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Abstract
Purpose
The objective of this study was to explore the optimal cholesterol-lowering therapy for diabetic patients
categorized as having a very high risk for future atherosclerotic cardiovascular disease (ASCVD) events. The
primary medications under investigation were statins, ezetimibe, and proprotein convertase subtilisin-kexin
type 9 (PCSK9) inhibitors (PCSK9-Is). The efficacy of different medication regimens helped to draw
conclusions regarding the evolution of cholesterol management recommended under the American College
of Cardiology's (ACC) 2013 and 2018 guidelines.

Methods
A retrospective chart review was conducted on a cohort of patients from a large, community-based
cardiology practice. Inclusion criteria specified patients aged 30-82 with a past medical history of two or
more ASCVD events or one ASCVD event and at least two high-risk comorbidities. Acquired data included
demographics, all lipid panels, medications used, and ASCVD events between December 1, 2013, and
December 31, 2019. The data were stored and encrypted on a REDCap account. Sub-group analysis was
conducted on only diabetic patients, who were then categorized by medication regimen. The statistical
analysis was completed using Fisher’s exact test. A p-value <0.05 was considered significant.

Results
A total of 102 diabetic patients met the inclusion criteria. Our primary analysis determined the percentage of
patients who achieved their goals on each medication regimen. The goal was defined as a low-density
lipoprotein cholesterol (LDL-C) level of less than 70 mg/dL or at least a 50% reduction from baseline levels.
The results are as follows: none (0%), statin (33.9%), ezetimibe (21.1%), statin + ezetimibe (73.5%), PCSK9-Is
± statin (83.3%), and PCSK9-Is and ezetimibe ± statin (100%). There proved to be a significant difference
favoring all combination regimens over statins alone; however, there was no significant difference between
these advanced regimens. A follow-up analysis determined if these patients were able to maintain their
goals in the subsequent lipid panel after achieving their goals. The results are as follows: none (0%), statin
(61.5%), ezetimibe (50%), statin + ezetimibe (77.8%), PCSK9-Is ± statin (100%), and PCSK9-Is and ezetimibe
± statin (66.6%). The only significant difference found was between PCSK9-Is ± statins and statins alone.

Conclusions
Our study revealed that regimens using PCSK9 inhibitors and ezetimibe, in addition to maximally tolerated
statin therapy, were more effective than statin therapy alone in achieving the goal. On extended analysis,
only PCSK9 inhibitors showed superior ability in terms of maintaining the goals for diabetic patients at very
high risk for future ASCVD events. This implies that statins alone may be inadequate to properly treat this
specific patient population. In the context of clinical practice, physicians could have heightened
consideration for dual therapy consisting of maximally tolerated statins and a secondary agent in
accordance with the 2018 ACC guidelines.

Categories: Cardiology, Family/General Practice, Preventive Medicine
Keywords: cholesterol-lowering medications, secondary prevention, diabetes mellitus, atherosclerotic cardiovascular
disease, hypercholesterolemia

Introduction
Heart disease is the leading cause of death among men and women in the United States today [1].
Atherosclerotic cardiovascular disease (ASCVD) is one of the significant contributors to this trend.
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Hypercholesterolemia, defined as elevated levels of low-density lipoprotein cholesterol (LDL-C), is a direct
risk factor for ASCVD [2-4]. For this reason, the management of LDL-C levels has been integral to the
management of ASCVD and the primary and secondary prevention of ASCVD events, such as myocardial
infarction (MI) and stroke. Maintaining low LDL-C levels is associated with a significant reduction in the risk
of these events [5].

The American College of Cardiology (ACC) and American Heart Association (AHA) released the 2013
ACC/AHA Guideline on the Treatment of Blood Cholesterol to Reduce Atherosclerotic Cardiovascular Risk in
Adults to improve cholesterol management for all adult patients [6]. These guidelines recommended
maximally tolerated statins as the first-line therapy for women and men under the age of 75 diagnosed with
clinical ASCVD. This recommendation also applies to those deemed to be at very high risk for future ASCVD
events [6].

In 2018, these guidelines were updated to include PCSK9 inhibitors (PCSK9-Is), such as evolocumab,
alirocumab, and ezetimibe [7]. The use of ezetimibe, in addition to a maximally tolerated statin therapy
regimen, is now considered a class I recommendation in very high-risk patients with LDL-C greater than 70
mg/dL [7]. The addition of proprotein convertase subtilisin-kexin type 9 (PCSK9) inhibitors (PCSK9-Is) is
only indicated after failure of the regimen above to reduce LDL-C levels below 70 mg/dL or non-HDL-C
levels below 100 mg/dL [7].

Diabetic patients are at a much greater risk of ASCVD, commonly presenting with obesity,
hypercholesterolemia, hypertriglyceridemia, and hypertension [8]. As a result, diabetic patients also display
more frequent histories of ASCVD events, and in turn, a larger proportion is labeled "very high-risk for
future events" [9]. Thus, it is particularly critical for diabetic patients to maintain lower levels of LDL-C. This
results in more frequent and aggressive treatment regimens needed for such patients in clinical practice [9].

This study highlights the challenges of achieving new cholesterol targets in clinical practice and how often
practitioners should expect to supplement statin therapy to achieve and maintain goal LDL-C.
Understanding these trends can improve medical practice and future guidelines, helping physicians provide
optimal care for these comorbid patients.

This study was previously presented as a poster at the 2022 Cardiometabolic Health Conference on October
19, 2022.

Materials And Methods
Study design
A retrospective chart review was performed on a cohort of patients at the Cardiac and Vascular Institute, a
large multi-centered community-based cardiology practice in north Florida, between December 1, 2013, and
December 31, 2019. Patients were assessed for whether they met guideline goals for ASCVD management
under various medication regimens. The goal was defined as an LDL-C value of <70 mg/dL or a >50%
reduction in LDL-C from their baseline, based on consecutive lipid panels [7]. Baseline values were
established from their most recent lipid panel before the study start date. If no baseline lipid panel was
available before the study start date, a panel before September 30, 2015, was used, given that the patient was
untreated or only on recommended statin therapy. A minimum of three lipid panels were collected for each
patient. Individual patients were then analyzed by medication regimen with the outcomes of achieving and
not achieving goals. Medication regimens included: none, statin alone, ezetimibe alone, statin and
ezetimibe, PCSK9-Is and maximally tolerated statin therapy (PCSK9-Is ± statin), and PCSK9-Is and
ezetimibe and maximally tolerated statin therapy (PCSK9-Is and ezetimibe ± statin). Patients were
accounted for multiple times if they achieved goals on different regimens throughout the study period.
Maintenance of the goal was defined as achievement on at least two consecutive panels. Patients were
excluded from this portion of the analysis if they lacked regimen continuity after initial goal achievement.

Participant selection
Patients included in this study were aged 30-82, had established ASCVD, and were deemed to be at very high
risk for future ASCVD events. A very high-risk determination consisted of those with either a history of two
previous ASCVD events or only one event and at least two high-risk comorbidities. High-risk comorbidities
included age ≥ 65, familial hypercholesteremia (FH), past arterial revascularization, chronic kidney disease
(CKD), currently smoking, past coronary artery bypass graft (CABG), past percutaneous coronary
intervention (PCI), congestive heart failure (CHF), and diabetes mellitus (type I or II).

Data collection
ASCVD events collected from patient medical charts included stroke, transient ischemic attack (TIA),
coronary artery disease (CAD), acute coronary syndrome (ACS), past arterial revascularization, peripheral
vascular disease (PVD), and aortic aneurysm. Variables collected on medication regimens included lipid-
lowering agent(s), dosage, and duration of use. Patient demographics were also recorded, including age, sex,
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and race or ethnicity. Study data were collected and managed by Research Electronic Data Capture (REDCap)
(Vanderbilt University Medical Center, Nashville, Tennessee, USA) electronic data capture tools hosted at the
University of Central Florida College of Medicine, Orlando, USA [10].

Statistical test
All statistical tests used R (version 4.2.3; R Core Team, R Foundation for Statistical Computing, Vienna,
Austria) and RStudio (version 2022.07.2; Posit PBC, Boston, Massachusetts, USA). Statistical analyses were
only performed on the subgroup of diabetic patients. Descriptive analyses were performed on lipid and
medication regimen variables. For inferential analyses, patient lipid panels were classified by concurrent
medication regimens during blood draws. A pairwise Fisher’s exact test was then used to compare the
efficacy of regimens against one another. Statistical significance was determined as a p-value <0.05.

Results
A total of 102 diabetic patients met the study criteria. Patient demographics are reported in Table 1.

Characteristic  Value

Sex, n (%)   

 Male 59 (57.8)

 Female 43 (42.2)

Race, n (%)   

 White 82 (80.4)

 Black 13 (12.7)

 Other 7 (6.9)

Age* (range in years)  62.4 (37-76)

TABLE 1: Patient demographic information and prevalence of ASCVD events (n=102).
*Mean

ASCVD events recorded are listed in Table 2. The most common ACSVD event observed was CAD (95.1%),
followed by arterial revascularization (77.5%) and angina (45.1%).

Event Population %

Stroke 2.0

Transient ischemic attack 2.9

Coronary artery disease 95.1

Angina 45.1

Acute coronary syndrome 41.2

Arterial revascularization 77.5

Peripheral vascular disease 22.5

Aortic aneurysm 2.9

TABLE 2: ASCVD events in the population (n=102)

The percentage of patients who achieved their goals on each regimen is shown in Figure 1.
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FIGURE 1: The percentage of patients who achieved the goal

Dual therapy with PCSK9-Is and ezetimibe had the highest efficacy, with 100% of patients achieving their
goals. Ezetimibe therapy alone had the lowest efficacy, with only 20% of patients reaching their goals. Since
it was possible for patients to achieve goals on multiple different regimens over the duration of the study,
the total number of data points collected is 193.

Table 3 displays Fisher’s exact test results for all possible combinations of regimens. Of note, there was a
significant difference in the ability to achieve the goal, favoring both statin + ezetimibe and PCSK9-Is
combination regimens over statins. There was no significant difference between statin + ezetimibe, and
PCSK9-Is in achieving the goal.
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  Regimen A Regimen B Preferred regimen p-value

None

Statin B ***

Ezetimibe B *

Statin + Ezetimibe B ***

PCSK9I ± Statin B ***

PCSK9I + Ezetimibe ± Statin B ***

Statin

Ezetimibe - NS

Statin + Ezetimibe B ***

PCSK9I ± Statin B ***

PCSK9I + Ezetimibe ± Statin B **

Ezetimibe

Statin + Ezetimibe B ***

PCSK9I ± Statin B ***

PCSK9I + Ezetimibe ± Statin B **

Statin + Ezetimibe
PCSK9I ± Statin - NS

PCSK9I + Ezetimibe ± Statin - NS

PCSK9I ± Statin PCSK9I + Ezetimibe ± Statin - NS

TABLE 3: Fisher’s exact test comparing the efficacy of medication regimens in achieving the
goals
*= p<0.05; **= p<0.01; ***= p<0.001; NS = not significant

The percentage of patients maintaining goals after the achievement is shown in Figure 2.

FIGURE 2: Percentage of patients that maintained their goal after
achieving it
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PCSK9-Is had the highest maintenance rate at 100%, whereas ezetimibe alone had the lowest rate at 50%.
Patients were excluded from this portion of the analysis if they did not achieve the goal initially (n=106), or
were lost to follow-up, or changed regimens at the subsequent lipid panel (n=39). Forty-eight total data
points were remaining. Table 4 displays the results of Fisher’s exact test. The only significant difference seen
in goal maintenance was the use of PCSK9-Is ± statins.

  Regimen A Regimen B Preferred regimen   p-value

None

Statin - -

Ezetimibe - -

Statin + Ezetimibe - -

PCSK9I ± Statin - -

PCSK9I + Ezetimibe ± Statin - -

Statin

Ezetimibe - NS

Statin + Ezetimibe - NS

PCSK9I ± Statin B *

PCSK9I + Ezetimibe ± Statin - NS

Ezetimibe

Statin + Ezetimibe - NS

PCSK9I ± Statin - NS

PCSK9I + Ezetimibe ± Statin - NS

Statin + Ezetimibe
PCSK9I ± Statin - NS

PCSK9I + Ezetimibe ± Statin - NS

PCSK9I ± Statin PCSK9I + Ezetimibe ± Statin - NS

TABLE 4: Fisher’s exact test comparing the efficacy of medication regimens in maintaining the
goal
  *= p<0.05; NS: not significant

Discussion
Our results highlight some key trends in cholesterol management in very high-risk diabetic patients,
illustrating the everyday clinical use of different lipid-lowering drugs and how those regimens perform over
extended use. Patients on statin therapy alone could only achieve the guideline goals in lipid management
33.9% of the time. This generally improved under dual therapy regimens, with the addition of ezetimibe
increasing efficacy to 73.5% and PCSK9-Is improving it to 80%. Between these dual therapy regimens, there
was no significant difference in the ability to achieve the goal, with patients on statin + ezetimibe
performing comparably to those that used PCSK9-Is ± statin (p=0.395) and PCSK9-Is and ezetimibe ± statin
(p=0.317). However, when examining patients that not only achieved but maintained their goals long-term,
PCSK9-Is ± statin recorded a 100% maintenance rate, whereas statin + ezetimibe showed no significant
difference compared to statins alone (p=0.433).

These findings indicate that statin + ezetimibe or a combination PCSK9-Is therapy is superior to statins
alone in managing very high-risk diabetic patients. In this regard, our results align with the advice of the
2018 ACC guidelines and support using these regimens to achieve our goals. This is consistent with previous
clinical trials, one of which shows that PCSK9-Is in combination with statin therapy decreased median LDL-
C values by 59% compared to placebo and even significantly decreased the risk of adverse cardiovascular
events [11]. Our results also demonstrate that PCSK9-Is therapy may provide more consistent cholesterol
management in the long term compared to statins + ezetimibe. Multiple factors can explain this. Primarily,
PCSK9-Is are known to be extremely potent, with one large clinical trial finding the mean difference in LDL-
C reduction between PCSK9-Is and ezetimibe monotherapy to be 30.4% [12]. Another factor could involve
the pharmacokinetics of PCSK9-Is and their dosing within the population. PCSK9-Is have an estimated half-
life of 11-17 days and are currently given as subcutaneous injections biweekly or monthly [13]. Once a steady
state is achieved, this method of administration could reduce the likelihood of medication nonadherence
and may promote goal maintenance over time.
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An unexpected result of this study was the lack of a significant difference between statin and ezetimibe in
achieving the goal (p=0.398). Statin therapy is, after all, the first-line medication of choice, and ezetimibe’s
use as monotherapy is typically limited to patients with statin intolerance. Because this study was a
retrospective chart review, it is unknown whether statin therapy was fully maximized before adding a
second agent. In this scenario, the true power of statins could be misrepresented, as some lipid panels may
have been drawn with lower doses.

Our results shed light on the current standards and successes in cholesterol management at a time when
treatment guidelines were changing. In addition, our population was drawn from a large community-based
practice, allowing for relatively consistent long-term records and a real-world view of cardiology practices.
Focusing only on a subset of very high-risk diabetic patients provides insight into their specific medical
needs and treatment patterns, with the goal of secondary prevention. As discussed previously, prolonged
maintenance of goal LDL-C reduces this risk [5]. Our data suggest that combination regimens, especially
those with PCSK9-Is, can aid in consistent control of LDL-C over time and enhance secondary prevention.

It is essential to recognize updates to current guidelines and the advent of new therapies released after the
end of our study period. The American College of Cardiology released an expert consensus decision pathway
in 2022, lowering the goal LDL-C from 70 mg/dL to 55 mg/dL [14]. This benchmark only supports the need
for higher consideration of adjunctive therapies in addition to maximally tolerated statins. Options for
supportive treatments are expanding, with drugs like inclisiran, bempedoic acid, evinacumab, and others
being approved in similar high-risk populations and patients with familial hypercholesterolemia [14].

Some limitations of our study must be acknowledged. Primarily, many factors play a role in LDL-C values
outside of the medication regimen that could affect results. These include diet, exercise level, genetic
predisposition, etc. In diabetic patients specifically, certain medications, including metformin, sulfonylureas,
and thiazolidinediones, have variable effects on plasma lipids, potentially confounding the results [15]. The
methodology of our study must also be considered. In a retrospective chart review, there is no control over
the time between subsequent lipid panels and consistent adherence to one medication regimen. During the
time period of this study, adherence proved to be a problem for PCSK9-Is due to the enormous expense and
rigid pre-authorization process [16]. More research should be done to see how those common problems
affect treatment and outcomes in diabetic patients.

Conclusions
Diabetes mellitus carries a heightened risk of developing ASCVD and its potential sequelae. Those falling
under the umbrella of very high risk undoubtedly benefit from strict cholesterol control, the bar for which is
trending lower and lower. Our results demonstrate that this population has relatively poor success in
achieving and maintaining goal LDL levels with statins alone. Therefore, it is reasonable to consider
accelerated use of combination therapy with ezetimibe or PCSK9-Is. The practice of such measures could
play an important role in secondary prevention, allowing very high-risk diabetic patients some protection
against cardiovascular-related morbidity and mortality.

Additional Information
Disclosures
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info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Leading causes of death . (2017). Accessed: October 20, 2020: https://www.cdc.gov/nchs/fastats/leading-

causes-of-death.htm.
2. Leiter LA, Teoh H, Kallend D, et al.: Inclisiran lowers LDL-C and PCSK9 irrespective of diabetes status: the

ORION-1 randomized clinical trial. Diabetes Care. 2019, 42:173-6. 10.2337/dc18-1491
3. Ference BA, Ginsberg HN, Graham I, et al.: Low-density lipoproteins cause atherosclerotic cardiovascular

disease. 1. Evidence from genetic, epidemiologic, and clinical studies. A consensus statement from the
European Atherosclerosis Society Consensus Panel. Eur Heart J. 2017, 38:2459-72. 10.1093/eurheartj/ehx144

4. Kannel WB, Castelli WP, Gordon T, McNamara PM: Serum cholesterol, lipoproteins, and the risk of coronary
heart disease. The Framingham study. Ann Intern Med. 1971, 74:1-12. 10.7326/0003-4819-74-1-1

5. Boekholdt SM, Hovingh GK, Mora S, et al.: Very low levels of atherogenic lipoproteins and the risk for
cardiovascular events: a meta-analysis of statin trials. J Am Coll Cardiol. 2014, 64:485-94.
10.1016/j.jacc.2014.02.615

6. Stone NJ, Robinson JG, Lichtenstein AH, et al.: 2013 ACC/AHA guideline on the treatment of blood
cholesterol to reduce atherosclerotic cardiovascular risk in adults: a report of the American College of

2023 Saag et al. Cureus 15(6): e40905. DOI 10.7759/cureus.40905 7 of 8

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
https://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm
https://www.cdc.gov/nchs/fastats/leading-causes-of-death.htm
https://dx.doi.org/10.2337/dc18-1491
https://dx.doi.org/10.2337/dc18-1491
https://dx.doi.org/10.1093/eurheartj/ehx144
https://dx.doi.org/10.1093/eurheartj/ehx144
https://dx.doi.org/10.7326/0003-4819-74-1-1
https://dx.doi.org/10.7326/0003-4819-74-1-1
https://dx.doi.org/10.1016/j.jacc.2014.02.615
https://dx.doi.org/10.1016/j.jacc.2014.02.615
https://dx.doi.org/10.1161/01.cir.0000437738.63853.7a


Cardiology/American Heart Association Task Force on Practice Guidelines. Circulation. 2014, 129:S1-45.
10.1161/01.cir.0000437738.63853.7a

7. Grundy SM, Stone NJ, Bailey AL, et al.: 2018
AHA/ACC/AACVPR/AAPA/ABC/ACPM/ADA/AGS/APhA/ASPC/NLA/PCNA guideline on the management of
blood cholesterol: a report of the American College of Cardiology/American Heart Association Task Force
on clinical practice guidelines. Circulation. 2019, 139:e1082-143. 10.1161/CIR.0000000000000625

8. Balakumar P, Maung-U K, Jagadeesh G: Prevalence and prevention of cardiovascular disease and diabetes
mellitus. Pharmacol Res. 2016, 113:600-9. 10.1016/j.phrs.2016.09.040

9. Rawshani A, Rawshani A, Franzén S, et al.: Mortality and cardiovascular disease in type 1 and type 2
diabetes. N Engl J Med. 2017, 376:1407-18. 10.1056/NEJMoa1608664

10. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG: Research electronic data capture (REDCap)--
a metadata-driven methodology and workflow process for providing translational research informatics
support. J Biomed Inform. 2009, 42:377-81. 10.1016/j.jbi.2008.08.010

11. Sabatine MS, Giugliano RP, Keech AC, et al.: Evolocumab and clinical outcomes in patients with
cardiovascular disease. N Engl J Med. 2017, 376:1713-22. 10.1056/NEJMoa1615664

12. Moriarty PM, Thompson PD, Cannon CP, et al.: Efficacy and safety of alirocumab vs ezetimibe in statin-
intolerant patients, with a statin rechallenge arm: the ODYSSEY ALTERNATIVE randomized trial. J Clin
Lipidol. 2015, 9:758-69. 10.1016/j.jacl.2015.08.006

13. Kasichayanula S, Grover A, Emery MG, Gibbs MA, Somaratne R, Wasserman SM, Gibbs JP: Clinical
pharmacokinetics and pharmacodynamics of evolocumab, a PCSK9 inhibitor. Clin Pharmacokinet. 2018,
57:769-79. 10.1007/s40262-017-0620-7

14. Lloyd-Jones DM, Morris PB, Ballantyne CM, et al.: 2022 ACC expert consensus decision pathway on the role
of nonstatin therapies for LDL-cholesterol lowering in the management of atherosclerotic cardiovascular
disease risk: a report of the American College of Cardiology solution set Oversight Committee. J Am Coll
Cardiol. 2022, 80:1366-418. 10.1016/j.jacc.2022.07.006

15. Rosenblit PD: Common medications used by patients with type 2 diabetes mellitus: what are their effects on
the lipid profile?. Cardiovasc Diabetol. 2016, 15:95. 10.1186/s12933-016-0412-7

16. Nasir K: Just price for PCSK9 inhibitors: no less, no more . J Am Heart Assoc. 2018, 7:e010884.
10.1161/JAHA.118.010884

2023 Saag et al. Cureus 15(6): e40905. DOI 10.7759/cureus.40905 8 of 8

https://dx.doi.org/10.1161/01.cir.0000437738.63853.7a
https://dx.doi.org/10.1161/CIR.0000000000000625
https://dx.doi.org/10.1161/CIR.0000000000000625
https://dx.doi.org/10.1016/j.phrs.2016.09.040
https://dx.doi.org/10.1016/j.phrs.2016.09.040
https://dx.doi.org/10.1056/NEJMoa1608664
https://dx.doi.org/10.1056/NEJMoa1608664
https://dx.doi.org/10.1016/j.jbi.2008.08.010
https://dx.doi.org/10.1016/j.jbi.2008.08.010
https://dx.doi.org/10.1056/NEJMoa1615664
https://dx.doi.org/10.1056/NEJMoa1615664
https://dx.doi.org/10.1016/j.jacl.2015.08.006
https://dx.doi.org/10.1016/j.jacl.2015.08.006
https://dx.doi.org/10.1007/s40262-017-0620-7
https://dx.doi.org/10.1007/s40262-017-0620-7
https://dx.doi.org/10.1016/j.jacc.2022.07.006
https://dx.doi.org/10.1016/j.jacc.2022.07.006
https://dx.doi.org/10.1186/s12933-016-0412-7
https://dx.doi.org/10.1186/s12933-016-0412-7
https://dx.doi.org/10.1161/JAHA.118.010884
https://dx.doi.org/10.1161/JAHA.118.010884

	Role of Different Low-Density Lipoprotein-Lowering Medications on Secondary Prevention of Atherosclerotic Cardiovascular Disease in Patients With Diabetes Mellitus
	Abstract
	Purpose
	Methods
	Results
	Conclusions

	Introduction
	Materials And Methods
	Study design
	Participant selection
	Data collection
	Statistical test

	Results
	TABLE 1: Patient demographic information and prevalence of ASCVD events (n=102).
	TABLE 2: ASCVD events in the population (n=102)
	FIGURE 1: The percentage of patients who achieved the goal
	TABLE 3: Fisher’s exact test comparing the efficacy of medication regimens in achieving the goals
	FIGURE 2: Percentage of patients that maintained their goal after achieving it
	TABLE 4: Fisher’s exact test comparing the efficacy of medication regimens in maintaining the goal

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


