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Diabetes has long been recognized as
a multifactorial disease affecting
primarily the cardiovascular (CV)

system and leading to premature death.
People with diabetes are 2 to 4 times more
likely to die of a CV event than those who
do not have diabetes (1). Abnormal choles-
terol levels result in higher mortality. In
secondary prevention of CV events, the
value of aggressive lipid reduction is recog-
nized.Yet, in people with diabetes without
manifest vascular disease, there is a tenden-
cy to be much less aggressive, despite the
fact that these patients have as high risk of a
CV event as a person with diabetes who has
had a CV event (1). Thus, primary preven-
tion in persons with diabetes should be as
aggressive as secondary prevention in those
without diabetes. Lifestyle modifications—
including nutrition interventions, weight
control, smoking cessation and exercise—
remain key components of CV prevention
and management. However, many patients
will able be unable to achieve lipid targets
without pharmacologic intervention.

In this issue of Canadian Diabetes, Leiter
and colleagues present highlights of the
Canadian Diabetes Association 2006 Clinical
Practice Guidelines entitled “Dyslipidemia 
in Adults With Diabetes” (2), an update of
the Canadian Diabetes Association 2003
Clinical Practice Guidelines for the
Prevention and Management of Diabetes in
Canada (3).The Clinical Practice Guidelines
Expert Committee recognized the high CV
risk associated with diabetes and the impact
of dyslipidemia on CV morbidity and mor-
tality. Two key recommendations in these
guidelines are (2):

• In adults, the primary goal of lipid
treatment is to achieve a low-density
lipoprotein cholesterol (LDL-C) target
of ≤2.0 mmol/L to decrease the risk of
CV events (4). This has been reduced
from the previous recommendation of
<2.5 mmol/L.To achieve these levels,
Leiter et al recommends that first line
pharmacological treatment should con-
sist of optimally dosed statin therapy.

• The secondary target is to reduce the
total cholesterol (TC)/high-density
lipoprotein cholesterol (HDL-C) ratio
to <4.0 mmol/L.

As more evidence becomes available,
clinical practice guidelines are being
changed to reflect this new evidence. It
remains undisputed that evidence-based
guidelines are the framework for the provi-
sion of good care, but what are the chal-
lenges in the dissemination and application
of these guidelines? Are people with dia-
betes always managed according to guide-
lines-based care? As Leiter and colleagues
note in their paper, the Third American
National Health and Nutrition Examination
Survey (NHANES III) data showed that 82%
of people with diabetes have at least 1 addi-
tional CV risk factor (e.g. age, smoking,
hypertension, family history, dyslipidemia
etc.) and should be receiving aggressive risk
reduction interventions (5,6).Yet, a recent
Canadian study demonstrated that only 21%
of people with type 2 diabetes are treated
with any lipid-lowering agents at all (7).

This illustrates a care gap that may result
from any disruption of the chain of events
leading from the publication of evidence-
based clinical practice guidelines through to
its actual application to patient care.The pub-
lication of guidelines in itself has not been
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E d i t o r ’ s  N o t e shown to have a significant effect on physi-
cians’ case management behaviour or patient
outcomes. Rather, an effective dissemination
plan is required, which includes presentation
of guidelines in “manageable, continuous and
reinforcing formats, as well as in settings that
are known to facilitate understanding and
change” (8). Facilitating the ease of imple-
menting new guidelines is paramount, as
family physicians’ practices include medical
issues that encompass the entire lifespan;
moreover, they are swamped with a myriad
of guidelines related to multiple diseases, and
keeping up to date on all of them is a mam-
moth job.Thus, implementation tools to help
them integrate recommendations into their
practice should be included in any clinical
practice guidelines dissemination plan.

Patient adherence to treatment recom-
mendations presents another barrier to
reducing mortality from diabetes.We must
tackle this barrier with patient education
and empowerment, consistent follow up
and encouragement. Family physicians may
not have control over barriers to optimal
care, including socioeconomic issues (e.g.
financial constraints, mobility, employment
status), but they must be cognizant of the
fact that these challenges exist.

Despite these challenges, it remains
undisputed that evidence-based guidelines
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Note to readers: This paper highlights key
messages from the 2006 clinical practice guide-
lines entitled “Dyslipidemia in Adults With
Diabetes,” which were published recently in:
Canadian Journal of Diabetes. 2006;30(3):
230-240.Readers seeking more detailed infor-
mation and complete references are directed 
to the guidelines, which are available at
http://www.diabetes.ca.

INTRODUCTION
A recently published national chart audit
study of 2473 Canadian patients with type 2
diabetes revealed that 55% of patients with
a diagnosis of diabetes of 2 years had dys-
lipidemia. This proportion rose to 66% in
those who had had diabetes for ≥15 years
(1). This high burden of dyslipidemia in
patients with diabetes, as well as the
increasing compelling trial evidence on the
benefits of aggressive management of dys-
lipidemia in diabetes, led to a review of 
the lipid recommendations published in the
Canadian Diabetes Association 2003 Clinical
Practice Guidelines for the Prevention and
Management of Diabetes in Canada (2).The
2006 Lipid Expert Committee used the
same evidence-based methodological prin-
ciples of the 2003 guidelines to develop
these revised recommendations for adults
with diabetes.

ASSESSMENT OF VASCULAR
RISK IN PATIENTS WITH 
DIABETES 
Most patients with established diabetes are
at high risk for vascular events (3-5) and
should be treated accordingly (6,7).
Clinical assessment can identify the minor-
ity of patients whose risk level might be
considered lower. This would include peo-
ple who meet all the following criteria:
younger patients with recent onset of dia-

betes and without other risk factors for vas-
cular disease (e.g. the metabolic syndrome,
smoking) and without other complications
of diabetes (including cardiovascular disease
[CVD]). It is important to consider, howev-
er, that the average patient with newly diag-
nosed type 2 diabetes may have had the
disease for many years prior to diagnosis. In
addition, all patients with diabetes have an
extremely high lifetime risk of CVD; thus,
even if their short-term risk is lower, early
interventions to improve their lipid profile
may be justified in order to reduce long-
term risk. Finally, the fact that both the
short- and long-term clinical prognosis of
patients with diabetes who experience an
ischemic cardiac event continue to be
worse than for those who do not have dia-
betes, also warrants an aggressive CV risk
factor-reduction approach (7).

Several software programs are very use-
ful tools to help physicians assess vascular
risk in people with diabetes, e.g. the United
Kingdom Prospective Diabetes Study risk
engine (available at http://www.dtu.ox.
ac.uk/riskengine/) and the Cardiovascular
Life Expectancy Model (available in both
French and English at http://www.chip
rehab.com/CVD).These programs can also
be powerful teaching and motivational tools
to demonstrate to patients the cumulative
effect of CV risk factors.

SCREENING
Fasting lipid levels (total cholesterol [TC],
high-density lipoprotein cholesterol [HDL-C],
triglycerides [TG] and calculated low-
density lipoprotein cholesterol [LDL-C])
should be measured at the time of diagnosis
of diabetes and then every 1 to 3 years, as
clinically indicated. More frequent testing
should be performed if treatment for dys-
lipidemia is initiated.

TARGETS
Table 1 outlines lipid targets for adults with
diabetes at high risk for CVD. Based on trials
published since the release of the 2003 clinical
practice guidelines (and reviewed below),
the target LDL-C for high-risk patients 
has been lowered from <2.5 mmol/L to 
≤2.0 mmol/L. In addition, LDL-C lowering is
now recommended as the primary therapeu-
tic goal in improving patients’ lipid profiles.

The total cholesterol to HDL-C
(TC/HDL-C) ratio is recommended as a
secondary goal of therapy. Once the pri-
mary goal of an LDL-C of ≤2.0 mmol/L
has been reached, one can consider lower-
ing the TC/HDL-C ratio to the recom-
mended goal of <4.0.

Specific goals for TG are not provided 
in these guidelines because there are little
clinical trial data to support a specific 
TG target. Nonetheless, a TG level of 
<1.5 mmol/L is considered optimal, since
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Table 1. Lipid targets for adults
with diabetes at high
risk for CVD

Index Target value

Primary target

LDL-C ≤ 2.0 mmol/L*

Secondary target

TC/HDL-C ratio <4.0

*Clinical judgment should be used to decide
whether additional LDL-C lowering is required
for patients with an on-treatment LDL-C of
2.0 to 2.5 mmol/L.

HDL-C = high-density lipoprotein cholesterol
LDL-C = low-density lipoprotein cholesterol
TC = total cholesterol
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below this level of hyper-TG there are
fewer associated metabolic abnormalities
such as low HDL-C, small, dense LDL par-
ticles and postprandial lipemia.

The revised guidelines recognize the
growing body of literature supporting apo B
and the apo B/apo A1 ratio as sensitive
indices for predicting CV risk (8). However,
there is little clinical trial evidence for spe-
cific targets, and the measurement of these
biomarkers is not widely available in Canada.
At this time, knowledge of the apo B may be
most clinically useful to guide the aggres-
siveness with which lipid-lowering therapy is
pursued, with a goal of ~<0.9 g/L in the
high-risk patient (9).

TREATMENT
Lifestyle modification
Many people with diabetes will have addi-
tional traditional CV risk factors that com-
pound their already high risk of events.
Accordingly, lifestyle interventions remain a
key component of CVD prevention strate-
gies and diabetes management in general.
While lifestyle modification should be
encouraged in all patients with dyslipidemia,
the vast majority will be unable to achieve
recommended lipid targets without pharma-
cologic intervention. Thus, for most people
with diabetes, lifestyle interventions should
be seen as an important adjunct to, but not a
substitute for, pharmacologic treatment.

Smoking cessation should be encouraged
and actively supported. In individuals with a
body mass index (BMI) ≥25 kg/m2 and/or
abdominal obesity, weight reduction is
strongly recommended. Even a modest 5 to
10% weight loss can be associated with an
improved lipid profile in people with dyslipi-
demia and diabetes. An energy-restricted,
well-balanced diet that is low in dietary cho-
lesterol, saturated fats, trans fatty acids and
refined carbohydrates is essential. Regular
aerobic exercise helps individuals lose
weight and maintain this weight loss over
time, and may be associated with improve-
ments in TG and HDL-C. Regular exercise
can also improve glycemic control in people
with type 2 diabetes, and is associated with
substantial reductions in CV morbidity and
mortality in both type 1 and type 2 diabetes.

LDL-C
The LDL-C target of ≤2.0 mmol/L is
achievable in the vast majority of patients
with a statin alone or, less commonly, a statin
in combination with a second agent, such as
a cholesterol absorption inhibitor. Studies

have shown that the degree of LDL-C lower-
ing with statins and the beneficial effects of
LDL-C lowering are similar in people with
and without diabetes (10-15). While statin
therapy across all subgroups has shown the
same relative risk reduction in outcomes,
the absolute benefit depends on absolute
risk, which is increased in people with dia-
betes. Sub-group analyses from statin trials
have also shown similar benefits of LDL-C
lowering, regardless of baseline LDL-C
(13,15). Therefore, statin use should be
considered for any person with diabetes 
at high risk of a vascular event. In the very
small group of lower-risk patients with 
type 2 diabetes, the relative reduction in
CVD risk with statin therapy is likely to be
similar to those at higher global risk for
CVD, but the absolute benefit from statin
therapy will be lower.

The Collaborative Atorvastatin Diabetes
Study (CARDS) (13) is the first completed
statin trial to be conducted exclusively in
patients with type 2 diabetes without known
vascular disease. Mean baseline LDL-C was
only 3.1 mmol/L and all patients had at
least 1 additional CV risk factor (i.e. in addi-
tion to known diabetes). CARDS demon-
strated that treatment with atorvastatin 10
mg daily was safe and highly efficacious in
reducing the risk of first CVD events,
including stroke. Treatment resulted in a
mean LDL-C of 2.0 mmol/L, and was asso-
ciated with a 37% reduced risk for CV
events and a 48% reduced risk for stroke.
The study provided important new evidence
to support the value of treating even so-
called “normal” LDL-C levels in patients
with type 2 diabetes and no known vascular
disease. CARDS patients all had at least 1
additional CV risk factor— a profile that
would also apply to an estimated 70 to 80%
(13) of type 2 diabetes patients. Analysis of
the Third American National Health and
Nutrition Examination Survey (NHANES
III) data indicates that 82% of people with
diabetes and no clinically evident coronary
artery disease (CAD) have at least 1 of the
CARDS entry criteria risk factors (13).
CARDS authors conclude that the data
“challenge the use of a particular threshold
level of LDL-cholesterol as the sole arbiter
of which patients with type 2 diabetes
should receive statin therapy. … The
absolute risk, determined by other risk fac-
tors in addition to LDL-cholesterol, should
drive the target levels.” Indeed, the authors
question whether any patients with type 2
diabetes can be considered at sufficiently
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low risk for statin therapy to be withheld
(13). A recently published sub-analysis of
the Anglo-Scandinavian Cardiac Outcomes
Trial – Lipid Lowering Arm (ASCOT-LLA)
revealed similar benefits of atorvastatin 
10 mg vs. placebo in patients with type 2
diabetes, hypertension and at least 3 addi-
tional risk factors (16).

In the subset with diabetes (n=1051) of
the Treating to New Targets (TNT) trial
(14) conducted in patients with stable coro-
nary heart disease, patients treated with
atorvastatin 80 mg daily who achieved a
group mean LDL-C of 2.0 had 25% fewer
subsequent major CV events than those
treated with atorvastatin 10 mg daily who
achieved a mean LDL-C of 2.6 mmol/L
(p=0.026). Intensive therapy with atorvas-
tatin 80 mg vs. therapy with 10 mg also
reduced the rate of all CV events and cere-
brovascular events. Notably, an increased
event rate for all primary and secondary
efficacy outcomes was noted for the dia-
betes subgroup compared with the overall
study population, reinforcing the evidence
that people with diabetes and CHD have an
extremely high risk of CV events.

A recent meta-analysis of >90,000
statin-treated patients indicated that for
every 1.0 mmol/L reduction of LDL-C,
there was an approximately 20% reduction
in CVD events, regardless of the baseline
LDL-C. The proportional reductions were
very similar in all subgroups, including
those with diabetes without pre-existing
vascular disease (17).

TC/HDL-C, HDL-C,TG
An elevated TC/HDL-C ratio in the face
of an optimal LDL-C of ≤2.0 mmol/L is
usually associated with a low HDL-C and/
or elevated TG. This form of dyslipidemia 
is more amenable to lifestyle modification
(increase in physical activity and weight
reduction) and improvement in glycemic
control than is an isolated LDL-C eleva-
tion. Initially, treatment should consist of
intensification of lifestyle modification and
improvement of glycemic control, using
glucose-lowering therapies as needed. If
the ratio remains elevated after a 4- to 6-
month trial of these measures and once
glycemic control and LDL-C have been
optimized, adjuvant lipid-modifying thera-
py may be used in conjunction with statin
therapy. Even with such aggressive meas-
ures, this secondary target is frequently
not achieved.

If low HDL-C is the major cause of a

persistently elevated TC/HDL-C ratio (in
those whose LDL-C is already optimally
controlled with a statin), niacin (immedi-
ate-release or extended-release formula-
tion) is the adjuvant agent of choice.
Combination lipid-lowering therapy with
niacin is generally safe (18).

Recognizing the atherogenicity of small,
dense LDL particles and remnant lipopro-
teins and the important anti-atherogenic
role of HDL particles, it is important to
improve these metabolic parameters by
lifestyle modification, improvement in
glycemic control and pharmacotherapy
when indicated. The atherogenic impact of
LDL-C particle size will be minimized and
reductions in the TC/HDL-C will occur if
very low plasma concentrations of LDL-C
are achieved.

To reduce the risk of pancreatitis, a
fibrate is recommended for patients with
fasting TG levels >10.0 mmol/L who do
not respond to other measures such as tight
glycemic control, weight loss and restriction
of refined carbohydrates. For those with
moderate hyper-TG (4.5 to 10.0 mmol/L),
either a statin or a fibrate can be attempted
as first-line therapy, with the addition of a
second lipid-lowering agent of a different
class if target lipid levels are not achieved

after 4 to 6 months on monotherapy.While
several studies have shown CVD prevention
is associated with fibrate treatment (19,20),
there is much less evidence for CVD risk
reduction with fibrates relative to statins in
people with diabetes. Furthermore, in some
studies, no statistically significant reduction
in the primary endpoint was demonstrated
with fibrate therapy (21,22). Combination
therapy with fenofibrate (23,24) or bezafi-
brate plus a statin appears relatively safe if
appropriate precautions are taken, but the
efficacy of this approach with regard to
outcomes has yet to be established. Statins
should not be used in combination with
gemfibrozil due to the increased risk of
myopathy and rhabdomyolysis (25).

Although there is some clinical trial evi-
dence that monotherapy with niacin or
fibrates can prevent CVD events, there is
currently insufficient evidence to routinely
recommend statin + niacin and no evidence
for fibrate + niacin combinations to reduce
CV risk in patients with diabetes. For high-
risk individuals who have a persistent eleva-
tion of TC/HDL-C despite achieving the
primary LDL-C target of ≤2.0 mmol/L,
niacin or fibrates can be added to statin
therapy at the physician’s discretion.

CONCLUSIONS
Dyslipidemia is a major risk factor for CVD
in people with diabetes. Despite compelling
evidence on the benefits of LDL-C lower-
ing, many Canadians with diabetes and at
high risk of CVD remain untreated or
under-treated. Assessing global risk for
CVD (i.e. obesity, hypertension, hyper-
glycemia, dyslipidemia, microalbuminuria,
family history, smoking, sedentary lifestyle,
diet) is essential in every patient. Effective
risk reduction requires a multi-faceted
approach targeting all risk factors.
Physicians now have more evidence than
ever before to convince them to lower
LDL-C well below previously recommend-
ed targets in their patients with diabetes.

Summary Of Key Guidelines Changes
• The vast majority of people with established diabetes continue to be considered 

at high risk of a vascular event and should be treated accordingly.The targets for
people with diabetes previously considered at “moderate risk” of a vascular event,
however, were eliminated.

• The LDL-C target has been lowered from <2.5 mmol/L to ≤2.0 mmol/L and is now
recommended as the sole primary goal in the management of dyslipidemia. First-
line treatment should consist of optimally dosed statin therapy. Once the LDL-C
target has been achieved, physicians can consider additional therapies to achieve 
the secondary target of a TC/HDL-C of <4.0.

The LDL-C target 
is achievable in the

vast majority of
patients with a 

statin alone, or less
commonly, a statin
in combination with 

a second agent.
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Prevention
People with type 1 or type 2 diabetes should be encouraged
to adopt a healthy lifestyle to lower their risk of CVD.
This entails adopting healthy eating habits, achieving and
maintaining a healthy weight, engaging in regular physical
activity, and smoking cessation.

Risk Assessment
! Most people with type 1 or type 2 diabetes should be

considered at high risk for vascular disease.The exceptions
are younger people with type 1 or type 2 diabetes with
shorter duration of disease and without complications of
diabetes (including established CVD) and without other
CVD risk factors.A computerized risk engine (e.g. UKPDS
risk engine, Cardiovascular Life Expectancy Model) can be
used to estimate vascular risk.

Screening
Fasting lipid levels (TC, HDL-C,TG and calculated LDL-C)
should be measured at the time of diagnosis of diabetes 
and then every 1 to 3 years as clinically indicated. More
frequent testing should be performed if treatment for
dyslipidemia is initiated.

Targets
! The primary target of therapy is the LDL-C; the secondary

target is the TC/HDL-C ratio.

! If the TC/HDL-C ratio is ≥4.0, consider strategies to
achieve a TC/HDL-C ratio <4.0, such as improved glycemic
control, intensification of lifestyle (weight loss, physical
activity, smoking cessation) and, if necessary, pharmacologic
interventions.

Plasma apo B can be measured, at the physician's discretion,
in addition to LDL-C and TC/HDL-C, to monitor adequacy
of lipid-lowering therapy in the high-risk patient.Target 
apo B should be <0.9 g/L.

Treatment
! Patients at high risk of a vascular event should be treated

with a statin to achieve an LDL-C ≤2.0 mmol/L. Clinical
judgment should be used as to whether additional LDL-C
lowering is required for patients with an on-treatment 
LDL-C of 2.0 to 2.5 mmol/L.

! In patients with serum TG >10.0 mmol/L despite best
efforts at optimal glycemic control and other lifestyle
interventions, a fibrate should be prescribed to reduce 
the risk of pancreatitis. For those with moderate hyper-
TG (4.5–10.0 mmol/L), either a statin or a fibrate can 
be attempted as first-line therapy, with the addition of 
a second lipid-lowering agent of a different class if target 
lipid levels are not achieved after 4 to 6 months on
monotherapy.

For patients not at target(s), despite optimally dosed first-
line therapy as described above, combination therapy can 
be considered.Although there are as yet no completed
trials demonstrating clinical outcomes in patients receiving
combination therapy, pharmacologic treatment options
include (listed in alphabetical order):
• Statin plus ezetimibe
• Statin plus fibrate
• Statin plus niacin

2006 Recommendations for the Management of Dyslipidemia
Note: Readers are referred to the original guidelines document for supporting references and evidence grading.

! = New Recommendation

Looking Ahead: Ongoing Lipid Research
Clinical practice guidelines will continue to evolve as trial evidence is published.Adequately powered, event-reduction,
prospective, randomized, controlled, clinical trials are currently underway with various classes of lipid-lowering agents to
examine whether the addition of other therapies in individuals already treated with statins further reduces cardiovascular
events and/or prolongs survival:
• Action to Control Cardiovascular Risk in Diabetes (ACCORD)

– statin + fibrate
• Atherothrombosis Intervention in Metabolic Syndrome with Low HDL-cholesterol/High Triglyceride 

and Impact on Global Health Outcomes (AIM HIGH)
– statin + extended-release niacin

• Investigation of Lipid Level management to Understand its Impact 
In Atherosclerotic Events (ILLUMINATE)
– statin + cholesterol ester transfer protein inhibitor.
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Beyond the Basics:
New Resource 
The Canadian Diabetes Association is
pleased to announce the launch of a 
new consumer handbook, Beyond the
Basics Resource.This is the second in 
the Beyond the Basics series of materials;
the first is the Beyond The Basics Poster,
created for healthcare professionals to
use while educating their patients.The
new resource is designed for consumers,
to help them include a variety of foods 
in their meals, to reinforce information
given to them by their diabetes educator,
and to serve as a handy reference guide
to help them manage their diabetes.

Beyond the Basics Resource can be ordered at a cost of $29.95 + GST and shipping.
Visit http://www.diabetes.ca/literature to download the order form.
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clinique sont modifiées. Il est indéniable que
des lignes directrices factuelles sont l’assise
de la prestation de bons soins, mais à quelles
difficultés se heurtent la diffusion et la mise
en application de ces lignes directrices? Les
personnes diabétiques sont-elles toujours
prises en charge selon les lignes directrices?
Comme Leiter et ses collaborateurs le
soulignent dans leur compte rendu, le
sondage NHANES III (Third American
National Health and Nutrition Examination
Survey) a révélé que 82 % des personnes
atteintes de diabète présentent au moins un
autre facteur de risque cardio-vasculaire (p.
ex. âge avancé, tabagisme, hypertension,
antécédents familiaux et dyslipidémie) et
devraient faire l’objet d’interventions
énergiques pour réduire les risques (5,6).
Une récente étude canadienne a toutefois
démontré que seulement 21 % des person-
nes atteintes de diabète de type 2 reçoivent
un hypolipidémiant quelconque (7).

Cette situation illustre une lacune des
soins pouvant résulter de toute interruption
de la suite des événements entre la publica-
tion de lignes directrices de pratique clin-
ique factuelles et la mise en application chez
les patients. On n’a pas démontré que la
publication de lignes directrices en soi avait
un effet important sur la gestion des cas par
les médecins ni sur le devenir des patients. Il
faudrait plutôt mettre en place un plan de
diffusion efficace des lignes directrices met-
tant à profit «des méthodes gérables,
soutenues et prévoyant des rappels et des
milieux qui favorisent la compréhension et
le changement» (8). Il est essentiel que la
mise en application des lignes directrices
soit facile, car les médecins de famille se
penchent sur des questions médicales qui
touchent toute la vie de leurs patients. En
outre, ils sont inondés par une foule de
lignes directrices sur diverses maladies et
rester à jour dans de multiples domaines est
une tâche phénoménale. Il faut donc que les
moyens d’intégration des recommandations
dans leur pratique fassent partie du plan de
diffusion des lignes directrices.

La fidélité des patients aux traitements
recommandés constitue un autre obstacle à
la réduction de la mortalité associée au dia-
bète. Nous devons surmonter cet obstacle en
éduquant les patients, en leur donnant plus
d’autonomie, en les suivant de près et en les
encourageant. Les médecins de famille ne
peuvent peut-être pas surmonter les obsta-
cles aux soins optimaux, y compris les ques-
tions socio-économiques (p. ex. contraintes

financières, mobilité, emploi), mais ils
doivent être conscients de ces obstacles.

Malgré tout, il est indéniable que des
lignes directrices factuelles permettent d’of-
frir de bons soins. Ainsi, les lignes directrices
sur la dyslipidémie dont il est question dans ce
numéro fournissent aux médecins de famille
des données probantes, des connaissances et
des moyens de prendre la dyslipidémie en
charge en présence de diabète. Ces lignes
directrices offrent aux médecins un cadre
qui leur permet de réduire la morbidité et la
mortalité cardio-vasculaires et, partant,
d’améliorer la qualité de vie chez les patients
diabétiques. Elles leur permettent de :

• prodiguer des soins conformes à des
lignes directrices de pratique clinique
factuelles;

• appuyer les personnes atteintes de dia-
bète pour la prévention primaire de la
maladie cardio-vasculaire au moyen de
modifications du mode de vie, y com-
pris une saine alimentation, la perte de
poids, le sevrage du tabac et l’exercice;

• prescrire une statine en première
intention chez les patients qui présen-
tent une dyslipidémie;

• prescrire la bonne statine et à la bonne
dose pour atteindre la cible;

• aider les patients à prendre leur mal-
adie en charge en cernant et en sur-
montant les obstacles;

• faire un suivi pour s’assurer que les
patients ont atteint l’objectif et sur-
veiller les effets secondaires et les inter-
actions médicamenteuses possibles.

Nous espérons que les médecins de pre-
mier recours mettront ces lignes directrices en
application entièrement et sans tarder afin que
nous puissions atteindre notre but de réduire
au minimum le fardeau du diabète et de la
dyslipidémie chez les personnes diabétiques.

RÉFERÉNCES (voir 3e colonne)

offer evidence for good care. Thus, the dys-
lipidemia guidelines highlighted in this issue
provide family physicians with the evidence,
knowledge and tools to manage dyslipidemia
in diabetes.These guidelines offer physicians
a framework reduce CV morbidity and mor-
tality, and, in turn, achieve a better quality of
life for clients with diabetes, by:

• Providing care in accordance to evi-
dence-based clinical practice guidelines.

• Supporting people with diabetes in the
primary prevention of CVD through
lifestyle modifications, including nutri-

Suite de la page 8 tion modifications, weight control,
smoking cessation and exercise.

• Prescribing a statin as a first-line ther-
apy for those with dyslipidemia.

• Prescribing the right statin in the correct
dosages to achieve target.

• Supporting patient self-management, by
recognizing and addressing the barriers.

• Following up to ensure patients have
reached target, and to monitor poten-
tial side effects and drug interactions.

It is our hope that primary care practi-
tioners implement these guidelines swiftly
and completely into practice to achieve the
goal of minimizing the burden of diabetes
and dyslipidemia for people with diabetes..
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Le diabète est depuis longtemps
reconnu comme une maladie multi-
factorielle touchant surtout l’ap-

pareil cardio-vasculaire et aboutissant à un
décès prématuré. Les personnes diabétiques
sont de 2 à 4 fois plus susceptibles de
mourir d’un trouble cardio-vasculaire que
les personnes non diabétiques (1). Des taux
anormaux de cholestérol entraînent une
hausse de la mortalité. Pour la prévention
secondaire des troubles cardio-vasculaires,
la valeur d’une baisse importante des taux
de lipides est reconnue. Pourtant, chez les
personnes diabétiques qui ne présentent pas
de maladie vasculaire avérée, la tendance est
de prescrire un traitement beaucoup moins
énergique, même si ces patients sont aussi
exposés aux troubles cardio-vasculaires que
les personnes diabétiques ayant déjà présen-
té un trouble cardio-vasculaire (1). Par con-
séquent, la prévention primaire chez les

personnes diabétiques devrait être aussi
énergique que la prévention secondaire
chez les personnes non diabétiques. Les
modifications du mode de vie, y compris
une saine alimentation, la perte de poids, le
sevrage du tabac et l’exercice, restent des
éléments clés de la prévention et de la prise
en charge des troubles cardio-vasculaires.
Cependant, de nombreux patients sont
incapables d’atteindre les cibles lipidiques
sans intervention pharmacologique.

Dans ce numéro de Le diabète du Canada,
Leiter et ses collaborateurs résument les
points saillants des Lignes directrices de pra-
tique clinique 2006 de l’Association canadi-
enne du diabète intitulées «Dyslipidémie
chez les adultes diabétiques» (2), une mise à
jour des Lignes directrices de pratique clin-
ique 2003 de l’Association canadienne du
diabète pour la prévention et le traitement
du diabète au Canada (3). Le Comité d’ex-
perts des lignes directrices de pratique clin-
ique a reconnu que le diabète était associé à

un risque accru de troubles cardio-vascu-
laires de même que l’impact de la dys-
lipidémie sur la morbidité et la mortalité
cardio-vasculaires. Deux recommandations
clés de ces lignes directrices sont (2) :

Chez les adultes, le principal objectif de
la prise en charge des lipides est l’obtention
d’un taux de cholestérol des lipoprotéines
de basse densité (C-LDL) ≤ 2,0 mmol/L
afin de réduire le risque de manifestations
cardio-vasculaires (4). L’ancienne cible
recommandée était < 2,5 mmol/L. Pour
atteindre cet objectif, Leiter et ses collabo-
rateurs recommandent un traitement phar-
macologique de première intention par une
statine administrée à une dose optimale.

L’objectif secondaire est la réduction du
rapport cholestérol total (CT):cholestérol
des lipoprotéines de haute densité (C-LHD)
à < 4,0 mmol/L.

À mesure que d’autres données probantes
font surface, les lignes directrices de pratique
Suite à la page 7

Nécessité d’un traitement cardio-
vasculaire énergique en présence de diabète 
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