = apolipoprotein; HDL = high-density lipoprotein; IDL = intermediate-density lipoprotein; LDL = low-density lipoprotein; Lp(a) = lipoprotein(a); PLs = phospholipids; TGs
= triglycerides; VLDL = very low-density lipoprotein.

Cholesterol total

* La mesure du taux de CT est nécessaire pour calculer le risque cvx global

+ SCORE n’est pas utilisable en cas d’hyper CT familiale, diabéte, IR chronique ou HTA
sévere
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SCORE Cardiovascular Risk Chart
1 0-year risk of fatal CVD

High-risk regions of Europe
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+ 1 Systemartic Coronary Risk Estimation chart for European populations at high cardiovascular disease risk. The 10-year risk of fatal ¢

LDL cholesterol

Cible incontestable ++
Pas I'unique marqueur de risque ++

Son taux avant de démarrer le traitement pour établir les valeurs cibles en fonction du
niveau de risque

Svt calculé par la formule de Friedwald LDL = CT- HDL- TG/5
Non valabale si TG > 3.4 g/l
Formule Sampson ++
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Trc HDL TG TG xnonHDL Chol TG*

S (8.56 ' 2140 16, 100

0.948 0.971 ) T

HDL cholesterol

» Version électronique de score tenant compte de HDL cholesterol disponible en ligne
* |l semble des concentrations élevées sont plus protectrices ++
» Pas de preuve formelle sur le risque de HDL cholesterol
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Fig. &: Fonction de risque avec la cholestérolémie des HDL chez les hommes au sein des

& haut risque de

Non HDL cholesterol

* Malgré la réduction de LDL cholesterol dans le
cadre du ttt optimal par statines des évenements
cvx persistent

* Risque résiduel ++

* Risque évalué par mesure de Non HDL
cholesterol et Apolipoproteine B

* Non HDL cholesterol= CT- HDL cholesterol

» Relation forte entre Non HDL cholesterol et Risque
cvx en cas d’hyper TG légére a modérée

 Utilisé dans Score 2 et score OP
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SCORE2 & SCORE2-OF
1 0-year risk of (fatal and non-fatal) OV
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Apolipoproteine B

* Réle essentiel des lipoproteines contenant I'’Apo B dans la progression de I'athérosclerose

dans le

érogenes

* La quantification de 'Apo B est le reflet du nombre de particules ath

plasma en particulier chez les hyper TG
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High apolipoprotein B, low apolipoprotein A-1, and improvement in
the prediction of fatal myocardial infarction (AIMIORIS study): a

prospective study

1.0+ Men (n=263)

0-8+
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Specificity

Lipoprotéine (a)

Lp (a)= LDL + apo (a)

Apo (a) : polymorphisme génétiquement défini resposable d’une variation interindividuelle

Lp (@) <0.549l

Le taux de Lp (a) est associé la maladie coronaire et les AVC
Anti PCSK9 réduisent le taux de 20 a 30%

Reste a demontrer si la réduction du taux s’accompagne d’'une diminution des évenements

CVvX
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Recommendations for lipid analyses for cardi ular di risk estimation

Recommendations

TCis to be used for the estimation of total CV risk by means of the SCORE system.

|

Stratification du Risque CVX

HDL-C analysis is recommended to further refine risk estimation using the online SCORE system.

LDL-C analysis is recommended as the primary lipid analysis metho({!_&_

TG analysis is recommended as part of the routine lipid analysis process.
Dyslipidémie familiale

*l Diagnostic
NBREHBIEE evaluation is recommended for risk assessment. particularly in people with high TG levels, DM, obesity, or
very low LDL-C levels.

ApBB analysis is recommended for risk assessment. particularly in people with high TG levels, DM, obesity, metabolic syn-
drome, or very low LDL-C levels. It can be used as an alternative to LDL-C, if available, as the primary measurement for
screening, diagnosis, and management, and may be preferred over non-HDL-C in people with high TG levels, DM, obesity,
or very low LDL-C levels.

Traitement

BE RRANE

[BB(E) measurement should be considered at least once in each adult person's lifetime to identify those with very high
inherited Lp(a) levels >180 mg/dL (>430 nmol/L) who may have a lifetime risk of ASCVD equivalent to the risk associated lla c
with heterozygous familial hypercholesterolaemia.

&) should be considered in selected patients with a family history of premature CVD, and for reclassification in people

lla c
who are borderline between moderate and high-risk.

»
]
]
g

*  Prélevement de sang doit étre fait aprés 8-12 h dgjeline

* Pas derepas copieux la veille

* pasd'alcool de 24 a 48 heures avant le test;

*  pas d'exercice vigoureux dans les 24 dernieres heures;

* pas de maladie intercurrente (fievre, grippe...)

Refaire le bilan 1 a 12 semaines avant de démarrer le traitement ( en dehors de la prévention secondaire)
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10-year risk of fatal CVD

SCORE Cardiovascular Risk Chart

SCORE2 & SCORE2-OF

10-year risk of (fatal and non-facal) CV
ovents In populations at very high CVD risk
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Estimation rapide du RCVX ++

» MCVAS soit clinigue, soit sans équivoque a limagerie :
- antécédent de syndrome coronaire aigu (infarctus du myocarde
ou angor instable), coronaropathie stable, revascularisation coronaire,
AVC ou accident ischémique transitoire, artériopathie périphérique
- a l'imagerie, plague significative a la coronarographie ou au scanner
coronaire (coronaropathie pluritronculaire avec au moins 2 artéres

. majeures avec sténose > 50 %) ou a l'échographie carotide Maladie CVX établie?
RCV trés haut
» Diabéte avec atteinte d'organe cible (microalbuminurie, rétinopathi Sténose artérielle 3 imagerie ?
neuropathie), = 3 FDRCV ou début précoce d'un diabéte de type 1 de longue I 8 .

durée (> 20 ans)
« Néphropathie chronique sévére (DFG < 30 mL/min/1,73 m?)
» SCORE (risque a 10 ans de MCV fatale) 2 10 %
» Hypercholestérolémie familiale avec MCVAS ou un autre FDRCV majeur

Diabete? Atteinte d’organe?

FDR majeur ? HTA sévere?

Maladie rénale chronique
» FDRCV a niveau nettement élevé, en particulier cholestérolémie totale
> 8 mmol/L(3,1 g/L).C-LDL> 4,9 mmol/L(1,9 g/L)ouPA2 180/110 mmHg

» Hypercholestérolémie familiale sans autre FDRCV majeur

« Diabéte sans atteinte d'organe cible, durée > 10 ans ou autre FDRCV
« Néphropathie chronique modérée (DFG 30-59 mL/min/1,73 m?)

» SCOREentre 5 %et10 %

RCV haut

» Diabétique jeune (type 1: < 35 ans;type 2:< 50 ans),
durée du diabeéte < 10 ans, pasd'autre FDRCV

» SCOREentre 1 %et5%

» SCORE<1%

+SCORE1-5%
+ Diabétique jeune (type 1:< 35 ans ; type 2: < 50 ans), durée du diabete < 10 ans, pas d autre FORCY

+SCORE <1 %

"
Al
Bas
\
;

C-LOL cible
1.15g/|

+ SCORE5-10%
+ FORCV  niveau nettement élevé, en particulier cholestérolémie totale > 8 mmol/L (3,1 /L),
C-LOL> 4.9 mmollL (1.9 9/L) ou PA 2 180/110 mmHg
K + Hypercholestérolémie familiale sans autre FORCY majeur
‘\\ + Diabete sans atteinte dorgane cible, durée 2 10 ans ou autre FORCY
et réduction > 50 % m + Néphropathie chronique madérée (DFG 30-59 mL/min/1,73 m’)
a partir de la valeur

de base

+ MOVAS (clinique / imagerie)

+SCORE210%

+ Diabete avec atteinte d'organe cible (microalbuminurie, rétinopathie,
neuropathie), 2 3 FORCY ou début précoce d'un diabete de type 1 de
longue durée (> 20 ans)

+ Néphropathie chronigue sévére (OFG < 30 mL/min/1,73 m)

Bas Modéré Haut Trés haut RCV | * Hypercholestérolémie familiale avec MCVAS ou un autre FORCY majeur
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1.3g/l

+SCORE<1%

+SCORE1-5%
+ Diabétique jeune (type 1:< 35 ans; type 2: < 50 ans], durée du diabéte < 10 ans, pas d'autre FORCY

+SCORE 5-10%

C-LDL > 49 mmol/L (1,9 g/L) ou PA > 180/110 mmHg
+ Hypercholestérolémie familiale sans autre FORCV majeur

m + Néphropathie chronique modérée (DFG 30-59 mL/min/1,73 m’)

+ FDRCY & niveau nettement éleve, en particulier cholestérolémie totale > 8 mmol/L (3.1 g/L),

+ Diabéte sans alteinte d'organe cible, durée 2 10 ans ou autre FORCV

Bas Modéré Haut Trés haut

RV

. + MCVAS [clinique / imagere)

+SCORE210%

+ Diabete avec atteinte dorgane cible (microalbuminurie, rétinopathie,
neuropalhiel, 2 3 FORCV ou débul précoce d'un diabete de type 1 de
longue durée (> 20 ans)

+ Néphropathie chronique sévére (OFG < 30 mL/min/1,73 m?)

+ Hypercholestérolémie familiale avec MCVAS ou un autre FORCY majeur

1g/l

+SCORE < 1%

+SCORE 1-5 %

k) Bas / + Diabetique jeune (type 1: <35 ans; type 2: < 50 ans], durée du diabéte < 10 ans, pas d'autre FORCY

+SCORE 5-10%

C-LOL > 49 mmol/L (1.9 g/L) ou PA 2 180/110 mmHg
+ Hypereholestérolémie familiale sans autre FORCV majeur

+ FDRCV & niveau nettement éleve, en particulier cholestérolémie totale > 8 mmol/L (3,1 g/L),

+ Diabéte sans ateinte ' organe cible, durée 2 10 ans ou autre FORCY

m + Néphropathie chronique modérée (OFG 30-59 mL/min/1,73 m’)

Bas Modéré

Haut Trés haut

ROV

+ MCVAS (clinigue / imagerie)

+SCORE210%

+ Diabéte avec atteinte dorgane cible (microalbuminurie, rétinopathie,
neuropathie), 2 3 FORCV ou début précoce d'un diabete de type ! de
longue durée (> 20 ans|

+ Nephropathie chronique sévére (FG < 30 mL/min/1,73 m?)

+ Hypercholestérolémie familiale avec MCVAS ou un autre FORCV majeur
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-V total (SCORE) %

RCY modéré
1-5

RCV tres haut
=1

Classe, niveau de.
recommandation

C-LDL de base, mmol/L (g/L}

1.4-1.8(0,55-0,70) | 1.8-2.6 (0.7-1.0) | 2.6-3.0 (1.0-1.16) 30-59[116-!9)

lmernntlon sur
de vie,
-nwug-r rajout
d'un médicament
en cas de
non-contréle

Intervention sur
le mode de vie,
envisager L'ajout
d’un médicament
‘en cas de non-contréle

Intervention sur
le mode de vie.
envisager I'Ilout

d'un médica
en cas ul
non-contréle

Intervention sur
le mode de vie,
envisager Uajout
d'un médicament
en cas de
non-contrale

RCV trés haut

Intervention sur
le mode de vie,
envisager l'ajout
d'un médicament
en cas de
non-contréle

| Classe. niveau de
recommandation

la. A

Stratégie d’intervention: en fonction du RCVx et du taux de LDL-C

Mesures hygiéno-
diététiques

Toujours

STATINES +++

Ezetimibe
Anti-PCSK 9
Fibrates

Omega 3

High-intensity statin therapy
(lowers LDL cholesterol by =50%)

Table 10.2—High-intensity and moderate-intensity statin therapy*

Moderate-intensity statin therapy
(lowers LDL cholesterol by 30-49%)

Atorvastatin 40-80 mg
Rosuvastatin 20-40 mg

Atorvastatin 10-20 mg
Rosuvastatin 5-10 mg
Simvastatin 20-40 mg
Pravastatin 40-80 mg
Lovastatin 40 mg
Fluvastatin XL 80 mg
Pitavastatin 1-4 mg

Intensity of lipid lowering treatment

Treatment Average LDL-C reduction
Moderate intensity statin =30%
High intensity statin = 50%
High intensity statin plus ezetimibe =85%
PCSKS inhibitor = 60%
PCSKS inhibitor plus high intensity statin =75%
PCSK3 inhibitor plus high intensity statin = 85%

plus ezetimibe
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5 Chez le diabétique
Recommended
Age Risk factors statin intensity*
<40 years None None
ASCVD risk factor(s)** onse Moderate or high
ASCVD sxaf\“es‘“(:oses High
A0-75 years None Fort® Moderate
ASCVD risk factors High
ASCVD High
ACS and LDL cholesterol =50 mg/dL (1.3 mmol/L) Moderate plus
or in patients with a history of ASCVD who ezetimibe
cannot tolerate high-dose statins
=75 years None Moderate
ASCVD risk factors Moderate or high
ASCVD High
ACS and LDL cholesterol =50 mg/dL (1.3 mmaol/L) Moderate plus
or in patients with a history of ASCVD who ezetimibe
cannot tolerate high-dose statins
*In addition to lifestyle therapy. **ASCVD risk factors include LDL cholesterol =100 mg/dL
(2.6 mmol/L), high blood pressure, smoking, chronic kidney disease, albuminuria, and family
history of premature ASCVD.

Recommendations for lipid-lowering therapy in very-
high-risk patients with acute coronary syndromes

Recommendations Class® Level®

In all ACS patients without any contraindica-
tion or definite history of intolerance, it is rec-
ommended that high-dose statin therapy is
initiated or continued as early as possible,
regardless of initial LDL-C values.*#8+10:442
Lipid levels should be re-evaluated 4—6 weeks u
after ACS to determine whether a reduction 4-6 semaines
of ESIETBSIRE A EoAIEVES of LDL-
C <1.4 mmol/L [ESSIRgIEE) have been lla c ~N
achieved. Safety issues need to be assessed at
this time and statin treatment doses adapted +/- Ezetemibe
accordingly.

If the LDL-C goal is not achieved after 4—6

weeks with the maximally tolerated statin 4-6 semaines
dose, combination with ezetimibe is

recommended.’ v

If the LDL-C goal is not achieved after 4—6
weeks despite maximal tolerated statin ther-

apy and ezetimibe, the addition of a PCSK9
d“HS.llO

Statine intense Fortes doses

+/- anti-PCSK9

inhibitor is recommende
In patients with confirmed statin intolerance

or in patients in whom a statin is contraindi- lla c
cated, ezetimibe should be considered.

For patients who present with an ACS and

‘whose LDL-C levels are not at goal, despite

already taking a maximally tolerated statin

dose and ezetimibe, the addition of a PCSK9 lia c
inhibitor early after the event (during hospital-

ization for the ACS event if possible) should

be considered.

©ESC 2019
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Recommendations for lipid-lowering therapy for the
prevention of atherosclerotic cardiovascular disease
events in patients with prior ischaemic stroke

Recommendations

Patients with a history of ischaemic stroke or
TIA are at very high-risk of ASCVD, particu-
larly recurrent ischaemic stroke, so it is rec-
‘ommended that they receive intensive LDL-C-

lowering therapy. 39460

Recommendations for lipid-lowering drugs in patients
with peripheral arterial disease (including carotid artery

disease)
Recommendations

In patients with PAD, lipid-lowering therapy,
including a maximum tolerated dose of statin,
plus ezetimibe or a combination with a PCSK9
inhibitor if needed, is recommended to reduce
the risk of ASCVD events.®'>%%

Class®  Level®

Statine haute intensité

) |

DESC 2019

Class® Level®

Statine +/- Ezetemibe +/- anti PCSK9

=) |

©ESC 2019

Recommendations for lipid management in patients

with e (Kidney Di

ate-t

Quality Initiative stages 3—5) chronic kidney disease

Recommendations

It is recommended that patients with Kidney
Disease Outcomes Quality Initiative stage 3—5°
CKD are considered to be at high or very-high risk
of ASCVD ="

The use of statins or statin/ezetimibe combina-
tion is recommended in patients with non-dialy-
sis-dependent stage 3—5 CKD.?*2224754%

In patients already on statins, ezetimibe, or a sta-
tin/ezetimibe combination at the time of dialysis
initiation, continuation of these drugs should be
considered, particularly in patients with ASCVD.
In patients with dialysis-dependent CKD who
are free of ASCVD, commencement of statin

therapy is not recommended. 2!

Outcomes

Class® Level®

.. ‘ ‘ Statine +/- Ezetemibe

lla C
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Recommendations Class. Level

Statin treatment is recommended as the first drug of choice for reducing
g nelividuals with hypertriglyceridaemia (TG >2.3
mmol/L (>200mg/dL)).

In highisk (or above) patients with TG between 1.5 and 5.6 mmol/L{135—
499 mg/dL) despite statin treatment, n-3 PUFAs (icosapent ethyl 2 x2 g/day) lla
should be considered in combination with statin.

.—»

i
i
. ‘ ‘ Statine + Omega 3 ‘

Recommendations Cass Level

In primary prevention patients who are at LDL-C goal with TG >2.3

mmol/L (>200 mg/dD), fenofibrate or bezafibrate may be considered in

combination with statins. ‘ ‘ Statine + fibrate
In high-risk patients who are at LDL-C goal with TG >2.3 mmol/L (>200 E

mg/dL), fenofibrate or bezafibrate may be considered in combinationwith C

statins.
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Toth et al Lipids in Heakth and Disease  {2019) 18:175
hitpsdfcioiorg/10.1186/51 2944-018-1099-¢

RESEARCH Open Access

Long-term statin persistence is poor among
high-risk patients with dyslipidemia: a
real-world administrative claims analysis

Peter P. Toth'#'@, Craig Granowitz?, Michael Hull*, Amy Anderson® and Sephy Philip?

Check for

Lipids in Health and Disease

Abstract

Background: A decade ago, statin persistence was < 50% after 1 year, and recent short-term analyses have revealed
very litte progress in improving statin persistence, even in patients with a prior cardiovascular (CV) event. Data on
longer-term statin persistence are lacking We measured long-term statin persistence in patients with high CV risk
Methods: This retrospective administrative claims analysis of the Optum Research Database included patients aged 2
45 years with diabetes and/or atherosclerotic CV disease (ASCVD) who had a statin prescription filled in 2010, It
included an elevated triglycenides (TG) cohort of patients with index date in 2010 and TG 2 150 mg/dL (n=23,181) and
a propensity-matched comparator cohort with TG < 150 mg/dL and high-density lipoprotein cholesterol > 40 ma/dL
(n=23,181). Both coharts were followed for = 6 months up to March 2016,

Results: The probability of remaining on a prescription fill for index statin therapy was 47% after 1 year and 19% after
5years in both cohorts, Statin persistence was worse among women than men, and among younger versus older
patients (P < 0.001 for all comparisons). After 5 years, the probability of remaining on a prescription fillfor index statin
was < 25% across all subgroups assessed including patients with and without baseline revascularization, heart failure,
peripheral anery disease and renal disease. Similar results were observed in a subcohort analysis of patients with TG
200-499 mag/dL.

Condlusions: Long-term statin persistence after 5 years is alarmingly low (< 25%) and is a public health concern.

Keywords: Statin, Triglycerides, Persistence, Discontinuation, Atherosclerotic cardiovascular disease, Diabetes

A 1lan: 50% arrétent leur statine

ns: 80% arrétent leur stati

cardiovascular; HDL-C, high-density lipoprotein cholesterol; TG, triglycerides

Patients Remaining on a Prescription
Fill for Index Statin Therapy (%)

W Men: Elevated-TG Cohon™

W Men: Comparator Cohort!

W Women: Elevated-TG Cohort"
Wormen: Comparator Cohort®

B Age 265 years: Elevaled-TG Cohort™

W Age 265 years: Comparator Cohort!

W Age 5564 years: Elevaled-TG Cohort®
Age 55-64 years: Comparator Cohort!

Age 45-54 years: Elevated-TG Cohort”
Age 45-54 years: Comparator Cohort!

Fig. 2 Persistence to Index Statin Therapy by Patients With High CV Risk According to TG Level, Gender, and Age. Kaplan-Meier analysis. Clustered
P values were calculated using cohort and gender. See Tables 4 and 5 for P values. P<0.001 for comparisons between men vs women and
younger vs older patients. *TG 2150 mg/dL. *TG < 150 mg/dL and HDL-C > 40 mg/dL: propensity score matched 1o elevated-TG cohort. CV,

ADVANCING HIGH VALUE HEALTH CARE
THE AMERICAN

JOURNAL of
MEDICINE

Statin Intolerance and Noncompliance: An Empiric () o=es
Approach

Scott M, Grundy, MD, PhD, ™ Gloria L. Vega, PhD"*"
The American Journal of Medicine, Vol 135, No 3, March 2022

1- Facteurs Medico économiques =» 50 % des arrét du traitement

2- effet Nocébo ( media, réseaux sociaux...)

3- Troubles musculo-squelettiques mis sur le compte des statines
(1/3 des patients)

4- vraie toxicité des statines

lombalgie, arthrose, traumatismes musculo-
squelettiques,
Fibromyalgie, tendinite

Toxicité musculaire ++
Autres: transaminases ,
diabéte,
protéinurie
troubles cognitifs
pancréatite
neuropathie périphérique
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Toxicité musculaire

Incidence

Myalgia normal 211%*
Myositis > 10x ULN 1: 10 000

Rhabdo- =40x ULN  1:100 000*

* Observational
*RCTs

Stroes et al, European Heart Journal 2043; 36: 1012-1022.
Pedersen PR Arch Intern Med 1396; 1536; 20835
Tobert JA Am J Cardiol 1388; 62:28..

Esc guidelines 2019

Sa demander si les symptémes musculaires attribués aux statines favorisent la poursuite/la réinitiation du traitement

o ] [
. i jusaua la
24 sechliogs e plaliii du niveau des CK et des symptomes
Persistance s
Amélioration des symptomes :
des symptomes : prescrire une autre statine  la posologie
* Re-prescrire la méme: habituelle ou 4 une posalcgie de départ
statine
« Chercher une autre
cause de myaligies l
Réapparition des symptomes 1) Prescrire une 2° statine efficace 4
pelite dose
1) Preserire une 3 statine . i
efficace (puissante) 3 petite dose #)Frescrire Lne Statine cfficacs un
jour sur deux ou une  deu fois
2) Prescrire une statine efficace Tarsntiing
un jour sur deux ou une i deu
fois par semaine

But: atteindre ['objectif de C-LDL avec la dose maximale tolérée de statine

{

1

Ajouter un inhibiteur de La PCSK9

- Recemmandé an prévention secondaire trés haut RCV) (I, A}

- Recommandé en prévention primaire chez les sujets qui ont
une hyperchslestérolémie familiate et un autre FORCY majeur
ftrés haut REV) 0, )

. rimaire ljets a trés haut
RCV (mais sans hypercholestérolémie familiate) (I1b, C)

Envisager 'ajout d'un inhibiteur de 'absarption
des acides biliaires (b, C)

o e trai 16 dun traitement par statine,
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