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Abstract Low-density lipoprotein cholesterol (LDL-C) is a pathogenic risk factor for atherosclerotic cardio-
vascular disease (ASCVD). In recent decades, the prevalence of dyslipidemia in the Chinese population increases
continuously, it is urgent to improve blood lipid management in China. It is particularly important to carry out
standardized blood lipid management at primary healthcare institutions. The Chinese guideline for lipid manage-
ment (primary care version 2024) concisely recommends that LDL-C should be the preferred intervention target in
lipid management., and the target values of LDL-C should be determined based on ASCVD risk stratification. The
present guideline recommends to use moderate-intensity statins at the beginning of treatment on the basis of lifes-
tyle intervention. If the LDL-C target level can not be reached, other lipid-lowering drugs like cholesterol absorp-
tion inhibitors and (or) proprotein convertase subtilisin/kexin type 9 inhibitors should be jointly used for the pur-
pose of reaching the target value. The present guideline also provides blood lipid management strategies for special
populations. We aim to provide guidance for primary healthcare professionals to carry out blood lipid manage-
ment, and comprehensively improve their ability on blood lipid management, and thereby improve the primary and
secondary prevention of ASCVD in China.
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Figure 1

The risk assessment flow chart of ASCVD in Chinese adults
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Table 1 Reference values of blood lipids for the primary

prevention of ASCVD in low-risk populations

without diabetes mmol/L
FES TC LDL-C HDL-C TG 4k HDL-C
FRAE K- — <2.6 — — <3.4
HHEAKE <52 <3.4 — <1.7 <4.1
WYgTE =5.2H =3.4H — >1.7H =4.1H

<6.2 <4.1 <2.3 <4.9
Tk =>6.2 =4.1 — =>2.3 >4.9
R A% - — <1.0 — —

TRV BE R TP 2 ) 12 b2 i is K. — 6.

*2 BEBSHERE
Table 2 The goal attainment values of LDL-C

ASCVD R 45 4% LDL-C #i 7 H b
e <C3. 4 mmol/LH]
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Jhi 105 TR e B MR U7 TR A 4 A, 384 I i =i MIKOR | &
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e Uk b N B I oo JIE I e I 8 7 A ) e 3
il 2 e DL 1 P ) 5N ST L I 4 A
7E 300 mg LIRS i BRAE BRSO IR T LR 3,
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Table 3 Recommendation of dietary therapy for lipid management
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Figure 2 Flow chart of lipid-lowering strategy

TG Fhi 5 AR fdt B A= 76 7 28 ik & 235 V1A o6
iz B R R A AR TG, K2 TG 7
MR R EE AN R L TG T & A 8 7 2™ 4% )
HPTRE A o AR B 43 v ok B AR A B R A 4
A BRI RIS K A A R 38 0 i
LR 2 E E I e B AR A

MM TG BI25%) F E AL NS (03 2410
FURE W 12 (-3 JIG 7 1R - 4 5 200 B s FH AL 5 92 B 4l
RS2 . HARHE LR 4,

x4 BETCHEGWMETEN

Table 4 Recommendation of drugs for TG-lowering treatment
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Figure 3 Monitoring flow chart of lipid-lowering treatment
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A L WP 25 ) A A T T S 2 B [
W35 PCSKO #3513t 2 4 % S HAh B IR 24
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b 7T 25 25 938 FH T v I 2 0 TR A R o
MLAE A ASCVD B Bliih . T 2259 ol i TG
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R AT R B2 A — 52 22 591 o (BT o] — Fh i 7T 2R 25 51 i
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WS b VT 2 2 W 48 LDL-C FE AR IR &
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Table S The cholesterol reduction intensity of stains

o UL ] 52 58 32 254 B Ho)

T 58k BE (F H 7 ] B IR FIFE Al 7T 40~80 mg
LDL-C =50%) B &7 R AMBIT 20 mg

rp S5 B (R H ) 5 n] [
£ LDL-C 25%~<50%)

FTFEAR AT 10~20 mg
i &7 AR AT 5~10 mg
FALMIT 80 mg
EARAMIT 40 mg
VEAZARIT 1~4 mg

W ARALTT 40 mg
FARAMTT 20~40 mg
MAEHE 1.2 g

N FABTT 25259 ff LDL-C 35
7 W BE T A2 0 3k G 45

H A 0 AT 2R 25 YA RN 3 B A G T
TIRe 5% AT 225 W AH O LR L L T = LR
BESOILE i (] 4) . Z2 B Rk, KK
70 6 I FH b 7T 28 285 0 1 BT M R e 1 XU H
X ASCVD By B AR £ Ab 378 K F 8 % 0 R 9 114 XU
4.1.2 I EEIOC i )

O ] R A A A ) 590 £ 435 K AT 22 A R T 2 A
THEYIR ORI TR A 10 me. 1 K/d,
b1 22y Py ik A i AR AT 22 A5 T LDL-C /K P
HE— 2L AR 18 %0 ~ 20 %121, g 1 22 A3 ik — A5 B AR
16 %0 A A7 I e O A 0 o) 00 R R Bl
HZHh—id ik, RN MEEER. B
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Figure 4 Management of adverse reactions to statins

4.1.3 PCSKOY #1

HET3E4t b i 59 PCSKO 41 il 37 A7 4 3% It 2h
P BT PG L PR T FE 3R VE BT M/ T 4 RNA 3
BEE] 2L KV LB ET 140 mg 3 A PG L L 75
mg, BEFE 1R BT 0, % 4t i A2 v, o]
fifi LDL-C /KB 8 B AIRE 50 %0 ~70% . H™HE A
K LA AR S S0 B B DR s s a2 i A e
FRh 2 AR S AN ORIV & A R e SR A M
I, FEVE AP 150 mg, B JE 1 R F 4,
LDL-C FEAGmE @, 3858 7 22 f LDL-C 1
W 22 5 PCSKO FHT i AL, HAE SR, 5 1 5
JERCAT HE R AR 8 WA BRI A 45 1 5 A
PR b B 9 57 S D LA LI R A
4.1.4 X%

W A5 25 A PR AR R AE 28 sh koo AR R AR i 4
. HAr RS AR R 25 90 TR 97 RO%
e JIFL ] e i e B DAV B R €98 1 kA T ™
EREE, KEANTHER 0.5 g.2 K/d,

4.1.5 HAhFEIEZY

JE W Z 2 —Fhar i 5 h 2 Qg RS L A A
14 A2 A il 790 R I AT R T e ) A
4.2 FE[E TG WY

FERE TG MY DR 259 . -3 MR Wi
iR IR X R 2 (3R 6)

4.3 FEARZW B IE G N

KR 25 0 3K 5 1o FH 2 224 i I A S R T 1000 g
A, B H Y S R I RS I8 bR R E— 25 BRI
ASCVD KBS, 32> 259 () AS BRIV . H i AT % ¢

(Y R i 2 Wy 2 B0 L SR s WL 7.t i
7T 2K 24 M R () I [ e 0 A A A 59 11 52077
FRHE— A5 B A

R6 ETERTCHAY
Table 6 Main TG-lowering drugs

ik RS FiilN AR
DR 250
A ot DLAR 0.1g.3%/d £ 45 1 HE L AL
OB Ak 375 DU 47 0.2 g,1%/d SRR
it WAF R B ®E 0.25 g,1 1k/d
ARFL I HE 0.2 g,3%/d
R v 0.4 g.1¥%/d
EEIE 0.6 g.2¥%/d
-3 g i iR
IPE 1~4 g/d B W R,
EPA+DHA 1~4 g/d R 4t iz AT
il 14 Jin 22 B
I B & O B
k) DR 54
AR B LR 25
Vil 0.375~1.000 g,1 {K/d BUHEIILL B2 ik
B 5 24 ] 0.256~0.50 g.2 IK/d JEEE BT
FIE41 3 | v PR IR
LA e 1L 4
e Rz iE AT 1k
TERE

W IPE: — )k B R £ g s EPA. — Bk 006 1R 5

DHA: =+ RN BR .
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Table 7 Combination of lipid-lowering drugs

156 A5 Rz FH 3R g T 1 il L SRR PN

by 7T 2 24 W+ JIE [ s 0 AT o] 55 BRI e LDL-C A iskR AL W

7T 2254 + PCSK9 #1111 51 HZHIEYT )G LDL-C Rik#x B

AT 2 245 4y + R et g i A 1) 70+ PCSK 410 il 51) XU FH 24 J5 LDL-C A3k H R
T2 25%) + w-3 JE Wi R IPE.EPA+DHA) BIEW# 4% LDL-C 3A%5.TG 2. 3~5.7 mmol/L .0 BB Zh . i ifn .5 ) fig
MR Y + o-3 JR TR (IPE.EPA+DHA) HZGI597 )5 TG=5.7 mmol/L “H W

T« R O TSR T B AU 7T 28 245 W 2 98 op AR A T 2R 25 (AR M R B L3R 5)

5 BEABEMNMDEEESE
5.1 mIERE

N N R A L A TR T i
i ASCVD & B 43 JZ 8 22 e 1l s S8 55 AH Bz ) LDL-
C HAnE . *F T kA I G R H &= 38 ASCVD
W ofE R DL B R N T LR R R B3R T, LDL-
C &/ <2.6 mmol/L,
5.2 BEIRIE

X T 0B R BB 3, HE A TR B R ] LDL-C Fi AR
HDL-C 1E R BERRHL 25 (R 8).,

x8 MWRFEHFMEBRERIN
Table 8 Recommendation of target values of blood lip-

ids in patients with diabetes

F e
5.4 A

Sl 0L B A e R 2 T AR AR IR T AR R . X
TR il A A v R E R A R = A T 2 2
Join i i J A XU RS B9 IE 38 S 7S 4 Ik LDL-C
B AR 5 28 R A5 8 76 H i o A b B RO . i AR
o RCE I B IR IR T TR M L 3R 9. A7 AE H It i AR
G RPN v e S a1 R RS Sl Dl VA A N
VEAR NG ¥R J7 19 3K 25 5 XUR: . LDL-C H b {E A .
UK (198

x9 MEPBENEERTEIR
Table 9 Recommendation of lipid-lowering treatment

for stroke patients

I
BEIRHE A IF ASCVD B3 ;. LDL-C<<1. 4 mmol/LI0-21.261 H &
B >50 %
ASCVD UK Hy e fé 1 Bl PRI R 44« LDL-C<C1. 8 mmol/L%™,
AR B >50 %
ASCVD JRUE: A r 16 (59 B R A 3 2 - LDL-C<<2. 6 mmol/ Lt
B PR 8 DL AE HDL-C W % B b7, B b5 {8 4 41 5 19 LDL-C
H##{E+0. 8 mmol/L
WO RARIE =40 2 BB IR A8 L 558 20~ 39 BRI IR H
A =3 A f i PR G i | UG S5 L W L IR SR | R R SR O 9 R R
FOBAIR TR FE(REAOR. B IR F o0 5 05 S R
AR TR 1 UM PR AR =20 4F

HAL ASCVD JRUES: 5 1 1 W% PR 8 34 18 4%
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