Should I measure lipoprotein (a) and what is the relevance?
	Dear [Dr ____],

Advice and guidance response pertaining to [Patient name].
Your patient has asked about Lipoprotein (a).
Lipoprotein (a) (Lp(a)) is an independent risk factor for atherosclerotic cardiovascular disease (ASVD) and aortic valve stenosis (AVS). It is not yet known whether lowering Lp(a) reduces the risk of ASVD and AVS progression, nor the extent of Lp(a) lowering that may be beneficial.  

	Currently there are no specific licensed treatment options targeted at Lp(a) but PCSK9 inhibitors do reduce levels by 25%.  
Lp(a) is 90% genetically determined. As part of a personalised approach to patient care, if available, consider measuring it once in each adult person’s lifetime especially for those with a history of premature CVD levels or a very strong family history of ASCVD. Levels >50 mg/dl will move individuals into a higher risk category and can help guide conversations around dyslipidaemia treatment decisions. Those with very high levels (>180mg/dl) have a lifetime risk equivalent to the risk associated with heterozygous familial hypercholesterolaemia. 
Reducing traditional risk factors in individuals with high Lp(a) is recommended. 
QRISK does not apply in patients with a raised LP(a) as these patients are already at high risk of ASCVD.

	Onward Referrals to lipid clinic or local alternative pathway: 
· The following are available in primary care and do not require initiation by specialist services. If lipid levels are still above target despite these measures, refer to a lipid service for further advice:
Ezetimibe, Bempedoic acid and Inclisiran. 
· PCSK9i may be available for prescribing in primary care depending on local pathways. 
· Consider familial hypercholesterolemia if TC > 7.5 mmol/L or LDL-C > 4.9mmol/L or non-HDL-C > 5.9mmol/L and no secondary causes. Use Simon Broome or Dutch Lipid Clinic Network criteria to make a clinical diagnosis and refer to lipid clinic or local alternative pathway.
· TG > 20mmol/l need urgent specialist review if not as a result of excess alcohol or poor glycaemic control. Refer for routine specialist advice if > 10mmol/l after addressing secondary causes (see above).


	Links to relevant national guidance, local guidelines and pathways:
· Lipid disorders | Topic | NICE 
· 2025 Focused Update of the 2019 ESC/EAS Guidelines for the management of dyslipidaemias 
· 2019 ESC Guidelines on Dyslipidaemias (Management of) 
· Lipid optimisation for secondary prevention in primary care/the community 
· Lipid optimisation for secondary prevention following an ACS/TIS/PAD event 
· Summary of National Guidance for Lipid Management for Primary and Secondary Prevention of CVD 
· NHS England Statin Intolerance Pathway

Resources for patients:
· British Heart Foundation: Heart health questions, information and support

	If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]



