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Tips to tackle Statin Intolerance

• Confirm with history-Statin 
Related Muscle toxicity (SRM)- 
Symmetrical pain and/or weakness 
in large proximal muscle groups, 
worsened by exercise 

• Nocebo effect, Statin reluctance
• Consider other causes if new onset 

of muscle symptoms of >2 weeks 
duration in a person previously 
tolerant of statin therapy for > 
3months

• Consider low dose or alternate 
day or twice weekly Atorvastatin or 
Rosuvastatin

Person Centred Approach

Therapy with a lower 
dose statin is preferred 

to no statin

Apply a repetitive “De-
Challenge” - “Re-

Challenge” approach to 
establish if symptoms 

are caused by a statin(s) 
and the best statin 
regimen for each 

patient.

Rosuvastatin and 
atorvastatin have longer 

half-lives, permitting 
their use on a non-daily 

regime.

Patients who do not 
tolerate statins on a 

daily basis, alternate 
day or twice-weekly 

dosing is a good option.

Switch to a different 
statin or re-challenge 
with the same statin 
using a lower dose or 

frequency (intermittent 
dosages)

Adding ezetimibe to a 
lower dose statin may 

be better tolerated with 
robust reduction of LDL-

C / non-HDL-C .

https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/09/statin-intolerance-pathway-03092020.pdf
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QRISK3-lifetime 
cardiovascular 
risk calculator

DO NOT COPY



10 years Q2risk-3.1% Qrisk -3 lifetime 32.6%

DO NOT COPY



Bempedoic Acid significantly 
reduced MACE-CLEAR outcomes  

Three-component MACE (nonfatal MI, nonfatal 
stroke, CV death): 8.2% vs. 9.5% (p = 0.006)
•Fatal or nonfatal MI: 3.7% vs. 4.8% (p = 0.002)
•Coronary revascularization: 6.2% vs. 7.6% (p = 0.001)
•Fatal or nonfatal stroke: 1.9% vs. 2.3% (p = 0.16)
•All-cause mortality: 6.2% vs. 6.0%
•Change in LDL-C at 6 months: -21.1 vs. -0.8 mg/dL 
(p < 0.06)
•Change in hsCRP from baseline at 12 months: -
20.6% vs. 0% (p < 0.05)
•Any muscle disorder: 15.0% vs. 15.4%
•Hyperuricemia: 10.9% vs. 5.6%
•Gout: 3.1% vs. 2.1%
•Cholelithiasis: 2.2% vs. 1.2%
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Is there a LDL-C level that is too low? 
• Given the potential for cardiovascular 

benefit and short-term safe profile of very 
low LDL-C, it may be advantageous to 
attain such low levels in specific high-risk 
populations 

• Individuals with genetic conditions 
associated with lifelong very low LDL-C 
levels can be healthy

• Cardiovascular event reduction increases 
log linearly in association with lowering 
LDL-C, without reaching any clear plateau 
even when very low LDL-C levels are 
achieved.
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