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[ Abstract]  Low—density lipoprotein cholesterol ( LDL~C ) is a pathogenic risk factor for atherosclerotic cardiovascular
disease ( ASCVD ) . In recent decades, the prevalence of dyslipidemia in the Chinese population increases continuously, it is
urgent to improve blood lipid management in China. It is particularly important to carry out standardized blood lipid management at
primary healthcare institutions. The Chinese Guideline for Lipid Management ( Primary Care Version 2024 ) concisely recommends
that LDL-C should be the preferred intervention target in lipid management, and the target values of LDL—-C should be determined
based on ASCVD risk stratification. The present guideline recommends to use moderate—intensity statins at the beginning of
treatment on the basis of lifestyle intervention. If the LDL-C target level can not be reached, other lipid-lowering drugs like
cholesterol absorption inhibitors or (‘and ) proprotein convertase subtilisin/kexin type 9 inhibitors should be jointly used for the
purpose of reaching the target value. The present guideline also provides blood lipid management strategies for special populations.
We aim to provide guidance for primary healthcare professionals to carry out blood lipid management, and comprehensively
improve their ability on blood lipid management, and thereby improve the primary and secondary prevention of ASCVD in China.
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FEIE ASCVD My 4HA 2 g B4 ig 3™k . B
CLUESE, iK% B S 85 FIHE B (low—density lipoprotein
cholesterol, LDL-C ) & ASCVD IEURTERG R 2 2
SR, BERH R, TAERIKE = 18 & AREIAR 57 i
TR B TR L IR | SR R R 1 b
TR Bk, AOEH DRI ARS8
ASCVD y—Z A — i .

2023-03-24, 1 EZ0 M & R E L SBa e
B2 oD AR 025 . AU 0 2% BEDRIR #0025
g e oy o Mo E AR e s R A T b AR R
FE (2023 4F) ) o S TR I A AT g
A, fEizdsr A L, W T ChEI RS (i
JERR 2024 4F) ) o

1 ImAsHMLE

RV PR I A A0 6245 B IEE B (total cholesterol
TC) . H il = (wiglyceride, TG) . LDL-C il %
B iR AR E A ( high—density lipoprotein cholesterol,
HDL-C ) o TC /248 MK 25 M 2 1 2 IE R e Sk
LDL-C /& ASCVD HEURTEER N R, EPIRIRT I E
BT HHA WHEEO T, HDL-C /KF5 ASCVD XU
A,

IE HDL-C & TC )& 25 HDL-C k4%, 1R THrA &
#ZJEFE H B (apolipoprotein B, ApoB ) &2 [ JH [# 5 1Y)
B, 3E HDL-C Wl /£ ASCVD — 20 F1 — 20 T By 114
TR A

A S I BT IR T AT & ApoAl, ApoB. g4
I (a) [ Lipoprotein (a) , Lp (a) ] A, —BiEo0
T, I3 ApoAl =2 e Bm % B 85 H (high—density
lipoprotein, HDL ) URiZKF-, I3 ApoB 3% Sz WL fIL %5
e (low—density lipoprotein, LDL ) R K o Lp

(a) fi LDL FERURLAT Apo (a) ZHAL, J& ASCVD FlIF5
et = S DI P R ST SR R

2 MmASFREIR

I G 0 25 A5 F) T e 5% BRI S % A BERIE &
ASCVD XU PFAL 5 T BR 7. X T35 AHE, #il
<40 % AR NAF 2~5 4FE AT 1 UM BE A ( A 4% TC
LDL-C. HDL-C FI TG ) , = 40 % W4 N\ B4E 2 /D3
AT 1 URIMAR RN o SR KL, R mg 2/ 2 4R
FEHEIRE AR RS, 24 h IWARIETRIZ B A
5, 25 8~12h, AAfIREE D 5 min,

MR E S5 R (1) A ASCVD JR
(2)f7 24> ASCVD fals R % (anE i . WEIRSE . MEJE
WeHH ) 5 (3) AHRK ASCVD KlEh# (18 5BH—%
K <55 Z sl et — YRR <65 % 8 ASCVD ) iK%
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PERIIR AR R (4) B IRV % (20 B BR A 0 52
3 IMAEEIEEN

3.1 ASCVD Efk X1

A ASCVD & 43 J2 251 74 (W] 5 B 1 12 1 AR A4
PR R0, ASCVD B A IXURS TEAf 2 1R 45 B e o
3Rl (1)
3.2 MBEEIEKFHSEIRE

ASCVD — g F B ik fe A B CAERE IR 3 ) 1 3=
BN PRIE RS AR L FE 1. MRS A I R 202k i
1ol IR E R AE = H b AR E . A A
I LR AFTAER o % i 2 1 L s ML, o L /K S 7
IRFREARIE ASCVD XU FIAS ] e 0 7

R PIE ASCVD —HFR AR CIRRERPEE ) 2 EEAR
1255 (mmol/L )
Table 1 Reference values of blood lipids for the primary prevention of
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ASCVD in low-risk populations

S TC LDL-C  HDL-C TG 4l HDL-C
AR — <2.6 — — <34
AR <5.2 <34 — <1.7 <4.1
P T VRS

S ] = 6.2 =41 — =23 =49

FEAIG — — <10 — —

. ASCVD= shfikalREREfL M A B, TC= EH R, 1DL-
C= L ENRE A NHEEE, HDL-C= S & s E A EEE, Tc= Him=
fif; —FRJ0; R ATFVEMEETHIRTAE 12 h W52 1 g 7K

3.3 EBEEFR

LDL-C &[5 iR YT B B 2 . LDL-C ikbR)5,
JE HDL-C AR E T Hifl &, LDL-C F13E HDL-C ik 45
Ja TG A (= 2.3 mmol/L) [ ASCVD & & & LA I
&, AR SR i HGBR (eicosapentaenoic acid,
EPA ) 1RY7 LAiE— 2 R#(K ASCVD XU .

LDL-C #&#/K 0 2 B8 ASCVD B XU . LDL-C
A EFRME L 2057 LDL-C BRIEBoR, $ham )k,
ASCVD XU FF&# %, 4 HDL-C H¥R{E =LDL-C H¥n
1B +0.8 mmol/L.

®2 FRAREESIY HERE
Table 2 The goal attainment values of LDL-C

ASCVD R 54 LDL-C 2 HARME (mmol/L)
s 3405
hlOEfE .65

s <1.8 HAEAREARIRE >50%

G <1.4 HBSELLIERIFE >50% "

TE: " R GIFHERIR I ASCVD Ik, P A& 85 il F bR i
“RPE NRER LI MR S R0
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ASCVD

GP meEznEz

v

v

G Kt = 2 W™ E ASCVD F; skt
1 O™ ASCVD F4:, HAIF= 2 EfaiE

JFE ASCVD H 4

& TIMER A MEH, T B80S fa AR, Toi 247 10 4F

ASCVD JRUSS: 1At «

(1) LDL-C = 4.9 mmol/L 8% TC = 7.2 mmol/L;
(2) FERmREE (FFik=40%) ;

(3) CKD 3~4 #1

(1) TG ATERE (<1 ) (2) :
B L NUBEERT S [ L3k (1) B8h] 5 (3) v REEG#, A 10 4 ASCYD S

B dERE Rl (4) ARERANE AT R, P L3 A [ K432 (mmol/TL )
N E%fﬁiﬁml’éigﬁ&ﬂi B('/I\ ) |31 S TC<Al 5| 41 < TC<52 8 | 5.2 < TC<7.2 8¢
P fER N R - o 1.8 < LDL-C<2.6 | 2.6 < LDI~C<3.4 | 3.4 < LDL-C<4.9
Aot s (o e S LS [ Toot | fe (%) | M (<50 | ffe (<5%)
Ll <65 %) (3) S T IE I 0 g ﬁ}?—: 2 | e (<5%) fif5 (<5%) | e (5%~9%)
HLL LDL-C = 4.9 mmol/L; (4) B4 CABG 3 K& (<5%) | HfE (5%~9%) | HfE (5%~9% )
% PCLIAYT S (5) Wil (6) mili)k; (7) 0 B fE (<5%) S5 (<5% ) 1Kfs (<5% )
CKD3-4; (8) WM g | 1| e (%) | e (5%-9%) | e (5%-9%)
WRsfE: AREA RIS fAR RN L ASCVD 3% MR 2 | hife (5%-9%)
3

TE: ASCVD= kst FEREAL PR Co S, TC= SRR, LDL-C= k% AR IAERE, CKD= 1B IR, CABG= ibRINNIKIFHAMA,
PCl= ZSGERENKA AVEIT: " FoR B IR (K- 2420 TRV, AR | AR 85 B B 2 IR ( HDL-C ) | AR = 45/55 % (S 2otk )s

<40 BRI E R A2 0L R AR LR H B PR S )
HE AR A ASCVD SR XUBS A 2 (]

B 1

Figure 1 The risk assessment flow chart of ASCVD in Chinese adults

34 [EBEIBITRIRES

FENRIRYT BLHG A 06 U R 25903597 -

B R AT R, AR AR SR
BHRTES) . EHIARET R R AR R S . Horh A
R AR Rk, B JE RS R AR A s i
THRRIIEA , BEING SRR . 281 . REEardE L
KA . X ASCVD Hfg DL AR R A I i I ] s 1fi
FEBE, WA BRI DS S L E AR A, R
JFL [ e A I 7E 300 me LA R TR A B RE AR
JEEWUTT .

mAEERRERIATEN
1. BRI AR A S, 20~25 o/do SRIIAMEAIRDITR (HEdrih ) &
AR (S . ket ) .
2.t A SRR (ki)
3. BB RAKIR . 2459 . BEELT 4 S R BEA

4 ASCVD H G A _E A HE B A I v IE [ 52 L S 7 42 I £ O [ e
A, BHT300mg "

FETC ASCVD I ABET, A% =T 3 A~ s
ANREIR FIRENR HARES, N5 BRI 259 . MhiT3s
249 2 R R [ IR T A LA, 4 7 R B ol R 5
s P AR AT T 2525 . 2 LDL-C ANRRIAbRAS, wlHk
A0 AR TT 26 WG 25, B 130 1 i o )

8%/ FIHTEE AL F A & 9 ( proprotein convertase
subtilisin/kexin type 9, PCSK9 ) A o) o

XtT ASCVD Hmfe i, ML LDL-C #im Ok
AL TT 2254 3 LDL-C = 4.9 mmol/L, =k iz It
TT2R250 % LDL-C = 2.6 mmol/L ) , TifhiT 22y
PEK A ME [ s A W ) RS BB LDL-C SR BRIy, 7] 2%

JE BB VT 2254 F PCSKO I 7, LAMRIE
LDL-C kPR
FE i SR s A A DL I 2.
[ 44 ASCVD fER A H ik
|
v

At 77 AT B

At 77 AT B

| 5 B 0 (T2 |

VR IS LDL-C KT R 1
Rikbr| BUEZ LT X254
R | | g o i
Rikh ¥ MELLIS R 04 f
| i PCSKO il

1 : PCSK9= RifE G ALEAL F TR 2 9,
B2 FEIERE R

Figure 2 Flow chart of lipid—lowering strategy



*2432+  hutps:/fwww.chinagp.net  E-mail: zgqkyx@chinagp.net.cn

TG JH i SRR A TG 7 X VIARSE, 123)
FIE K T A S A TG AR J2: TG i iy AR % &
ZNER, TG TR A9 H T 2™ 4 BRI RS B
R R BR R AR AR TR A, B TR
KGRI SIS IIRE B 27 2 5 i 5 iRl
RN IR HAREEA .

FEAR TG M5 ERAE IR . o -3 Z ARG
W2 ( o-3 BRIWIAR, 48 maiZE AL I 9 ) KOk
254y, HAHREMT .

M TG BIZ5HmiaTr iYL
LTG = 5.6 mmol/L i, AISRHIDUREE . w -3 1 AR iU AR 254
T W BRI K

2.ASCVD B & K & fi N B 22 32 vp 45 50 B A 7T 2R 25 936 97 I
TG = 2.3 mmol/L, MWALEH FEL T K5 — ik HdTR LR (1IPE )

(2g, 2% /d) " HRE] B R T A o -3 HgMER T, Bk
AR U . AL TR E— A AR ASCVD JRU: T

35 MEisardEm N ShEs

BEIRIAY T TR I e H . (1) WS ARG
HbrfE; (2) T2 RN . MRIETPATZE R,
ALZIIIRI Y T, AEBURS 152,

BERRIRIT RIS IA] . FRURZ5IRYT IS 4~6 JEIRETS 1
W, Laiktr)E 3~6 MABEDT 1k (E3) .

AELWRITH HIKHZH
¢3~6 A ¢ 4~6 A
CEA IS SAIMAG . 1A, FEEF CK

! —

IMLARIEAR MRS, HIEARN  ANibki

l6/l\ﬁ ~14E +—I—+

HAMIRAKT  3~6 D | TFREEEEN S AR
YRR ER2E ML R 25
i 4~6 l 4~6 &
SN, M. FFEEF CK
|
7
ST MR TS AR TR R 25 43R T
WA IR, A REAT BRI RIR 25
e HFERFE N R S I (ALT) FIRA
(AST) ; CK= JUUFRI A
B3 BEARLRE b W I R A

Figure 3 Monitoring flow chart of lipid—lowering treatment

l&%ﬁﬁl@
ZA AR
|

R SRS

3.6 HiSIEME

FEZ MRS B2 E

(1) ™ HE AEE R AE ( LDL-C = 4.9 mmol/L ) 5§,
FEEE s H I =R INSE (TG = 5.6 mmol/L) , HAI 2 3
SRR =S

(2) GIFEM. BEmE, Wikt JLEH >
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A BRI A NIRRT, A I e i LI et A 5
1

(3) FEIRIRIT S MG ARES bR, S EHAYA
R

4 BEREZSYETT

WRIEILEZNER, FEIRZ54 50k BRI AR [ B
2R EEREAR TG 255, FE I R S B v 5% AR 448 af
JE S B 2| AR MBS K DA R T Bk B i A E bR,
P S 15 e R NG 25 B B o FH o
41 FEMEEEREAY

F B RH B2 AR T T2 259 . R

il . PCSKO #5252 S A FENR 24 .
4.1.1 ATy YyaE T e A L . VRS L R I
JE T ASCVD WIBHIR . AT 225938 vl i TG K- F#AIK
7%~30%, HDL~-C /KEFHE 5%~15% . ASFEFIZEEH]E
(AT T 225 e AR T B A — 2 22001, (R Ao —Fb A
TR A58, LDL-C KT 3 — 25 R AR I B
298 6% T2 v] AEATAn i) E) B R R AR A 1 4K,
A 1 HR FHA LDL-C R 2R hn

R AR BE AT T 2R 251048 LDL-C [1E 25%~50% Bt fir
SR TT 2259 B . ARFEFE ST 2524
YIFEAR LDL-C M L3R 3,

R3 AT T2 A [ RSk

Table 3 The cholesterol reduction intensity of stains
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I L 3 5 251 I Fo
e o B P FEAATT 40~80 mg
(B HFHATREAR LDL-C = 50% ) BRaFARAIT 20 mg

FFEAATT 10~20 mg
B AT 5~10 mg
AT 80 mg
AT 40 mg
VEARAMBTT 1~4 mg
WA ALTT 40 mg
ST 20~40 mg
MARKE 1.2 ¢

rp AR
(£ HFE AT AR LDL-C 25%~<50% )

NN AR AT T 258 (ol (R AT T
2259 ) J5 LDL-C AN ikhR, W2 BECARYT (BRG
O [ PR LA 0 i 3R B8 7 T PCSKO 3k 70 s oAb 24y )
FER b T2t ie], 55 e S HAh 25 1] (4 A AR
o i CYP3A4 BRI I A T 2259 5 Gz il 551
(IR A %) | PLEFEAY . KIRWERZRZY) .
JRR AR 55 DL P AT S BRI, o] RERE WL
ol LV AU, SO B3R 2 (&) Wi R gkt A
o R AT T2 25 I W AN R

NPT T 252518 LDL-C 35hRJ5 I Ak 22 K 0
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UNREIMH 32 W ke e 52 H

H ATHE 17T 2825 AN B0 B 5 I T RE S+
BTG AR . WUEETHE . LR L BRGNS
fiehE (P 4) , ZEFEATE. K, KRR
TV 2504 BB B8 R W XU, (HHE XS ASCVD 1
SR 5 A7 KT R DR ARG
4.1.2  JHREEE SO R IR A .
FHH RO RAZY, WAL 10 mg, 1K /d. S
VTG I, AR 22 4 AT LDL-C 7K-F- itk — 2P %
15 189%~20% '), HFIH A At — LR 16% 45 12 .
JH [ EE RN R R N, HZh—idtk, £
FEI R SR AT ALK o AR ST S VT 28 25 X
FHR, AT A B = AR S5 AN RN, 25 TR
WAL
4.1.3  PCSKO #il501, BRI i a9 HE o
BRI PG JE PR . FE3EPE BAPT S/ T RNA 5 m) 2%
P IE T 140 mg Sk BTAIPGICERAT 75 me, B2 J& 11K
B R ESE, ea i Z Ly, I LDL-C /K0 R
I3 5090~70%, H“EA R FE . WURFHCHM . Hr
FRMEDRIR . a2 A R SN RO R
RIGREFIFML P L TGN 150 mg, 42 JH 1K
RS, LDL-C FEEF2E0L > . 3558 ®] 2% % LDL-C
[ B2 55 PCSKO PRI AL, (EAEHITEREA, [0 157
FPRCAT A4 2 UL BRI AL AV S o R
o T D DAL R A
414 EBHEHGPAMMIEZE S BB FEELER . B
T B ARG 259 FH 1677 S5 1 s A [ e
R, DABE R R (i () et RO AR . AR R
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&R 0.5g, 2 /d,
4.1.5 HABFENRZG IR ZE—FPerih Srh gy (1. &
5. AAR) WEAGR, AR ERR/ER-.
4.2 FEME TG A

FEE TG 2GS NFERAY) . o -3 IR .
SRR SRR (£ 4) .

®4 EERETC Y
Table 4 Main TG-lowering drugs

o ik REER
A DR R 0.1g, 3% /d
MRS 02g, 1WA
T AR DUVRRE R HE 025 ¢, IR/ g 4T i . WL FIE
) HAL I 02g, 3%/ EEVES
AL ER R 04, 1R
REIRIE S 0.6g, 2/
o -3 IPE I i K
e 1~4 g/d _IFJEi*jJ[IV1ﬁHﬂIﬂl\
" EPA+DHA B0 BN
o MHRRLE 0.375~1.000 ¢, ML, SekesE
Ea g RRRZERE ‘ i
e TR 1 N
[P 025-050g,  MRILEE, IR, B
Pl 52 ) 2% 1 AL A 5

W IPE= ik TR IS, EPA= — B HMIR, DHA= — 1 —
TR o

4.3 FERRZGWMIRIER S N A

WeE I 25 W K L P 2 214 T ML S TSR s 4
e, FEARGREIMATEIRR, PR ASCVD
DR, AN RN AT R R AR 244 2
PR R T G I3 5. nl i AT 2 25y i / AT [

| T2 L |
[ALT, AST<3 ULN| [ALT, AST=>3ULN| |cK<d ULN] [CK =4 H <10 ULN| | ck=1ouN |
TCREIR EERNEIN ¢
A7 BME AT 262585 K
v v CK. RMELER . ke
JE T | | 5 —Fh =2t SR, ML TE ML T
WoaEigs || RihaEn iz YA 254, Wil 24y, Wl
fhiT2254 SERA CK SR CK
SERIE R H SERIE R H.
CK YK IEH CK R %

Y !

B0 55 —F A R A2y B H
FERMTT R 251 AEMTTEZ54)
SRR, ULN= 254 LR,
4 fL7TRZGYA R AR FE

Figure 4 Management of adverse reactions to statins

W ALT= WRREILE LM, AST= R4



+2434 -+ hups:/fwww.chinagp.net  E-mail: zgqkyx@chinagp.net.cn

July 2024, Vol.27 No.20

Chinese General Practice @]P

RS FRIGZIW AR A LI SR
Table 5 Combination of lipid—lowering drugs
I3 I FH e T B B A AN
TS24 + A R A 1 59 HZAIT R LDL-C RikhR BRI
772525 +PCSK9 14151 HPRATT R LDL-C Aikhr B AL
by T A2 + AR FE B 57 +PCSKO #1571 MUK 2 LDL-C ANiktx H R
MIT2258) + 0 -3 BN (IPE. EPA+DHA ) =Rk I4E LDL-C 55, TG 2.3~5.7 mmol/L DY 72317k N e (1 = 2

R + w -3 JBITR (IPE. EPA+DHA )

PAZYIRYT)E TG = 5.7 mmol/L

R

TE: PCSK9= ISR FAFALBEN WA R 95 " BRA RIS Pl ] T 2R 25034 P sk e T T 2525 ( BAZS AR 3R 3) «

P ACATI o 70 i 52 7 o 7R — 2P 4R A
5 HFEABRMASEE

51 BmESEE

o I A5 A e A\ AL R A P B R AR g5 . AR A
ASCVD S 43 20 1 e 1 HE £ AR . 1 LDL-C HAREL
TR LA IR R R I A ASCVD Hfe K VA s,
T LR BB B4 7, LDL-C 2/ <2.6 mmol/L.
52 MERFESE

XF T W PRI 3, HEAE [FIRR ] LDL—C #1E HDL-C
YRR AT

HEPR R B A B ARE I

1. BE PR & Jf ASCVD: LDL-C<1.4 mmol/L '™ 2" 200 | F &A% I i
>50%.

2.ASCVD JXUK: A 25 1 F A PR B 3% . LDL—~C<1.8 mmol/L ', EL[#
IR EE >50% (ASCVD XU Ay e i (0 1 DR £ 5 4 AR I = 40 %7,
5 20~39 H A = 3AMERINE, sAIFIEMRE, 51 BRIRE
A= 20 4F . FEER R MRS . WA, BERE .
RETEOREE L ; BT EAEEAIR, BOEinE. 0=
I AR R A )

3.ASCVD KU AR, A G IR % . LDL-C <2.6 mmol/L" """

4. W R DA TR 2 B A 2R I IR B R B H AR, E AR E AR 0
i) LDL-C HA#{A +0.8 mmol/L,

AL ASCVD RXUBS: Sy 55 18 10 15 PR o 2 35 18 % vp 55
S P A YT 2 25 WA O BEEE R IR VG YT, AR LDL-C A
IAAR, T I RE (7 0 o 4 7 30 3 PCSKO Ak ) 2
o0 AN LDL-C 3k KR 5 A TG 1 w5 8% 3 HDL-C R
kbR, % REECH IPE s H A o -3 JIg i iR ok D1 R 2y
% [17, 19-20] .
53 EBHEERERB (CKD) £3F

YRR IREA R, TR Re R
F AR ASCVD KUK 12 5 XT38 AT A i ) R
BEARGBF, MITILY TSR B R 2,

CKD B E AT 22595 | WL 0 = fE AT, &
I AU 55 T T 2R 250500 s S DA O, 00 s fie K1) 7
Mo D2y yn] Ft @ ILEFKSE, EHREE CKD B

HRS b TTIS 2, T RESE U RS, BXA 2
IS I A /N BR D g e R
54 ZFEHhEE

S i A v B TR TRY T Rk g o X T
g, HATRAER EATT 2250 A R
B IESE AN T84, AR LDL-C B3R 45 18 K T A W AE
IR B g RS o A7 M I 2 v s XU s AT H a2
HR B 1 SR AR PEAR B R 1R T 1Y 3K 25 -5 XU
LDL-C HAMEA K

ZEhEENMEIERTEIL
1. % Bl ko R Ak A ol i A P s B R IRt %A (TIA )
B, I LDL-C<1.8 mmol/L; IF /&5 %% B 5 25 111 B [ i <2.6

mmol/L "

2. X F R KA PR PEAC B TIA 8, HERAAUTT 2R 2545
HERIRT

3. X F ARk A P Bl A T TIA fRE, ZefbiT 2 25R )7
J& LDL~C ANk il i P AR R i licam il ) >t

4.0 F Sl bk o FE B Ak v Bl v A b B TIA B, ST
-+ JIEL [ 8 Wi 4k 39038 97 TR LDL-C AS 3545 2 T i FH PCSK9 317 461

};Iqj [10, 26] )

hEMAEEIEER ( EER 2024 5F ) BITBKEE
KERR

REBITALNM: BRCeERERERL, F
HEFLCOERFSE, THEEFLNSL

YEEFFL

EEBITESZERS (#RKEHSF) . TAW
(BAERERAZRFRIBR TN P, PRLEF
A EFSAIELER ), KE(LWARFFEER),
BREE (LWAFLER, PAEFANSRF 2 T/E
), AR— (ERXFARER) , #HiEhH (L3
BRRELER, PRAEFACOERFNLSIHEER)

IEEBITERAHK

HiEA: HEE (FPEEFHPREIER)



(GP mEERESR  wwis 505 woon

AR (HHEREBHS) . FEE (FTRESZHF
RESER) , WEF (LERBRFEFZERER 4
Efs), B4 (AHERXRFHBELRENER) , &
KE (FhRFHIEZER)

EEEITERA (ERKRESHF) . Tk (SR
EEMKRFWES —ER) , kA (GHEHXFEH
BT ERER) , BERY (FHBEAKXKFE—HEE
), TR (FmFPsERSAFA), TLE (G
EHARFWELFTRIZER) , 245 (FxTHAMR
AR TARSEFS ), TR (TEXFWRES —
Efk), ZHAR( BFRETHOXBEAR T AIRS
F.0), ERX (PREFHAFRESNER ), »F-F (#
HEBER), Lk (EHREAKRFHELTRAIE
), MNE (LZEL+LEERARLEAR S )
W% (GHEFFRFRELTLENER) , Mk (1
TRFF—ER), %% (AFTHEZRHROAR
FARS P, L (P BEAIFER), Ptk (4
T ER) , HEF (GHREHKZRELLERA
EARZARS T ), T4 (PREFHFRENSE
), F0E (BAEEER) , x4 (riTam
R R T ARSFS) , & (BHREHKRT oA
EFLuggHEFR) , 2mF (FBEFAF RS
EfR), Ma (R KFAKRER) , BHHA (LERL
BRFEFREMEHEER), RHK(HAELER),
AMF (AFTRFEFHRALIAFR), FHA (W
NEgmFPsER), AN (PEREFHFREIE
), R (PEERBRAGIEH P OEREEEN) ,
B (HIXKFEFHEREIITER) , AU (W)X
FRABER) , XY (BREZFERFXIFER) , &
H(LFRXFHEZER) , BFE (B EFOhER
ER), 2% (TREARER) , 2k (FHE
FHERENER) , BRHE (LTXFEHEZER) ,
RAE(LSBKEER), BEX(PHRXFRE_ER),
T (PLRFWES—ER) , 24 (LPHHEX
FRFEFEREWAER), § ERE(LEKWRER),
AR (EXEMRFHREER) , B8 (LXXF
EFFAETAZR) , ELE (PEEFHFLRES
Ef) , BRE4L (PR XFRFEFEHEWAE
), B (RFRFE—ER)

EEEBITHEER: LK (TEEFHFRES
ER), FEKk (TEEZHFRESNER)

EEEITHBA

mk. IRX (FTEESHFRESNER)

AR w4 (PEREFHFRESNER) , 5%
(FEREFHFREIER)

ALAH BN AR FRALH ZF R,

hittps://www.chinagp.net  E-mail: zgqgkyx@chinagp.net.cn <2435+

Sk

[ 1] EZL AT PO AR SR 20210 M. Jb5t
Blaf AL, 2022,

[2] FERENCE B A, GINSBERG HN, GRAHAM I, et al. Low—density
lipoproteins cause atherosclerotic cardiovascular disease. 1. Evidence
from genetic, epidemiologic, and clinical studies. A consensus
statement from the European Atherosclerosis Society Consensus
Panel [ J]. Eur Heart J, 2017, 38 (32) : 2459-2472. DOI:
10.1093/eurheartj/ehx144.

[3 ] 5 DAk e B PO R 1t s . b el e B 7 5 5 P
RO 2015 [M ] st ARTVEHARAE, 2015.

(4] [ i i SRR M B TT IS e R & b . P E I B AE

(2023 4% ) [J]. 7636 24 35, 2023, 38 (3) : 237-271.
DOI: 10.3969/j.issn.1000-3614.2023.03.001.

[ 5] Cholesterol Treatment Trialists Collaborators. The effects of lowering
LDL cholesterol with statin therapy in people at low risk of vascular
disease: meta—analysis of individual data from 27 randomised
trials [J ] . Lancet, 2012, 380 (9841) : 581-590. DOI:
10.1016/S0140-6736(12)60367-5.

[ 6] Cholesterol Treatment Trialists Collaboration. Efficacy and safety
of LDL-lowering therapy among men and women: meta—analysis
of individual data from 174 000 participants in 27 randomised
trials [ J ] . Lancet, 2015, 385 (9976) : 1397-1405. DOI:
10.1016/S0140-6736(14)61368-4.

[7] YUSUF S, BOSCH J, DAGENAIS G, et al. Cholesterol lowering
in intermediate-risk persons without cardiovascular disease [ J ] .
N Engl J] Med, 2016, 374 (21) : 2021-2031. DOI: 10.1056/
NEJMoal600176.

[8] RIDKER P M, MORA S, ROSE L, et al. Percent reduction in
LDL cholesterol following high—intensity statin therapy: potential
implications for guidelines and for the prescription of emerging lipid—
lowering agents [ J | . Eur Heart J, 2016, 37 (17) : 1373-1379.
DOI: 10.1093/eurheartj/ehw046.

[9] BANGALORE S, FAYYAD R, KASTELEIN J J, et al.
2013 cholesterol guidelines revisited: percent LDL cholesterol
reduction or attained LDL cholesterol level or both for
prognosis 2 [J]. Am J Med, 2016, 129 (4) : 384-391.
DOI: 10.1016/j.amjmed.2015.10.024.

[10] SCHWARTZ G G, STEG P G, SZAREK M, et al. Alirocumab

and cardiovascular outcomes after acute coronary syndrome [ J ] .
N Engl J Med, 2018, 379 (22) : 2097-2107. DOI: 10.1056/
NEJMoal801174.

[11] ZHONG V W, VAN HORN L, CORNELIS M C, et al.
Associations of dietary cholesterol or egg consumption with incident
cardiovascular disease and mortality [ ] ]. JAMA, 2019, 321 (11 ):
1081-1095. DOI: 10.1001/jama.2019.1572.

[ 12 ] GINSBERG H N, KARMALLY W, SIDDIQUI M, et al. A dose-
response study of the effects of dietary cholesterol on fasting and

postprandial lipid and lipoprotein metabolism in healthy young



+2436°  hitps:/fwww.chinagp.net  E-mail: zgqkyx@chinagp.net.cn

men [ J ] . Arterioscler Thromb, 1994, 14 (4) : 576-586.
DOI: 10.1161/01.atv.14.4.576.
[ 13 ] GINSBERG HN, KARMALLY W, SIDDIQUI M, et al. Increases
in dietary cholesterol are associated with modest increases in both
LDL and HDL cholesterol in healthy young women [ J ] . Arterioscler
Thromb Vasc Biol, 1995, 15 (2) : 169-178. DOI: 10.1161/01.
atv.15.2.169.
MOZAFFARIAN D, MICHA R, WALLACE S. Effects on coronary

—
—_
&~

—

heart disease of increasing polyunsaturated fat in place of saturated
fat: a systematic review and meta—analysis of randomized controlled
trials [ J ] . PLoS Med, 2010, 7 (3) : ¢1000252. DOI:
10.1371/journal.pmed.1000252.

[15] KIM B K, HONG SJ, LEE Y J, et al. Long—term efficacy and

[

safety of moderate—intensity statin with ezetimibe combination
therapy versus high—intensity statin monotherapy in patients
with atherosclerotic cardiovascular disease (RACING ) : a
randomised, open—label, non—inferiority trial [ J | . Lancet,
2022, 400 (10349) : 380-390. DOI: 10.1016/S0140-6736(22)
00916-3.

CHRISTIAN J B, ARONDEKAR B, BUYSMAN E K,

—
—_
=)}

s

et al. Clinical and economic benefits observed when follow—up
triglyceride levels are less than 500 mg/dL in patients with severe
hypertriglyceridemia [ J ] . J Clin Lipidol, 2012, 6 (5) : 450-
461. DOI: 10.1016/}.jacl.2012.08.007.

[17 ] BHATT D L, STEG P G, MILLER M, et al. Cardiovascular

[

risk reduction with icosapent ethyl for hypertriglyceridemia [ J ] .
N Engl J Med, 2019, 380 (1) : 11-22. DOIL: 10.1056/
NEJMoal812792.

[18] YOKOYAMA M, ORIGASA H, MATSUZAKI M, et al.
Effects of eicosapentaenoic acid on major coronary events in
hypercholesterolaemic patients (JELIS) : a randomised open—
label, blinded endpoint analysis [ J ] . Lancet, 2007, 369 (9567 ) :
1090-1098. DOI: 10.1016/S0140-6736(07)60527-3.

[ 19 ] KEECH A, SIMES R J, BARTER P, et al. Effects of long—term
fenofibrate therapy on cardiovascular events in 9795 people with type
2 diabetes mellitus ( the FIELD study ) : randomised controlled
trial [J ] . Lancet, 2005, 366 (9500) : 1849-1861. DOI:
10.1016/S0140-6736(05)67667-2.

[ 20 ] Accord Study Group. Effects of combination lipid therapy in type 2
diabetes mellitus [ J ] . N Engl J Med, 2010, 362 (17) : 1563-
1574. DOI: 10.1056/NEJMoal001282.

[21] CANNON C P, BLAZING M A, GIUGLIANO R P,
et al. Ezetimibe added to statin therapy after acute coronary
syndromes [J].N Engl J Med, 2015, 372 (25) : 2387-2397.
DOI: 10.1056/NEJMoal410489.

[22] LIAO J W, WANG X, LIZY, et al. Pharmacokinetic study of

[

oral "“C-radiolabeled hyzetimibe, A new cholesterol absorption
inhibitor [ J ] . Front Pharmacol, 2021, 12: 665372. DOI:
10.3389/fphar.2021.665372.

Chinese General Practice @]P

[23] O'DONOGHUE M L, GIUGLIANO R P, WIVIOTT S D, et al.

July 2024, Vol.27 No.20

Long—term evolocumab in patients with established atherosclerotic
cardiovascular disease [ J | . Circulation, 2022, 146 (15) :
1109-1119. DOI: 10.1161/CIRCULATIONAHA.122.061620.

[24]QILT, LIUDX, QUY L, et al Tafolecimab in Chinese patients
with hypercholesterolemia ( CREDIT-4) : a randomized, double—
blind, placebo-controlled phase 3 trial [ J] . JACC Asia, 2023,
3 (4) : 636-645.DOL: 10.1016/j jacasi.2023.04.011.

[25] FITZGERALD K, WHITE S, BORODOVSKY A, et al. A highly
durable RNAi therapeutic inhibitor of PCSK9 [ J | . N Engl J Med,
2017, 376 (1) : 41-51.DOI: 10.1056/NEJMoal609243.

[26 ] SABATINE M S, GIUGLIANO R P, KEECH A C, et al.
Evolocumab and clinical outcomes in patients with cardiovascular
disease [ J ] . N Engl J Med, 2017, 376 (18) : 1713-1722.
DOI: 10.1056/NEJMoal615664.

[ 27 ] Cholesterol Treatment Trialists Collaborators. Efficacy of cholesterol—
lowering therapy in 18, 686 people with diabetes in 14 randomised
trials of statins: a meta—analysis [ J]. Lancet, 2008, 371 (9607 ):
117-125. DOI: 10.1016/S0140-6736(08)60104-X.

[28

[

Cholesterol Treatment Trialists Collaboration. Impact of renal

function on the effects of LDL cholesterol lowering with statin—based

regimens: a meta—analysis of individual participant data from 28

randomised trials [ J ]. Lancet Diabetes Endocrinol, 2016, 4( 10 ):

829-839. DOI: 10.1016/S2213-8587(16)30156-5.

[29] WANNER C, KRANE V, MARZ W, et al. Atorvastatin in
patients with type 2 diabetes mellitus undergoing hemodialysis [ J ] .
N Engl ] Med, 2005, 353 (3) : 238-248.

[30] FELLSTROM B C, JARDINE A G, SCHMIEDER R E, et al.
Rosuvastatin and cardiovascular events in patients undergoing
hemodialysis [ J ] . N Engl J] Med, 2009, 360 (14) : 1395-
1407. DOI: 10.1056/NEJMoa0810177.

[31]MYCHALECKYJ J C, CRAVEN T, NAYAK U, et al.
Reversibility of fenofibrate therapy—induced renal function
impairment in ACCORD type 2 diabetic participants [ J ] . Diabetes
Care, 2012, 35 (5) : 1008-1014. DOI: 10.2337/dc11-1811.

[32] LINZ P E, LOVATO L C, BYINGTON R P, et al. Paradoxical
reduction in HDL-C with fenofibrate and thiazolidinedione therapy
in type 2 diabetes: the ACCORD Lipid Trial [ J | . Diabetes Care,
2014, 37 (3) : 686-693. DOIL: 10.2337/dc13-0790.

[33] AMARENCO P, LABREUCHE J. Lipid management in the
prevention of stroke: review and updated meta—analysis of statins for
stroke prevention [ J ] . Lancet Neurol, 2009, 8 (5) : 453-463.
DOI: 10.1016/S1474-4422(09)70058-4.

[34 ] AMARENCO P, BOGOUSSLAVSKY J, CALLAHAN A 3rd,

et al. High—dose atorvastatin after stroke or transient ischemic

attack [ J ] . N Engl ] Med, 2006, 355 (6) : 549-559. DOI:

10.1056/NEJMo0a061894.
(ks F Y. 2024-01-02; [T HIY): 2024-01-23 )
(ASCHhkt . sk/NE)



