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Overview of the Guideline

The guideline’s title has changed from the “Management of Cholesterol” to the “Management
of Dyslipidemia,” reflecting its broader focus on LDL cholesterol, non-HDL cholesterol,
triglycerides, lipoprotein(a), and ApoB. It incorporates new clinical evidence, treatment goals,
risk-assessment tools, and therapies developed since the 2018 guideline.

Evaluation and Treatment of Dyslipidemia Early

Because lifetime exposure to elevated LDL cholesterol drives cardiovascular risk, screening and
intervention should begin early. Adults should receive a lipid profile beginning at age 19 and
generally every five years, with more frequent testing for those with additional risk factors.
Children should be screened between ages 9 and 11, or as early as age 2 when there is a family
history of premature ASCVD or familial hypercholesterolemia.

Lifestyle modification remains the foundation of treatment, including a heart-healthy diet,
physical activity, healthy weight, adequate sleep, nicotine avoidance, and management of blood
pressure and blood sugar.

New Therapeutic Agents to Treat Dyslipidemia

Statins remain the foundation of medication-based treatment. When statins alone do not
achieve the recommended goals, additional options include ezetimibe, PCSK9 inhibitors,
bempedoic acid, and inclisiran. Treatment should be intensified based on the patient’s risk,
response, tolerance, cost concerns, and access to therapy.

Use of PREVENT-ASCVD to Personalize Risk Assessment

The new PREVENT-ASCVD calculator replaces the Pooled Cohort Equation for many adults
without established ASCVD or subclinical atherosclerosis who have LDL cholesterol between 70
and 189 mg/dL. The calculator uses updated data to provide a more accurate estimate of
cardiovascular risk.

The guideline recommends calculating risk, personalizing it using additional risk enhancers,
considering coronary artery calcium scoring when uncertainty remains, and reassessing the
treatment recommendation through shared decision-making.

Updated LDL-C and Non-HDL-C Treatment Approaches

The guideline restores specific LDL-C and non-HDL-C treatment goals:
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e Lower-risk primary prevention: generally LDL-C below 100 mg/dL and non-HDL-C below
130 mg/dL.

e High-risk primary prevention: LDL-C below 70 mg/dL and non-HDL-C below 100 mg/dL.
e Clinical ASCVD: LDL-C below 70 mg/dL for patients not at very high risk.

Very-high-risk ASCVD: LDL-C below 55 mg/dL and non-HDL-C below 85 mg/dL.

Lipid testing should be repeated soon after starting or changing treatment and then every six to
12 months once therapy is stable.

Expanded Use of ApoB and Screening Recommendations for Lp(a)

The guideline recommends that every adult have lipoprotein(a), or Lp(a), measured at least
once. Because Lp(a) is largely genetically determined, elevated results should prompt cascade
screening of first-degree relatives.

ApoB can help identify residual cardiovascular risk, especially among patients with ASCVD,
diabetes, or elevated triglycerides. LDL-C and non-HDL-C goals should be addressed first,
followed by ApoB when additional risk assessment is needed.

Calcium Scoring and Risk Refinement

Coronary artery calcium scoring can help refine risk and support treatment decisions,
particularly for patients with borderline or intermediate risk. CAC scoring may also help patients
better understand their risk and decide whether to begin lipid-lowering therapy.

Patients with CAC scores from 100 to 999 should generally target LDL-C below 70 mg/dL. Those
with scores above 1,000 should be treated more aggressively, with an LDL-C goal below 55
mg/dL.

Familial Hypercholesterolemia Recognition

Familial hypercholesterolemia affects approximately one in 250 people and substantially
increases cardiovascular risk. Traditional risk calculators should not be used for these patients
because they are already considered high risk. The guideline supports genetic testing for
individuals with probable or definite FH, aggressive lipid lowering, and cascade screening of
family members.

Dyslipidemia Management in Women and Pregnancy

Adverse pregnancy outcomes—including preeclampsia, gestational diabetes, preterm birth, and
delivery of a small-for-gestational-age infant—can indicate increased future cardiovascular risk.
Clinicians should routinely ask about pregnancy history.
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For most people planning pregnancy who are not at high cardiovascular risk, statins should be
discontinued before attempting to conceive. Treatment during pregnancy should be
individualized for those with FH, established ASCVD, or severe hypertriglyceridemia.



