
For Clinicians: The Latest Cholesterol Research &
What It Means for Your Patients

Metrics & Tests That Matter

Fasting Insulin: Typically low in LMHR;

early marker of metabolic dysfunction.

TG/HDL-C Ratio: Close to 1 (or lower)

strongly suggests favorable metabolic

health.

CAC Score: Most powerful short-term

ASCVD risk tool; CAC=0 is highly

reassuring.

Western Denmark Registry (n>11,000, ~4
years): No association between LDL-C and
ASCVD events in those with CAC=0, even
with LDL-C >193 mg/dL vs <116 mg/dl.

Addressing Patient Questions &
Misconceptions

LDL-C and ApoB matter — but their risk is
highly dependent on current plaque burden.

Western Denmark Registry: No increased

ASCVD risk with LDL-C >193 mg/dL vs

<116mg/dl if CAC=0.

Once CAC>0 is present, LDL-C becomes

strongly associated with ASCVD events

(2.42x higher risk).

Implications for Risk Stratification and
Understanding the LMHR Phenotype

Patients with:

Triglycerides <70 mg/dL

HDL-C >80 mg/dL

LDL-C >200 mg/dL

May fit the Lean Mass Hyperresponder (LMHR)
phenotype: lean, metabolically healthy, with elevated
LDL-C/ApoB likely reflecting fat-based energy
transport, perhaps not the same scenario as FH or
metabolic dysfunction.

In LMHR, CAC scoring is essential to risk-stratify and
guide clinical management.

Clinical Vignette

40-year-old male on ketogenic diet with LDL-C 192
mg/dL, ApoB 122 mg/dL, TG 52 mg/dL, HDL-C 80
mg/dL, fasting insulin 2.5 uIU/mL, HbA1c 5.0%.
Prefers to avoid medications. CAC score 0.

Shared decision made to defer pharmacotherapy
and recheck CAC in 3 years.

Clinical Message

CAC=0: Lifestyle-first approach with close

monitoring is reasonable.

CAC>0: Strong consideration for risk-reducing

pharmacotherapy (aspirin, statins, ezetimibe,

PCSK9 inhibitors, icosapent ethyl, etc.).

Shared decision-making remains critical to align
management with patient values and risk profile.

For more resources and information visit
https://cholesterolcodemovie.com/

https://cholesterolcodemovie.com/
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