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Introduction
The recent release of the AHA-ACC Lipid Guidelines [1] has

stimulated much discussion, and has prompted strong

responses from both supporters and opponents. There has

also been much discussion of how these AHA-ACC guide-

lines differ from the European Society of Cardiology – Euro-

pean Atherosclerosis Society (ESC-EAS) Guidelines [2] and

the International Atherosclerosis Society (IAS) recommenda-

tions [3]. Despite the unfortunate focus on differences in
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many of these discussions, it is important to note that the

recommendations from all three groups agree on almost all

important points, with the remaining differences represent-

ing fine-tuning rather than major disagreements. This article

will examine these issues from an Australasian perspective.

The aetiology underlying atherosclerotic CVD is multi-fac-

torial. Overarching guidelines which address all major modi-

fiable CVD risk factors are required as the basis for an

integrated primary care strategy. The Australian National

Vascular Disease Prevention Alliance (NVDPA) guidelines

allow general practitioners to engage with CVD prevention

without the need to refer to three or four separate (and possibly

conflicting) risk factor-specific guidelines [4]. The NVDPA

primary prevention guidelines provide a patient-centred

approach that is based on the impact of all major CVD risk

factors on an individual’s absolute risk of a CVD event within a

five-year timeframe. The resultant emphasis on individuals at

greatest risk favours cost-effective CVD prevention in primary

care. Individual risk factors for CVD such as hypertension,

hyperglycaemia and hyperlipidaemia are continuous, so the

paradigm of a group of separate disease states at levels above

arbitrary cutpoints is outdated. Consequently, full implemen-

tation of a multi-factorial approach still requires substantial

reorganisation of the current system in which single risk factor

clinics predominate.

On the other hand, single risk factor-specific guidelines

remain necessary to meet the requirement amongst non-

expert clinicians and specialists from other fields for greater

expertise in particular circumstances. Furthermore, risk fac-

tors such as dyslipidaemia may take on particular signifi-

cance in population subgroups including the elderly,

children, women of child-bearing age, patients receiving

anti-retroviral therapy, transplant recipients and others.

Logistically, clinical lipid management needs to be provided

by cardiologists, hypertension physicians and diabetologists,

and to some extent by renal physicians, vascular surgeons

and interested primary care and occupational health doctors.

The evolution of successive generations of Australian lipid

management guidelines has reflected an extensive and

advancing body of evidence based on a foundation of exper-

imental investigations, epidemiological and observational

studies and culminating in Level A meta-analyses [5] and

systematic reviews of randomised controlled trials. These

lines of evidence confirm that effective recognition and man-

agement of lipid disorders is fundamental to the prevention

of CVD [6].

Lipid guidelines have been at the forefront of the use of

absolute risk assessment in patient management. Despite

efforts to promote a multiple risk factor approach to CVD

prevention, suboptimal professional awareness has meant that

patients have not always received appropriate management

[7]. Even greater understanding of lipid metabolism and man-

agement principles will become necessary as newly developed

lipid-modifying drugs become available. The National Heart

Foundation (NHF) updated their Guidelines for Lipid Man-

agement in 2005 [8] and although many components of the

NHF Guidelines remain robust, a comprehensive review of

new developments and emerging issues is appropriate. In an

era of limited resources it is instructive to consider the con-

clusions reached by expert groups in other developed coun-

tries that have recently undertaken the exhaustive process of

guideline development based on essentially identical bodies of

evidence [1–3,9]. Topics that have arisen include a) compo-

nents of CVD risk assessment, such as ethnicity, family history,

alternatives to low-density lipoprotein cholesterol (LDL-C),

novel biomarkers and non-invasive imaging; b) sources of

CVD risk information, such as reference populations, qualify-

ing events and time-frames; and c) re-appraisal of lipid-low-

ering interventions in terms of target levels, non-statin drugs,

costs and side effects. An appraisal of the similarities and

differences that identify important guiding principles in a

changing clinical environment [10].

Scope and Foundations for Lipid
Management Guidelines
Lipid management guidelines need to address all forms of

dyslipidaemia that affect diverse groups of people and that

result from disturbances in the metabolism of low-density

lipoproteins (LDL), triglyceride-rich lipoproteins and high-

density lipoproteins (HDL). The aim is to identify and diag-

nose these disorders and recommend safe and cost-effective

treatment to mitigate risk of end-organ damage, including

CVD, pancreatitis and hepatic steatosis. Integration of all

available evidence should be used to make graded recom-

mendations, based on the quality of evidence, to best inform

the medical consultation with the patient. With respect to

coronary disease and CVD, the data may derive from several

sources, including cell biology, animal experiments, genetic

studies, case series, epidemiological observations and inter-

vention trials employing imaging techniques and clinical

endpoints, as well as integrated assessments such as system-

atic reviews and meta-analyses. Given that intervention trials

cannot be undertaken to cover all clinical scenarios and are

only carried out over a short period in the life of a patient, the

totality of evidence needs to be considered. Lipid manage-

ment guidelines must relate specifically to the population in

which they will be employed.

Components of CVD Risk
Assessment
It has been suggested that since clinical trials of statins have

not employed estimates of global risk as a criterion for

recruitment, such estimates may be unnecessary in deciding

whether to introduce drug therapy. On the other hand, the

event rates in the placebo arms of clinical trials have pro-

vided estimates of risk in these studies. Guidelines for the

prevention of prevalent problems, such as CVD, need to be

directed towards the population in question. It has become

evident that data obtained in a particular population or era

may not be fully applicable in other circumstances [11]. There
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