HYPERLIPIDAEMIA
Key Diagnostic Factors and Management
· Take a lipid sample to measure full lipid profile 
· If the patients cholesterol is very high, consider familial hypercholesterolaemia and investigate further if total cholesterol concentration is >7.5 and there is a history of heart disease in the family
· Refer people with a total cholesterol >9.0mmol/L or Non HDL cholesterol of >7.5mmol/L
· Offer atorvastatin 20mg for the primary prevention of CVD to people who have a 10% or greater 10 year risk of developing CVD using QRISK2 (risk assessment tool to assess CVD risk for the primary prevention of CVD)
· 80mg Atorvastatin if there is a known CVD
· If non-HDL has not fallen by >40% then consider titrating up to 80mg 
· QRISK 2 is only recommended for type 2 diabetes (not type 1/patients with history of familial hyperlipidaemia)
· QRISK 2 may underestimate risk in 
· People treated for HIV 
· People with serious mental health problems 
· People taking medications that cause dyslipidaemia (antipsychotics, corticosteroids or immunosuppressant drugs)
· People with autoimmune disorders / SLE etc. 
Special Situations
· NICE recommend atorvastatin 20mg for Type 1 Diabetics who are: 
· >40 years, Diabetes >10 YEARS, Established nephropathy, Other CVD risk factors 
· Also recommended for patients with chronic kidney disease (<60)
Follow patients up at 3 MONTHS with a full lipid profile 
Statins: decrease cholesterol synthesis in the liver (HmG CoA reductase inhibitors) 
· Contraindicated in: PORPOHYRIA, CHOLESTASIS AND PREGNANCY
Macrolides e.g. erythromycin – Statins should be stopped until patients complete the course!!!
· Side effects:
· Myalgia/ Myositis (seen more In Simvastatin/atorvastatin)
· Abdominal pain 
· Increased liver function tests 
· Stop if AST>3xUpper limit (Check LFTs @baseline, 3 months & 12months)
· Stop if CK increases >10 fold 
· Cytochrome P450 inhibitors increase serum concentrations e.g. Grapefruit Juice
2nd line therapy: Fibrates (PRURITIS, MYOSITIS, CHOLESTASIS), Ezetimbe (Cholesterol absorption inhibitors - HEADACHES), Anion exchange resins (e.g. cholestyramine), Nicotinic acid – increases HDL and decreases LDL – side effects  FLUSHES  Aspirin 300mg 30 mins pre-dose helps this. Hypertriglyceridaemia responds best to fibrates, nicotinic acid or fish oil 
Lifestyle Modifications: 
· Cardioprotective Diet, Weight management, Reduce alcohol intake, stop smoking
· Total fat intake should be <30% of total energy intake 
· Saturated fats <7% of total energy intake 
· Dietary cholesterol <300mg/day 
· Saturated fats should be replaced by monounsaturated and polyunsaturated fats where possible 
· Replace oils  olive oil/rapeseed oil/spreads
· Wholegrain varieties of starchy food 
· Reduce sugar/refined sugar intake. 2 portions of fish a week (1 oily fish) 
· 4 – 5 portions of unsalted nuts, seeds, legumes per week 
· Exercise: 150 minutes of moderate intensity aerobic activity / 75 mins of vigorous intense activity. Muscle strengthening activities on 2 or more days/week 
Hypertriglyceridaemia
Chylomicronaemia is present where the triglyceride level is >11.3mmol/L 
Condition results from increased VLDL production or reduced VLDL clearance 
· Diabetes mellitus (types 1 and 2) 
· Obesity 
· Alcohol 
· Chronic renal failure 
· Drugs: thiazides, non selective beta blockers, unopposed E2
· Liver disease 
Common Primary Hyperlipidaemia (70%)
· Common primary hyperlipidaemia accounts for 70% of hyperlipidaemia
· INCREASED LDL Only 
· Cholesterol 6.5 – 9; Trig <2.3
· Xanthelasma / Arcus 
· Hyperalphalipoproteinaemia: Increased LDL, Cholesterol >2
· Hypoalphalipoproteinaemia (Tangier disease): decreased HDL, Chol <0.92


		

	Familial Primary Hyperlipidaemia
· Familial primary hyperlipidaemias comprise multiple phenotypes 
· Risk of CVD increases
· Familial hyperchylomicronaemia (lipoprotein lipase deficiency or apoCII deficiency) 
· Cholesterol <6.5 ; Trig 10 – 30 ; Chylomicrons increased
· Eruptive xanthomata – yellow vesicles on the extensor surfaces (elbows, knees), lipaemia retinalis, hepatosplenomegaly 
· Familial hypercholesterolemia (LDL receptor defects) 
· Cholesterol 7.5 – 16 ; Trig <2.3, Raised LDL
· Tendon xanthoma, corneal arcus, xanthelasma 
· Palmar xanthoma
· Familial defective apolipoprotein B100 
· Cholesterol 7.5 – 16 ; Trig <2.3; Raised LDL 
· Tendon xanthoma, arcus, xanthelasma 
· Familial combined hyperlipidaemia
· Cholesterol 6.5 – 10 
· Triglyceride 2.3 – 12 
· LDL Raised, VLDL Raised, HDL low 
· (second commonest primary lipidaemia)
· Xanthelasma can be treated: 
· Surgical excision 
· Topical trichloroacetic acid
· Laser therapy 
· Electrodesiccation 






Predominantly hypercholesterolaemia
· Nephrotic syndrome 
· Cholestasis 
· Hypothyroidism 



	
	

Who to screen for hyperlipidaemia
· Family history 
· Corneal arcus @ <50 years old 
· Xanthomata or Xanthelasmata
· Those at risk of CVD 
· Known CVD
· Family history of CVD <65 YEARS OLD 
· DM or impaired glucose tolerance 
· Hypertension 
· Smoker
· Increased BMI 
· Low socioeconomic or Indian/Asian background 








Secondary Hyperlipidaemia
 (CHONDRiTiC TiCS)
· Cushings 
· Hepatic dysfunction
· Obesity 
· Nephrotic syndrome 
· Diabetes 
· Retinoids
· Thyroid low 
· Corticosteroids 
· Thiazide diuretics 
· Cholestasis 
· Steroids 



Key Diagnostic Factors
· Presence of risk factors
· Lipaemia retinalis 
· Eruptive Xanthoma (predominantly on pressure sensitive areas) 
· Obesity
· Diabetes
· CAD
· Angina/claudication 
· Abdominal pain and other features of pancreatitis 
· Xanthomata




