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BACKGROUND:
Despite compelling evidence of bene�t, optimal LDL control rates are underachieved in high 
and very high risk cardiovascular patients. Contemporary published series and interventions 
show LDL control rates range from 22 to 55% to an LDL target of 2.0 mmol/L and 19 to 21% 
to an LDL target of 1.8 mmol/L. At the OCC we have recognized the need to improve LDL 
control rates and have developed a structured, nurse managed lipid control program using 
cost and evidence based dosing of statin and combination therapy to achieve optimal LDL 
control rates. The program is reinforced by direct nursing to patient telephone feedback and 
standardization across a large patient and physician population. Control rates have previously 
been reported at this meeting (2007). The current report updates control rates in an 
expanding patient volume with additional physicians and adds data on treatments rates, 
drug utilization and dosing and rates of utilization of combination therapy.

METHODS:
All patients followed at OCC receive active lipid management initially. Optimized patients may 
be discharged from lipid follow-up. Lipid targets are set based on 10 year cardiovascular event 
risk. Patients are categorized as HR or VHR based on categorical risk factor counting. LDL 
targets are set at 2.0 and 1.8 mmol/L respectively. Statin dose is selected based on ef�cacy 
(% reduction) required to achieve LDL target. Lipid pro�les are followed at 2 and then 6 to 12 
month intervals. Medications are reconciled and reinforced by nursing staff. Adjustments are 
signed off by the attending physician. Results are tracked using the Lipid Optimization Tool 
and tabulated in the Lipid Optimization Database.

RESULTS:
As of September 20, 2011,data is available on 9941 patients. 7801 are VHR and 833 are HR. 
4254 have had active lipid management in the preceding 2 years. In all patients the LDL 
control rates are 59% in the VHR population and 72% in the HR population. In statin treated 
patients LDL control rates are 60% in the VHR population and 74% in the HR population. 
Statin utilization rate is 85.6% in the entire population and 96.2% in the VHR and HR 
combined. Statin use is 47% atorvastatin, 41.2% rosuvastatin, 10.1% simvastatin and 
1.6% other statin. Statin/ezetimibe combination therapy is used in 15.2% of all patients 
and 16.6% of VHR and HR patients.

CONCLUSION:
LDL control rates at OCC remain amongst the best if not the best reported in the world 
literature. Results could improve further with increased use of combination therapy. 
If these results could be reproduced broadly, signi�cant event reduction should ensue.

1. D Hackman, A Leiter A Yan et al. Missed Opportunities for the Secondary Prevention of Cardiovascular Disease in Canada. 
 Can J Cardiol 2005; 21(14): 1124-1130.

2. C Bourgault, J Davignon, g Fodor et al. Statin therapy in Canadian patients with Hypercholesterolemia: The Canadian Lipid 
 Study – Observational (CALIPSO). Can J Cardiol 2005;21 (13): 1187-1193.

3. S Goodman, A Langer, N Bastien et al.  Prevalence of Dyslipidemia in Statin Treated Patients in Canada: Results of the 
 DYSlipidemia International Study. Can J Cardiol 2010;26(9):e330-e335.

4. P Katz, A Mendelsohn, S Goodman et al. Use of a Treatment Optimization Algorithm Involving Statin-Ezetimibe Combination 
 Aids in Achievement of Guideline-Based Low-Density Lipoprotein Targets in Patients With Dyslipidemia at High Vascular Risk 
 Guideline-Based Undertaking to Improve Dyslipidemia Management in Canada (GUIDANC). Can J Cardiol 2011;2: 138-145.



Lipid Optimization Tool


