
Texas Heart Institute Journal • Aug. 2016, Vol. 43, No. 4 http://dx.doi.org/10.14503/THIJ-16-5798      313

© 2016 by the Texas Heart ® 
Institute, Houston

The 2013 ACC/AHA 
Cholesterol Management 
Guideline:
Clearing the Confusion  
from Noncontroversial Components

T he 2013 cholesterol-management guideline from the American College of 
Cardiology (ACC)/American Heart Association (AHA) was published in No-
vember 2013.1 On the basis of high-quality evidence and data from random-

ized controlled trials, this guideline recommends a risk–benefit discussion regarding 
statin therapy in 4 statin-benefit groups: patients with atherosclerotic cardiovascular 
disease (ASCVD); patients with low-density-lipoprotein cholesterol (LDL-C) levels 
≥190 mg/dL; patients with diabetes mellitus of age 40 to 75 years; and patients with 
estimated 10-year ASCVD risk ≥7.5% on the basis of an ASCVD risk estimator 
derived from the pooled-cohort risk equation. Moderate- to high-intensity statin 
therapy is recommended for these patient groups. Moderate-intensity statin therapy 
is defined as statin therapy that lowers LDL-C 30% to <50%. High-intensity statin 
therapy lowers LDL-C ≥50%.
 It is important to note that the outcomes ascertained from the 2013 ACC/AHA 
ASCVD risk estimator differ from those derived from the Framingham coronary 
heart disease (CHD) risk estimator, which the prior Adult Treatment Panel (ATP) 
III guideline2 suggested for application in clinical practice:

•  Apart from calculating risk separately for whites and blacks, the 2013 ACC/AHA 
ASCVD risk estimator calculates the 10-year risk of fatal or nonfatal CVD (fatal 
CHD or nonfatal myocardial infarction [MI], and fatal or nonfatal ischemic 
stroke)—unlike the 2001 Framingham 10-year CHD risk estimator, which cal-
culates only the 10-year risk of fatal CHD or nonfatal MI, but not stroke.

•  The 2013 ACC/AHA guideline moved to a statin dose-based approach (away 
from a treatment approach geared toward treating to a specific LDL-C target). 
However, the measurement of a lipid panel, once a patient is started on a lipid-
lowering therapy, remains a class I recommendation to document the response 
and to evaluate adherence to lipid-lowering therapy.

Provider-Level Gaps in Understanding the  
2013 ACC/AHA Cholesterol Management Guideline
Since the release of this guideline, several provider-level gaps in understanding have 
become evident. A recent study3 of national provider-level surveys has shown that only 
half of the surveyed providers had read the 2013 ACC/AHA cholesterol guideline, 
about half could correctly identify the 4 statin-benefit groups named above, and only 
one quarter knew what constituted low-, moderate-, and high-intensity statin thera-
py. It is of particular interest that 41% and 49% of the providers-in-training and in 
practice, respectively, were unaware of the ≥7.5% 10-year ASCVD risk threshold for 

6th Risk, Diagnosis 
and Treatment of 
Cardiovascular 
Disease in Women

Salim S. Virani, MD, PhD

 CME Credit

Presented at the 6th Annual 
Symposium on Risk,  
Diagnosis and Treatment 
of Cardiovascular Disease 
in Women; Houston, 
9 January 2016.

Section Editor: 
Stephanie A. Coulter, MD

Key words: Cholesterol 
LDL/blood; coronary artery 
disease/prevention & con-
trol; guideline implementa-
tion; hypercholesterolemia/
drug therapy; provider 
behavior; risk assessment; 
societies, medical; statins

From: Health Policy, Qual-
ity & Informatics Program, 
Michael E. DeBakey Veter-
ans Affairs Medical Center 
Health Services Research 
and Development Center 
for Innovations; Section of 
Cardiovascular Research, 
Department of Medicine, 
Baylor College of Medicine; 
and Center for Cardiovas-
cular Disease Prevention, 
Methodist DeBakey Heart 
& Vascular Center; Houston, 
Texas 77030

Address for reprints: 
Salim S. Virani, MD, PhD, 
Health Services Research 
and Development (152),  
Michael E. DeBakey Veter-
ans Affairs Medical Center, 
2002 Holcombe Blvd., 
Houston, TX 77030

E-mail: virani@bcm.edu
The views expressed in this article are those of the author and do not necessarily represent the views 
of the Department of Veterans Affairs.

Dr. Virani is supported by the American Heart Association’s Beginning Grant-in-Aid, the American 
Diabetes Association’s Clinical Science and Epidemiology Award, and Baylor College of Medicine’s 
Global Initiatives.

http://prime-pdf-watermark.prime-prod.pubfactory.com/ | 2025-01-05

mailto:virani@bcm.edu


Aug. 2016, Vol. 43, No. 4314      ACC/AHA Cholesterol Guideline: Clearing the Confusion

initiating a risk discussion regarding statin therapy; and 
most were unaware of the 4 outcomes evaluated by the 
10-year ASCVD risk estimator, and of how that estima-
tor differs from the Framingham CHD risk estimator. 
When provided with the case of a patient with possible 
heterozygous familial hypercholesterolemia (LDL-C, 
210 mg/dL), only 36% of the providers-in-training and 
48% of those in practice would start a discussion regard-
ing statin therapy. When asked about an outpatient seen 
after a recent admission for acute coronary syndrome, 
only 27.6% of the providers-in-training and 40.4% of 
those in practice recommended a repeat lipid panel 6 
to 8 weeks after statin initiation to document treatment 
adherence or response to statin therapy. These gaps were 
noted for both providers-in-training and those in prac-
tice. In addition, gaps were noted for both nonspecialty 
(internal medicine, family practice) and specialty (cardi-
ology, endocrinology) providers.

What Can Be Done to Remedy  
These Gaps and Misconceptions?
The results shown above are consistent with a report 
from the Institute of Medicine4 that, on average, 17 
years pass before new knowledge is implemented in 
clinical practice. This time lag between the generation 
of evidence and its application to clinical practice will 
need to be shortened considerably to improve patient 
outcomes. The providers themselves have a great num-
ber of guidelines to follow (including several cholesterol 
guidelines with conflicting messages). This cognitive 
load can itself decrease a health-care provider's efficacy. 
Therefore, it is as important to highlight the common 
themes (aggressive treatment of ASCVD, diabetes mel-
litus, and genetic hyperlipidemia, for example, and the 
use of lipid testing to document response and adherence) 
as it is to highlight the differences between various cho-
lesterol guidelines (the use of different risk estimators 
and the use of a treat-to-target versus a statin dose-based 

approach). Last, studies in providers’ behavior 5 have 
shown that passive guideline dissemination via print 
publication and online forums is probably not going 
to be successful. A combination of various guideline-
implementation strategies,5 such as audit and feedback, 
the use of decision-support algorithms, academic detail-
ing by other healthcare providers, and active case-based 
discussions of these gaps,6 will be more successful than 
the passive dissemination of this guideline.
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