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It Starts With Lifestyle Changes

Blumenthal RS, et al. J Am Coll Cardiol. 2026; Lloyd-Jones DM, et al. Circulation. 2022;146:e18-e43.

COR RECOMMENDATIONS

1

In children and healthy adults, 
healthy dietary patterns, 
regular physical activity, 
maintenance of a healthy 
weight, healthy sleep, stress 
management, and avoidance of 
tobacco products should be 
promoted and reinforced 
lifelong to reduce the risk for 
dyslipidemia and ASCVD



Start Earlier: Reduce Lifetime Exposure to LDL-C1

Start Statin Therapy for: 

• All Adults with HeFH 

• Age ≥30:

- LDL-C ≥160 mg/dL OR 

- Strong family history of 

premature ASCVD OR

- High 30-year risk of ASCVD Treat these groups early even if 10y risk is low to 
prevent long-term exposure to high LDL-C 



6

Prolonged Exposure to High Cholesterol 

Increases Heart Disease Risk (Framingham Offspring)

Navar AM, Peterson ED et al. Circulation. 2015



Genetic Testing

• Identify individuals meeting clinical 
suspicion

• Prevalence 1:250 → underdiagnosed

Variants
• LDLR • ApoB • PCSK9

Risk Stratification & Treatment

• Higher ASCVD risk even with modest LDL

• Supports earlier LLT and cascade screening

COR RECOMMENDATIONS

1

In adults with possible, probable, or definite FH, panel-

based genetic testing for pathogenic/likely pathogenic 
rare variants for FH is beneficial to identify individuals at 
highest risk of cardiovascular events and to facilitate 

cascade screening.

2a

In adults with severe hypercholesterolemia with an LDL-

C ≥190 mg/dL (4.9 mmol/L) without an identified 
secondary cause, panel-based genetic testing for 
pathogenic/likely pathogenic rare variants for FH can be 

useful to identify those with FH who are at higher risk of 
ASCVD events.

2b

In adults with an elevated LDL-C of 160 to 189 mg/dL 

(4.1-4.9 mmol/L) without an identified secondary cause, 
panel-based genetic testing for pathogenic/likely 
pathogenic rare variants for FH may be considered to 

identify those with FH who are at higher risk of events.

Blumenthal, R.S., Morris, P.B., et al. 2026 ACC/AHA Guideline on the Management of Dyslipidemia. JACC

Familial Hypercholesterolemia



Blumenthal, R.S., Morris, P.B., et al. 2026 ACC/AHA Guideline on the Management of Dyslipidemia. JACC

LDL >190



Lipid Goals in Patients with Diabetes Mellitus

Adapted from Blumenthal RS, et al. J Am Coll Cardiol. 2026

• Most adults 40–75 years 
with DM are at 
intermediate or high 
ASCVD risk

• First CV events with DM 
carry higher morbidity 
and mortality

Patient 
Examples

LDL-C
mg/dL

Non-HDL-C
mg/dL

ApoB
mg/dL

Diabetes mellitus
• Without ASCVD risk factors or 

diabetes-specific risk modifiers
<100 <130 <90

Diabetes mellitus
• With ASCVD risk factors or diabetes-

specific risk modifiers
<70 <100 <70

Diabetes-specific risk modifiers

• Long duration (≥10 years for 
type 2 diabetes or ≥20 years 
for type 1 diabetes)

• Albuminuria (≥30 mcg of 
albumin/mg creatinine)

• GFR <60 ml/min/1.73 m2

• Retinopathy

• Neuropathy

• ABI <0.9



Older Adults

COR RECOMMENDATIONS

1

In older adults, the benefit-risk discussion should include patient 
priorities, functional status, multimorbidity, frailty, polypharmacy, and 
life expectancy, and should not be based solely on chronological age 
when considering the decision to discontinue LLT.

2a

In adults aged >75 years with an estimated life expectancy of at 
least 2.5 years, it may be reasonable to initiate moderate-intensity 
statin therapy after a clinician–patient discussion of potential benefits 
and risks to reduce ASCVD risk.

2a
In patients with a life expectancy of <1 year, it may be reasonable to 
discontinue LDL-lowering therapy to avoid unnecessary medication 
use or adverse medication effects.

2b

In adults aged >75 years with an estimated life expectancy of at least 
2.5 years, and for whom the decision regarding LLT is uncertain, it 
may be reasonable to measure CAC to reclassify those with minimal 
(1-10) or no CAC to avoid LLT.

Blumenthal, R.S., Morris, P.B., et al. 2026 ACC/AHA Guideline on the Management of Dyslipidemia. Circulation.



Calculate Risk (if no ASCVD or FH)

- 10-yr ASCVD risk if age 30-79

- 30-yr ASCVD risk if age 30-59

Use PREVENT-ASCVD for Risk Assessment2a

https://professional.heart.org/prevent 

https://professional.heart.org/prevent


Demographic, Genetic and Family History

Clinical Conditions that Increase ASCVD Risk

Biomarkers

Family history of premature ASCVD
Sibling or parent <55 y if M, <65 y if F

Higher-risk ancestry
South Asian, Filipino

High polygenic risk

Chronic inflammatory diseases
Systemic lupus, inflammatory arthritis, psoriasis

CKM syndrome

Reproductive risk markers

Early menopause (<45 y), preeclampsia, gestational DM

hsCRP ≥2 mg/L
on >1 measurement

Elevated TGs
≥150 mg/dL fasting, ≥175 mg/dL nonfasting

Persistently elevated LDL-C (≥160 mg/dL),
non-HDL-C (≥190 mg/dL) or ApoB (≥120 mg/dL)

Lp(a) ≥125 nmol/L or ≥50 mg/dL

2b ASCVD Risk Enhancers to Guide Primary 

Prevention Risk Assessment

If present, risk 
enhancers favor 
statin therapy in 

borderline to 
intermediate risk 

individuals (10-year 
ASCVD risk 3-<10%)



Adverse Pregnancy Outcomes with a 
Stronger Association with ASCVD Events

• Hypertensive disorders of pregnancy 
(preeclampsia, gestational hypertension)

• Gestational diabetes

• Small for gestational age (birthweight <10th 
percentile)

• Preterm delivery (before 37 weeks of 
gestation)

• Recurrent spontaneous pregnancy loss

Other Reproductive 
Risk Markers

• Early menarche 
(<10 yr old)

• Early menopause 
(<45 yr), especially if 
premature (<40 yr)

• Polycystic ovarian 
syndrome and irregular 
menses

COR RECOMMENDATIONS

2a
In adults without ASCVD, consideration of reproductive risk markers, such as early menopause (<45 years of age) 
and history of adverse pregnancy outcomes is reasonable to personalize ASCVD risk assessment when considering 
the potential benefit of initiating LLT as an adjunct to lifestyle management for primary ASCVD prevention.

Blumenthal, R.S., Morris, P.B., et al. 2026 ACC/AHA Guideline on the Management of Dyslipidemia. Circulation.

Female Specific Factors



3 LDL-Lowering in Primary Prevention: Risk-

Guided Decision Making

Based on 10-Year PREVENT-ASCVD Risk Estimates



Estimate 10-Yr risk with PREVENT-ASCVD

Low risk 
0% - <3%

Borderline risk 
3% - <5%

Discuss risk estimate and therapy options with patient (1)

Intermediate risk 
5%- <10%

Lifestyle Modification 
(1)

High risk 
≥10%

And evaluate risk 
enhancers (2A)

If clinical or patient 

uncertainty, consider 
CAC score and revise 

results  (1) 

Lifestyle Modification 
and potential LLT (2a)

If clinical or patient 

uncertainty, consider 
CAC score and revise 

results  (1)  

Lifestyle Modification and LLT (1)

Calculate &
Classify

Personalize

Reclassify & 
Reassess

Decide & 
Treat



LDL-C & Non-HDL-C Goals are Back 

+ ApoB Goals are Included

Patient Examples
LDL-C

mg/dL

Non-HDL-C

mg/dL

ApoB

mg/dL

Borderline to 

Intermediate 

Risk

• 3-<5% or 5-<10% 10y ASCVD Risk

• <3% 10y ASCVD risk + (LDL-C ≥160 mg/dL or Fam 

Hx or 30y risk ≥10%)

• Severe hypercholesterolemia without FH, RF or CAC

• T2DM without ASCVD or Risk Factors

• CAC 1-99 or mild incidental CAC

<100 <130 <90

High Risk

• >10% 10-yr ASCVD Risk

• T2DM + Risk Factors

• HeFH without ASCVD

• CAC ≥100 – 999 AU

• Moderate to severe incidental CAC

• Clinical ASCVD (not at very high risk)

<70 <100 <70

Very High 

Risk

• Clinical ASCVD (optional if not very-high risk)

• CAC ≥1000 AU (optional if ≥300 AU)
<55 <85 <55

4/5



About ApoB: 

All atherogenic lipoproteins have 

a single apoB100 protein. ApoB 

reflects the total # of atherogenic 

lipoproteins. ApoB is not affected 

by fasting.

Use ApoB to Assess Residual Lipid-Related Risk5



De Oliveria-Gomes, et al., Circulation 2024



NLA 2019

Increased ASCVD Risk By Lp(a) Levels

Measure Lp(a) Once in All Adults6



Adapted from Maron DJ, et al. JACC Adv. 2024;3:101287.

CAC = 0

CAC: 300-999 CAC ≥1000

CAC: 1-99 CAC: 100-299CAC: 0
7 CAC Score Guided Rx of Subclinical Atherosclerosis

CAC Scoring 

Recommended if 

Borderline (3-<5%) or 

intermediate (5-

<10%) 10y ASCVD 

Risk in Men ≥40, 

Women ≥45 y.o.



Coronary Artery Calcium Scores and Cardiovascular Risk

Budoff MJ, et al. J Am Coll Cardiol Img. 2023;16:1181-1189.

CAC = 0

Observational analysis of 4511 individuals with an elevated coronary artery calcium score 
compared to 438 individuals with established ASCVD (CONFIRM registry)

Individuals with a CAC score ≥300 face cardiovascular                      
risks similar to those with established ASCVD



Subclinical Coronary Atherosclerosis

Mild:
CAC = 1-99 AU and 

<75 percentile*

Consider starting 
moderate-intensity 

statin. 

Goal:
≥30-49% LDL-C reduction
LDL-C < 100 mg/dL 
non-HDL-C <130 mg/dL
(Class 2a)

Moderate:
CAC ≥100-299 AU or

 ≥75 percentile*

Start LDL-C lowering 
therapy.

Goal:
≥50% LDL-C reduction
LDL-C < 70 mg/dL 
non-HDL-C <100 mg/dL.
(Class 1)

Severe: 
CAC ≥300-999 AU 

Start LDL-C lowering 
therapy.

Goal:
≥50% LDL-C reduction
LDL-C < 70 mg/dL 
non-HDL-C <100 mg/dL
(Class 1)

Extensive:
CAC ≥1000 AU 

Start LDL-C lowering 
therapy.

Goal:
≥50% LDL-C reduction
LDL-C < 55 mg/dL 
non-HDL-C <85 mg/dL.
(Class 1)

Incidental CAC on nongated CT

Optional ApoB goal 
<55 mg/dL 

Consider starting 
moderate-intensity 

statin.

Goal:
≥30 LDL-C reduction;
LDL-C < 100 mg/dL and
non-HDL-C <130 mg/dL
(Class 2a)

Consider starting 
moderate- to high- 

intensity statin. 

Goal:
≥50% LDL-C reduction;
LDL-C < 70 mg/dL and
non-HDL-C <100 mg/dL
(Class 2a)

Optional ApoB goal 
<70 mg/dL (

Optional Goal: LDL-
C<55,non-HDL 

< 85 mg/dL (Class 2a)

Consider ApoB goal 
<55 mg/dL (Class 2a)

Mild CAC
Moderate-to-severe

CAC



When CAC identified: 
↑rate initiation/ continuation of aspirin, 

lipid lowering Rx, blood pressure 

lowering Rx, increase in exercise, 
dietary changes

JACC: CV Img, 2017 JACC: CV IMG 2023

Patient visualization of CV imaging is 
associated with overall CV risk reduction 

and improvement of cholesterol and 

systolic blood pressure

“Seeing is believing”



Use Of CAC → More Treatment / Less Plaque Progression
CAUGHT CAD RCT, JAMA 2025

↓ LDL-C:  -51 mg/dl vs. -2 mg/dl 

365 participants with 

intermediate risk (+) Family history

179 CAC Score 

Informed
186 Usual Care

CAC 1-400

↓ Plaque 

progression on 

serial CCTA 

(Δ3 yrs)
Nerlekar et al, JAMA 2025 Sandhu et al, Circulation 2023

NOTIFY1 Randomized Project, Circulation 2023



It is never wrong to treat individuals with CAC=0 
Deferring therapy is an option in specific cases



Cancer Pregnancy

Statin Therapy Recommended if 

LDL-C ≥70 mg/dL

Continue LLT 

unless 

contraindicated

Consult a dietitian and 

defer most LLT

If TG are >500 mg/dL 

(after 1st trimester), 

consider fibrate

or omega-3 FA

Special Considerations in Therapy8

CKD

Stage 3-4

All Ages

HIV

Age ≥40 

Diabetes

Age ≥40 



Lipid-Lowering Therapy Beyond Statins9



The majority of patients with established ASCVD are Very High Risk

LDL-C <55 mg/dL &
Non-HDL-C <85 mg/dL &

ApoB <55 mg/dL

Very High Risk ASCVD

All Other ASCVD
LDL-C <70 mg/dL &
Non-HDL-C <100 mg/dL &

ApoB <70 mg/dL

Optional Goal 

for Not Very 

High Risk 

Lipid Goals in Established ASCVD9



Benefit of a Lower LDL-C Level in Clinical ASCVD

Sabatine MS, et al. N Engl J Med. 2017;376:1713-1722.

27,564 patients with ASCVD and an LDL-C ≥70 mg/dL randomized to evolocumab (either 140 mg every 2 weeks or 
420 mg monthly) or placebo for a median of 2.2 years (FOURIER trial)

On-treatment median LDL-C of 30 mg/dL.

CV death, MI, stroke, hospitalization for 
unstable angina, or coronary revascularization

CV death, MI, or stroke





Presented at AHA 2025 by E. Bohula
Published NEJM 2026;394:117-127

VASELIUS Came Out Too Late for This Guideline 





Dietary Interventions for Hypertriglyceridemia

Lifestyle is 1st Line for All With Elevated TGs:

>5% weight loss, >150 min/week moderate intensity activity

10a

Blumenthal, R.S., Morris, P.B., et al. 2026 ACC/AHA Guideline on the Management of Dyslipidemia. Circulation.



Pharmacologic Approach to  Hypertriglyceridemia

Increased ASCVD Risk

Statins first-line to reduce 

ASCVD Risk. 

Use non-HDL-C and ApoB 

to guide lipid lowering 

therapy. 

Increased Risk of 

Pancreatitis 

Add Omega-3 FA (EPA) 

and/or fibrate after statin 

to lower pancreatitis risk.

Possible Familial 

Chylomicronemia

Very high pancreatitis risk. 

Refer to lipid specialist. 

Consider olezarsen if TGs 

persistently elevated after 

other Rx. 

Treatment of Hypertriglyceridemia based on ASCVD and Pancreatitis Risk

Triglyceride Levels

     ≥150 mg/dL          ≥500 mg/dL      ≥1000 mg/dL

10b



Proportion of U.S. Adults With Class 1 or 2 Recommendation for Statin 
Consideration Under the 2018 and 2026 ACC/AHA Guidelines by Age Group

Sayed A, Peterson E, Navar M.  JACC 2026



Number and Proportion of Adults Aged 30 to 59 Years Eligible for 
Statins Based on 10-Year vs 30-Year PREVENT ASCVD Risk

Sayed A, Peterson E, Navar M.  JACC 2026



LDL-C Levels Among U.S. Adults on Lipid-Lowering 
Therapy by Indication

Sayed A, Peterson E, Navar M.  JACC 2026



See how ACC’s Cardio Safe is working to foster 
safer, more respectful health care environments.

Scan to learn more!



Conclusions: Key Points

Personalize risk with PREVENT-ASCVD and 

risk enhancers

Use CAC when treatment decisions remain 

uncertain

Measure Lp(a) at least once in every adult

Risk assessment Treatment and 

prevention

Start earlier to reduce lifetime LDL-C 

exposure

Treat to LDL-C and non-HDL-C goals, using 

ApoB to assess residual risk

Keep statins as the foundation, adding 

nonstatin therapy when needed

Sustain lifestyle changes and individualized 

prevention over time

Shared decision making Lifestyle cornerstone
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