
NO

YES NO

NO

YES

YES

Take lipid sample  on 
admission.

Is this the patient’s  
first ACS event?

Maximise all other 
secondary 
prevention 
medication

Is the patient on 
maximally tolerated 

dose of Atorvastatin?

Set target for lipid levels before discharge

1.LDL-C < 2.0mmol/Lor
2. 40% reduction in non-HDL-C;

• Commence atorvastatin 80mg+ unless contraindicated^ or CKD (see below). Use lower dose of  atorvastatin if 

potential for drug interactions, high risk of adverse effects or a patient preference
• In CKD (eGFR <30ml/min/1.73m2  and/or albuminuria) commence atorvastatin 20mg+

• Perform clinical assessment and offer lifestyle advice
• Management of modifiable risk factors should be performed but must not delay statin treatment

Add ezetimibe

Discharge on
Atorvastatin

80mg

Acute Coronary Syndrom (ACS) Lipid 
Modification Guideline1†

Protocol† for new ACS admissions:

*unless contraindicated or not tolerated

LDL-C < 2.0mmol/L;
or 40% reduction 
in non-HDL-C

Approved by Dorset Cardiology Working Group and 
Dorset Medicines Advisory Group, May 2017



Repeat testing and re-assessment+ at 6 months,  12 

months and every year after that+

NO

NO

NO

YES

YES

Optimise lifestyle modification, ensure  

adherence and assess tolerability.

Is the patient statin intolerant?

Consider seeking
specialist advice

Continue treatment and monitor

Check lipids 4-6 weeks later.
Is patient at pre-specified target?
1.LDL-C < 2.0mmol/L2;or
2. 40% reductionin non-HDL-C1; 

Measure lipids, LFTs and CK (if muscle pains) 
12 weeks after ACS event. 

CK>5xULN and/or ALT/AST>3xULN- stop statin and 

consider specialist advice

Is patient at pre-specified target? E.g.

1. LDL-C < 2.0mmol/L2; or
2.40% reduction in non-HDL-C 

Protocol for Out-patients/Cardiac Rehab team and community:

*unless contraindicated or not tolerated

Add Ezetimibe 10mg Ezetimibe 10mg 
monotherapy

YES



**Clinical Assessment1:

- BP (treat as per NICE CG127).

- BMI.

- Smoking status.

- Alcohol consumption.

- Extended lipid profile, U&E, ALT/AST.

- HbA1c.

- TSH (if hypothyroidism suspected).

NB: If unexplained muscle pain before starting statin, check CK levels as well.

***Statin Intolerance1:

CK>5xULN and/or ALT/AST>3xULN?

Yes; Stop statin and seek specialist advice.

No; Discuss options with patient:

1.Stop statin & see if symptoms resolve +/- recur on restarting; if not, probably  

not statin related. Look for other cause.

2.Reduce dose or offer lower intensity statin e.g. simvastatin or pravastatin.

If intolerant of 3 different statins seek specialist advice

+Safety monitoring3:

ALT/AST: Measure pre-statin treatment and within 3 months and at 12 months  

after starting; more often if abnormal. Stop if ALT/AST > 3XULN

CK: Routine testing unnecessary. Advise patients to report muscle pain,  

tenderness or weakness; measure CK if occurs. Stop if CK>5x ULN and discuss  

with specialist.

Pregnancy: Advise women to stop taking statin if pregnancy is a possibility or  3 

months before attempting to conceive.

Blood glucose or HbA1C: Do not stop statin because of a rise in blood glucose 

or  HbA1C. Perform risk assessment for diabetes mellitus.

4

^Statin Caution and Contraindications3:

-Ensure adequate thyroid replacement therapy in patients with hypothyroidism. 

Lipid abnormality may be rectified through correcting the hypothyroidism itself. The 

risk of myositis with lipid-modifying drugs is elevated with untreated hypothyroidism.

-Use statins with caution in patients with a history of liver disease or high alcohol  

consumption. Avoid statins in active liver disease or in cases of unexplained persistent 

rises in serum transaminases.

-Use statins with caution in those with risk factors for myopathy or  

rhabdomyolysis.

-Avoid statins in pregnancy (stop statin 3 months before attempting to conceive).  

Congenital malformations have been reported with statin use in pregnancy and  fetal 

development could be affected by decreased cholesterol synthesis. Also  avoid statins 

in breastfeeding women.

-In patients with a history of haemorrhagic stroke or lacunar infarct, the  risk-

benefit ratio of atorvastatin 80 mg is uncertain, and the potential risk of haemorrhagic

stroke should be carefully considered before initiating treatment.4

-Atorvastatin is metabolised by CYP3A4 and is a substrate to transport proteins

e.g. the hepatic uptake transporter OATP1B1. Concomitant administration of  inhibitors 

of CYP3A4 or transport proteins may lead to increased plasma levels of  atorvastatin 

and an increased risk of myopathy. The risk might also be increased  at concomitant 

administration of atorvastatin with other drugs that have a  potential to induce 

myopathy, such as fibric acid derivates and ezetimibe.4

-Inducers of CYP3A can lead to variable reductions in plasma levels of atorvastatin. 

Monitor patients for efficacy.

-Seek specialist advice if eGFR<30ml/minute/1.73m2.1

-Polypharmacy needs to be balanced with any potential harms of medicines and the 
risks of non-adherence.  It is essential to optimise medicines to ensure safe prescribing 
and appropriate polypharmacy for patients with increasing frailty or moving towards 
end of life. 5
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