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Epidemiological evidence supports a strong relationship between 
elevated levels of plasma cholesterol, particularly low-density lipo-

protein cholesterol (LDL-C), and increased risk for cardiovascular 
disease. LDL-C lowering has been the primary goal of therapy aimed at 
cardiovascular risk reduction, and multiple randomized studies have 
demonstrated the benefits of statins for the reduction of major cardio-
vascular events in patients at risk (1). Consequently, lipid lowering 
with a statin has become a key recommendation to Canadian physi-
cians who manage patients with cardiovascular disease or those at risk 
for cardiovascular disease (2). 

Despite well-documented risk reductions associated with LDL-C 
lowering, a substantial number of clinical events are not prevented by 
statins, even when used with other evidence-based therapies (3). 
Furthermore, there is a growing body of evidence that, despite clear 
guideline recommendations (2), there is suboptimal utilization of 
lipid- lowering treatment in Canadians (4,5).

The objective of the current study was to assess the prevalence and 
types of persistent lipid abnormalities in Canadian patients receiving 
statin therapy, with the aim of establishing a framework within which 
recommendations for future treatment practice might be made. 
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BACkGRouND: Despite clear guideline recommendations, there is a 
growing body of evidence that there is suboptimal use of lipid- lowering 
treatment in Canadians.
oBJeCtIve: To assess the prevalence and types of persistent lipid abnor-
malities in Canadian patients receiving statin therapy. 
MethoDS: The present cross-sectional study recruited 2436 outpatients 
45 years of age or older who were treated with statins by 232 physicians 
from 10 provinces; all underwent clinical examination and had their latest 
fasting lipid values while on statin therapy recorded. 
ReSuLtS: The median patient age was 66 years (interquartile range 
[IQR] 58 to 74 years), 60% were men and 80% were in the high 10-year 
risk category. The median low-density lipoprotein cholesterol level was 
2.0 mmol/L (IQR 1.6 mmol/L to 2.5 mmol/L) and the median total 
cholesterol /high-density lipoprotein cholesterol ratio was 3.4 mmol/L 
(IQR 2.8 mmol/L to 4.1 mmol/L). However, based on the 2006 Canadian 
Cardiovascular Society recommendations, 37% of all patients did not 
have a low-density lipoprotein cholesterol level at goal or intervention 
target level, including 45% of high-risk category patients. The majority of 
patients received atorvastatin (50%) or rosuvastatin (37%) but primarily 
at low-to-medium doses, and a minority (14%) received additional lipid-
modifying therapies. 
CoNCLuSIoNS: The present observational study highlights the need 
for more intensive treatment of lipid abnormalities, particularly among 
high-risk patients. Recognizing several important limitations related to the 
observational nature of the study, the findings suggest the possibility that, 
in addition to optimizing adherence, there remains an important need to 
titrate current statin therapy to higher doses and potentially use a combi-
nation of lipid-modifying treatments (once the statin dose has been truly 
maximized) to further bridge the gap between evidence-based medicine 
and current Canadian practice.
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La prévalence de dyslipidémie chez des patients 
traités par statines au Canada : Les résultats de 
l’étude internationale sur la DYSlipidémie (DYSIS)

hIStoRIQue : Malgré des recommandations claires, de plus en plus de 
données probantes font foi d’une utilisation sous-optimale des 
hypolipidémiants chez les Canadiens.
oBJeCtIF : Évaluer la prévalence et les types d’anomalies lipidiques 
persistantes chez les patients qui suivent une thérapie aux statines.
MÉthoDoLoGIe : Dans le cadre de la présente étude transversale, les 
chercheurs ont recruté 2 436 patients en consultations externes de 45 ans ou 
plus traités aux statines par 232 médecins de dix provinces. Tous ont subi un 
examen clinique et ont vu leurs valeurs lipidiques à jeun les plus récentes se 
faire consigner pendant qu’ils suivaient une thérapie aux statines.
RÉSuLtAtS : Les patients avaient un âge médian de 66 ans (plage 
interquartile [PIQ] de 58 à 74 ans), 60 % étaient des hommes et 80 % étaient 
dans la catégorie à haut risque sur dix ans. Leur taux médian de cholestérol 
à lipoprotéines de basse densité était de 2,0 mmol/L (PIQ de 1,6 mmol/L à 
2,5 mmol/L) et le ratio médian entre le cholestérol total et le cholestérol à 
lipoprotéines de basse densité, de 3,4 mmol/L (PIQ de 2,8 mmol/L à 
4,1 mmol/L). Cependant, d’après les recommandations de la Société 
canadienne de cardiologie de 2006, le taux de cholestérol à lipoprotéines de 
basse densité de 37 % de tous les patients ne correspondait pas à l’objectif ou 
aux cibles d’intervention, y compris 45 % des patients de la catégorie à haut 
risque. La majorité des patients ont reçu de l’atorvastatine (50 %) ou de la 
rosuvastatine (37 %), mais surtout à des doses basses à moyennes, et une 
minorité (14 %) ont reçu d’autres modificateurs des lipides.
CoNCLuSIoNS : La présente étude d’observation fait ressortir la nécessité 
de traiter plus intensivement les anomalies lipidiques, surtout chez les 
patients à haut risque. Compte tenu de plusieurs limites importantes liées à 
la nature observationnelle de l’étude, les observations indiquent la possibilité 
que, en plus d’optimiser l’adhésion, il est nécessaire de titrer la thérapie aux 
statines actuelles à des doses plus élevées et, peut-être, d’utiliser une 
association de modificateurs des lipides (une fois la dose de statines 
véritablement maximisée) pour mieux corriger l’écart entre la médecine 
probante et la pratique canadienne actuelle.
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MethoDS
The DYSlipidemia International Study (DYSIS) (6) is an interna-
tional epidemiological multicentre, cross-sectional study of the lipid 
profile of 22,063 statin-treated outpatients The current analysis 
includes only those patients enrolled in Canada. Patients were eligible 
for study inclusion if they were 45 years of age or older, had been on 
statin therapy for three or more months at the time of assessment, had 
at least one lipid parameter available based on a fasting profile 
obtained as part of routine clinical care within the previous six months, 
and provided written informed consent. The only exclusion criterion 
was active participation in a clinical study.

Physicians were recruited by direct mail or fax campaigns, continu-
ing medical education events, and from participation in previous or 
ongoing registries of the coordinating centre – the Canadian Heart 
Research Centre (Toronto, Ontario). The study protocol was approved 
by independent central ethics review boards (Optimum Clinical 
Research Inc, Oshawa, Ontario; and the College of Physicians & 
Surgeons of Alberta Research Ethics Review Committee, Edmonton, 
Alberta). Participating physicians were instructed to enrol consecutive 
patients visiting their practice over a  two-month period who met the 
inclusion criteria, irrespective of the clinical reason for the office visit. 

Data were collected from clinical examination and medical charts 
during a single outpatient visit between April 2008 and February 2009, 
and submitted via a standardized case report form to the Canadian 
coordinating centre. Data were subsequently entered into a central 
electronic (web-based) database housed and managed at the Institut 
für Herzinfarktforschung Ludwigshafen an der Universität Heidelberg 
(Germany). Real-time quality control (internal logic checks) occurred 
during web-based data entry.

Patient demographic and clinical data, and information on treat-
ing physicians (including their speciality, medical practice and loca-
tion) were collected. Lipid parameters from the most recent lipid test 
available within the previous six to 12 months (based on local testing 
frequency) for total cholesterol (TC), LDL-C, high-density lipopro-
tein cholesterol (HDL-C), TC/HDL-C ratio and triglycerides were 
recorded. Specific patient-related lipid targets, whether patients were 
at goal levels, and the relevance of the different lipid parameters for 
the physicians were also recorded. The 2006 Canadian Cardiovascular 
Society recommendations were used to classify patient risk, and define 
the LDL-C and TC/HDL-C goals and intervention targets (2).

Information collected on lipid therapies included the name and 
daily dose of the current statin, and whether the primary reason for use 
was hypercholesterolemia, as well as the name and daily dose of the 
statin in use at the time of the most recent blood test. Other cardiovas-
cular therapies taken by the patient were also recorded.

Categorical variables are presented as absolute numbers and 
percentages. Continuous variables are summarized as medians with 
25th and 75th percentiles (interquartile range [IQR]). Multivariable 
logistic regression analysis was performed to determine the factors in 
high-risk patients associated with LDL-C values and TC/HDL-C 
ratios not at goal (less than 2.0 mmol/L and less than 4, respec-
tively) (2). Based on the results of previous studies (4,7), the predic-
tor variables considered in the models were age, sex, current smoker, 
sedentary lifestyle (physical activity less than the equivalent of 
walking 20 min to 30 min, three to four days a week), body mass 
index 30 kg/m2 or greater, waist circumference greater than 102 cm 
in men and greater than 88 cm in women, hypertension, diabetes 
mellitus, history of ischemic heart disease, cerebrovascular disease 
and peripheral artery disease. Adjusted ORs with 95% CIs were 
calculated. All analyses were performed using SAS version 9.1 
(SAS Institute Inc, USA). All statistical comparisons were two-
tailed, and P<0.05 was considered to be statistically significant.

ReSuLtS
Data from 2436 consecutive statin-treated outpatients of 232 Canadian 
physicians (84.5% primary care physicians and 15.5% specialists) from 
10 provinces were analyzed. Patient characteristics, risk categories and 

lipid values are reported in Table 1. The median patient age was 
66 years (IQR 58 to 74 years) and the majority were men (59.8%); 
50.8% met the National Cholesterol Education Program Adult 
Treatment Panel III (NCEP ATP III) criteria for the metabolic syn-
drome (8) and 44.7% were obese. Comorbidities were common, 
including hypertension (75.2%), diabetes mellitus (47.8%) and previ-
ous cardiovascular disease (ischemic heart disease, heart failure, 
peripheral arterial disease or cerebrovascular disease [44.8%]). The 
majority (80%) of patients fell into the high 10-year risk category 
(cardiovascular disease, diabetes mellitus or a Framingham risk score of 
20% or greater) (2). 

The median LDL-C was 2.0 mmol/L (IQR 1.6 mmol/L to 
2.5 mmol/L) and the median TC/HDL-C ratio was 3.4 (IQR 2.8 to 
4.1). The lipid profile stratified according to Canadian Cardiovascular 
Society cardiovascular risk category is provided in Table 2. Of note, 
37% of all patients did not have an LDL-C at goal (defined as 
2.0 mmol/L or greater for high risk) or intervention levels 
(3.5 mmol/L or greater for intermediate risk, and 5.0 mmol/L or 
greater for low risk [2]), including 45% of high-risk category 
patients. Overall, 23.3% of patients had a TC/HDL-C ratio above 
the guideline- recommended goal (high risk 4 or greater) or inter-
vention levels (intermediate risk 5 or greater, and low risk 6 or 
greater), including 27.5% of high-risk patients. Atorvastatin was 
the most frequently prescribed statin (49.7%) followed by rosuvasta-
tin (37.4%), simvastatin (9.5%), pravastatin (2.5%), lovastatin 
(0.7%) and fluvastatin (0.2%). Only 14.2% of patients received 
additional lipid-modifying therapies: ezetimibe (11.1%), fibrate 
(2.3%), nicotinic acid (1.3%) and bile acid sequestrant (0.4%). The 
median daily dose of the most commonly used statins at the time 
closest to the most recent lipid profile was atorvastatin 20 mg (IQR 
10 mg to 40 mg), rosuvastatin 10 mg (IQR 10 mg to 20 mg) and 
simvastatin 40 mg (IQR 20 mg to 40 mg).

In Table 3, lipid profiles are stratified according to a history of 
diabetes and/or cardiovascular disease. The LDL-C and TC/HDL-C 
goals were not achieved in 40% and 27.3% of patients with diabetes, 
and 44.6% and 26.4% of patients with cardiovascular disease, 
respectively. 

In multivariable logistic regression analysis, several demographic 
and clinical features were independently associated with lack of 
achievement of target LDL-C (ie, greater than 2.0 mmol/L), and both 
target LDL-C and TC/HDL-C ratio (ie, greater than 4) among high-
risk patients (n=1945; 80% of the overall population) (Tables 4 
and 5). Female sex was an independent predictor of an LDL-C greater 
than 2.0 mmol/L, and a sedentary lifestyle (but not female sex) was an 
independent predictor of both an LDL-C greater than 2.0 mmol/L and 
a TC/HDL-C ratio greater than 4. In contrast, patients of older age 
with diabetes and previous ischemic heart disease were less likely to 
have an LDL-C greater than 2.0 mmol/L and a TC/HDL-C ratio 
greater than 4. Body mass index, waist circumference, hypertension, 
cerebrovascular disease and peripheral arterial disease were not related 
to target values. Of note, physician specialty (eg, cardiologist, endocri-
nologist, internal medicine specialist versus general practitioner/family 
physician) was not an independent predictor in additional models 
evaluating lack of achievement of target levels.

DISCuSSIoN
The results of the present observational study suggest that almost 
 one-half of the high-risk Canadian patients with cardiovascular 
disease, diabetes or an estimated 10-year coronary artery disease risk 
of 20% or greater did not reach the LDL-C target recommended 
by Canadian guidelines (2). These contemporary findings are sup-
ported by other recently published Canadian reports (4,5) including a 
study (9) that used a flexible starting dose of a statin to quickly achieve 
an LDL-C target.

Several reasons may account for the suboptimal rate of adherence 
to Canadian treatment guidelines. While lack of awareness of treat-
ment guidelines (ie, a knowledge gap attributed to physicians) could 
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be considered, our previous experience suggests that this is not the 
main contributor. Indeed, in the Guidelines Oriented Approach to 
Lipid Lowering (GOALL) Registry chart review (6236 Canadian 
patients at intermediate to high risk and cared for by 335 primary 
care practitioners) and main study (4499 patients from 254 general 
practitioners) (4), physicians correctly identified the target lipid 
levels for the majority of patients overall (greater than 90%) and for 
high-risk patients (96%), respectively. Furthermore, we did not find 
that the type of physician (specialist versus general practitioner/

family physician) was independently associated with achievement of 
target levels.

Our results suggest that there continue to be significant barriers 
to translating evidence-based, guideline-recommended targets into 
routine Canadian practice. These may include suboptimal drug or 
dose selection, failure to titrate therapy, patient adherence or limited 
efficacy (4). While 88% of all patients received one of the more 
‘potent’ statins, the median daily doses of atorvastatin (20 mg) and 
rosuvastatin (10 mg) were lower than those used in clinical outcome 

Table 1
Patient characteristics, risk categories and lipid parameters

all patients Men Women
n (%) 2436* 1457 (59.8) 979 (40.2)
Age, years 66 (58–74) 65 (58–73) 67 (59–74)
Caucasian, % 86.1 87.0 84.7
Family history of premature coronary disease†, % 34.3 32.0 37.8
Ischemic heart disease, % 37.3 45.7 24.7
Peripheral arterial disease, % 8.5 9.2 7.5
Cerebrovascular disease, % 8.5 8.5 8.6
Heart failure, % 4.6 5.0 3.9
Current smoker, % 14.1 13.9 14.4
Hypertension, % 75.2 73.1 78.2
Systolic blood pressure, mmHg 130 (120–137) 128 (120–136) 130 (120–138)
Diastolic blood pressure, mmHg 76 (70–80) 76 (70–80) 76 (70–80)
Waist circumference, cm 101 (92–111) 104 (95–113) 96 (86–107)
Body mass index, kg/m2 29.2 (25.9–33.5) 29.4 (26.3–33.5) 28.8 (25.3–33.6)
Body mass index ≥30 kg/m2, % 44.7 45.6 43.4
The metabolic syndrome‡, % 50.8 45.6 58.6
Risk level§, %

High 80.0 85.8 71.4
Intermediate 8.1 8.8 7.0
Low 11.9 5.4 21.6

Cardiovascular disease¶, % 44.8 52.0 34.2
Diabetes mellitus, % 47.8 46.6 49.4

Hemoglobin A1c, % 6.8 (6.3–7.6) 6.9 (6.3–7.7) 6.7 (6.3–7.5)
Lipid profile

LDL-C, mmol/L 2.0 (1.6–2.5) 2.0 (1.6–2.4) 2.2 (1.7–2.7)
HDL-C, mmol/L 1.1 (1.0–1.4) 1.1 (0.9–1.3) 1.3 (1.1–1.5)
TC, mmol/L 4.0 (3.4–4.6) 3.8 (3.3–4.4) 4.2 (3.7–4.9)
Triglycerides, mmol/L 1.4 (1.0–2.0) 1.4 (1.0–2.0) 1.5 (1.1–2.1)
TC/HDL-C ratio 3.4 (2.8–4.1) 3.5 (2.9–4.2) 3.3 (2.7–4.0)

Data presented as median (interquartile range) unless otherwise indicated. *Missing values for race (n=15), hypertension (n=1), systolic blood pressure (n=1), dia-
stolic blood pressure (n=1), waist circumference (n=11), metabolic syndrome determination (n=64), risk level determination (n=5), diabetes status (n=1), low-density 
lipoprotein cholesterol (LDL-C) (n=26), high-density lipoprotein cholesterol (HDL-C) (n=9), total cholesterol (TC) (n=11) and triglycerides (n=13); †First-degree rela-
tive (parents, brothers or sisters) suffered any early manifestation of atherosclerotic cardiovascular disease (younger than 55 years of age in men and younger than 
65 years of age in women); ‡The metabolic syndrome is defined as abdominal obesity (waist circumference greater than 102 cm for men and greater than 88 cm for 
women), triglycerides 1.7 mmol/L, HDL-C greater than 1.03 mmol/L (men) or less than 1.29 mmol/L (women), blood pressure 130/85 mmHg or greater and fasting 
glucose 6.1 mmol/L or greater; §High risk: coronary artery disease, peripheral arterial disease, cerebrovascular disease, diabetes mellitus, or Framingham 10-year 
risk score 20% or greater. Intermediate risk: Framingham 10-year risk score 10% to 19%. Low risk: Framingham 10-year risk score less than 10%; ¶Ischemic heart 
disease, heart failure, peripheral arterial disease or cerebrovascular disease

Table 2
lipid abnormalities according to Canadian guideline risk levels (2) in patients with complete lipid profiles

all patients (n=2393) High risk* (n=1913) Intermediate risk* (n=191) low risk* (n=289)
LDL-C not at goal/intervention target† 37.0 45.0 11.5 0.7
TC/HDL-C ratio not at goal/intervention target‡ 23.3 27.5 13.6 1.4
LDL-C and TC/HDL-C ratio not at goal/intervention target 16.1 19.7 4.2 0.0
Elevated triglycerides§ 36.9 37.7 31.4 35.3
Data presented as %. *High-risk: coronary artery disease, peripheral arterial disease, cerebrovascular disease, diabetes mellitus or Framingham 10-year risk score 20% 
or greater. Intermediate risk: Framingham 10-year risk score 10% to 19%. Low-risk: Framingham 10-year risk score less than 10%; †Low-density lipoprotein cholesterol 
(LDL-C) 2.0 mmol/Lor greater in high-risk patients, 3.5 mmol/L or greater in intermediate-risk patients, and 5.0 mmol/L or greater in low-risk patients; ‡Total cholesterol/
high-density lipoprotein cholesterol (TC/HDL-C) ratio: high risk is 4 or greater, intermediate risk is 5 or greater, low risk is 6 or greater; §1.7 mmol/L or greater
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studies demonstrating benefit of those agents using a higher versus 
a lower dose or versus other less potent statins. Furthermore, only 
14% received an additional lipid-lowering agent in our observational 
study. Thus, based on the results of the main DYSIS study (data not 
shown) and the Canadian cohort, the vast majority of patients not at 
target were on low-to-medium doses of statins and, thus, there was an 
opportunity for upward titration as the initial step rather than addition 
of a second drug. It has previously been noted that only a minority of 
undertreated patients not achieving treatment targets experienced 
documented drug intolerance or side effects (4). Furthermore, a 
strategy employing an algorithm- based statin uptitration followed by 
the addition of ezetimibe was useful to further LDL-C lowering where 
statin monotherapy had not achieved target lipid values; attainment 
of an LDL-C target increased with consecutive visits (63%, 67% and 
71% at the second, third and final visits, respectively) (5). While 
the value of ezetimibe in reducing adverse cardiovascular outcomes 
remains unproven, these findings highlight the potential opportuni-
ties to improve guideline-recommended target achievement in the 
Canadian context.

The observations that older age and male sex were independent 
predictors of treatment success are consistent with those observed in 
Canadian (4,5), American (10,11) and international (12) settings. 
Even after adjusting for age and other factors – in fact, older patients 
were more likely to achieve target LDL-C and both target LDL-C and 
TC/HDL-C ratio – women were less likely to be at the Canadian 
guideline- recommended LDL-C goal, suggesting that previously docu-
mented sex disparities in the management of dyslipidemia appear to 
persist (4,5,7,12). However, it remains unclear whether these differ-
ences are due to a sex bias because there are likely unmeasured con-
founders that have not been accounted for. Also, women in DYSIS 
were more frequently ‘lower risk’ (ie, without established vascular dis-
ease) compared with men, and their physicians may not have been as 

aggressive in attempting to achieve target cholesterol goals in this 
lower (but still at-) risk population. 

A paucity of clinical outcome data from therapeutic approaches 
directly targeting HDL-C (and TC/HDL-C ratio) and triglycer-
ides are highlighted by the observation that while low HDL-C, 
high TC/HDL-C ratio and/or elevated triglycerides were found 
in approximately three, two and four of every 10 patients in the 
present study, respectively, less than 5% of patients were receiv-
ing treatments that were specifically directed toward HDL-C and 
triglycerides. This suggests both a future need for and potential 
benefit of multitargeted treatment strategies that could address the 
full range of lipid abnormalities, while acknowledging that the evi-
dence base to date primarily addresses LDL-C management.

Limitations
Our study has several limitations that should be addressed. First, DYSIS 
was a cross-sectional (single-point), observational study that did not 
evaluate long-term outcomes; therefore, any risk estimates were calcu-
lated based on current or retrospective data, rather than observed pro-
spectively. Second, lipid parameters were those taken from patient 
medical records without routine blood sample collection or central, 
core-laboratory evaluation; however, DYSIS reflects a more ‘real-world’ 
practice in which physicians would initiate and titrate therapy based on 
test results available to them in their routine practice. In addition, we 
did not undertake local monitoring of source documents to confirm the 
accuracy of the data transcribed from the patient’s medical record into 
the case report form. Third, given that current statin use was a patient 
eligibility criterion, we may have overestimated the impact of statin use 
on target levels across a broader high-risk population. Fourth, our study 
did not collect details regarding patient lifestyle, their genetic 

Table 3
lipid abnormalities according to diagnosis of diabetes mellitus and/or cardiovascular disease (CVD)*

all diabetes (n=1137)
Diabetes without  

CVD (n=711) all CVD (n=1079)
CVD without  

diabetes (n=652)
LDL-C not at goal† 40.0 41.2 44.6 48.8
TC/HDL-C ratio not at goal‡ 27.3 26.3 26.4 24.7
LDL-C and TC/HDL-C ratio not at goal 18.5 19.8 17.8 18.7
Elevated triglycerides§ 40.0 39.2 36.5 33.4
Data presented as %. *Ischemic heart disease, heart failure, peripheral arterial disease or cerebrovascular disease; †Low-density lipoprotein cholesterol (LDL-C) 
2.0 mmol/L or greater in high risk patients, 3.5 mmol/L or greater in intermediate risk patients, and 5.0 mmol/L or greater in low-risk patients; ‡Total cholesterol/high-
density lipoprotein cholesterol (TC/HDL-C) ratio: high risk 4 or greater, intermediate risk 5 or greater, low risk 6 or greater; §1.7 mmol/L or greater

Table 4
Multivariable analysis: Factors associated with lack of 
achievement of target low-density lipoprotein cholesterol 
(ie, greater than 2.0 mmol/l) among high-risk patients 
(n=1945; 80% of the overall population)
Variable adjusted OR (95% CI) P
Age, per 1-year increase 0.98 (0.97–0.99) <0.0001
Women 1.32 (1.08–1.61) 0.0068
Current smoker 1.22 (0.92–1.61) 0.1646
Sedentary lifestyle 1.02 (0.84–1.24) 0.8482
Body mass index ≥30 kg/m2 1.02 (0.82–1.28) 0.8457
Waist circumference >102 cm 

(men), >88 cm (women)
0.97 (0.77–1.22) 0.7685

Hypertension 0.95 (0.75–1.19) 0.6401
Diabetes mellitus 0.46 (0.37–0.57) <0.0001
Ischemic heart disease 0.66 (0.53–0.81) <0.0001
Cerebrovascular disease 0.89 (0.65–1.20) 0.4371
Peripheral artery disease 1.10 (0.80–1.51) 0.5498

Table 5
Multivariable analysis: Factors associated with lack of 
achievement of both target low-density lipoprotein 
cholesterol (ie, greater than 2.0 mmol/l) and total 
cholesterol/high-density lipoprotein cholesterol ratio 
(ie, greater than 4) among high-risk patients (n=1945; 
80% of the overall population)
Variable adjusted OR (95% CI) P
Age, per 1-year increase 0.96 (0.95–0.98) <0.0001
Women 0.80 (0.62–1.04) 0.0951
Current smoker 1.41 (1.03–1.93) 0.0337
Sedentary lifestyle 1.38 (1.08–1.76) 0.0110
Body mass index ≥30 kg/m2 

(obesity)
1.15 (0.86–1.52) 0.3436

Waist circumference >102 cm 
(men), >88 cm (women)

1.19 (0.89–1.60) 0.2399

Hypertension 0.97 (0.73–1.30) 0.8598
Diabetes mellitus 0.59 (0.45–0.77) 0.0001
Ischemic heart disease 0.62 (0.47–0.80) 0.0003
Cerebrovascular disease 1.05 (0.72–1.55) 0.7979
Peripheral artery disease 0.97 (0.65–1.45) 0.8969
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predisposition to cardiovascular disease (although family history was 
assessed), history of side effects while on statins or treatment adherence. 
Fifth, while our study attempted to minimize bias by asking physicians to 
enrol consecutive eligible patients, the nonrandom selection and 
requirement for consent limits the generalizability of our findings. 
Furthermore, we cannot confirm that the physicians (who volunteered 
to participate in the registry) are representative of Canadian practice. 
We also cannot determine the impact of this selection bias given that 
nonparticipating physicians and their patients may be even less likely to 
follow treatment guidelines and attain targets. Sixth, we did not collect 
lipid profiles obtained before initiation of statin therapy and are, there-
fore, unable to assess the percentage reduction achieved following treat-
ment initiation; the most recent (2009) Canadian guidelines recommend 
that an LDL-C target of less than 2.0 mmol/L or a 50% reduction in 
LDL-C are the desired goals. Furthermore, the study was undertaken 
before the most recent Canadian guidelines were published and we can 
only speculate on their direct relevance to current practice; however, 
the even lower current LDL-C target would suggest that the treatment 
gap may be even larger in contemporary practice. Seventh, because the 
most recent lipid profile obtained could be up to six months old with 
respect to the inclusion visit and the patient’s statin dose had to be sta-
ble for more than three months, it is possible that some patients had 
their dose of statin increased following their last blood test but had still 
not yet undergone repeat lipid profile testing on the new statin dose. 

SuMMARY
The present Canadian observational study highlights the need for 
more optimal treatment of lipid abnormalities, particularly among 
high-risk patients. More recent studies, supported by updated Canadian 
guideline recommendations (13), have demonstrated that even a more 
aggressive lowering of LDL may be warranted. Thus, the need to titrate 
current statin therapy to higher doses, potentially use a combination of 
lipid-modifying treatments (as seen in the optimal management of 
hypertension) once the statin dose has been truly maximized, and 
optimize adherence is paramount to further bridge the gap between 
evidence-based medicine and current Canadian practice.
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