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Heart Disease
Managing Risk

Heart disease is a major problem in the United States1:
•

Nearly 84 million Americans have heart disease.

•

It causes about a third of all deaths.

•

On average, 1 American dies from heart disease every 40 seconds.

•

More money is spent on heart disease than on any other disease.

What can you do for your
patients?
•

 nderstand the new treatment
U
guideline. It is different from the
old ones.

•

 now which risk factors your
K
patient has. This can help you
determine the right level of
treatment for your patient.

•

 alk with your patients about
T
their residual risk. Talk about the
tests that can measure risk and
guide treatment.

Guidelines for treating coronary heart disease have changed.
Many studies have shown that lowering LDL cholesterol (LDL-C) lowers risk
of heart disease. So previous guidelines have suggested treating patients to a
target LDL-C.2 In 2013, a new guideline was published.3 The new guideline does
not recommend treating people to a target LDL-C. Instead it focuses on the
dose of statin therapy for people who fall into 1 of 4 groups (Table 1). For people
in these groups, the benefits of statin therapy likely outweigh the risks.   
There are 3 levels of treatment intensity to choose from:
•

High intensity: a daily dose lowers LDL-C by about 50%

•

Moderate intensity: a daily dose lowers LDL-C by about 30% to 50%

•

Low intensity: a daily dose lowers LDL-C by <30%

For each statin, the guideline specifies a dose that fits these treatment levels.
Table 1. Old (ATP III) vs New (ACC/AHA) Guidelines
ATP III Guidelines, 20022

ACC/AHA Guidelines, 20133

Risk Group

LDL-C Treatment Goal

Risk Group

Statin Treatment Intensity

High

<100 mg/dL

People with ASCVD

High, if ≤75 years old; moderate if
>75 years old or not a candidate
for high-intensity statin therapy

Moderate

<130 mg/dL

People with LDL-C ≥190 mg/dL

High-intensity; moderate if not a
candidate for high-intensity statin
therapy

Low

<160 mg/dL

40- to 75-year-old people with
diabetes and LDL-C 70-189 mg/dL

Moderate unless 10-year risk is
≥7.5%; then use high-intensity

40 to 75-year-old people with 10-year
risk ≥7.5% and LDL-C 70-189 mg/dL

Moderate to high

a

ATP, Adult Treatment Panel; ACC, American College of Cardiology; AHA, American Heart Association; LDL-C, low-density lipoprotein cholesterol.
a
 Atherosclerotic cardiovascular disease; includes those with coronary heart disease, stroke, and peripheral artery disease, all presumed
to be caused by atherosclerosis.
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Of course, changes to lifestyle are still the first step to decrease heart
disease risk. People should eat right, exercise, stay at a healthy weight,
and avoid tobacco.

Managing residual risk: Is focusing on traditional risk
factors enough?
Studies have shown that many people who have reached their LDL-C goals
still experience cardiac events.4,5 This is because statin treatment results
in only a 3.4% decrease in absolute risk.6 In fact, people who have been
treated have a residual risk of >60%.4,5 This means they are at risk for
future coronary events.
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In the meantime, it could be helpful to look at other factors (Table 2) to
learn more about a patient’s residual risk. Studies have shown that markers
other than LDL-C can give information about risk. This information is often
independent of the standard risk factors.5,7,8

Who benefits from testing?
Anyone, even children, can be at risk of heart disease. Children who are
between 9 and 11 years old should be screened for risk using standard
screening tests.9 Screening is not recommended for children between
12 and 16 years old. This is because normal changes in puberty can
affect the results.9 After the age of 17, everyone should get screened on a
regular basis.9,10 Some people may need more than the standard tests. For
example, a family history of early heart disease might suggest a need to
look at genetic markers. Diabetes suggests a need to look at microalbumin
levels. A diet low in fish suggests a need to look at omega-3 levels.11,12 Some
patients who have been treated for heart disease still show signs of risk.
They might benefit from more testing to uncover residual risk. The new
guideline doesn’t talk about testing for residual risk.3 But many studies
have shown that it can be informative.5,7,8

The Cardio IQ™ solution
When Cardio IQ tests are ordered from Quest Diagnostics, the doctor
receives a special report for patients ≥20 years of age. This report includes:
•

 olor coding to show if result is in the optimal-, moderate-,
C
or high-risk category

•

Result ranges that define the risk categories

•

Reference ranges

•

Comparison of current result to previous results

•

Results grouped according to marker type (lipid, inflammatory, etc.)

•

 raphic display of lipid subclass distribution to help with
G
patient education
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Table 2. Markers of Coronary Heart Disease Risk
Marker

Test Information

Lipid markers
Lipid panel

I ncludes total cholesterol, LDL-C, HDL-C,
and triglycerides

Lipoprotein fractionation

I ncludes LDL-C, HDL-C, IDL, and VLDL
subfraction data

Apolipoprotein B

Used to assess risk, identify patients
suitable for drug therapy, and monitor
drug therapy; may be superior to LDL-C

Apolipoprotein A1

Used to assess risk

Lipoprotein(a)

Used to assess risk; secondary target
of therapy
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Markers of inflammation
hs-CRP

Used to assess risk of first and recurrent heart events

Lp-PLA2

Used to assess risk; elevated levels suggest need for more intensive therapy

Heart failure markers
BNP or proBNP

Used to assess risk of heart failure

ST2

Used to assess risk of progression in patients with heart failure

Metabolic markers
Omega-3 fatty acid

 sed to assess risk of heart-related events associated with low blood levels; monitor
U
therapeutic intake

Homocysteine

Used to assess risk of heart disease, stroke, and dementia; monitor therapy

Vitamin D

Low levels have been linked to heart disease

Insulin

High levels are linked to insulin resistance, diabetes, and heart disease risk

Microalbumin

High levels are linked to kidney and heart disease

Genetic markers
Factor V Leiden, HR2

Linked to arterial and venous thrombosis

MTHFR

Linked to risk of high homocysteine levels

Prothrombin 20210G>A

Linked to arterial and venous thrombosis

KIF6 genotype

Linked to clinical event reduction in response to statin therapy

9P21 genotype

Linked to risk of heart attack (including early heart attack)

ApoE genotype

Linked to risk of high LDL-C and coronary heart disease

LPA intron 25 genotype

Linked to risk of high Lp(a) and coronary heart disease

4q25 genotype

Linked to risk of atrial fibrillation and cardioembolic stroke
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