
WORKSHOP 3 
 

Lipid Management in Special Populations 
 
 

Tutors: 
 

 Fahad Al-Zadjali (Oman) / Manfredi Rizzo (Italy)  (Case 1) 
 Dimitri Mikhailidis (UK)/ Manal Al-Kindi (Oman)   (Case 2) 
 Khalid Al-Waili (Oman)/ Mutaz Alkhnifsawi (Iraq)  (Case 3) 

 
Teaching approach: 
 
Team-based learning. Participants will be divided into 3 groups and each 
group will discuss one case over one hour with one of the tutors. Each group 
will prepare a PowerPoint presentation about their case. The three groups will 
rejoin and a representative from each group will be instructed to present the 
case in front of all the groups and the three tutors. Discussion and feedback 
will be followed. 
  
General Objectives:  
 
This workshop will focus on improving the participants’ knowledge and 
experience in the diagnosis and management of dyslipidemia in patients with 
chronic kidney diseases (CKD), human immunodeficiency virus (HIV) and on 
antipsychotic medication. 
 
Specific Objectives:  
 
At the end of the workshop participants should be able to: 
 

1. Identify the patterns of dyslipidemia in patients with chronic kidney 
diseases (CKD), human immunodeficiency virus (HIV) and psychiatric 
disorders. 

2. Identify the patterns of dyslipidemia caused by immunosuppressant, 
HIV and psychiatric therapies. 

3. Discuss the atherosclerotic cardiovascular disease (ASCVD) risk 
assessments in these populations. 

4. Highlight the therapeutic management of dyslipidemia in these 
populations.  

5. Discuss the significant interactions between lipid lowering therapies 
and immunosuppressant, HIV and psychiatric therapies. 

6. Highlight the emphases of management of these populations in the 
recent lipid guidelines. 

 
 
 
 
 
 



Case 1: Dyslipidemia in patient with chronic renal failure and in 
renal transplant patients 

 
 
Patient 1: A 55-year-old man with long standing history of diabetes type 2. 
His diabetes is uncontrolled with HbA1c of 9% on insulin. He is also 
diagnosed with neuropathy, retinopathy and nephropathy (proteinuria 1 g/24 
hs, creatinine 180 μmol/L). His LDL-C is 4.2 mmol/L, non-HDL-C is 5.4 
mmol/L and triglyceride is 2.8 mmol/L. 
 
Patient 2: A 60-year-old woman with lupus nephritis was diagnosed as having 
end-stage renal disease, and she underwent a kidney transplant. Her 
immunosuppressive regimen consisted of sirolimus, cyclosporine and 
corticosteroids, and she had stable graft function. She was on simvastatin (20 
mg/d) before her transplant. Her lipid profile and other tests pre- and post-
transplant are shown in the table below.  
 
 
 Pre-transplant Post-transplant 
Total Cholesterol, mmol/L 5.1 6.2 
LDL-C, mmol/L 2.8 4.6 
HDL-C, mmol/L 1.0 0.9 
Triglyceride, mmol/L 2.2 3.7 
Glucose, mmol/L 6.2 8.0 
Creatinine, μmol/L 130 110 

 
 
Discussion: 
 

1. Identify the patterns of dyslipidemia in patients with chronic kidney 
failure and kidney transplant. 

2. Discuss the effect of Sirolimus, Cyclosporine and Corticosteroids on 
dyslipidemia and diabetes in patients with kidney transplant. 

3. What is the 10-year ASCVD risk in these two patients? 
4. Would you recommend starting lipid lowering treatment in patient 1 and 

if yes, what type of treatment? 
5. Would you recommend continuation of hyperlipidemia treatment in 

patient two? If yes, would you recommend changing the type of statin? 
6. Assess the interaction between lipid lowering therapies and 

immunosuppressive therapy and how to decrease the risk of 
myopathies in these patients. 

7. Summarize the management of CKD and kidney transplant in the 
recent lipid guidelines. 

 
 



Case 2:  Patient with human immunodeficiency virus (HIV) and  
               lipodystrophy 
 
A 52-year-old man with HIV infection diagnosed in the past month has a 
CD4+ cell count of 238/μL and plasma HIV RNA level of 62,000 copies/mL. 
The patient has coronary heart disease risk factors of cigarette smoking and 
family history of premature disease (father died of myocardial infarction at age 
56 years). He was started on antiretroviral therapy (ART) with tenofovir/ 
lamivudine/ritonavir-boosted fosamprenavir. A lipid panel at 4 weeks shows 
no marked change in lipid profile. At 24 weeks, the patient has an HIV RNA 
level below 400 copies/mL and a CD4+ cell count of 416/μL. The treated 
physician noticed signs of lipodystrophy including loss of facial fat, the 
presence of a dorsocervical fat pad (“buffalo hump”), thin extremities, 
accumulation of fat in the abdomen, and loss of gluteal fat.  
 
 
 Pre-ART 24 weeks 

Post-ART 
Total Cholesterol, mmol/L 4.2 6.3 
LDL-C, mmol/L Not calculated Not calculated 
HDL-C, mmol/L 0.62 0.47 
Triglyceride, mmol/L 5.3 9.9 

 
 
Discussion: 
 

1. Identify the patterns of dyslipidemia in patients with HIV. 
2. Discuss the effect of different classes of ART on the levels of lipid and 

glucose. 
3. What is the relation between lipodystrophy and CVD, dyslipidemia and 

insulin resistance? 
4. What is this patient’s 10-year ASCVD risk? 
5. Would you recommend starting treatment for hyperlipidemia in this 

patient? If yes, what type of lipid lowering therapies you will choose? 
6. Assess the interaction between lipid lowering therapies and ART 

therapy and how to decrease the risk of myopathies in these patients. 
7. Summarize the management of HIV in the recent lipid guidelines. 

 
 
 
 
 
 
 
 
 
 
 
 



Case 3:  Hyperlipidemia following treatment with antipsychotic  
               medications 
 
 
A 28-year-old female diagnosed with schizophrenia on the following 
medications olanzapine 5 mg and quetiapine 10 mg, referred to the lipid clinic 
for the management of hypercholesterolemia and elevated liver enzymes. Her 
baseline LDL-C before antipsychotic treatment is not known. She has a S 
strong family history of hypercholesterolemia and elevated liver enzymes. She 
was discovered to be the cousin of the patients in case 2 (workshop 1). No 
history of coronary artery disease in the patient or the first-degree family. No 
signs of arcus or xanthoma. She was started on rosuvastatin 10 mg and after 
discussion with her psychiatrist olanzapine was discontinued and replaced by 
aripiprazole. 
 
 olanzapine Rosuvastatin 10 mg 
Total Cholesterol, mmol/L 11 9 
LDL-C, mmol/L 9.2 7.5 
HDL-C, mmol/L 0.93 0.86 
Triglyceride, mmol/L 1.9 1.4 
Glucose, mmol/L 5.6 5.7 
ALT, U/L 90 117 

 
 
Discussion: 
 

1. Discuss the effect of typical and atypical anti-psychotic therapies on the 
levels of lipid and glucose. 

2. What is this patient’s 10-year ASCVD risk? 
3. Would you recommend starting treatment for hyperlipidemia in this 

patient? If yes, what type of lipid lowering therapies you will choose? 
4. Assess the interaction between lipid lowering therapies and anti-

psychotic therapies. 
5. Summarize the management of patients with psychiatric disorders in 

the recent lipid guidelines. 
 


