Basic T2DM lipid management in people >40 years of age (based on LDL-cholesterol [LDL-C] lowering for cardiovascular risk reduction)

First line. High-intensity Statin (atorvastatin or rosuvastatin), titrated to achieve LDL-C <2.0mmol/L




If intolerant to more than one statin, 
Introduce Ezetimibe 10mg OD




      
If target not achieved
Add Bempedoic Acid 180mg OD (Nilemdo) (NICE TA694).
This can be initiated in secondary care with primary care continuation.

If target not achieved despite maximum statin
Add Ezetimibe 10mg OD






If both drugs (Bempedioc Acid + Ezetimibe) are tolerated
Consider fixed dose combination (Nustendi)
(as of 2023, bempedoic acid has been validated in a CVOT [DOI: 10.1056/NEJMoa2215024])





----------
If target LDL-C not achieved, then consider addition of a PCSK9-inhibitor for individuals who satisfy NICE guidelines (Evolocumab [Repatha])(TA394) is SBUHB first-line, followed by Alirocumab [Praluent] (TA393)) – these subcutaneous medicines can be prescribed with consultant approval by the diabetes clinic.






Note: there is no evidence base to support the use of fibrates in T2DM to reduce cardiovascular risk and so drugs in this class should not be prescribed for this purpose.





For consideration at an individual patient level:
Tighter LDL-C targets e.g. ESC/EAS guidance (2023)
· High risk: reduce LDL-C levels ≥50% and LDL-C goal <1.8 mmol/L
· Very high risk (diabetes with established ASCVD); reduce LDL-C levels ≥50% and LDL-C goal of <1.4 mmol/L






The use of oral Icosapent ethyl [Vazkepa](TA805) – specialist initiation
· Established CVD with fasting triglycerides >1.7mmol/L and LDL-C between 1.04-2.60mmol/L despite statin use.





The use of subcutaneous Inclisiran [Leqvio](TA733 but with these subsequent Wales limitations [AWMSG advice number 0422]) – specialist only prescribing
· Established CVD and LDL-C >4.0mmol/L, or polyvascular disease and LDL-C>3.5mmol/L, despite other maximally tolerated lipid-lowering therapies.






The use of PCSK9-inhibitors in those high-risk individuals who do not satisfy criteria in TA393 & TA394 – typically by discussion with a Chemical Pathologist (Lipidologist) and Pharmacy.





Professor S C Bain					January 2024
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