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Q&A and Open Forum 

1. Actions to accelerate implementation 

Question — John Clymer: 

Dr. Navar, you began by saying that if we implemented the guideline for everyone, it would 

bend the curve on the leading cause of death in the United States—ischemic heart disease. But 

the “if” in that statement is huge. What actions can stakeholders take this week and this month 

to hasten uptake of the guideline and help people benefit from this science-based clinical 

guidance right away? Where would you start? What is the highest-impact, low-hanging fruit? 

Answer — Dr. Ann Marie Navar: 

For people involved in policy, continued advocacy for an LDL-based performance measure is key. 

Such a measure would incentivize health systems to develop creative solutions. We also should 

not downplay the importance of communicating through our own channels—with friends, 

family, and coworkers—about cholesterol risk, LDL measurement, and Lp(a) screening. 

People can examine their workplace screening programs, consider whether Lp(a) testing could 

be added, and determine whether existing educational materials align with the new guideline. 

Every organization and community is different, so people should identify creative solutions that 

work within their own environments. 

Answer — Dr. Ijeoma Isiadinso: 

We can begin in our own backyards. At Emory, we place handouts about Lp(a), cascade 

screening, and associated cardiovascular risk in every clinic room. Patients take the information 

home and share it with family members. If relatives live in another state, patients can 

photograph the material and send it to them or their clinicians. 

We also need to empower clinicians to test and ensure that action is taken after testing. 

Patients should know their results and understand their goals. Just as patients should know 

their blood pressure, they should ask, “What was my LDL cholesterol? Were changes made to 

my treatment based on the results?” Empowering everyone involved in the patient’s treatment 

plan—and advocating for policy changes—can make a significant difference. 

Additional response — Dr. Ann Marie Navar: 

Community-based programs can screen for multiple cardiovascular risk factors at once, 

including lipids, glucose, A1C, and blood pressure. Public health organizations, FQHCs, dietitians, 

and other community partners are critical to identifying people who might otherwise be 

missed. 

Many primary-prevention treatments and screenings are inexpensive. Prevention is relatively 

inexpensive; treating ASCVD after it develops is where costs become much greater. 
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John Clymer: 

And failure to prevent is expensive. 

 

2. Multilingual resources for community health workers 

Question — Sara Eve Sarlicker: 

We have connections with community health workers in our state through several channels. 

Which organizations can translate these guidelines into statements that can be shared in 

multiple languages? 

Answer — Dr. Ann Marie Navar: 

The American Heart Association and American College of Cardiology are working to create 

patient-facing materials based on the guideline. Translating and broadly disseminating these 

materials would be valuable. Heart.org also has patient-facing cholesterol information available 

in English and Spanish. 

Answer — Dr. Ijeoma Isiadinso: 

The National Forum’s shared decision-making materials have been helpful in guiding 

conversations with patients about Lp(a), cascade screening, and cardiovascular risk. We use 

these materials in our Emory clinics and encourage patients to share them with family members 

and their clinicians. 

Additional response — John Clymer: 

The shared decision-making guides used by Dr. Isiadinso will be produced in English and Spanish 

and available next month. Everyone registered for the briefing will receive these free resources. 

The materials were developed collaboratively and co-branded by several organizations involved 

in developing the new guideline. 

 

3. PREVENT-ASCVD resources and workflow integration 

Question — Tim Nikolai: 

A health system I consult with is trying to better understand the differences between ASCVD risk 

and the PREVENT calculator and how to integrate it into workflow. Are there any go-to 

resources or guides you would suggest? 

Answer — Dr. Ijeoma Isiadinso: 

The ACC/AHA guideline includes information and a link to the PREVENT-ASCVD risk calculator. 

The AHA also has an online PREVENT calculator that clinicians can save to their computers. 
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At Emory, we worked with our IT department to integrate PREVENT into Epic. Previously, 

clinicians could use a dot phrase to calculate the 10-year risk using the Pooled Cohort Equation. 

We are now developing the same capability for PREVENT so it will be available systemwide. Any 

clinician seeing a patient will then be able to calculate the patient’s 10-year ASCVD risk during 

the visit and discuss it with the patient. 

Additional answer — Dr. Ann Marie Navar: 

The next Epic release is expected to include PREVENT as a prepackaged component of the 

electronic health record. Other major EHR companies will likely integrate it as well. 

 

4. Cleerly coronary plaque analysis 

Question — Yvonne McHugh: 

Was the Cleerly test—coronary plaque analysis—considered as part of screening, evaluation, 

and treatment? 

Answer — Dr. Ann Marie Navar: 

For most patients, a standard coronary artery calcium test provides sufficient information for 

preventive risk assessment. It is a low-dose CT scan that does not require contrast or 

sophisticated artificial intelligence. 

Several companies offer more advanced analyses that use contrast, additional radiation, and 

technology to examine plaque more specifically. However, these approaches are more 

expensive and are not currently recommended as routine preventive screening tests. They 

remain emerging technologies intended for a smaller group of patients. 

Many facilities offer standard CAC testing for less than $100, and the additional AI analysis is not 

necessary to obtain robust risk information. Research is underway to determine whether 

computer-assisted tools such as Cleerly can improve plaque measurement and risk assessment. 

Future guidelines may provide more direction about these technologies, but they are not yet 

ready for routine use. 

 

5. Resources for combating misinformation 

Question — Jen Childress: 

Are the guides to fight misinformation that you referred to specifically about statins, and are 

they publicly available? 
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Answer — Dr. Ann Marie Navar: 

My favorite resource is The Debunking Handbook 2020 from the Center for Climate Change 

Communication. It provides evidence-based guidance for combating misinformation across 

many subject areas. It is not specific to statins, but its recommendations are highly applicable to 

statin misinformation and many other health topics. It is publicly available as a free PDF and is 

not a long read. 

 


