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y:N:3y 7 :(e3 @l Background: Rosuvastatin, a potent statin, is widely used globally for lipid lowering, but real-world data

from Myanmar remain limited. The present study aimed to evaluate the real-world clinical use, efficacy,

and tolerability of rosuvastatin, alone or in combination, for the primary and secondary prevention of cardiovascular events in
Myanmar. Methods: This retrospective, observational study included adult patients receiving rosuvastatin 10 mg or 20 mg for
primary or secondary prevention. Baseline demographics, comorbidities, risk factors, treatment patterns, and lipid parameters
before and after therapy were analyzed. Physician global evaluations of efficacy and tolerability were also recorded. Results:
A total of 335 patients were included. The majority of patients (84.5%) received rosuvastatin 10 mg. Most patients (84.5% in
primary prevention; 15.5% in secondary prevention) received rosuvastatin with aspirin combination therapy. Rosuvastatin
significantly reduced total cholesterol (235.7 mg/dL to 191.6 mg/dL; P<0.001), low-density lipoprotein (147.3 mg/dL to 112.0
mg/dL; P<0.001), and triglycerides (205.3 mg/dL to 158.4 mg/dL; P<0.001), while increasing high-density lipoprotein levels
(44.0 mg/dL to 46.7 mg/dL; P=0.006). Salt intake-wise analysis showed comparable outcomes between excessive and normal
salt intake groups. However, comorbidity-wise analysis indicated that patients with =3 comorbidities had higher
cardiovascular risk and greater use of secondary prevention strategies. Physician evaluations rated rosuvastatin as good to
excellent scale for both efficacy and tolerability, with minimal dose titration required. Conclusion: Rosuvastatin at 10 mg and
20 mg doses demonstrated significant lipid-lowering efficacy and favorable tolerability in the Myanmar population. These
findings support its use as a cornerstone therapy for cardiovascular risk reduction, irrespective of salt intake, with particular

focus on high-risk patients with multiple comorbidities.

INTRODUCTION

Cardiovascular disease (CVD), encompassing disorders of
the heart and blood vessels such as coronary heart disease,
stroke, and heart failure, remains the leading cause of
mortality and disability globally. In 2021, CVDs were
responsible for approximately 20.5 million deaths, accounting
for nearly one-third of all global deaths, with around 80%
occurring in low- and middle-income countries." In the same
year, Myanmar recorded an age-standardized mortality rate
of 363.6 per 100,000 and a disability-adjusted life year (DALY)
rate of 7,873.6 per 100,000 due to CVD, reflecting a substantial
burden of premature death and disability.” Alongside the
rising incidence of primary CVD, recurrent cardiovascular
events among individuals with a history of disease or
associated risk factors continue to pose a major challenge in
reducing early CVD-related mortality.

The CVD results from a combination of modifiable and non-
modifiable risk factors, including hypertension, dyslipidemia,
diabetes, smoking, obesity, family history, ethnicity, and
genetics.”” Among these, dyslipidemia stands out as a
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modifiable factor closely linked with increased
cardiovascular risk."”’ Elevated levels of low-density
lipoprotein cholesterol (LDL-C), the primary atherogenic
lipoprotein, promote atherosclerosis by accumulating in
arterial walls and inducing endothelial dysfunction,
inflammation, and plaque formation—ultimately increasing
the risk of myocardial infarction and stroke.”

Therapies aimed at lowering LDL-C have proven effective in
reducing both primary and secondary cardiovascular events.
Statins, or 3-hydroxy-3-methylglutaryl-coenzyme A (HMG-
CoA) reductase inhibitors, are the cornerstone of lipid-
lowering therapy, supported by robust evidence from
randomized controlled trials and meta-analysis.”” In addition
to lipid-lowering, statins exert pleiotropic effects including
improved endothelial function, plaque stabilization, and
reduced oxidative stress and inflammation.”

Rosuvastatin, a newer-generation statin, effectively lowers
total cholesterol, reduces LDL-C and triglyceride levels and
increases high-density lipoprotein cholesterol (HDL-C).*® It
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has demonstrated efficacy across diverse populations,
including patients with diabetes, renal impairment, heart
failure, and older adults."” Additionally, its effectiveness is
enhanced when used in combination with agents such as
aspirin or ezetimibe, particularly in cases of mixed
dyslipidemia or statin intolerance.""'” According to the
American Diabetes Association (ADA) 2025 guidelines,
moderate- to high-intensity statins are recommended for both
primary and secondary prevention, based on patient age and
atherosclerotic cardiovascular disease risk factors."™

The burden of CVD is steadily increasing in Myanmar,
underscoring the need for effective prevention strategies.
While rosuvastatin is globally recognized for its efficacy in
lipid lowering and cardiovascular risk reduction, real-world
evidence from Myanmar is scarce. This study aimed to bridge
this gap by evaluating the demographics, and clinical
profiles, as well as treatment patterns, of patients receiving
rosuvastatin either as monotherapy or in combination
therapy, for primary and secondary prevention of
cardiovascular events in the Myanmar population.

METHODS

Study Design

This was a retrospective, non-randomised, non-comparative,
multi-centric, real-world observational study conducted
across 32 healthcare centres in Myanmar having medical
records of adult patients who had received treatment with
rosuvastatin, either as monotherapy or in combination with
other agents, to manage lipid levels and prevention of CVD
events.

Ethics

The study was conducted in accordance with the ethical
principles outlined in the Declaration of Helsinki, the
International Conference on Harmonisation Good Clinical
Practices, and applicable regulatory guidelines on non-
interventional studies. The study protocol was approved by
the Independent Ethics Committee before the commencement
ofthe study.

Inclusion and Exclusion Criteria

Eligible patients included adults of either sex, aged 18 years
or older, who had received treatment with rosuvastatin or
rosuvastatin-based combinations for dyslipidemia, and
whose treating physicians consented to provide relevant
treatment information. Only patients who provided informed
consent were included. Patients with incomplete clinical data
or those deemed unsuitable for inclusion by the investigator
were excluded from the study.

Data Collection

Data were extracted from validated medical records by site
investigators, including physicians and cardiologists, as part
of routine clinical practice. Information on demographic
characteristics, comorbidities, concomitant medications,
treatment duration, and rosuvastatin dosage patterns were
collected from hospital or clinic records and verified by the
treating physicians.

Endpoints

The primary objective was to determine patterns of different
dosages of rosuvastatin and rosuvastatin-based
combinations in primary and secondary prevention of
cardiovascular events. The study also assessed post-therapy
changes in lipid profile parameters (total cholesterol, LDL-C,
HDL-C, and triglycerides) following therapy, the spectrum of
associated comorbidities, and statin-related adverse events
reported within the past year.

Statistical Analysis
Data were analyzed using Statistical Package for The Social
Sciences (SPSS) software, version 23.0. Qualitative data were

presented as numbers and percentages, while quantitative
data were presented as mean (standard deviation [SD]) or
median (range), depending on the normal or skewed
distribution of data. A paired sample t-test was used for
comparing the pre- and post-treatment total cholesterol, LDL-
C, HDL-C, and triglycerides. A comparison of qualitative and
quantitative variables between the groups was performed
using the Chi-square test and Mann-Whitney U test,
respectively. For comparisons involving more than two groups,
the Kruskal-Wallis test was applied. A P < 0.05 was
considered statistically significant.

RESULTS

A total of 335 patients were included in the study, with
comparatively higher proportion of female participants
(53.8%). The mean (SD) age and body mass index (BMI) of the
study population were 59.6 (10.1) years and 27.8 (4.2) kg/m?,
respectively. The median (range) treatment duration was 12.0
(3.0-24.0) months. The majority of patients were from urban
areas (71.5%). Occupational data showed that most
participants were homemakers (44.1%). Excess salt intake
was reported by 76.7% of patients, making it the most common
risk factor, followed by stress (47.5%) and smoking (34.1%)
(Table 1).

The majority of patients (84.5%) received rosuvastatin 10 mg,
while 15.5% were on 20 mg. Dose titration was minimal, with
89.2% of patients maintaining the same dosage throughout
therapy; 6.0% underwent up-titration, while 4.8% experienced
down-titration. Among combination therapies, aspirin was the
most commonly prescribed agent (58.8%) (Table 1).

Table 1: Baseline Demographics and Treatment Details

Parameters Number of
patients (N=335)*

Age (years), mean (SD), (n=324) 59.6 (10.1)

BMI (kg/m2), mean (SD), (n=101) 27.8 (4.2)

Treatment duration (months), median 12.0 (3.0-24.0)
(range), (n=110)

Gender (n=333)

Men 154 (46.2)
Women 179 (53.8)
Occupation, (n=111)

Employed 19 (17.1)
Self-employed 25 (22.5)
Homemaker 49 (44.1)
Labor 9(8.1)
Retired 9(8.1)
Location, (n=305)

Rural 34 (11.1)
Semi-urban 53 (17.4)
Urban 218 (71.5)
Excess salt intake, (n=287) 220 (76.7)
Smoking, (n=290) 99 (34.1)
Coping with stress, (n=238) 113 (47.5)
Family history of CAD 89 (26.6)
Rosuvastatin dose

10 mg 283 (84.5)
20 mg 52 (15.5)
Dose titration

Up-titration 20 (6.0)
Down-titration 16 (4.8)
No titration 299 (89.2)
Combination therapy with rosuvastatin

Aspirin 197 (58.8)
Fenofibrate 49 (14.6)
Vitamin D 11 (3.3)
Coenzyme Q10 23 (6.9)
Omega 3 fatty acids 55 (16.4)
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Data presented as n (%), unless otherwise specified.
*N=335, unless and otherwise specified.
BMI, body mass index; CAD, coronary artery disease.

Primary Prevention

For primary prevention of cardiovascular events, moderate
intensity rosuvastatin therapy of 10 mg was the most
commonly prescribed dose, used in 86.6% of the patients,
while 20 mg was used in 13.4% of patients. Among patients
with a history of dyslipidemia (n=246), the majority (86.2%)
were prescribed rosuvastatin 10 mg, and 13.8% were treated
with 20 mg. A similar trend was observed in patients with type
2 diabetes and hypertension. Regarding concomitant
medications, aspirin was the most commonly co-prescribed
agent (54.8%), followed by omega-3 fatty acids (14.1%) (Table
2).

Table 2: Analysis of Treatments Based on Medical History
(Primary Prevention)

Parameters Rosuvastatin Total

10 mg (n=283)|20 mg (n=>52)|N=335
Primary prevention |245 (86.6) 38 (13.4) 283 (84.5)
Medical history
Dyslipidemia 212 (86.2) 34 (13.8) 246 (86.9)
Type 2 diabetes 121 (91.7) 11 (8.3) 132 (46.6)
Hypertension 185 (83.7) 36 (16.3) 221 (87.1)
Concomitant medications
Aspirin 118 37 155 (54.8)
Fenofibrate 27 7 34 (12.0)
Vitamin D 8 0 8(2.8)
Coenzyme Q 15 2 17 (6.0)
Omega 3 fatty 39 1 40 (14.1)
acids
Data presented as n (%), unless otherwise specified.

Secondary Prevention

For secondary prevention of cardiovascular events, 75% of
patients were prescribed rosuvastatin 10 mg, while the
remaining 25.0% received 20 mg dose. In patients with a
history of acute coronary syndrome (ACS) (n=12), the majority
(75.0%) were treated with 20 mg of rosuvastatin. Among those
with stable coronary artery disease (CAD) (n=17), 52.9%
received the 20 mg dose and 47.1% received 10 mg. For
patients with heart failure (n=>5), 60.0% were on rosuvastatin
20 mg, while 40.0% received the 10 mg dose. One patient each
with stroke and peripheral arterial disease (PAD) received 10
mg and 20 mg of rosuvastatin, respectively. Concomitant
medications commonly prescribed in the secondary
prevention group included aspirin, the most commonly
prescribed (80.8%) (Table 3).

Table 3: Analysis of Treatments Based on Medical History
Secondary Prevention)

Parameters Rosuvastatin Total
10 mg 20 mg N=335
(n=283) (n=52)
Secondary prevention |39 (75.0) 13 (25.0) |52 (15.5)
Medical history
ACS 3 (25.0) 9 (75.0) 12 (23.1)
Stroke 1 (100.0) 0 1(1.9)
Stable CAD 8 (47.1) 9 (52.9) 17 (32.7)
PAD 0 1 (100) 1(1.9)
Heart failure 2 (40.0) 3 (60.0) 5(9.6)
Concomitant medications
Aspirin 29 13 42 (80.8)
Fenofibrate 9 6 15 (28.8)
Vitamin D 3 0 3(5.8)
Coenzyme Q 3 3 6 (11.5)
Omega 3 fatty acids |15 0 15 (28.8)
Data presented as n (%), unless otherwise specified.

Effect of Rosuvastatin on Lipid Parameters

A significant improvement in lipid profile parameters was

observed following rosuvastatin treatment. In the overall
population, post-treatment levels of total cholesterol were
significantly reduced from 235.7 mg/dL to 191.6 mg/dL (mean
difference: 44.1; 95% CI: 39.0 to 49.2; P<0.001) (Figure 1A).
Similarly, LDL-C levels decreased significantly from 147.3
mg/dL to 112.0 mg/dL (mean difference: 35.2; 95% CI: 29.4 to
41.1; P<0.001) (Figure 1B), and triglycerides were lowered
from 205.3 mg/dL to 158.4 mg/dL (mean difference: 46.9; 95%
CI: 35.6 t0 58.3; P<0.001) (Figure 1D). HDL-C was significantly
improved from 44.0 mg/dL to 46.7 mg/dL (mean difference: -
2.6;95% CI: -4.5t0-0.8; p=0.006) after treatment (Figure 1C). A
significant decline in total cholesterol, LDL-C, and triglyceride
levels was observed following rosuvastatin treatment at both
10 mg and 20 mg doses (P<0.001). Additionally, rosuvastatin
significantly raised HDL-C levels at 10 mg (40.1 vs. 45.5
mg/dL; P=0.039) and 20 mg (47.2 vs. 50.6 mg/dL; P=0.014)
from baseline.
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Figure 1: Lipid parameters Before and After Treatment of
rosuvastatin HDL-C, High-density Lipoprotein-cholesterol;
LDL-C, Low-density Lipoprotein-cholesterol

Physician Global Evaluation of Efficacy and Tolerability
Physician global evaluation of efficacy (99.7%) and
tolerability (98.8%) showed a majority of patients on a good to
excellent scale. A total of 28 patients reported adverse events
during the study period (Figure 2).

Physician global evaluation
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Figure 2: Physician Global Evaluation of Efficacy and
Tolerability
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Salt Intake-wise Analysis

Table 5: Comorbidities Wise Analysis

Table 4: Salt Intake Wise Analysis Para- No Number of comorbidities P
Parameters Excessive salt intake |P value meters comorbi- |1 2 >3 value
Yes No dities [N=47] |[N=130] |[N=152]
[n=220] [n=67] [N=6]
BMI (kg/m2), mean (SD) |[n=69] [n=25] 0.025 Age [n=5] [n=46] [n=128] |[n=145] |0.287
28.5 (4.5) ]26.2(3.0) (years), 53.6 (8.9) |58.5 (12.6)[59.1 (10.0)60.5 (9.4)
Risk factors mean (SD)
Excessive |[n=4] [n=38] [n=111] |[n=134] |0.119
Smoking [n=199] [n=65] 0.883 salt intake |4 (100.0) |24 (63.2) |89 (80.2) |103(76.9)
73(36.7) |23 (35.4) Smoking |[n=4] [n=40] [n=112] |[n=134] |<0.00
Coping with stress [n=172]1 |[n=595] 0.278 3(75.0) |6(15.0) |28(25.0) |62(46.2) |1
85(49.4) |22 (40.0) Coping [n=4] [n=27] [n=93] [n=114] |<0.00
Family history of CAD 68(30.9) |15(22.4) |0.219 with stress |4 (100.0) |11 (40.7) |26 (28.0) |72 (63.2) |1
Medical history Family 2(33.3) [[n=38] |[n=113] |[n=136] |0.164
Dyslipidemia [n=210] [n=64] >0.05 history of 7(18.4) |31(27.4) |49 (36.0)
194 (92.4) |59 (92.2) CAD
Type 2 diabetes [n=212] |[n=6%] 0.091 Primary |6 (100.0) |38(80.9) |120(92.3)|119 (78.3)/0.007
114 (53.8) |27 (41.5) prevention
Hypertension [n=214] [53(79.1) |0.460 Secondary|0 9(19.1) |10(7.7) |33(21.7)
179 (83.6) prevention
ACS [n=201] |[3(4.5) 0.147 Data presented as n (%), unless otherwise specified.
22 (10.9) DISCUSSION
Stroke/TIA [n=202] |0 0.336 This real-world study assessed the clinical use of rosuvastatin
5(2.5) as a lipid-lowering therapy for the primary and secondary
Stable CAD [n=202] 20(29.9) |0.129 prevention of cardiovascular events in the Myanmar setting.
41 (20.3) The majority of the study population was between 40 and 60
PAD [n=201] 0 >0.05 years of age, with a slight predominance of female
2(1.0) population. The predominance of urban residents (71.5%)
Heart failure [n=2011 |3(4.5) 0.768 and homemakers (44.1%) highlights the socio-demographic
12 (6.0) profile of patients receiving treatment in this context. Overall,
Primary prevention 180 (81.8) |60 (89.6) |0.186 the findings 1nt_ilcate that a 1_0 mg c_iose of rosuvastatin was
S da revention 40(18.2) |7 (10.4) 0.186 preferred for primary prevention, while both 10 mg and_ 20 mg
econdary p doses were commonly used for seconda revention b
- s y 1y P Y
Data presented as n (%), unless otherwise specified. physicians from Myanmar
ACS, acute coronary syndrome; BMI, body mass index; ’
C_AD » coronary cnte_ry d}sease;_ PAD, peripheral artery In this study, rosuvastatin 10 mg emerged as the most
disease; TIA, transient ischemic attack. commonly prescribed dose for primary prevention among

Patients with excessive salt intake had a significantly higher
mean BMI compared to those with normal intake (28.5 kg/m*
vs. 26.2kg/m’; P=0.025). The prevalence of smoking (36.7% vs
35.4%; P=0.883) and proportion of patients reporting coping
with stress (49.4% vs 40.0%; P=0.278) were comparable in
both groups. A family history of CAD was comparatively
higher in of patients with excessive salt intake (30.9%)
compared to patients with normal salt intake (22.4%). Primary
prevention was comparatively more common among patients
with normal salt intake (89.6% vs. 81.8%), whereas secondary
prevention was more frequent in those with excessive salt
intake (10.4% vs. 18.2%) (Table 4).

Comorbidity-wise Analysis

The mean age of patients increased with the number of
comorbidities, rising from 53.6 years among those without
comorbidities to 60.5 years in those with three or more. A
significant association was observed between smoking and
the number of comorbidities (P<0.001), with the highest
prevalence among patients without comorbidities (75.0%) and
those with =3 comorbidities (46.2%). Similarly, coping with
stress showed a significant trend (P<0.001), being most
prevalent in patients without comorbidities (100%) and those
with =3 comorbidities (63.2%). A significant trend was
observed in the use of primary and secondary prevention
across varying comorbidity burdens. The proportion of
patients receiving rosuvastatin for primary prevention showed
a non-linear pattern across comorbidity categories, rising
initially from 80.9% in patients with one comorbidity to 92.3%
in those with two, followed by a decline to 78.3% among those
with three or more comorbidities. Conversely, the proportion of
patients in the secondary prevention group showed an inverse
but similarly non-linear trend, decreasing from 19.1% to 7.7%
and then rising to 21.7% with increasing comorbidity burden
(Table 5).

patients with a history of type 2 diabetes, dyslipidemia, and
hypertension. This prescribing pattern aligns with the ADA
2025 guidelines, which recommend moderate-intensity statin
therapy for adults aged 40-75 years with diabetes but without
additional atherosclerotic cardiovascular disease (ASCVD)
risk factors, as well as for younger individuals (aged 20-39
years) who have multiple risk factors."”

In the current study, 86.2% of patients with a history of
dyslipidemia were treated with rosuvastatin 10 mg.
Supporting this, the 2019 ACC/AHA guideline on dyslipidemia
management reaffirm that statins remain the cornerstone of
ASCVD primary prevention. According to these guidelines,
high-intensity statin therapy, such as rosuvastatin 20-40 mg,
can lower LDL-C by =50%, while moderate-intensity doses
(rosuvastatin 5-10 mg) typically reduce LDL-C by 30% to
49%."" Several randomized controlled trials and meta-
analyses have consistently demonstrated that early initiation
of high-intensity statin therapy provides both rapid and
sustained clinical benefits in patients at high risk for
ASCVD.[IS,IG]

In the present study, the majority of post-ACS patients were
receiving high-intensity statin therapy, with 75% (n=9) on 20
mg of rosuvastatin. This finding aligns with the study by Alaa
Rahhal et al., which reported that high-intensity rosuvastatin
therapy (primarily 20 mg) used for secondary prevention in
post-ACS patients demonstrated comparable cardiovascular
efficacy and safety, achieving an LDL-C reduction of =50%
from baseline."” According to the AHA/ACC guidelines for
dyslipidemia, high-intensity statin therapy is recommended
for all patients aged 75 years or younger with ASCVD,
including those with ACS, as part of secondary prevention,
with the goal of reducing LDL-C by =50%. In patients with
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ACS, the addition of ezetimibe to statin therapy may also be
considered to further enhance lipid-lowering efficacy."”

In the present study, a combination of rosuvastatin with
aspirin was used in around 54.8% of the primary prevention
cohort and 80.8% of the secondary prevention cohort. These
findings are consistent with the study done by Liu et al., who
reported that the combination of aspirin and rosuvastatin was
more effective than either agent alone in reducing the
incidence of individual cardiovascular events. The observed
synergistic benefit likely comes from aspirin's antiplatelet
effect and rosuvastatin's lipid-lowering and pleiotropic
properties, supporting the rationale for their combined use in
appropriate patient populations.™

In this study, rosuvastatin at doses of 10 mg and 20 mg
effectively improved lipid profiles. Overall, significant
reduction were observed in total cholesterol (P<0.001),
triglycerides (P<0.001), and LDL-C levels (P<0.001), with an
improvement in HDL-C levels (P=0.006). These results are
consistent with a Korean study by Hyoeun et al., where
rosuvastatin  significantly reduced LDL-C (—45.1%), total
cholesterol (—31.7%), and triglycerides (—12.2%), while
modestly increasing HDL-C (+4.6%).” Similarly, a community-
based interventional study in Myanmar reported marked lipid
profile improvement after 6 weeks of rosuvastatin therapy,
including lower total cholesterol, LDL-C, and triglycerides,
and a rise in HDL-C levels, surpassing the effects seen with
atorvastatin.” Furthermore, Kumari et al. demonstrated that
both daily and alternate-day dosing of rosuvastatin (10 mg)
led to significant lipid improvements over 12 weeks (P<0.05).
While the daily regimen produced greater reductions in total
cholesterol (P<0.05), the alternate-day regimen was
especially effective in lowering LDL-C levels (P<0.0001).”"
Together, these findings support the consistent efficacy of
rosuvastatin across different doses and regimens, confirming
its value as a potent lipid-lowering agent in both regional and
international real-world settings.

The majority of physicians rated the efficacy and tolerability of
rosuvastatin as good to excellent scale. Also, adverse events
were reported in 8.4% of patients, suggesting that
rosuvastatin was generally well tolerated. These findings are
consistent with multiple real-world observational studies,
where physicians have consistently rated rosuvastatin's
efficacy and tolerability positively, most often as good to
excellent. Moreover, such studies have reported a low
incidence of typically mild adverse events, further supporting
rosuvastatin's favorable risk-benefit profile. ”*’

In this study, a significant portion of the study population
(76.7%) reported additional dietary salt intake, which is
recognized as a major modifiable risk factor for CVD. This
finding aligns with evidence from large-scale meta-analyses
and cohort studies that have consistently demonstrated a
linear association between increased sodium intake and
elevated CVD risk. Specifically, each 1-gram increase in daily
sodium intake has been associated with a 6% increase in CVD
risk, and individuals with high sodium consumption exhibit a
19% greater risk compared to those with lower intake. **”

Salt intake-wise analysis in this study revealed comparable
lipid-lowering outcomes between individuals with excessive
and normal salt consumption, suggesting that rosuvastatin
maintained its efficacy regardless of dietary salt intake.
However, the comorbidity-wise analysis revealed general
patterns suggesting that patients with a higher number of
comorbid conditions tended to have greater baseline
cardiovascular risk and a relatively higher likelihood of
secondary prevention use. These findings highlight the
importance of individualized risk assessment, as multiple
comorbidities may elevate cardiovascular risk and influence
clinical decisions regarding statin intensity and prevention
strategies.

This study is limited by its retrospective, non-comparative, and
observational design, along with a relatively small sample
size, which may affect the generalizability of the findings.
Owing to the retrospective nature of data collection, some
variables had missing values across study sites; therefore,
analyses for those parameters were performed on the
available data, which may have influenced the
representativeness of certain results. This is an inherent
limitation of retrospective, real-world observational studies.
While the study provides valuable real-world insights into
rosuvastatin use for both primary and secondary prevention, it
cannot establish causal relationships or be directly compared
with randomized controlled trials due to the absence of a
control arm and limited local evidence from Myanmar. Further
large-scale, prospective real-world studies are warranted to
gain a deeper understanding of treatment patterns and
outcomes in routine clinical practice.

CONCLUSIONS

This real-world study highlights the effectiveness and
tolerability of rosuvastatin, alone or in combination, as a lipid-
lowering therapy for both primary and secondary prevention
of cardiovascular events in the Myanmar population.
Rosuvastatin at 10 mg and 20 mg doses significantly
improved lipid parameters. Physician-reported outcomes
tfurther confirmed its favorable safety and tolerability profile.
While salt intake did not significantly influence treatment
response, patients with multiple comorbidities demonstrated
higher cardiovascular risk, emphasizing the need for tailored
prevention strategies. These findings support the use of
rosuvastatin in routine clinical practice.
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