
The merits of reducing cholesterol to help prevent coro-
nary heart disease (CHD) were questioned 10 years ago.
There were great debates about the utility of reducing

low-density lipoprotein cholesterol (LDL-C) and it is now clear,
following the publication of at least eight different clinical drug
trials, that reducing cholesterol with statin drugs helps to
reduce total mortality, cardiovascular mortality and morbidity
and interventional procedures.1-8 Today the debate focuses on
other areas to do with the diagnosis, management and treat-
ment of cholesterol-related disorders. British Heart Foundation
statistics estimate that seven out of 10 people in the UK have
raised cholesterol (> 5 mmol/L).9 Hyperlipidaemia is the great-
est single contributing risk factor for atherosclerosis.

Diagnosis
Hypercholesterolaemia has polygenic and monogenic caus-
es. The recent Genetics White Paper (June 2003)10 highlights
the need for screening for monogenic familial hypercholes-
terolaemia (FH) as one of its targets. With an incidence of
one in 500 people inheriting this condition, this would pre-
dict approximately 120,000 people who have the condition
throughout the UK. At the present time we have reliable
data that no more than 25,000 of these have
been identified. 

The Simon Broome Register Study group
(comprised of 12 major UK lipid clinics) forms part
of the Hyperlipidaemia and Education Research
Trust (H.E.A.R.T UK). It has defined the results of
improving treatment for FH over the last 20 years
and performed the cost benefit analyses that
showed that identification of patients with FH
would have major benefits for public health.
Following on from these landmark studies, the
Genetics White Paper proposes a structured
screening programme for FH. One of the conse-
quences of this will be the identification of many
adults and children with the disorder. H.E.A.R.T
UK is currently developing an education programme target-
ing these individuals and their families.

The advent of the National Service Framework (NSF) for
CHD11 has meant that general practitioners (GPs) have set
up cardiovascular disease (CVD) risk registers which have
identified these affected families and many other patients at

risk for CHD and other atherosclerotic diseases. The NSF has
thrown down the challenge to GPs throughout the country
to identify and document all those patients at risk on their
CVD registers. Many have done so but audit has highlight-
ed several problems. Firstly, patients are still not being
screened let alone treated to target cholesterol levels. There
is also a lack of support for some GPs in actually getting lab-
oratory reports that give results for total cholesterol, LDL-C
and high-density lipoprotein cholesterol (HDL-C).12

H.E.A.R.T UK is currently undertaking a survey of the
national laboratories to ascertain screening for lipids to deter-
mine levels of service and hopefully provide some guidelines on
minimum standards for testing in laboratories countrywide.

Management
The management for reduction of cholesterol takes
its lead from the NSF for CHD11 and the Joint British
Society Guidelines (JBSG)13 (currently being updat-
ed). The NSF has suggested target levels of 5
mmol/L for total cholesterol and 3 mmol/L for LDL-
C or a 25% reduction, whichever is the greater. The
current JBSG guidelines focus on target levels of 5
mmol/L for total cholesterol and 3 mmol/L for LDL-
C, although these levels are being re-assessed given
the evidence from recent trials.

Total cholesterol and LDL-C are the main foci
of treatment targets, which are becoming steadi-
ly more strict – the new European guidelines from
the European Society of Cardiology14 have set lev-
els of 4.5 mmol/L for total cholesterol and 2.5

mmol/L for LDL-C in secondary prevention and in patients
with diabetes. However, other groups are looking at treat-
ing other parts of the lipid profile, including HDL-C and the
atherogenic triglyceride-rich remnants that are associated
with conditions such as diabetes, obesity and the metabolic
syndrome. This atherogenic profile is particularly prevalent
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in our high saturated fat and low physical activity lifestyle of
today. 

Further trials comparing low-dose with high-dose statins
will answer the question of how much will a greater lower-
ing of LDL-C achieve. Already data from studies such as the
Heart Protection Study4 suggest that further significant ben-
efits can be achieved by reducing LDL-C levels below those
even in the new European guidelines. Indeed, recent trial
evidence suggests values of 4.0 mmol/L and 2.0 mmol/L as
targets for total cholesterol and LDL-C respectively.

Treatment
Treatment options for hyperlipidaemia are growing rapidly. A
further statin on the market has increased the choice to five
statins and all appear to be well tolerated with very low rates
of serious side effects. The withdrawal of cerivastatin has not
had a lasting effect on the increasing rate of statin prescrip-
tions.15 Doctors have more choice in which statin to help get
patients to target cholesterol level (which will become more
important with the new General Medical Services contract)
and patients now have more options if one agent might cause
unacceptable side effects. The availability of a tolerable choles-
terol-absorption inhibitor as a top-up agent also opens up fur-
ther options for patients currently not reaching LDL-C targets.

Despite the safety and efficacy of statins, some patients
have extreme lipid profiles and/or a few cannot tolerate
these agents. Other treatment options are required for
these individuals. LDL apheresis (a process rather akin to
haemodialysis) is a treatment that physically removes LDL-C
from blood. It has been around for a long time but is rarely
used in the UK. It is hoped that this situation will change in
the next decade as more regional apheresis centres are set
up for the limited number of patients who are identified to
benefit from this treatment.

The safety profile and need for statins is such that, from
early next year, patients at lower risk levels may well be able
to decide for themselves whether or not to benefit from
statins when an ‘over-the-counter’ statin will become avail-
able. In the next decade, patients will be more informed and
have greater access than ever before to treatment options
and as laws governing advertising that is direct to the con-
sumer are relaxed. This opens up a whole new area around
self-treatment options for cardiovascular risk factors and fur-
thers the devolution of responsibility for atherosclerosis care
from professionals to patients. H.E.A.R.T UK intends to
actively participate in this by providing educational and coun-
selling support for patients as well as health professionals
trying to learn more about the field of lipids.

H.E.A.R.T UK will continue to provide education and
information to health professionals and the public in these
important areas. We look forward to the next decade of dis-

coveries and theories to help improve the diagnosis, treat-
ment and management of this common disorder.
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