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ABSTRACT

OBJECTIVE: To compare the prescribing pattern of statin in our hospital set up with the standard ACC/ AHA guideline
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INTRODUCTION"

The American College of Cardiology (ACC) and the American Heart
Association (AHA) clinical practice guideline was developed for
assessment of cardiovascular risk, lifestyle modifications,
management of blood cholesterol, and management of overweight and
obesity in adults. The management of cardiovascular risk was
achieved by managing cholesterol in hypercholesterolemic patients,
thus improving quality of life. Hypercholesterolemia is the elevation
of cholesterol in blood, i.e, the baseline LDL cholesterol is >130
mg/dL. The members of the Expert Panel acknowledge that a higher
low-density lipoprotein cholesterol (LDL-C) level is associated with
greater risk of ASCVD. Hence, lowering cholesterol level is
significant in reducing ASCVD events.

Statins or HMG CoA reductase are a class of drug that lower
cholesterol levels by inhibiting the enzyme HMG CoA reductase,
which plays a central role in the production of cholesterol in the blood.
Statins compete with HMG-CoA for binding to the reductase to
prevent the synthesis of mevalonate and, finally, cholesterol. Statins
have become vital drug in preventing the occurrence of atherosclerotic
cardiovascular disease (ASCVD) by managing the lipid profile of
patients.

The main goal of the ACC/ AHA is to prevent cardiovascular diseases,
its causes and thus improve the management of people who have these
diseases through professional education and research. This is a
comprehensive guideline for the evidence-based treatment of blood
cholesterol to reduce ASCVD risk. This guideline is based on a set of
datas from RCTs from which 4 statin benefit groups were identified
that helps to reduce ASCVD events. The Expert Panel was unable to
find RCT evidence to support continued use of specific LDL-C or
non-HDL-C treatment targets, however, it suggests the use of
appropriate intensity statin therapy to reduce ASCVD risk. It also
recommends a discussion between clinicians and patients before
initiating statin therapy.

The guideline classifies statins into three classes as high-, moderate-
and low-intensity statins.

MATERIALAND METHODS

This prospective observational interventional study was conducted in
> 150 subjects within a time period of 6 months at the General
Medicine department of a 500 bedded tertiary care teaching hospital
from November 2016- April 2017. The entire study was designed to
conduct in three phases, where in phase 1, ethical approval was
obtained and detailed literature review was conducted. In phase 2,
subjects were enrolled and the prescription pattern according to
ACC/AHA guideline was evaluated. In phase 3, the data was analysed
and documented.

STUDY PROCEDURE
On obtaining permission from IEC, study began with data collection.

150 patients from OP and IP were enrolled during the study period
based on the inclusion criteria. They were informed about the study
and the subjects signed the informed consent beforehand. Patient’s
details were transcribed on data entry form which comprises
demographic details, social habits, patient medical and medication
history, duration of statin therapy, laboratory cholesterol values and
drugs prescribed. It was then compared with the ACC/AHA guideline.

STATISTICS

Evaluation of prescription pattern according to ACC/AHA guidelines
was done using statistical methods like Statistical Package for Social
Science version 20 (SPSS), chi square test and paired t test.

RESULTS

ADHERENCE GROUP

The study revealed that our hospital is in adherence to ACC/AHA
guideline for treating hypercholesterolemic patients. Results showed
prescription in our hospital setup follow ACC/AHA guidelines for 117
patients out of 150.

NONADHERENCE GROUP

However, 3.4% of study population were not treated according to the
ACC/AHA guideline. This deviation may have occurred due to the
patient physical, mental or comorbid condition.

UNCATEGORISED GROUP

33 hypercholesterolemic patients were excluded from guideline
analysis as they could not be categorised into any category and these
patients were treated accordingly with statins, taking their lipid profile
and other comorbid conditions into account.
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This study revealed that, for patients 75 < age > 21, with clinical
ASCVD, high intensity statin; Atorvastatin 40 mg was given to 26.3%
(n=5) and Rosuvastatin 20 mg was given to 6.7% (n=1). Whereas,
moderate intensity; Atorvastatin 10 mg was given to 68.4% (n=13),
Atorvastatin 20mg was given to 5.3% (n=1), Rosuvastatin 5 mg was
given to 40% (n=6), Rosuvastatin 10 mg was given to 53.3% (n=8).

For patients with age > 21 with clinical ASVD, Atorvastatin 40 mg, 10
mg and Rosuvastatin 5 mg, 10 mg was given to 16.7% (n=2), 75%
(n=9),25% (n=1) and 75% (n=3) respectively.

Taking patients without clinical ASCVD and LDL > 190mg/dL into
consideration, Atorvastatin 40 mg, 20 mg, 10 mg and Rosuvastatin 5
mg, 10 mg was given to 42.9% (n=3), 14.3% (n=1), 42.9% (n=3),
37.5% (n=3) and 62.5% (n=5) respectively.

For patients with clinical ASCVD with DM, LDL between 70-189
mg/dL and age between 40-75 years, Atorvastatin 40 mg, 20 mg, 10
mg and Rosuvastatin 5 mg, 10 mg, 40 mg was given to 9.1% (n=2),
13.6% (n=3), 77.3% (n=17), 38.9% (n=7), 55.6% (n=10) and 5.6%
(n=1) respectively.

CONCLUSION

This prospective observational interventional study revealed that the
cholesterol control rates with statins are good and the most favoured
therapy was monotherapy using atorvastatin. The prescription pattern
was in accordance with the standard ACC/AHA guidelines.
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