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Addressing Misinformation and Statin Reluctance 

Despite extensive evidence supporting statins, many eligible patients remain untreated. Fear of 

side effects is common, but randomized trials show similar discontinuation and muscle-

symptom rates among people receiving statins and placebos. Clinicians and public health 

organizations should actively counter misinformation with clear, evidence-based 

communication. 

Importantly, the most common reason eligible patients were not taking statins was that a 

clinician had never offered one—not that the patient had refused treatment. 

Addressing Statin Intolerance 

True statin-related muscle injury is rare. Clinicians should take patients’ symptoms seriously 

while helping them distinguish medication effects from common aches and pains or the 

“nocebo effect.” Alternative statin doses, dosing schedules, combination therapies, and non-

statin medications can help patients who cannot tolerate standard treatment. 

Increasing Access to CAC Testing 

CAC testing can refine risk and motivate patients by showing evidence of coronary plaque. 

However, high out-of-pocket costs remain a barrier even when insurance technically covers the 

test. Reducing or eliminating patient cost-sharing would improve access. 

Raising Awareness of Lp(a) Testing and Cascade Screening 

Although elevated Lp(a) affects approximately 15% to 20% of U.S. adults, testing remains 

extremely uncommon. Broad education is needed for clinicians, patients, and families. 

Screening can also be expanded through workplaces, pharmacies, churches, community events, 

and at-home testing programs. 

Barriers to New Non-Statin Therapies 

Many patients will need more than a statin to reach the guideline’s LDL-C goals. Barriers include 

high costs, complex prior-authorization requirements, varying formularies, and confusion about 

which therapies are covered under different insurance plans. Clinicians need point-of-care 

support to select treatments that are both clinically appropriate and affordable. 

Implementing the Guideline in Clinical Practice 



 
 

Primary care clinicians cannot carry the full implementation burden. Effective approaches 

include: 

• Embedding PREVENT-ASCVD and treatment recommendations into electronic health 

records.  

• Using pharmacists, nurses, navigators, dietitians, and community health workers.  

• Automating follow-up testing and treatment reminders.  

• Employing combination medications to reduce pill burden.  

• Using technology and artificial intelligence to summarize patient information and 

identify appropriate next steps.  

• Providing shared decision-making tools and patient education.  

Beyond the Doctor’s Office 

Screening and education should reach people where they live, work, shop, and gather. 

Workplace programs, pharmacies, churches, grocery stores, community events, FQHCs, and 

public health initiatives can expand access to lipid, Lp(a), blood pressure, glucose, and A1C 

screening. 

Policy Changes Needed 

Policy priorities include establishing an LDL-C-based quality measure, improving coverage for 

CAC and Lp(a) testing, reducing medication costs and prior-authorization burdens, and creating 

sustainable reimbursement for pharmacist-led and team-based preventive care. 

What Success Could Look Like Over the Next Five Years 

Successful implementation would mean more people are screened earlier, eligible patients are 

offered evidence-based treatment, patients understand their personal goals, and health systems 

routinely track LDL-C control. Greater access to affordable therapies, team-based care, 

community screening, and reliable information could substantially reduce preventable heart 

attacks and strokes. 

 


