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Background. We sought to characterize the level of LDL-C control and identify opportunities for improvement and characteristics
of patients who were undertreated.Methods. Study patients were from a large multihospital system, age <90, with documentation
of at least two encounters with a CAD diagnosis or procedure before a �rst measured LDL-C level and a last recorded LDL-C
measurement over a minimum six-month (median� 22months, IQR� 15–26months) follow-up from January 2017 to September
2019. Linear regression analysis for last recorded LDL-C level was used to analyze the e�ects of statin intensity and patient
characteristics. Results. Among 15,111 eligible patients, mean age was 68.4 (SD� 10.8), 68.7% were male, and 79.4% were non-
Hispanic White. At follow-up, 87.8% of patients were prescribed a statin, 9.7% were on ezetimibe, and 0.5% were on a PCSK9
inhibitor. Mean LDL-C at follow-up was 75.6mg/dL and 45.5% of patients were on high-intensity treatment. Higher LDL-C
values were associated with female sex, younger patients, non-Hispanic Black patients, high poverty or out of state zip code,
Medicaid, or angina as the qualifying diagnosis. For 332 clinicians with >10 patients in the cohort, mean last recorded LDL-C
values ranged from 47 to 102mg/dL. Conclusions. �ere were important variations in LDL-C control between patients in our
health system with the same indication for treatment. Variation in treatment among physicians is an area ripe for quality
improvement interventions. �is study may be easily reproduced by other medical centers and used for highlighting both patient
and physician opportunities for improvement.

1. Introduction

LDL-C levels have long been linked to cardiovascular
events [1]. Statins are well documented for secondary
prevention dating back to the 4S trial [2]. Progressively
lower LDL-C levels have continued to show incremental
bene�ts [3] including the utility of nonstatin approaches
[4]. Yet, many patients with established coronary artery
disease (CAD) are undertreated leaving many opportuni-
ties for improvement [5–8]. Intensity of statin or other
lipid-lowering medication use is known to be highly var-
iable, but associated LDL-C outcomes have rarely been
analyzed since newer treatments have been validated [6].

�ere are eight classes of cholesterol lowering drugs with
various mechanisms of action [9, 10], but this study was
focused on the three most widely used in current practice:
statins, ezetimibe, and PCSK9 inhibitors.

�e aim of this study was to identify patients in a large
multihospital system with documented CAD who could be
followed using electronic health records linked over time
that allowed a reasonable opportunity to have their LDL-C
controlled. We sought to characterize the level of LDL-C
control, identify where there were opportunities for im-
provement, and what characterized patients who were
undertreated. �e study was designed to inform interven-
tions to improve LDL-C levels in appropriate patients with
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the goal of reducing subsequent cardiovascular events and
improving mortality.

2. Patients and Methods

Data were obtained from the health system’s Enterprise Data
Warehouse which combines electronic health records with
patient administrative data for both inpatient and outpatient
visits. Study inclusion required age <90, documentation of at
least two encounters with a CAD diagnosis, or procedure
code (ICD-10 diagnosis codes I20-I25, ICD-10 PCS pro-
cedure codes Z95.1 or Z98.61) before an index LDL-C level,
as well as a subsequent follow-up LDL-C measured at least
six months later. Cohort inception was based on an index
LDL-C measurement after January 1, 2017, allowing for a
two-year look back to 2015 to ascertain at least two en-
counters with a CAD diagnosis before the inception date.
Cohort accrual continued from June 2018 to September
2019, allowing up to a 33-month follow-up period to obtain a
last recorded LDL-C measurement. +e last measured LDL-
C during the follow-up period was used for analysis. Sim-
ilarly, the last recorded prescription for lipid-lowering
medication before the follow-up LDL-C measurement was
analyzed. +is study was approved by the IRB of our in-
stitution (STU00210370).

Patient demographic data included age (<60, 60–69,
70–79, 80, or older), sex and race, and ethnicity, defined as
non-Hispanic White, non-Hispanic Black, Hispanic, or
other/unknown. Insurance status, ascertained at cohort
inception, included Medicare, Medicaid, private, or other/
unknown. Patient zip codes were matched to American
Community Survey 2019 five-year file census zip code
tabulation areas (ZCTAs) estimates of the proportion of
families living at or below poverty level. ZCTA poverty
levels were characterized as <3%, 3–7.99%, 8% or more, or
out of state. CAD diagnoses were hierarchically defined as
coronary bypass or angioplasty procedure, myocardial
infarction (MI), other CAD diagnoses, or angina only.
Patients’ body mass index (BMI) was obtained at cohort
inception. Statin intensity at each patients’ last recorded
prescription was analyzed based on American Heart As-
sociation guidelines [11] and categorized as high, moder-
ate, low, unclassified (when data did not permit clear
assignment), or no lipid-lowering medication prescribed.
In the case of ezetimibe added to a statin, we assumed an
additional 20% lowering of the LDL-C to arrive at the
intensity category.

Chi square tests were used to determine the statistical
significance of associations between patient demographics
and clinical characteristics and last recorded LDL-C level
(classified as <70, 70–99, 100–129, and 130 or more to
convert mg/dL to SI in mmol/L multiplied by 0.02586). A
multiple linear regression was estimated for (normally
distributed) follow-up LDL-C, controlling for patient clin-
ical and sociodemographic characteristics and with standard
errors adjusted for clustering of patients within the last
recorded LDL-C ordering physicians. Analyses were con-
ducted with Stata Version 15 (College Station, TX) and IBM
SPSS Version 27 (Armonk, NY).

3. Results

+ere were 15,111 patients identified who had an index and
last recorded LDL-C level measured during a mean follow-
up time of 20.8 (SD� 6.9) months. Figure 1 illustrates the
distribution of last recorded follow-up LDL-C values. +e
mean LDL-C at last recorded follow-up was 75.6 (SD� 30.6)
mg/dL. Males were 68.7% of the sample with an average
LDL-C at follow up of 71.8mg/dL vs. 83.8mg/dL for females
(Table 1). Higher LDL-C values were associated with
younger age, non-Hispanic Black, high poverty or unknown
zip code, Medicaid, or angina as the qualifying diagnosis.
Looking at those on high (45.5% of the cohort), moderate,
and low intensity treatment, follow-up LDL-C values were
70.4, 73.2, and 82.6, respectively. Overall, 87.8% of patients
were on a statin, 9.7% were on ezetimibe, and 0.5% pre-
scribed a PCSK9 inhibitor. A total of 11.5% of all sample
patients had no electronic health record recorded lipid-
lowering drug therapy prescription between their index and
follow-up LDL-C measurement.

+ere was a subgroup of 881 patients with follow-up
levels of >130mg/dL. +ese patients were more likely to be
female, non-Hispanic Black, and younger. Of those with a
follow-up LDL-C >130mg/dL, 40.4% had no recorded lipid-
lowering drug therapy prescription in their medical record.
Table 2 presents results of the linear regression analysis of
follow-up LDL-C. Males had an expected LDL-C level
9.5mg/dL lower than females, older patients had LDL-C
levels significantly lower than expected compared to patients
aged 59 or younger. Non-Hispanic Black identity was as-
sociated with a 6.2mg/dL higher LDL-C as compared to
non-Hispanic White. Also, compared to other CAD diag-
noses, an MI diagnosis was associated with −4.3mg/dL
lower LDL-C, having a prior revascularization procedure
with −3.3mg/dL lower LDL-C.

Treatment intensity was strongly associated with
follow-up LDL-C level. As compared to those with high-
intensity treatment, having no documented lipid-lower-
ing prescriptions was associated with a 33.1 mg/dL higher
LDL-C. Differences between moderate and low intensity
patients were more modest but highly significant
(p< 0.001). Figure 2 reflects the mean last recorded LDL-C
distribution for patients grouped by the managing phy-
sician for the 332 ordering physicians with at least 10
patients in the study cohort. While representing 26% of
the total of 1,277 last recorded LDL-C ordering physi-
cians, these 332 physicians cared for 12,899 patients or
85.3% of sample patients.

3.1. Limitations. +is study of a selected health system
population was focused on LDL-C and statin dose infor-
mation and cannot assess patients’ medication adherence.
Although national data suggest adherence to statins has
improved over time, sex and racial disparities persist in
both screening and treatment [12, 13]. Side effects from a
prior higher dose of statin could have also limited clinicians
from prescribing the recommended intensity, but there is
evidence that only represents about 5% of patients [13].
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Our focus was on LDL-C levels but clinical impact could be
further enhanced by measuring apolipoprotein B [14].
Finally, our electronic health record study is subject to
documentation biases. We required multiple documented
visits over time after a baseline LDL-C measurement and
thus will be missing other patients with less complete as-
certainment of CAD diagnoses or sequential LDL-C
measurement.

4. Discussion

Utilizing our Enterprise Data Warehouse, we were able to
identify a large diverse cohort of patients with CAD, their
level of LDL-C control, intensity of treatment, and char-
acteristics of those less likely to be well controlled. We also
discovered a wide range of mean LDL-C levels between the
patients cared for by various physicians. +e value of
secondary prevention in patients with CAD is well
established. +e 4S trial [2] was an early demonstration of
the impact of LDL-C reduction where simvastatin reduced
LDL-C from an average of 187mg/dL down to 122mg/dL.
resulting in a reduction in mortality and major cardiac
events (MCEs). More recent studies with lower LDL-C
levels have reinforced this concept including newer ther-
apies using PCSK9 inhibitors and ezetimibe. Our diverse
sample shows some use of these newer therapies as data
supporting their impact became available. Ezetimibe was
shown to have an additive outcome benefit in 2015 [15].
Evolocumab data on outcomes for example were available
in 2017 [16]. +at study followed 27,564 patients with
atherosclerotic cardiovascular disease (ASCVD) with an
LDL-C > 70mg/dL (averaging LDL-C 92mg/dL on their
baseline statin) being lowered to 30mg/dL with the ad-
dition of the PCSK9i and an associated benefit in MCEs. Of
course, there are many variables that affect individual

responses and cardiovascular risks. Besides traditional risk
factors, genetic predispositions range from endothelial
dysfunction [17, 18] to variations in gastrointestinal ab-
sorption of lipids [19].+e goal of precision medicine in the
future will be to include these individual characteristics in
therapeutic choices.

Although high-intensity statin therapy has been
widely recommended, the optimal LDL-C level has been
controversial as has even the concept of a target,
threshold, or goal LDL level [20]. +ere is increasing
support for lower is better even down to less than 39mg/
dL [21, 22]. Serial intravascular ultrasound data [23],
PCSK9i data [16, 24], and recent titration trials [25]
support the incremental value of LDL-C values less than
60–70mg/dL. In the Treat Stroke to Target trial [25],
approximately one-third of study patients used ezetimibe
in addition to the statin to reach that target. Higher in-
tensity statin therapy is associated with better outcomes
but appears to be underutilized [13]. Yao et al. noted
improvement over time, but by 2016, it was still only used
in 49.2% of ASCVD patients. Arnold et al. [5] found
similar underutilization of high-intensity statins in the
GOULD database. Overall statin use was 87%; 48.5% were
on high-intensity statins, and 9.7% were on ezetimibe.

+ere are many barriers to improve LDL-C control.
+ere is considerable variability in LDL-C reduction
among patients on the same intensity of statin therapy [26].
Cost, despite the wide availability of generic high potency
statins and ezetimibe, may be a limiting factor. Patients
may fear side effects of higher doses. Various reasons for
patients’ nonadherence have been categorized by others
[27]. Figure 2 demonstrates a range of average LDL-C for
patients cared for by health system physicians. Physician
inertia and workload may contribute as well as patient
provider discordance. Lack of knowledge on the value of
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Figure 1: Distribution of final follow-up low-density lipoprotein cholesterol mg/dL levels for 15,111 health system patients with
documented coronary artery disease.
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Table 1: Last measured low-density lipoprotein cholesterol mg/dl levels. N� 15,111 health system patients with documented coronary
artery disease (CAD).

Sample
percent

Mean (SD) final
LDL-C

Percent <70,
N� 7302

Percent 70–99,
N� 5314

Percent 100–129,
N� 1614

Percent 130 plus
N� 881

Female 30.3 83.8 (34.6) 38.0 36.8 15.3 9.8
Male 68.7 71.8 (27.7) 53.0 34.4 8.6 4.0
Age
<60 20.3 80.7 (33.4) 40.9 36.8 13.9 8.4
60–69 31.6 76.5 (30.6) 46.8 36.3 10.8 6.1
70–79 32.5 72.8 (29.2) 52.1 34.5 8.9 4.5
80+ 15.6 72.7 (28.5) 53.2 32.3 9.8 4.7
Race and ethnicity
Non-Hispanic White 79.4 74.6 (29.5) 49.2 35.5 10.0 5.3
Non-Hispanic Black 8.3 84.5 (35.7) 37.2 36.7 15.8 10.3
Hispanic 4.8 76.8 (33.6) 46.7 33.6 12.2 7.5
Others/unknown 7.5 74.5 (31.6) 51.9 31.2 10.9 6.0
Zip code census area
poverty level
<3% of families 23.8 74.2 (28.6) 49.3 35.5 10.1 5.1
3–7.99% of families 50.7 75.0 (30.1) 49.2 35.3 10.2 5.4
8% or more of families 20.9 78.3 (33.5) 45.6 34.3 12.4 7.7
Out of state/unknown 4.6 78.2 (30.9) 45.9 36.5 11.1 6.4
Insurance status
Private 27.4 78.3 (31.6) 44.2 36.9 11.7 7.2
Medicaid/uninsured 4.0 80.4 (36.4) 43.4 36.5 11.7 8.4
Medicare 68.6 74.2 (29.7) 50.3 34.5 10.1 5.2
Body mass index
Underweight 0.5 75.0 (31.7) 52.1 27.4 16.4 4.1
Normal weight 13.2 77.2 (30.8) 46.2 35.5 12.2 6.1
Overweight 44.1 75.1 (30.0) 49.2 35.0 10.2 5.6
Obese 35.3 75.0 (30.1) 48.3 35.7 10.4 5.6
Morbid obese 6.2 78.7 (34.5) 46.4 33.5 12.0 8.1
BMI missing 0.7 74.6 (28.8) 49.0 32.4 9.8 8.8
CAD diagnosis
Angina only 5.7 82.6 (33.6) 40.8 34.0 15.3 9.9
Other CAD diagnoses
only 55.3 77.6 (30.8) 44.9 36.9 11.8 6.5

MI only 9.5 73.5 (31.1) 52.5 31.0 11.3 5.2
Bypass or angioplasty
procedure 29.6 70.9 (28.6) 54.9 33.5 7.5 4.1

Statin intensity
High 45.5 70.4 (27.9) 55.5 33.6 7.3 3.7
Moderate 36.9 73.3 (26.2) 49.5 37.7 9.4 3.4
Low 4.6 82.6 (31.2) 36.2 33.5 15.7 7.3
Unclassified 1.5 85.6 (38.6) 39.8 33.5 15.9 10.7
No prescription 11.5 99.1 (39.3) 22.4 31.3 25.6 20.6
All comparisons p< 0.01.

Table 2: Linear regression results for the last measured low-density lipoprotein cholesterol mg/dL level. N� 15,111 health system patients
with documented coronary artery disease (CAD)∗.

B Se p value
Female
Male −9.55 0.52 <0.0001
Age
<60 Reference
60–69 −3.25 0.77 <0.0001
70–79 −7.37 0.84 <0.0001
80+ −8.87 0.96 <0.0001
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Table 2: Continued.

B Se p value
Race and ethnicity
Non-Hispanic White Reference
Non-Hispanic Black 6.22 0.93 <0.0001
Hispanic 0.17 1.12 0.88
Others/unknown −0.28 0.89 0.75
Zip code census area poverty level
<3% of families Reference
3–7.99% of families 0.48 0.57 0.40
8% or more of families 1.15 0.74 0.12
Out of state/unknown 1.61 1.17 0.17
Insurance status
Private Reference
Medicaid/uninsured 0.09 1.25 0.94
Medicare −1.39 0.70 .06
Body mass index
Underweight −6.31 2.99 0.03
Normal weight Reference
Overweight 0.46 0.70 0.51
Obese −0.40 0.76 0.56
Morbid obese −0.42 1.20 0.73
BMI missing −7.00 3.61 0.05
CAD diagnosis
Angina only 1.28 1.10 0.24
Other CAD diagnoses only Reference
MI only −4.2 0.88 <0.0001
Bypass or angioplasty procedure −3.2 0.56 <0.0001
Statin intensity
High Reference
Moderate 2.89 0.54 <0.0001
Low 9.23 1.49 <0.0001
Unclassified 13.31 1.53 <0.0001
No prescription 33.12 1.21 <0.0001
∗Standard errors adjusted for clustering of patients within final LDL-C ordering physician.
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Figure 2: Distribution of mean final follow-up low-density lipoprotein cholesterol mg/dL among 332 health system physicians with at least
10 study patients (N� 12,888 study patients).
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additional lowering of LDL-C levels may also limit optimal
use. Some of the difference between physicians may rep-
resent the social determinates of health associated with the
patients they care for in their particular office. If high-
intensity statins (or maximally tolerated intensity) were not
enough, ezetimibe may not have been considered as an
option even though it was generically available. +e ex-
pense and logistics of adding PCSK9 inhibitors are cer-
tainly limiting factors too but may be more justified in the
very high-risk subgroup. Inclisiran is an option that could
improve adherence but will be expensive and awaits
clinically significant outcome data [28].

5. Conclusions

Many interventions have been studied to influence clinicians
and improve quality [29]. Potential interventions include
outreach to patients and providers, enlisting community
leaders to advocate for healthy behaviors, audit and feedback
report cards available to peers (or even publicly available),
and EMR alerts. Our institution has had success with peer
report cards and other feedback interventions [30, 31] and
EMR alerts [32] for example. For LDL-C management, we
plan on several of these approaches. LDL-Cmanagement is a
shared responsibility. Arnold et al. noted in their recently
established GOULD database that the care of post-
myocardial infarction patients was managed just as often by
primary care physicians as cardiologists [5]. Confusion to
which clinician is in charge may be a factor as well [33].

Disparity in the control of cholesterol by sex and race has
been found in other studies [7, 13, 34–36]. Several studies have
found women to be disproportionately undertreated as we did
[6, 7, 13, 34, 35]. Yao et al. also noted individuals identifying as
Blacks or Hispanics were 10% less likely to be on a statin at
30 days after an index event [13]. Zhang et al. [37] have
highlighted the challenges in racial disparities even after quality
improvement efforts.+e value of doing better for our patients
is clear. For example, one can estimate the reduction in future
CVD events; if we shifted CAD patients from an LDL-C of
approximately 99mg/dL down to 60mg/dL, we could reduce
risk an additional 17% [3].+e opportunities for improvement
in secondary prevention are even greater in the peripheral
vascular disease population [38].

+ere are important variations in LDL-C control be-
tween patients with the same indication for treatment.
Variation among physicians in controlling LDL-C is also
apparent and this analysis is unique. We feel this is another
area ripe for analysis and intervention. Future research using
qualitative assessments of under treatment is a logical next
step. We plan on a spectrum of interventions at our insti-
tution including an EMR alert to clinicians, short educa-
tional outreach to clinicians, and feedback reports with
specific performance information comparing the clinician
with peers and the recommended threshold. We may
consider outreach to patients as well in order to activate
them in the process [39, 40]. +is approach can be used by
other health systems or insurers with electronic records for
developing both the physician and patient facing inter-
ventions that improve quality of care and health equity.

Data Availability

+e data that support the findings of this study are available
from the corresponding author upon reasonable request.

Conflicts of Interest

+e authors declare that they have no conflicts of interest.

Acknowledgments

+e authors gratefully acknowledge Andrew J. Cooper from
the Division of General Internal Medicine and Geriatrics for
assistance with data acquisition and Marcus Byrd MDMPH
for research assistance.

References

[1] B. A. Ference, H. N. Ginsberg, I. Graham 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,” European Heart Journal, vol. 38,
no. 32, pp. 2459–2472, 2017.

[2] T. R. Pedersen, J. Kjekshus, K. Berg et al., “Randomised trial of
cholesterol lowering in 4444 patients with coronary heart
disease: the Scandinavian Simvastatin Survival Study (4S),”
Lancet, vol. 344, no. 8934, pp. 1383–1389, 1994.

[3] N. Wang, J. Fulcher, N. Abeysuriya et al., “Intensive LDL
cholesterol-lowering treatment beyond current recommen-
dations for the prevention of major vascular events: a sys-
tematic review and meta-analysis of randomised trials
including 327 037 participants,” Lancet Diabetes & Endo-
crinology, vol. 8, no. 1, pp. 36–49, 2020.

[4] M. G. Silverman, B. A. Ference, K. Im et al., “Association
between lowering LDL-C and cardiovascular risk reduction
among different therapeutic interventions,” JAMA, vol. 316,
no. 12, pp. 1289–1297, 2016.

[5] S. V. Arnold, J. A. de Lemos, Y. Liu et al., “Adherence to
guideline medication recommendations to prevent athero-
sclerotic cardiovascular disease progression among adults
with prior myocardial infarction,” JAMA Network Open,
vol. 3, no. 4, Article ID e203032, 2020.

[6] G. Chen, M. S. Farris, T. Cowling et al., “Treatment and low-
density lipoprotein cholesterol management in patients di-
agnosed with clinical atherosclerotic cardiovascular disease in
alberta,” Canadian Journal of Cardiology, vol. 35, no. 7,
pp. 884–891, 2019.

[7] T. K. J. Groenhof, D. Kofink, M. L. Bots et al., “Low-Density
lipoprotein cholesterol target attainment in patients with
established cardiovascular disease: analysis of routine care
data,” JMIR Medical Informatics, vol. 8, no. 4, Article ID
e16400, 2020.

[8] D. Mahtta, D. J. Ramsey, M. Al Rifai et al., “Evaluation of
aspirin and statin therapy use and adherence in patients with
premature atherosclerotic cardiovascular disease,” JAMA
Network Open, vol. 3, no. 8, Article ID e2011051, 2020.

[9] K. R. Feingold, “Cholesterol lowering drugs,” 2000, https://
www.ncbi.nlm.nih.gov/pubmed/27809434.

[10] J. T. Wilkins and D. M. Lloyd-Jones, “Novel lipid-lowering
therapies to reduce cardiovascular risk,” JAMA, vol. 326, no. 3,
pp. 266-267, 2021.

6 Cardiology Research and Practice

https://www.ncbi.nlm.nih.gov/pubmed/27809434
https://www.ncbi.nlm.nih.gov/pubmed/27809434


[11] N. J. Stone, J. G. Robinson, and A. Lichtenstein, “+e new
cholesterol treatment guidelines,” New England Journal of
Medicine, vol. 370, no. 20, p. 1957, 2014.

[12] J. Kenik, M. Jean-Jacques, and J. Feinglass, “Explaining racial
and ethnic disparities in cholesterol screening,” Preventive
Medicine, vol. 65, pp. 65–69, 2014.

[13] X. Yao, N. D. Shah, B. J. Gersh, F. Lopez-Jimenez, and
P. A. Noseworthy, “Assessment of trends in statin therapy for
secondary prevention of atherosclerotic cardiovascular dis-
ease in US adults from 2007 to 2016,” JAMA Network Open,
vol. 3, no. 11, Article ID e2025505, 2020.

[14] N. J. Stone and D. Lloyd-Jones, “Tracking residual risk,”
Journal of the American College of Cardiology, vol. 77, no. 11,
pp. 1451–1453, 2021.

[15] C. P. Cannon, M. A. Blazing, R. P. Giugliano et al., “Ezetimibe
added to statin therapy after acute coronary syndromes,” New
England Journal of Medicine, vol. 372, no. 25, pp. 2387–2397,
2015.

[16] M. S. Sabatine, R. P. Giugliano, A. C. Keech et al., “Evolo-
cumab and clinical outcomes in patients with cardiovascular
disease,” New England Journal of Medicine, vol. 376, no. 18,
pp. 1713–1722, 2017.

[17] P. Severino, A. D’Amato, S. Prosperi et al., “Potential role of
eNOS genetic variants in ischemic heart disease susceptibility
and clinical presentation,” Journal of Cardiovascular Devel-
opment and Disease, vol. 8, no. 9, p. 116, 2021.

[18] P. Severino, A. D’Amato, L. Netti et al., “Susceptibility to
ischaemic heart disease: focusing on genetic variants for ATP-
sensitive potassium channel beyond traditional risk factors,”
European Journal of Preventive Cardiology, vol. 28, no. 13,
pp. 1495–1500, 2020.

[19] A. Helgadottir, G. +orleifsson, K. F. Alexandersson et al.,
“Genetic variability in the absorption of dietary sterols affects
the risk of coronary artery disease,” European Heart Journal,
vol. 41, no. 28, pp. 2618–2628, 2020.

[20] S. M. Grundy, N. J. Stone, and A. L. Bailey, “2018 AHA/ACC/
AACVPR/AAPA/ABC/ACPM/ADA/AGS/APhA/ASPC/
NLA/PCNA guideline on the management of blood choles-
terol: executive summary: a report of the American college of
cardiology/American heart association task force on clinical
practice guidelines,” Journal of the American College of
Cardiology, vol. 73, no. 24, pp. 3168–3209, 2019.

[21] C. P. Cannon, “Low-Density lipoprotein cholesterol,” Journal
of the American College of Cardiology, vol. 75, no. 17,
pp. 2119–2121, 2020.

[22] F. Mach, C. Baigent, and A. L. Catapano, “2019 ESC/EAS
Guidelines for the management of dyslipidaemias: lipid
modification to reduce cardiovascular risk,” European Heart
Journal, vol. 41, no. 1, pp. 111–188, 2020.

[23] S. E. Nissen, S. J. Nicholls, I. Sipahi et al., “Effect of very high-
intensity statin therapy on regression of coronary athero-
sclerosis,” JAMA, vol. 295, no. 13, pp. 1556–1565, 2006.

[24] G. G. Schwartz, P. G. Steg, M. Szarek et al., “Alirocumab and
cardiovascular outcomes after acute coronary syndrome,”
New England Journal of Medicine, vol. 379, no. 22,
pp. 2097–2107, 2018.

[25] P. Amarenco, J. S. Kim, J. Labreuche et al., “A comparison of
two LDL cholesterol targets after ischemic Stroke,” New
England Journal of Medicine, vol. 382, no. 1, p. 9, 2020.

[26] P. M. Ridker, S. Mora, and L. Rose, “Percent reduction in LDL
cholesterol following high-intensity statin therapy: potential
implications for guidelines and for the prescription of
emerging lipid-lowering agents,” European Heart Journal,
vol. 37, no. 17, pp. 1373–1379, 2016.

[27] T. Bates, V. Connaughton, and G. Watts, “Non-adherence to
statin therapy: a major challenge for preventive cardiology,”
Expert Opinion on Pharmacotherapy, vol. 10, no. 18,
pp. 2973–2985, 2009.

[28] R. S. Wright, K. K. Ray, F. J. Raal et al., “Pooled patient-level
analysis of inclisiran trials in patients with familial hyper-
cholesterolemia or atherosclerosis,” Journal of the American
College of Cardiology, vol. 77, no. 9, pp. 1182–1193, 2021.

[29] W. V. Chan, T. A. Pearson, G. C. Bennett et al., “ACC/AHA
special report: clinical practice guideline implementation
strategies: a summary of systematic reviews by the nhlbi
implementation science work group,” Journal of the American
College of Cardiology, vol. 69, no. 8, pp. 1076–1092, 2017.

[30] R. N. Keswani, R. Yadlapati, K. M. Gleason et al., “Physician
report cards and implementing standards of practice are both
significantly associated with improved screening colonoscopy
quality,” American Journal of Gastroenterology, vol. 110, no. 8,
pp. 1134–1139, 2015.

[31] A. Y. Lam, Y. Li, D. L. Gregory et al., “Association between
improved adenoma detection rates and interval colorectal
cancer rates after a quality improvement program,” Gastro-
intestinal Endoscopy, vol. 92, no. 2, pp. 355–364, 2020.

[32] S. D. Persell, D. M. Lloyd-Jones, E. M. Friesema, A. J. Cooper,
and D. W. Baker, “Electronic health record-based patient
identification and individualized mailed outreach for primary
cardiovascular disease prevention: a cluster randomized trial,”
Journal of General Internal Medicine, vol. 28, no. 4,
pp. 554–560, 2013.

[33] W. J. Oetgen and J. S. Wright, “Controlling hypertension,”
Journal of the American College of Cardiology, vol. 77, no. 23,
pp. 2973–2977, 2021.

[34] P. H. Jones, R. Nair, and K. M. +akker, “Prevalence of
dyslipidemia and lipid goal attainment in statin-treated
subjects from 3 data sources: a retrospective analysis,” Journal
of American Heart Association, vol. 1, no. 6, Article ID
e001800, 2012.

[35] Y. Rachamin, R. Meier, T. Rosemann, S. Langenegger, and
S. Markun, “Statin treatment and LDL target value achieve-
ment in Swiss general practice - a retrospective observational
study,” Swiss Medical Weekly, vol. 150, Article ID w20244,
2020.

[36] Y. Rachamin, T. Grischott, T. Rosemann, and M. R. Meyer,
“Inferior control of low-density lipoprotein cholesterol in
women is the primary sex difference in modifiable cardio-
vascular risk: a large-scale, cross-sectional study in primary
care,” Atherosclerosis, vol. 324, pp. 141–147, 2021.

[37] R. Zhang, J. Y. Lee, M. Jean-Jacques, and S. D. Persell, “Factors
influencing the increasing disparity in LDL cholesterol con-
trol between white and Black patients with diabetes in a
context of active quality improvement,” American Journal of
Medical Quality, vol. 29, no. 4, pp. 308–314, 2014.

[38] C. N. Hess, C. P. Cannon, J. A. Beckman et al., “Effectiveness
of blood lipid management in patients with peripheral artery
disease,” Journal of the American College of Cardiology, vol. 77,
no. 24, pp. 3016–3027, 2021.

[39] J. D. Cohen, K. E. Aspry, A. S. Brown et al., “Use of health
information technology (HIT) to improve statin adherence
and low-density lipoprotein cholesterol goal attainment in
high-risk patients: proceedings from a workshop,” Journal of
Clinical Lipidology, vol. 7, no. 6, pp. 573–609, 2013.

[40] S. F. Derose, K. Green, E. Marrett et al., “Automated outreach
to increase primary adherence to cholesterol-lowering med-
ications,” JAMA Internal Medicine, vol. 173, no. 1, pp. 38–43,
2013.

Cardiology Research and Practice 7


